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Disparities in Obstetrical Health and Care 

While maternity care in America is indeed failing our population health needs broadly, minoritized groups 

experience a disproportionate share of morbidity and mortality. For every non-Hispanic white birthing person 

who dies, three to four non-Hispanic black birthing people  die and almost two and a half American Indian/Alaska 

native birthing people die, as illustrated below.1

1 Nationally and internationally, a maternal death is traditionally defined as one within 42 days of the end of 

pregnancy from any cause related to or made worse by pregnancy or pregnancy management not including 

accidents.2 Washington State extends this definition to include a death within 12 months. Racial and ethnic 

disparities in these statistics may be larger than reported. However, much population health-level data relies on 

sources in which information on race, ethnicity, and other demographics is missing, does not use federally defined 

categories, or has uncertainty in accuracy due to collection issues.3  

For every 1 
non-Hispanic 
white pregnant 
person who 
dies… 
 

 

3 to 4 non-Hispanic black pregnant people die How are these women dying?4 
 

 

• More than 33% from 
cardiovascular complications 

• 12% from infection  

• 11% hemorrhage 
2.3 American Indian/Alaska Native pregnant 
people die 

 

Among all birthing people, cardiovascular complications are the leading cause of maternal deaths, followed by 

infection, and hemorrhage. Among non-Hispanic black pregnant people, cardiovascular complications (including 

eclampsia, preeclampsia, postpartum cardiomyopathy) are each five times higher than for white pregnant 

people.5 

Action Step: Ask if you can stratify your patients’ processes of care and outcomes by race and ethnicity. 

Aside from race, having pre-pregnancy hypertension, diabetes, self-reported poor or fair health, or a BMI ≥30; 

being over 40; and not having completed high school or received a GED are all associated with increased risk of 

perinatal mortality.6 Pre-pregnancy hypertension, diabetes, and a BMI ≥30 have also been associated with severe 

maternal morbidity along with excessive gestational weight gain, being over 35, having  less than a college 

education, and being covered by public insurance.7 Further, pre-pregnancy complications are increasing among 

the American birthing population as is the age of a person’s first pregnancy, resulting in more high-risk 

pregnancies.8  

  

 
1 Race in health data (as defined by the Federal Office of Management and Budget) is most often broken down into five categories: American Indian or Alaska Native, Asian, 
Black or African American, Native Hawaiian or Other Pacific Islander, and White.1 Ethnicity, which overlays on top of race, is most often broken down into two categories, 
Hispanic and non-Hispanic; Hispanic referring to those who can track ancestry from “Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin 
regardless of race.”1 State governments can expand these categories, Asian can be broken into: Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or Other Asian, 
but categories must be able to be collapsed into the five primary groups. 

https://www.uhccommunityandstate.com/wa
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Drivers of Disparities 

Poor perinatal outcomes stem from higher rates of predisposing medical conditions, such as obesity and 

hypertension, that are exacerbated by poor clinical experiences (e.g., prenatal care, labor and delivery 

management, postpartum follow-up) and the social environment around the birthing person.9 Those living in 

rural areas also have a significantly higher mortality and morbidity rate compared to those giving birth in urban 

areas due to differences in clinical care and social environment.10,11 Those who visually present as people of 

color often experience worse quality of care in a clinical encounter due to both implicit (unknown to the person) 

and explicit bias and stereotyping.12 Day-to-day experiences build on historic injustices, especially around 

reproductive autonomy.13,14 Black newborns experience twice the newborn mortality rate when compared to 

white newborns.15 When black newborns are cared for by a physician who is also black, this mortality rate is 

halved, indicating clinician-specific influence on mortality.16 

In her essay on almost dying from a blood clot after giving birth, athlete and activist Serena Williams says, “Giving 

birth to my baby, it turned out, was a test for how loud and how often I would have to call out before I was finally 

heard… Being heard and appropriately treated was the difference between life or death for me; I know those 

statistics would be different if the medical establishment listened to every black woman’s experience.” Read here. 

Action Step: Take an implicit bias test. 

The social determinants of health are “the conditions in which people are born, grow, work, live, and age, and 

the wider set of forces and systems shaping the conditions of daily life.”17 

While clinical care does increase overall health and length of life through 

preventing, diagnosing, managing, and treating conditions and diseases, 

the social determinants contribute to a much larger proportion of a 

person’s overall modifiable quality and length of life than clinical care, 50% 

compared to about 20%.18,19 Homelessness or housing insecurity during 

pregnancy is associated with twice the odds of pregnancy complications 

such as hemorrhage or preterm labor even when adjusted for co-occurring 

alcohol, opioid, and non-opioid drug use.20  

Individual screening for social risk helps target social services, inform care 

planning, discharge planning, and address a person’s complex needs, as 

well as inform the needs of a community overall. The American Academy of 

Family Physicians, the National Association of Community Health Centers, 

and the American Academy of Pediatrics all recommend screening in a 

clinical setting to identify and intervene in an individual’s social risk.21,22 

Despite this emphasis on screening, a 2017 national survey reported that only 25% of hospitals screened for five 

common social determinants of health.21  

In addition to a higher likelihood of poor clinical encounters, a cumulative lifetime of stressful experiences and 

racially charged microaggressions has been implicated in higher non-Hispanic black maternal and infant 

mortality. Called weathering, the cumulative stress or allostatic load from continuous systematic and 

individualized racism is thought to accelerate a person’s physiological aging, increasing risk of morbidity and 

mortality, especially during the physiologically stressful experience of pregnancy.23,24 Additionally, non-Hispanic 

black people are more likely to live in neighborhoods of concentrated poverty, a factor that alone increases the 

risk of preterm delivery for all racial groups.25,26 

 

Action Step: Ask if your delivery site is collecting information about patient housing and food security, 

transportation access, and experience of domestic violence, and can offer same-day resources.  

https://www.elle.com/life-love/a39586444/how-serena-williams-saved-her-own-life/
https://implicit.harvard.edu/implicit/selectatest.html
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OB COAP Opportunities 

OB COAP allows delivery sites and clinicians to look at birthing people as individuals, identify who is most at risk 

for complications, and conduct interventions for individuals and for marginalized populations that are more 

likely to experience poor outcomes. While community-level data are only 48% accurate in predicting an 

individual’s social need,27 the OB COAP database captures whether a person has been screened for housing and 

food insecurity, lack of transportation, preferred language, and experience of domestic violence. These person-

specific, clinical data can assist delivery sites in building pathways for intervening and connecting birthing people 

to resources, benchmark a community standard of care, and hold organizations and communities accountable. 

Clinical data can stratify outcomes by race, ethnicity, and insurance provider. Interventions can target 

improvement towards poorer performing health professionals, medical groups, or delivery sites. 

Examination of maternal and newborn metrics by race and ethnicity demonstrates disparity across groups in 

almost every instance. However, further stratification by layering on payer information illustrates even more 

dramatic inequities. The ability to identify the specific populations most at risk allows for development of 

targeted strategies for change. 

Health professional-level 

variation in practice and 

outcomes can easily be 

buried within aggregate 

reporting methodologies. OB 

COAP’s data includes specific 

health professional 

identification as well as role 

(i.e., prenatal care, 

admission, labor 

management, delivery). 

Identifying the role an outlier 

has played in the birth trajectory is critical to focused and appropriate implementation of interventions. 

OB COAP also allows collection of information on emerging or untested interventions such as the increased use 

of telemedicine in prenatal care and the impact of having a doula present during labor and delivery. 

Understanding impact, both intended and unintended, of these practices on both the childbearing person and 

the newborn is essential to determining efficacy and to ensure that the most vulnerable populations benefit and 

do not experience additional harm. 

Action Step: Ensure your planned birthing location or maternity care practice group is a member of OB 

COAP and using reports stratified by race, ethnicity, and payor to identify internal trends benchmarked 

against OB COAP-wide trends and are part of the multidisciplinary learning collaborative and read part 

III: Creating Sustainable, Person-Centered Improvement Processes.  

 

Suggested Citation: Foundation for Health Care Quality. (2022). Obstetrical Care Outcomes Assessment 

Program: A White Paper in Three Parts [White Paper]. www.qualityhealth.org/wp-

content/uploads/2022/11/OB-COAP-White-paper-2022.pdf.

http://www.qualityhealth.org/wp-content/uploads/2022/11/OB-COAP-White-paper-2022.pdf
http://www.qualityhealth.org/wp-content/uploads/2022/11/OB-COAP-White-paper-2022.pdf
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