
Racial and Ethnic Disparities in Obstetrics and 
Gynecology

ABSTRACT: Projections suggest that people of color will represent most of the U.S. population by 2050, and 
yet significant racial and ethnic disparities persist in women’s health and health care. Although socioeconomic 
status accounts for some of these disparities, factors at the patient, practitioner, and health care system levels 
contribute to existing and evolving disparities in women’s health outcomes. The American College of Obstetricians 
and Gynecologists is committed to the elimination of racial and ethnic disparities in the health and health care of 
women and encourages obstetrician–gynecologists and other health care providers to engage in activities to help 
achieve this goal.

Recommendations
Reducing racial and ethnic disparities in health and health 
care should be a priority for all obstetrician–gynecologists 
and other women’s health care providers. Obstetrician–
gynecologists can help to meet this objective by

 • raising awareness among colleagues, residents, staff, 
and hospital administrators about the prevalence of 
racial and ethnic disparities and the effect on health 
outcomes

 • understanding the role that practitioner bias can play 
in health outcomes and health care 

 • strongly encouraging the adoption of federal stan-
dards for collection of race and ethnicity information 
in clinical and administrative data to better identify 
disparities 

 • promoting research that not only identifies structural 
and cultural barriers to care but also tests the effec-
tiveness of interventions to address such barriers

 • educating patients in a culturally sensitive manner 
about steps they can take to prevent disease condi-
tions that are prevalent in their racial and ethnic 
groups 

 • supporting and assisting in the recruitment of  
obstetrician–gynecologists and other health care 
providers from racial and ethnic minorities into aca-
demic and community health care fields 

Background
Approximately 61 million females in the United States 
(38% of U.S. females) are members of a racial or ethnic 
minority group, or both (1). As of 2013, nearly one half 
of U.S. births were to women of color (2), and projections 
suggest that nonwhite individuals will represent most of 
the U.S. population by 2050 (3). With these changing 
demographics comes an awareness of previously unrec-
ognized racial and ethnic disparities in women’s health 
and an urgent need to identify and address factors that 
can explain or contribute to these disparities.

The National Institutes of Health defines a health 
disparity population as one in which there is a significant 
disparity in the overall rate of disease incidence, preva-
lence, morbidity, or mortality in the specified population 
as compared with the general population (4). Although 
significant health disparities occur for many groups, dis-
parities in health and health care are most likely to occur 
among women who are members of racial and ethnic 
minority groups. Health conditions commonly encoun-
tered by obstetrician–gynecologists are no exception. It 
is important to distinguish between disparities in health 
conditions and outcomes (eg, presence of uterine fibroids 
or maternal mortality) and disparities in health care 
services (eg, receipt of early prenatal care or mammo- 
graphy). Both occur, but in many instances they require 
different solutions; thus, it is critical that obstetrician–
gynecologists be aware of each category, have resources 
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to improve their understanding of the etiologies of such 
disparities, and engage in strategies to decrease them. 
In addition, clinical and administrative data collection 
should, at a minimum, follow federal standards for race 
and ethnicity to improve the quality of such data and 
their use in describing disparities (5).

Examples of Racial and Ethnic Disparities in 
Obstetrics and Gynecology
Table 1 presents examples of key disparities in obstetrics 
and gynecology, derived from national or state-level 
estimates. Although the existing literature is replete with 
examples of differences in outcomes in black and white 
women, more work is needed to explore disparities 

among American Indian, Alaska Native, and Asian 
women. In addition, more granular data collection on 
ethnicity would help to elucidate the heterogeneity of 
health outcomes within the broad categories of Asian, 
Hispanic, and other groups.

Understanding the Causes of Health Disparities
Many health disparities are directly related to inequities 
in income, housing, education, and job opportunities. 
Although many disparities diminish after taking these 
factors into account, some remain because of factors at 
the patient, health care system, and practitioner levels (6). 
Analysis in the context of these differences is a part of a 
framework endorsed by the Institute of Medicine in their 

Table 1. Select Examples of Disparities in Obstetric and Gynecologic Health and Health Care ^ 

Disparities in Health Outcomes AI/AN Asian Black Hispanic White

Infertility in last 12 months (% of women)a N/A 10 12 9 7

Unintended pregnancy (% of pregnancies)b N/A N/A 69 56 42

Preterm birth (% of live births)c 13 10 17 12 10

Fetal death (/1,000 live births + fetal deaths)d N/A N/A 11  5 5

Maternal death (/100,000 live births)e,f N/A 8 26 5 7

Gonorrhea (/100,000 population)g 96 18 570 N/A 24

Cervical cancer (/100,000 population)h 7 7 10 11 7

Breast cancer deaths (/100,000 population)i 15 11 31 15 22

Diabetes-related deaths (/100,000 population)j 22 11 33 13 24

Disparities in Health Care Access and Services     

Birth control provided in past year (% of women aged 15–44 years)k N/A N/A 29 29 37

Pap testing within 3 years (% of women aged 21–65 years)l 79 75 85 79 83

Mammography within 2 years (% of women aged 50–74 years)l 69 64 73 70 73

Ever received infertility treatment (% of women)a N/A N/A 11 12 16

Prenatal care in first trimester (% of births)c 69 84 75 76 89

Cesarean delivery (% of births)c 29 34 36 32 32 

Abbreviations: AI/AN, American Indian or Alaska Native; N/A, data not available.
aBitler M, Schmidt L. Health disparities and infertility: impacts of state-level insurance mandates. Fertil Steril 2006;85:858– 65.
bFiner LB, Zolna MR. Shifts in intended and unintended pregnancies in the United States, 2001-2008. Am J Public Health 2014;104(suppl 1):S43–8.
cMarch of Dimes. PeriStats. Available at: http://www.marchofdimes.org/peristats/Peristats.aspx. Retrieved September 1, 2015.
dMacDorman MF, Gregory EC. Fetal and perinatal mortality: United States, 2013. Natl Vital Stat Rep 2015;64 (8):1–24.
eCalifornia Maternal Quality Care Collaborative. Racial disparities. Available at: https://www.cmqcc.org/focus-areas/maternal-mortality/racial-disparities. Retrieved 
September 2, 2015.
fData is limited to the state of California but represents the most recently available data. National data have not been updated since 2010.
gRacial disparities in nationally notifiable diseases--United States, 2002. Centers for Disease Control and Prevention (CDC). MMWR Morb Mortal Wkly Rep 2005;54:9–11.
hHuman papillomavirus-associated cancers - United States, 2004-2008. Centers for Disease Control and Prevention (CDC). MMWR Morb Mortal Wkly Rep 2012;61:258–61.
iKohler BA, Sherman RL, Howlader N, Jemal A, Ryerson AB, Henry KA, et al. Annual report to the nation on the status of cancer, 1975-2011, featuring incidence of breast 
cancer subtypes by race/ethnicity, poverty, and state [published errata appear in J Natl Cancer Inst 2015;107(7). pii: djv177; J Natl Cancer Inst 2015;107(5). pii: djv121]. J 
Natl Cancer Inst 2015;107:djv048.
jKochanek KD, Murphy SL, Xu J. Deaths: final data for 2011. Natl Vital Stat Rep 2015;63(3):1–120.
kMartinez G, Chandra A, Febo-Vasquez I, Mosher W. Use of family planning and related medical services among women aged 15-44 in the United States: National Survey of 
Family Growth, 2006-2010. Natl Health Stat Report 2013;6:1–16, 20.
lCancer screening - United States, 2010. Centers for Disease Control and Prevention (CDC). MMWR Morb Mortal Wkly Rep 2012;61:41–5.
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institutions also may contribute to racial and ethnic dis-
parities in health care (13, 14). Each of these factors must 
be contextualized in terms of broader structural inequali-
ties that permeate society, such as economic disparities, 
racism, gender oppression, and unequal educational 
opportunities (15). 

Practitioner-Level Factors 
Evidence suggests that factors such as stereotyping and 
implicit bias on the part of health care providers may 
contribute to racial and ethnic disparities in health (6). 
For example, social and demographic biases have been 
shown to affect practitioners’ recommendations for long-
acting reversible contraceptive methods to women at risk 
of unintended pregnancies (16). It is unclear whether 
these biases also affect practitioners’ recommendations 
for cesarean delivery or referrals for infertility. Subtle 
ambiguities in practitioners’ and patients’ interpretations 
of medical information because of cultural and language 
differences also contribute to disparities in care (6). 
Culturally derived mistrust of the health care system may 
result from legacies such as coercive sterilization of poor 
women of color (17) and can decrease adherence to clini-
cian recommendations.

Proposed Solutions to Reduce Disparities in 
Obstetrics and Gynecology
Successful interventions to reduce health disparities are 
likely to be multifactorial and incremental in nature, 
taking aim at root causes of suboptimal outcomes and 
care. Addressing social determinants of health is critical 
to reducing inequities in health status. Studies suggest 
that race and language concordance between patients 
and practitioners may improve communication and out-
comes (18). Obstetrician–gynecologists should support 
diversity at all levels of the health care system. Further 
research to investigate the role of biology, genetics, 
and environment and target therapies that specifically  
benefit minority women also will be required. Lastly,  
obstetrician–gynecologists and other health care provid-
ers must acknowledge the role they play in perpetuating 
health care disparities and must advocate for a system of 
more culturally and linguistically appropriate care for all.

The following are suggested actions that obstetrician– 
gynecologists can take to address disparities in their prac-
tices and local communities: 

 • Raise awareness of health disparities among col-
leagues, practice staff, and administrators through 
grand rounds presentations, office staff meetings, 
and resident and student lectures.

 • Recommend and support quality improvement proj-
ects that identify and develop initiatives to target 
specific disparities within local health care systems.

 • Educate staff and colleagues about community 
resources for women with limited access to health 
care.

2003 report, Unequal Treatment: Confronting Racial and 
Ethnic Disparities in Health Care (6).

Patient-Level Factors 
Race and ethnicity represent social rather than biologi-
cal constructs that can provide useful information about 
how environmental, cultural, behavioral, and medical 
factors can affect patient health. The frequency of certain 
genetic variations may differ between racial or ethnic 
groups but generally are related to a common ancestral 
lineage. For instance, there is an increased frequency of 
mutations for certain genetic diseases (eg, sickle cell dis-
ease) in individuals of African descent. Genetic polymor-
phisms associated with increased susceptibility to disease 
also may vary in frequency in different racial and ethnic 
groups (7). Another consideration is the issue of gene–
environment interaction and epigenetics. Genetic varia-
tions, even those that do not vary in frequency among 
racial or ethnic groups, may enhance susceptibility to an 
environmental exposure that occurs more frequently in 
a particular racial or ethnic group. Thus, although race 
and ethnicity are primarily social constructs, the effect 
of common ancestral lineage on the segregation and 
frequency of genetic variations in combination with the 
influence of cultural factors on environmental exposures 
cannot be ignored and should be considered a potential 
contributor to health disparities.

Variation in patient preferences, attitudes, and 
adherence to treatment plans may explain some, but 
certainly not all, observed differences. For example, 
racial and ethnic minorities may be less likely to undergo 
prenatal genetic screening, but this difference is partially 
explained by differences in value placed on the informa-
tion obtained from such testing (8). Studies suggest the 
likely effect of experiences of racism and life stressors on 
obstetric and gynecologic outcomes (9). Behaviors that 
affect health status, such as physical activity and dietary 
practices, may vary by race and ethnicity and, therefore, 
contribute to differences (10).

Health Care System-Level Factors 
The United States is the only developed country that does 
not consider health care a right of citizenship; instead, 
health care is driven by market forces. Thus, the health 
care system in the United States contributes to poor 
access for citizens who are either uninsured or underin-
sured. Although the Affordable Care Act likely will help 
to reduce disparities in health care access, estimates sug-
gest that minority women, who are disproportionately of 
low socioeconomic status, may be adversely affected in 
states that do not expand Medicaid coverage. As of 2013, 
59% of uninsured African Americans, who otherwise 
would be eligible for Medicaid under the expansion, lived 
in states with no plans to expand Medicaid coverage (11). 
Additionally, undocumented immigrants are ineligible 
for the coverage benefits afforded by the Affordable Care 
Act (12). Varying geographic availability of health care 
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 7.  Romero R, Kuivaniemi H, Tromp G, Olson J. The design, 
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2002;187:1299–312. [PubMed] [Full Text] ^
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 • Work collaboratively with local public health author-
ities to address disparities in environmental expo-
sures, health education and literacy, and women’s 
health services and outcomes (eg, breast and cervical 
cancer screening, maternal and infant mortality).

 • Encourage health system leadership to advocate for 
local, state, and national policies to improve wom-
en’s health care and reduce disparities. 

Conclusion
Racial and ethnic disparities in obstetric and gyneco-
logic outcomes and care are prevalent and persistent. In 
order to provide the best care possible for all women,  
obstetrician–gynecologists must be keenly aware of the 
existence of and contributors to health disparities and be 
willing to work toward their elimination.

For More Information
These resources are for information only and are not meant to be compre-
hensive. Referral to these resources does not imply the American College 
of Obstetricians and Gynecologists’ endorsement of the organization, the 
organization’s web site, or the content of the resource. The resources may 
change without notice.

ACOG has identified additional resources on topics 
related to this document that may be helpful for ob-
gyns, other health care providers, and patients. You 
may view these resources at www.acog.org/More-Info/
RacialEthnicDisparities.

References
 1. National Center for Health Statistics. Resident popula-

tion, by age, sex, race, and Hispanic origin: United States, 
selected years 1950–2013. In: Health, United States, 2014: 
with special feature on adults aged 55–64. Hyattsville 
(MD): NCHS; 2015. p. 53–5. Available at: http://www.cdc.
gov/nchs/data/hus/2014/001.pdf. Retrieved September 2, 
2015. ^

 2.  Martin JA, Hamilton BE, Osterman MJ, Curtin SC, 
Matthews TJ. Births: final data for 2013. Natl Vital Stat Rep 
2015;64(1):1–65. [PubMed] ^

 3.  Taylor P, Cohn D. A milestone en route to a majority 
minority nation. Washington, DC: Pew Research Center; 
2012. Available at: http://www.pewsocialtrends.org/2012/ 
11/07/a-milestone-en-route-to-a-majority-minority-
nation/#. Retrieved September 1, 2015. ^

 4.  National Institutes of Health. NIH health disparities stra-
tegic plan and budget fiscal years 2009-2013. Available at: 
http://www.nimhd.nih.gov/documents/NIH%20Health 
%20Disparities%20Strategic%20Plan%20and%20
Budget%202009-2013.pdf. Retrieved September 2, 2015. ^

 5.  Department of Health and Human Services. U.S. Depart-
ment of Health and Human Services implementation guid-
ance on data collection standards for race, ethnicity, sex, 
primary language, and disability status. Washington, DC: 
HHS; 2011. Available at:  http://aspe.hhs.gov/basic-report/
hhs-implementation-guidance-data-collection-standards-
race-ethnicity-sex-primary-language-and-disability-status.  
Retrieved September 1, 2015. ^

http://www.ncbi.nlm.nih.gov/pubmed/12439524
http://www.sciencedirect.com/science/article/pii/S0002937802004131
http://www.ncbi.nlm.nih.gov/pubmed/16648415
http://journals.lww.com/greenjournal/Fulltext/2006/05000/Beyond_Race_or_Ethnicity_and_Socioeconomic_Status_.20.aspx
http://www.ncbi.nlm.nih.gov/pubmed/21345565
http://www.jiwh.org/attachments/Health%20Disparities%20Overview.pdf
http://www.jiwh.org/attachments/Health%20Disparities%20Overview.pdf
http://www.jiwh.org/attachments/Health%20Disparities%20Overview.pdf
http://kff.org/disparities-policy/fact-sheet/health-coverage-for-the-black-population-today-and-under-the-affordable-care-act/
http://kff.org/disparities-policy/fact-sheet/health-coverage-for-the-black-population-today-and-under-the-affordable-care-act/
http://kff.org/disparities-policy/fact-sheet/health-coverage-for-the-black-population-today-and-under-the-affordable-care-act/
http://kff.org/disparities-policy/fact-sheet/health-coverage-for-the-black-population-today-and-under-the-affordable-care-act/
http://www.ncbi.nlm.nih.gov/pubmed/25730255
http://journals.lww.com/greenjournal/Fulltext/2015/03000/Committee_Opinion_No__627___Health_Care_for.46.aspx
http://www.ncbi.nlm.nih.gov/pubmed/24451676
http://journals.lww.com/greenjournal/Fulltext/2014/02000/Committee_Opinion_No__586___Health_Disparities_in.35.aspx
http://journals.lww.com/greenjournal/Fulltext/2014/02000/Committee_Opinion_No__586___Health_Disparities_in.35.aspx
http://www.ncbi.nlm.nih.gov/pubmed/22183240
http://journals.lww.com/greenjournal/Citation/2012/01000/Committee_Opinion_No__515___Health_Care_for_Urban.39.aspx
http://www.ncbi.nlm.nih.gov/pubmed/24507917
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4269606/
http://www.ncbi.nlm.nih.gov/pubmed/20598282
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3012124/
http://www.ncbi.nlm.nih.gov/pubmed/15983269
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1449330/
http://www.ncbi.nlm.nih.gov/pubmed/21840150
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3217162/
http://www.cdc.gov/nchs/data/hus/2014/001.pdf
http://www.cdc.gov/nchs/data/hus/2014/001.pdf
http://www.ncbi.nlm.nih.gov/pubmed/25603115
http://www.pewsocialtrends.org/2012/11/07/a-milestone-en-route-to-a-majority-minority-nation/#
http://www.pewsocialtrends.org/2012/11/07/a-milestone-en-route-to-a-majority-minority-nation/#
http://www.pewsocialtrends.org/2012/11/07/a-milestone-en-route-to-a-majority-minority-nation/#
http://www.nimhd.nih.gov/documents/NIH%20Health%20Disparities%20Strategic%20Plan%20and%20Budget%202009-2013.pdf
http://www.nimhd.nih.gov/documents/NIH%20Health%20Disparities%20Strategic%20Plan%20and%20Budget%202009-2013.pdf
http://www.nimhd.nih.gov/documents/NIH%20Health%20Disparities%20Strategic%20Plan%20and%20Budget%202009-2013.pdf
http://aspe.hhs.gov/basic-report/hhs-implementation-guidance-data-collection-standards-race-ethnicity-sex-primary-language-and-disability-status
http://aspe.hhs.gov/basic-report/hhs-implementation-guidance-data-collection-standards-race-ethnicity-sex-primary-language-and-disability-status
http://aspe.hhs.gov/basic-report/hhs-implementation-guidance-data-collection-standards-race-ethnicity-sex-primary-language-and-disability-status


Committee Opinion No. 649 5

Copyright December 2015 by the American College of Obstetricians 
and Gynecologists, 409 12th Street, SW, PO Box 96920, Washington, 
DC 20090-6920. All rights reserved. 

ISSN 1074-861X

Racial and ethnic disparities in obstetrics and gynecology. Committee 
Opinion No. 649. American College of Obstetricians and Gynecol-
ogists. Obstet Gynecol 2015;126:e130–4.


