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Overview



Black and Native American 
maternal and infant mortality 

rates are 2-3 times higher 
than the rates for 

White women and babies 

A growing body of 
evidence points to 

racismas a root 
cause

Presenter
Presentation Notes
The persistent and substantial disparities in infant and maternal mortality in the U.S. are a warning that the systems meant to prevent these devastating events require transformative change.

Racial Dot Map of Detroit pictured 1 dot per person based on 2010 census.  Green=Black; Orange=Hispanic; Red=Asian; Brown=Other race/ Native American Blue=White 



Achieving Birth Equity through Systems Transformation ABEST

Disrupt racial inequities in maternal 
and infant mortality …

Build knowledge of root causes and 
capacity for systems changeamong 
leaders and

Developspecific, actionable strategies 
to challenge the status quoin 
government and communities

Project Goal

Presenter
Presentation Notes
By focusing on two things: explicit focus on root causes such as racism and sexism, and systems change. If we want to truly address root causes, which exist at the level of systems and structures, we need the work to happen at the level of systems.

The goal of this project is that by the end of the grant period (October 2020) develop specific, actionable strategies for systems change that challenge the status quo in government and communities.



Root Causes

5

Presenter
Presentation Notes
Explicit focus on root causes and looking beyond the individual level – addressing the structures that are holding the problem in place. This is the social-ecological  model, which illustrates how an issue is impacted at multiple levels. There is a lot of good work that is happening in terms of clinical and public health programs and interventions at the individual level, but that is not sufficient to eradicate inequities. ABEST complements that work by focusing on root causes like racism and sexism where they show up in the outer layers of the SEM like institutions, communities, and society. ​
Breastfeeding – individual level (initiation and duration); interpersonal (family and providers, support); institutional (hospital policies; employer support); community (nursing rooms); societal (bf in public; break time for nursing mothers) 




From The Water of Systems Change (2018) by FSG

Systems Change

Presenter
Presentation Notes
If we hope to address root causes, we need to be working on systems change that goes deeper than changing policies, practice, and resources. We need to be addressing relationships and power within systems, and we need to be addressing the mental models that shape systems. Mental models are the ways of thinking that are holding the problem in place. For example, focusing on individuals’ behavior, particularly mothers, without acknowledging the ways systems put infants and mothers at risk. This work will transform systems to change the way we talk about and act on maternal and infant health.
Baby friendly hospital initiative



The ultimate goal is to…

Reduce and eliminate 
racial inequities in

Infant mortality

Maternal mortality

Ensure ALL Michigan 
families experience 
healthy birth outcomes



Literature
Review



Purpose of the Literature Review

• Ground project in current research

• Draw connections between literature on maternal and infant outcomes

• Provide a resource to others for understanding and addressing root 
causes and systems



Methods

• 146 articles
• Focus on articles within past 10 years
• Search terms included: maternal mortality, maternal morbidity, infant 

mortality, leading causes of infant mortality focused on African American 
and American Indian/Alaska Native populations

• Themes identified and coded in NVivo

Presenter
Presentation Notes
The final number of articles included in the literature review was 146. 
The literature review focused on recent articles and reports (within the last 10 years), but older articles that were relevant to the literature review were not excluded.
The literature review for ABEST started by searching journal articles, organizational reports, government reports, and book chapters. Terms searched included maternal mortality, maternal morbidity, infant mortality, and leading causes of infant mortality (including low birth weight and prematurity) focused on African American and American Indian/Alaska Native populations. As the project team read the literature review materials, they kept notes on emerging themes. Once a list of core themes was developed, the project team used NVivo, a qualitative analysis software, to organize the literature and further develop themes.




Social-Ecological Model

Presenter
Presentation Notes
Utilizing the social-ecological model allowed us to look at the literature review through the lens of each of the five levels, how the literature at each of the levels was interconnected, and how single factors such as racism played out differently though each of the levels of the model.



Literature Review Themes

Theme 1: Racism and Access to Quality Health Care

Theme 2: Racism, Adverse Childhood Experiences, and Psychosocial Stress

Presenter
Presentation Notes
The literature review identified two main themes regarding how racism functions as a root cause of birth inequity. These are not the only two ways in which racism impacts birth outcomes for Black and Native American women, but they are the two that we have the most research evidence around. The purpose of presenting them in the SEM is to provide an example of how to use the SEM to examine root causes. We hope this lit review spurs curiosity and inspires people to look for other root causes and for other ways racism impacts birth inequity.



Theme 1: 
Racism 

& Access to Quality Health Care



Racism and Access to Quality Healthcare: 
Societal Level
• Policies & Programs Impacting Racial Geography

• Black
• Mortgage Lending Policies

• Redlining
• Role of Federal Government: Home Owners Loan Corporation and Federal Housing 

Administration (Rothstein, 2017)
• Led to residential segregation & economic deprivation (Massey & Denton, 1998)

• Native American
• Forced Surrender of Tribal Lands and Relocation

• General Allotment Act of 1887, Termination Act of 1953, Indian Relocation Act in 1956 
• Led to millions of deaths and land base 2.3% of original size (Dunbar-Ortiz, 2014)

Presenter
Presentation Notes
Now we’ll take a snapshot look at the pathway of the literature review through each of the levels and how they interconnect. 

Public policies have contributed to the racial geography of African American and American Indian/Alaska Native communities, and the economic deprivation of these communities. 

Mortgage Lending Policies such as redlining led to residential segregation for African Americans. Redlining is the practice of banks and financial institutions basing mortgage credit decisions on the location of a property, and locations considered to be high risk are marked in red. The Home Owners Loan Corporation (HOLC) and Federal Housing Administration (FHA) considered Black neighborhoods, including middle class neighborhoods, too risky for investment. This excluded Black families from obtaining these long-term, low-interest mortgages and excluded them from new developments and revitalized neighborhoods in order to maintain them as White neighborhoods that could qualify for these programs. African Americans were segregated to living in less desirable areas that lacked resources and disinvested in and denied economic opportunity to grow wealth through home ownership as discussed by Massey & Denton in 1998 who showed that residential segregation exacerbates the impact of economic downturns, creating concentrated poverty. 

The forced surrender of tribal lands by the federal government and the relocation of American Indian/Alaska Natives to less desirable locations with less resources that were also disinvested in. Dunbar-Ortiz in 2014 discussed that settler colonialism resulted in the death of millions of Native Americans and an Indigenous land base that was only 2.3% of its original size by 1955. In addition, tribal members experienced  interruption to their established ways of life and subsistence, affecting them economically.  

Both Black and Native Americans were relegated to live in less desirable areas that lacked resources and public investment






Racism and Access to Quality Healthcare: 
Societal Level
• Policies/Programs Impacting Health Access 

• Black
• Medicaid

• Coverage gaps for poor adults
• Black individuals disproportionately impacted by coverage gaps
• Affordable Care Act of 2010

• Reductions in uninsured rates and Medicaid coverage gains for Medicaid expansion states vs. 
non-expansion states (Anonisse, Garfield, Rudowitz, & Artiga, 2018)

• Native American
• Indian Health Service historically underfunded
• Federal unmet need estimate: 50% (Sequist, Cullen, & Acton, 2011)

Presenter
Presentation Notes
Discriminatory Healthcare policies have impacted access to healthcare for African Americans and American Indian/Alaska Natives. 

Medicaid is a federal insurance program for all Americans that has coverage gaps for low-income adults. Due to the reality that African Americans are disproportionately low-income due to policies such as those on the last slide, Medicaid’s coverage gaps have disproportionately impacted African Americans. The passage of the Affordable Care Act in 2010 expanded coverage to help cover the gap for adults, but only to states who chose to expand Medicaid. A 2018 literature review (Anonisse, Garfield, Rudowitz, & Artiga) on the impacts of Medicaid expansion showed that multiple studies saw reductions in uninsured rates and Medicaid coverage gains for Medicaid expansion states when compared to non-expansion states across the major racial/ethnic categories. 

American Indian/Alaska Native:
The Indian Health Service was established to meet federal treaty obligations to provide health services (medical and community health) to members of federally recognized Tribes. IHS is vastly underfunded. Current federal unmet needs is estimated to be 50%. 




Racism and Access to Quality Healthcare: 
Community Level

• Residential Segregation/Distribution of Resources/Access to Healthcare
• Policies and programs related to racial geography and health access at the societal level have 

led to the limited availability of and access to health care services for Black and Native 
American individuals

• Less options and Lower quality healthcare
• Racial differences in site of health care delivery and rates of severe maternal morbidity  (Howell, 

Egorova, Balbierz, Zeitlin, &  Hebert, 2016)
• One quarter of hospitals provided care for three quarters of all black deliveries in US
• High black-serving hospitals had higher severe maternal morbidity rates after adjustment for 

patient and hospital characteristics

Presenter
Presentation Notes
The federal policies and programs impacting African American and American Indian/Alaska Native healthcare and racial geography have shaped access to and the quality of healthcare available at the community level. 

The residential segregation of African Americans and relocating of tribes to areas lacking resources has limited the healthcare resources available, in turn, limiting access to healthcare for these women. Having limited healthcare options also directly impacts the quality of healthcare these women are receiving. One example of racial differences in quality of healthcare is evident in the 2016 Howell, Egorova, Balbierz, Zeitlin, &  Hebert that found that African American babies were often born in hospitals that served higher numbers of African Americans and that these hospitals had higher rates of severe maternal morbidity than hospitals that served higher numbers of Whites. White patients at low black-serving hospitals had the lowest rates of adjusted severe maternal morbidity (12.3 per 1000 deliveries).Black patients at high black-serving hospitals had the highest rates (20.5 per 1000 deliveries). High black-serving hospitals had higher rates of severe maternal morbidity for black (66.9% higher) and white (56.9% higher) women compared to white women  at low black-serving hospitals. Severe maternal morbidity rates were higher for black women at high black serving hospitals (20.5) than low black-serving hospitals (16.9). In summary, while black women overall experienced higher rates of severe maternal morbidity when compared to white women, hospitals serving higher numbers of Blacks had the highest rates for black women but also increased rates for white women. 






Racism and Access to Quality Healthcare: 
Institutional Level 
• Discrimination in Healthcare Systems

• Racism is systemic healthcare issue (Williams & Rucker, 2000)
• Historically embedded in healthcare (Roberts, 1999; Lawrence, 2000)
• Cultural needs not taken into consideration
• Lower quality and less intense healthcare (Smedley, Stith, & Nelson, 2003)

Presenter
Presentation Notes
Barriers to accessing healthcare and receiving quality healthcare at the community level is further exacerbated by discrimination at the institutional level for African Americans and American Indian/Alaska Natives. 

Discrimination is a widespread systemic healthcare issue as discussed by Williams & Rucker in 2000 that is historically embedded in our healthcare system. An example of this historical discrimination is the sterilization of African American and American Indian/Alaska Native women as discussed by Roberts in 1999 and Lawrence in 2000. Discrimination in health systems today involves the provision of culturally insensitive services and racial differences in the quality and intensity of healthcare. A 2003 Smedley, Stith, and Nelson book showed that African Americans and other minorities receive poorer quality care, including fewer medical procedures than Whites. These experiences of discrimination can lead to women to stop seeking healthcare services. 



Racism and Access to Quality Healthcare: 
Interpersonal Level
• Discrimination by Healthcare Providers

• Culturally insensitive 
• Lower quality and less intense healthcare (Williams & Mohammed, 2009)
• Differences in medical treatment decisions (Green, Carney, Pallin, Ngo, Raymond, 

Iezzoni & Banaji, 2007)

Presenter
Presentation Notes
There is overlap between the institutional and interpersonal level, but that the key difference is that the institutional level is about the healthcare system and interpersonal is about interactions. So, culturally competence care can be provided at the institutional level in terms of policies and practices, but also at the individual level (even in an institution that does a poor job).


Culturally insensitivity and discrimination by healthcare providers leads to lower quality and less intense medical treatment as discussed by Williams and Mohammed in 2009. Implicit bias often plays a part in provider discrimination and has led to providers making different medical treatment decisions for patients of different race, as evidenced in a 2007 Green, Carney, Pallin, Ngo, Raymond, Iezzoni & Banaji study that found that as a physician’s implicit bias toward African American patients increased, the recommendation for thrombolysis treatment decreased. The discrimination experienced by African American and American Indian/Alaska Native women can lead  to health concerns being overlooked or not fully addresses, then leading to further health complications.




Racism and Access to Quality Healthcare: 
Individual Level
• Cumulative Impact to Mothers’ Health

• Disparities in maternal health conditions (obesity, hypertension and gestational 
diabetes) impact both maternal outcomes and birth outcomes

• Higher maternal mortality and morbidity rates
• Higher rates of infants born preterm and low birthweight , which are two of the leading causes 

of infant mortality 
• Higher rates of infant mortality (Schempf, Branum, Lukacs, & Schoendorf, 2007)

Presenter
Presentation Notes
The individual level is where the effects of racism playing out at each of the higher levels directly impacts the health outcomes for African American and American Indian/Alaska Native women.  These women experience poorer health status than White women, with higher rates of obesity, hypertension and gestational diabetes. These health conditions impact both maternal and birth outcomes, leading to higher rates of maternal mortality and morbidity. The same conditions also lead to an increased likelihood of an infant being born preterm or low birthweight, which are two of the leading causes for infant mortality. Schempf, Branum, Lukacs, & Schoendorf in 2007 found that almost 80% of the Black-White infant mortality gap in 1990 and 2000 can be explained by excess deaths among preterm Black infants and that the 4 times higher rate in extremely preterm birth for Black infants accounted for more than half of the infant mortality gap. 



ROOT CAUSE: Racism and 
Access to Quality Health Care

Public policies have shaped the racial geography and
economic deprivation of Black and Native American
communities, impacting access to quality health care.
This is made worse by racial discrimination in
healthcare systems and from individual providers. The
end result is that Black and Native American women
experience more medical conditions, leading to poorer
maternal health, which in turn leads to higher rates of
low birth weight, premature births, infant mortality,
and maternal mortality.

Presenter
Presentation Notes
The pathway for the first theme of the literature review shows how racism functions as a root cause of inequitable birth outcomes for African American and American Indian/Alaska Native women and infants. The pathway is traced starting with how public policies have shaped residential segregation, economic depravity and healthcare coverage to the barriers of accessing healthcare at the community level which is exacerbated by racism embedded in healthcare systems and experienced with healthcare providers, ultimately leading to African American and American Indian/Alaska Native women experiencing more medical conditions and poorer maternal health outcomes that impact maternal/infant mortality rates and health outcomes. 




Theme 2: 
Racism 

Adverse Childhood Experiences 
& Psychosocial Stress

Presenter
Presentation Notes
Theme 2 looked at racism, Adverse Childhood Experiences (ACEs) and psychosocial stress and how these factors intersect to negatively impact maternal and infant health in Black and Native American women. 




What are Adverse Childhood Experiences?

ACEs are traumatic events occurring before the age of 18 that cause 
health problems and induce psychosocial stress throughout the lifespan

Poverty -
Racism

Neighborhood 
Violence

Economic 
Hardships

Interpersonal 
Violence

Mental 
Illness

Presenter
Presentation Notes
So what are Adverse Childhood experiences? - ACEs are traumatic events occurring before the age of 18 that cause health problems and induce psychosocial stress throughout the lifespan.

If we think about how ACEs and psychosocial stress relates to the social-ecological model. Black and Native American children report . . .

living in poverty and chronic exposure to racism (societal level) are reported more than any other ACE, 
followed by witnessing neighborhood violence (community level), 
experiencing temporary economic hardships such as job loss (institutional level), 
Interpersonal violence (interpersonal), abusing alcohol/drugs, and experiencing mental illness (individual level). 




Psychosocial 
Stress

Adapted from: Adapted from https://www.lifepathproject.eu/content/allostatic-load

Presenter
Presentation Notes
Allostasis is internal ‘stability’ – how we respond to our environment on the inside - ACEs environmental stress/toxins, major life events such as death, and perceived stress. All of the factors contribute to psychosocial stress. 

Psychosocial stress is stress experienced from trauma that goes beyond an individuals capacity to cope. 
Chronic exposure to stressful situations causes an increase the ‘wear and tear’ on the body (McEwen & Stellar, 1993). 


https://www.lifepathproject.eu/content/allostatic-load


Cumulative 
Wear 

& Tear

Adapted from https://www.lifepathproject.eu/content/allostatic-load

Presenter
Presentation Notes

There are racial disparities in the cumulative number of ACEs experienced over the course of a lifetime  - People of color start out life with disadvantages compared to White people



The greater ‘the wear and tear’, the greater the body’s inability to manage the physiological and psychological effects of stress (McEwen, 1998) which in turn causes greater vulnerabilities to stress-related diseases (as seen in this graphic) 


https://www.lifepathproject.eu/content/allostatic-load


https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/aboutace.html

Presenter
Presentation Notes

Examples of stress-related diseases

There are racial disparities in the cumulative number of ACEs experienced over the course of a lifetime  

Black children (Slopen et al., 2016) and Native American children (Kenney & Singh, 2016) experience ACEs at a greater rate than White children. 


https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/aboutace.html


https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/aboutace.html

Presenter
Presentation Notes

Since ACEs and the frequency of exposure to stress have overlapping negative long-term effects on physical and emotional health - the linkage from childhood (ACEs and allostatic load/psychosocial stress) to adulthood (allostatic load/psychosocial stress) also allows us to fully understand the intersectionality of these risk factors. – The intergenerational impacts

As seen in this graphic - and thinking about the lifespan of an individual  - these elevated risks for adverse health outcomes are important to keep in mind since societal policies and conditions have had long-term effects on children before birth and extending into child-bearing age for women and can lead to an early death. But what comes before ACEs?



https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/aboutace.html


https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/aboutace.html

Presenter
Presentation Notes
So, if we think about how the racial disparities in ACEs fit into the social-ecological model, then we must also think about what comes before ACEs. What are the precursors and how doe we take those into account when thinking about disparities in maternal and infant health – which is the point of this project - moving upstream and changing mental models.


https://www.cdc.gov/violenceprevention/childabuseandneglect/acestudy/aboutace.html


ROOT CAUSE: Racism, Adverse 
Childhood Experiences (ACES), 

& Psychosocial Stress

ACEs and stress have overlapping negative long-term
effects on physical and emotional health through their
impact on the body’s ability to manage the effects of
stress and to fight disease. For Black and Native
American women, the chances of experiences ACEs
and psychosocial stress are greater than for White
women due to inequities at the societal, community,
institutional, interpersonal, and individual levels

Presenter
Presentation Notes
Theme 2 . . . Racism – ACEs - Psychosocial Stress

So to recap - 

The hierarchical structure of the social-ecological model suggests that health outcomes are influenced by societal conditions.
 
Structural policies such as segregating Black people and displacing Native Americans led to higher occurrences of ACEs compared to White people. 

Black people and Native Americans are also disproportionately impacted by the frequency of experiencing psychosocial stress through chronic exposure to racism. 

Both racial groups experience social inequities in various contexts and frequencies leading to a cumulative exposure effect over the lifecourse. 

Indirect (e.g., institutional racism) and direct (e.g., interpersonal racism) exposures to social inequities result in racial groups embodying or internalizing the belief of being socially unequal (Krieger, 1999). 

These elevated risks for adverse health outcomes are important to keep in mind since societal policies and conditions have had long-term effects on children before birth and extending into child-bearing age for women 





In conclusion, racial and social inequities are the root causes 
of health disparities across the life course, and these 
inequities become embodied and internalized across racial 
groups and within individuals (Gravelee, 2009). 

Presenter
Presentation Notes





Questions?



Thank You!

If you have additional questions, feel free to contact us:

Jennifer Torres
ABEST Project Lead 

Center for Healthy Communities
jtorres@mphi.org

517-324-6055



Supplemental 
Slides



Partnering with Two Communities

• Ready to address root causes of 
inequities in birth outcomes

• Focus their work on African 
American and/or Native American 
populations

• Cross-sector collaboration

• Leadership involvement

• Community engagement



ABEST Community Partners

AsabikeCoalition Raising Up Health Babies Task Force



Project Timeline

Kick-off meeting with 
community partners

Support in reviewing 
data from equity 

perspective

Workshops on health 
equity and structural 

racism

Workshop on leading 
systems change

Consultation to develop 
specific, actionable 

strategies

Presenter
Presentation Notes
Data: sharing results of lit review and enviro scan; AIAN infant mortality, MDHHS MCH index; reviewing community data – outside mortality, residential segregation, economic opportunities, quality education; listen to community members

Workshops: understanding root causes; understand systems; impact systems 

Six months of expert, tailored consultation and thought partnership to fine tune specific, actionable strategies

Help identify funding to support implementation




Michigan’s MCH Systems Leaders

Workshops on health equity and 
structural racism

Workshop on leading systems 
change

ABEST will also build capacity for addressing root causes through systems 
change among MCH systems leaders from across Michigan.

Presenter
Presentation Notes
Workshops: understanding root causes; understand systems; impact systems 
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