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Executive Summary 
The United States has one of the highest rates of maternal mortality among developed 
countries. Birthing people who identify as Black or American Indian/Alaska Native are 2-3 times 
more likely than their White counterparts to die from pregnancy-related complications. The 
markedly higher rates of maternal morbidity and mortality are driven largely by longstanding 
inequities in maternal health that date back as far as slavery. These inequities are not limited to 
people with low incomes or low educational attainment — they are observed among diverse 
groups across all levels of socioeconomic status.  

The root causes of health inequities for pregnant and birthing people are multifactorial and 
complex. They include the impact of unfavorable social determinants of health such as financial 
and food insecurity, lack of access to care, substandard housing, and lack of transportation. 
These health inequities are also driven by structural and interpersonal racism, implicit bias, and 
discrimination in health care systems, in medical education, and among practicing clinicians. 
They also result from other factors including inadequate postpartum care; lack of data 
describing the qualitative aspects of pregnancy, birth, and postpartum care; insufficient 
coverage for paid parental leave; limited access to midwives, doulas, and other non-physician 
maternal health care professionals, including mental health professionals; and insufficient 
numbers of culturally responsive maternal health care professionals.  

Although there is a growing number of local, state, and federal efforts to address gaps in 
maternal health equity, much work remains. In response to these persistent challenges, the 
AAMC Center for Health Justice (the center) hosted the two-day Maternal Health Incubator 
(MHI) in May 2022 to begin crafting a thoughtful, forward-looking, and collaborative plan to 
address them. The meeting had several goals: 

 Improve understanding of how better data can help close gaps in maternal health 
outcomes 

 Explore how multisector and policy efforts can facilitate perinatal health equity. 
 Develop a collaborative multisector Action Plan to inform the creation of policies to 

eliminate maternal health inequities 

The MHI included presentations, panel discussions, and patient stories that highlighted the 
pressing need to improve birthing peoples’ experiences, data collection and reporting, and 
strategies to accelerate development of evidence-based, culturally aware, and innovative 
approaches to decrease longstanding maternal health inequities. Several themes emerged from 
the two-day meeting:  

 Birthing people must be heard 
 Improved maternal health data collection and sharing are needed 
 The condition or quality of social determinants of health influence care access, delivery, 

and outcomes 
 Government is a critical partner in promoting perinatal health equity for pregnant and 

birthing people 
 Do not separate the health of parents and babies 
 Innovative, community-based strategies improve outcomes 
 Training and deployment of the health care workforce must be improved 



 

 
 3 © Association of American Medical Colleges 

The impact of mental health on birthing people was also discussed throughout the conference, 
and this topic was embedded in each of the above themes. Drawing on these themes, MHI 
participants were asked to articulate ideas that could serve as a springboard for a future, action-
oriented plan to address inequities. They offered the following suggestions for forward 
movement on these challenging issues: 

 Identify and incorporate novel partners into maternal health equity efforts 
 Build a larger tent that includes nonphysician health professionals 
 Shift the power in decision-making to the local level 
 Assess and act on the distinction between high- and low-risk pregnancies 
 Overhaul the concept and delivery of postpartum care 
 Promote paid family leave 
 Improve maternal health and mental health data collection to inform policy change 

Incubator participants agreed that no single approach or strategy will fully address the complex 
and longstanding constellation of factors that has driven these health inequities for generations. 
Yet, they were optimistic that these problems can be solved, and that communities are invested 
in working with other interested parties to identify and implement solutions. However, they 
emphasized that public and private insurers, policymakers, health systems, and entities that 
train all segments of the health care workforce need to prioritize improving maternal health and 
take active steps to coordinate a thoughtful and evidence-based strategy that supports parents 
and their children. 

A note on language: This report uses both women-specific terms and gender-inclusive terms. 
Maternal health is an important term in the work already taking place around pregnancy and 
childbirth-related inequities, so the AAMC Center for Health Justice has continued to use it in 
tandem with inclusive terms. Using only gendered terms such as “women” and “mothers” to 
describe all people who become pregnant and/or give birth renders invisible those who become 
pregnant and/or give birth who are not women (including but not limited to transgender men, 
nonbinary and gender diverse people, and intersex people). With this invisibility, health 
inequities are also invisible and cannot be addressed. Using gender-inclusive language allows 
for a more complete understanding of who gives birth and who experiences health inequities, 
and it acknowledges the identities of all. Exclusionary language perpetuates health inequities. 

The opinions expressed in this report do not necessarily reflect the opinions of the AAMC or its 
members.  
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Introduction 
Among high-income, developed countries, the United States ranks near the highest in maternal 
mortality, and this trend is worsening.1 Behind these statistics lie inequities in maternal health 
care and outcomes that date as far back as slavery.2 According to the Centers for Disease 
Control and Prevention (CDC), women who identify as Black or American Indian/Alaska Native 
are 2-3 times more likely to die from pregnancy-related complications than their White 
counterparts.3 These differences are observed across all age groups and education levels, and 
they are present in a wide array of maternal morbidity outcomes.  

To address the barriers and root causes of maternal health inequities, it is critical to understand 
factors that impact the maternal health experience. These include the social determinants of 
health (SDoH) — social conditions in which people live, work, and play that either promote or 
hinder health — along with the clinical manifestations of chronic health conditions that drive 
birthing complications. SDoH-related pathways are particularly important among racial/ethnic 
minority groups who are disproportionately placed at risk by chronic health conditions that 
impact pregnancy and birth outcomes.  

Racism, not race, drives maternal health inequities and there are many examples of how 
structural and interpersonal racism, implicit bias, and discrimination contribute to the country’s 
maternal health crisis. For example, conditions such as hypertension, which have been linked to 
the stress of living in a racist society, contribute to inequities in pregnancy-related complications 
such as preeclampsia.4 Other factors include access to care (including culturally sensitive care), 
rurality, language, and immigration status. The COVID-19 pandemic is another critical issue that 
introduced new challenges for birthing people of color.5 Communities that are disproportionately 
impacted by maternal health inequities — those identifying as Hispanic and/or Latino, Black, 
and/or Indigenous, those living in rural areas, for example — are often the same groups that 
experienced the worst morbidity and mortality of the COVID-19 pandemic.  

Health care is a foundational element of maternal health equity, and this broad, complex 
landscape involves important policy drivers linked to hospitals and insurers. It is partly for these 
reasons that although most pregnancies are considered low risk, most births take place in 
hospitals.6 An additional consideration is that 42% of all births are financed by Medicaid, but this 
program offers postpartum coverage for only 60 days after the end of pregnancy.7 Yet, research 
shows that approximately one-third of pregnancy-related deaths occur between one week and 
up to one year after childbirth, well after many people no longer have postpartum insurance 
benefits.8 Not surprisingly, the current structure of insurance coverage and reimbursement 
policies can pose significant threats to health during and after pregnancy. Although states now 
have the option to extend postpartum coverage for Medicaid beneficiaries, fewer than half have 
done so. Limited postpartum coverage can impede integration of health care for birthing people 
and infants, a critical step in transitioning from obstetric to primary and pediatric care. 

The United States is the only OECD (Organization for Economic Cooperation and Development) 
country without a national-level guarantee of paid leave, another important element impacting 
the health during and after pregnancy.9 For those people who have access to paid leave, 
differing lengths and conditions of leave can still exacerbate maternal health inequities.  

In the United States, the shortage of obstetric care providers relative to the number of births is 
another driver of maternal health inequities.10 Although they are underutilized, doulas, midwives, 
community health workers, and other providers on maternal health outcomes provide benefits 
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that are documented by a growing body of research.11 One reason for underutilization of these 
health professionals is that some are not reimbursed by Medicaid.  

Federal- and state-level data that are currently being collected — through maternal mortality 
review committees (MMRCs), health surveillance systems, and other means — include clinical, 
death certificate, race/ethnicity, and other demographic information. But these measures can be 
both inconsistent and insufficient, particularly regarding collection of individual-level social need 
data and community-level SDoH-related data that impact maternal health outcomes.12  

A growing number of state and federal efforts exist to address these issues. The Black Maternal 
Health Momnibus Act of 2021, which includes multiple provisions to improve maternal health 
data collection and related issues, is one such initiative, but there is still much work to be 
done.13 A persistent challenge is how to achieve sustained, bidirectional, patient and community 
engagement directed at improving maternal health outcomes.14 Partnering with communities 
most impacted by these issues is one way to drive lasting change, but many of these 
collaborations have not fully engaged community partners and have had limited success, in part 
due to lack of trust.15  

The AAMC recognizes the complexity and challenges of the maternal health crisis in the United 
States and is committed to advancing a multipronged approach to avoid preventable deaths, 
decrease morbidity, and promote health equity. Maternal health equity is a key focus area of the 
AAMC Center for Health Justice, which builds on the expertise and efforts of communities, 
health care practitioners, and other interested parties across sectors to address longstanding 
gaps in maternal health. In addition to supporting members’ efforts, the center develops 
resources, convenes experts, and provides opportunities to strengthen maternal health work.16 

Through equitable partnerships with communities, the center works to raise awareness of the 
severity and complexity of maternal health inequities, advocate for related policy solutions, and 
support innovative research to eliminate inequities that threaten the health and well-being of all 
birthing people. Integral to this work are efforts to build the evidence base for maternal health 
equity solutions through research, policy analysis, and national public opinion polling. 
Additionally, the center’s MHI is a key component of a larger effort to codevelop a multisector 
agenda and facilitate implementation of multilevel interventions to address maternal health 
inequities. 

 

Meeting Rationale, Description, and Goals 
In response to longstanding maternal health inequities, the center convened the two-day MHI to 
discuss persistent issues in maternal health equity and begin crafting a thoughtful, forward-
looking, and collaborative plan to address them. The MHI had several goals: 

 Improve understanding of how better maternal health data collection and sharing can 
help close gaps in maternal health outcomes 

 Explore how multisector and policy efforts can facilitate maternal health equity 
 Develop a collaborative multisector Action Plan to inform the creation of policies to 

eliminate maternal health inequities 

The MHI focused on action through listening and partnership, improving data collection and 
dissemination, and promoting novel strategies that address the complex, persistent challenges 
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that drive maternal health inequities. It explored gaps in current state- and federal-level maternal 
health data, data collection, and reporting systems and how these shortfalls exacerbate 
persistent inequities in health care delivery, particularly for Black and American Indian/Alaska 
Native people, those in rural areas, and communities whose social conditions compound the 
challenges of securing access to high quality pre- and postnatal care. 

 

 “Health equity is about communities, not individuals.”  

 

The first day of the MHI included a welcome from center staff followed by a keynote address, 
remarks on the need for qualitative maternal health data, and an excerpt of the short film, Black 
Birth. The day also included panel discussions on peoples’ perspectives on their birthing 
experiences, and on how local organizations, birthing equity advocates, and researchers are 
developing and implementing innovative, patient- and community-centered strategies to tackle 
barriers that stand between birthing people and high-quality care for themselves and their 
babies. Speakers on the first day of the MHI were: 

 Philip M. Alberti, PhD, Founding Director, AAMC Center for Health Justice  
 Olufunmilayo Makinde, MPH, Health Equity Research Analyst, AAMC Center for Health 

Justice 
 Zsakeba Henderson, MD, Senior Vice President of Maternal and Child Health Impact 

and Interim Chief Medical and Health Officer, March of Dimes 
 Joia Crear-Perry, MD, founder and President, National Birth Equity Collaborative 
 Mariam Aydoun, community activist, Washington, DC 
 Alannah Hurley, Executive Director, United Tribes of Bristol Bay 
 Tennille S. Leak-Johnson, PhD, MS, Assistant Professor of Physiology, Morehouse 

School of Medicine 
 Veronica Gillispie-Bell, MD, Medical Director, Louisiana Perinatal Quality Collaborative 

and Pregnancy-Associated Mortality Review, Louisiana Department of Health 
 Wanda Barfield, MD, MPH, Director of the Division of Reproductive Health, National 

Center for Chronic Disease Prevention and Health Promotion, CDC 
 Eugene Declercq, PhD, Professor of Community Health Sciences, Boston University 

School of Public Health, and Professor of Obstetrics and Gynecology, Boston University 
School of Medicine 

 Sarah Kennedy, MPH, Senior Manager of Epidemiology and Evaluation, Generate 
Health STL 

 S. Roxana Richardson, JD, Medical-Legal Partnership Director, Georgetown University 
Health Justice Alliance Perinatal Legal Assistance and Wellbeing Project   

 Kristen Zycherman, RN, BSN, Maternal and Infant Health Initiative Lead and Maternal 
and Infant Health Subject Matter Expert, Division of Quality and Health Outcomes, 
Centers for Medicare and Medicaid Services (CMS) and Children’s Health Insurance 
Program (CHIP)  

 Logan Burdette, Health Policy Intern, AAMC Center for Health Justice  
 Yolanda Liman, Graphic Recorder, Drawing Change  
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The second day of the MHI focused on policy-driven solutions to address persistent maternal 
health challenges and how a multisector agenda can be established to drive needed change. 
Speakers on the second day of the MHI were: 

 Daria Grayer, MA, JD, AAMC Lead Specialist for Science Policy and Regulations  
 Ally Perleoni, MA, AAMC Manager of Government Relations 
 The Honorable Sharice Davids, JD, United States Representative  
 Kanika Harris, PhD, MPH, Director of Maternal and Child Health, Black Women’s Health 

Imperative  
 Anushay Hossain, writer and feminist policy analyst 
 Terri Wright, PhD, MPH, health and racial equity strategist and public health scientist 
 Yolanda Liman  
 Olufunmilayo Makinde, MPH  

The following sections summarize themes and concepts that were highlighted during the 
center’s May 2022 MHI. Although these topics do not reflect the full spectrum of ideas, 
impressions, and perspectives that were shared during the meeting, they offer a starting point to 
pursue one of the MHI’s key objectives: Building a multisector agenda for maternal health 
equity. 

 

Birthing People Must Be Heard 
Multiple MHI speakers indicated that the current health care system does not adequately hear 
and act on the preferences and concerns of women and birthing people during their 
pregnancies, births, and postpartum journeys. They said that a lack of productive connections 
and effective communication between people and their health care teams are highly prevalent 
among birthing people of color and other populations made marginalized, and these shortfalls 
result in unfavorable outcomes for parents and infants. These experiences manifest in different 
ways, including lack of satisfaction with birthing experiences and perceptions of discrimination 
and bias. They also reflect a concept that was voiced frequently during the MHI: that racism, not 
race, drives maternal health inequities in the United States. 

Logan Burdette shared data that offered insights into the prevalence of some of these issues, 
and their differential impact on vulnerable populations. In partnership with Morning Consult, a 
national polling and research firm, the AAMC collected data from a nationally representative 
sample of 1,206 people who had given birth in the past five years. The survey showed that 20% 
reported their most recent experience as “less than good,” but certain populations — those with 
incomes <$50,000, people in rural areas, and LBGTQ+ people — reported unfavorable birthing 
experiences at higher rates ranging from 25% to 31%. Notably, 37% felt the quality of care they 
received was impacted by bias and discrimination, but these feelings were reported more often 
by non-Hispanic Black people (46%), those with incomes <$50,000 (42%), and LBGTQ+ people 
(51%). 
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For research to inform policy, Declercq emphasized the importance of ensuring that maternal 
health data capture both objective and subjective outcomes from the birthing person’s 
perspective. He described the Listening to Mothers data sets, which include qualitative 
information that fills some of the gaps in existing maternal health data collection (discussed later 
in this report). Listening to Mothers data cover prenatal mental health, perceptions about 
treatment during labor and delivery, the transition to parenthood, and perceptions of disrespect 
and abuse during childbirth. Declercq explained that this information allows researchers to ask 
novel questions that have the potential to significantly impact maternal health outcomes. For 
example, the data showed that non-Hispanic Black and Hispanic mothers were more likely than 
non-Hispanic White mothers to be told that their babies might be “quite large” although Black 
and Hispanic mothers were less likely to give birth to very large babies. These findings are 
important because people who are told that they might have a very large baby are more likely to 
have medical induction of labor and other potentially unnecessary birth interventions. Declercq 
emphasized that listening carefully to patients’ experiences can shed light on persistent 
maternal health inequities, potentially offering insights that drive the design of interventions to 
close some of these gaps.  

Henderson concurred with Declercq’s sentiments and stressed the importance of qualitative 
information that contextually and holistically considers factors beyond clinical elements. 
However, Rep. Davids, Anushay Hossain, and other MHI participants pointed out that in 
practice, women and other birthing people are often not heard, yet taking them seriously is a 
critical step in addressing their needs.  

Several MHI participants shared that health care providers’ ability to listen and interact fully with 
birthing people is hindered by systemic factors such as financial pressures to see too many 
patients and lack of focus on developing diversity, equity, and inclusion-related competencies 
during medical training.17 The impact of these factors is exacerbated by the lack of birthing 
options — such as access to doulas, midwives, and birthing centers — that many people would 
prefer over hospitals. Together, these and other factors create an environment in which people 
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are often unable to express their concerns and preferences, or in which their care teams do not 
hear or honor them. The impact on Black mothers of health care encounters that are rushed, 
and in which providers do not fully engage with their patients, was echoed in Black Birth. 

Although progress is being made on maternal health data collection, Barfield emphasized the 
need for more opportunities for people to share their stories, as well as ways to amplify those 
stories. She described the CDC’s HEAR HER campaign, which aims to raise awareness of 
potentially life-threatening signs during and after pregnancy and improve communication 
between patients and their health care providers. The program offers digital and print material to 
help facilitate conversations and improve communication between patients and providers, as 
well as resources for health care professionals that emphasize the importance of listening to 
and asking targeted questions of patients who are pregnant or have been pregnant in the last 
year. Importantly, some HEAR HER campaign resources are tailored to the needs of American 
Indian and Alaska Native people and communities.  

Personal perspectives on the importance of being heard were offered by several MHI panelists. 
During her pregnancy, birth, and postpartum journeys, Leak-Johnson not only felt that she did 
not receive the social or mental health support that she needed, but also said that her health 
care team pressured her to make decisions she did not want. In reflecting on these experiences, 
she emphasized the need for culturally aware and empathic care. Alannah Hurley stressed the 
unfavorable impact of being separated from her family and community for the last two months of 
her pregnancy because her rural community did not have a hospital or clinic that could manage 
her preeclampsia. She described the traumatic impact of this separation, and how it was 
exacerbated by COVID-19 isolation protocols. 

 

 “These are still emotions that I deal with until this day.”  

 

Mariam Aydoun shared her experience as an immigrant, single mother, and person who 
survived a domestic violence situation during her pregnancy. She pointed out that health 
systems do not recognize that many pregnant people need housing and food, and that they are 
financially insecure at the time of delivery. She said that providers need to hear and understand 
the implications of these nonclinical concerns and to act on them to ensure favorable outcomes 
for parents and babies. 

Improved Maternal Health Data Collection and Sharing Are Needed  
The availability of robust data that capture outcomes for birthing people and their babies allows 
interested parties to understand and track key indicators and helps to inform the development of 
new interventions and policies that can improve outcomes by addressing persistent inequities. 
The MHI included presentations from two federal officials — from the CMS, Kristen Zycherman, 
and from the CDC, Barfield. Both described the merits and limitations of existing maternal health 
data collection at their agencies, the improvements needed to address these shortfalls, and how 
their agencies are responding to gaps in maternal health data collection.  
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Currently, data are collected at the federal level for maternal mortality, including the race of 
birthing people, infant death, preterm birth, and geographic location, and these data points are 
combined to produce national mortality statistics. Additional data are collected at the state level 
among people who receive support under Medicaid and CHIP. Although informative, these data 
have significant limitations. For example, different entities collect data in different states, 
maternal mortality outcomes measures use a variety of timeframes and calculations, there is 
inconsistent reporting on some measures that stem from voluntary reporting, data are not 
always reported in a timely manner, and there is insufficient or non-existent SDoH and 
qualitative data collection.  

 

A key issue that was widely discussed centered on the dearth of qualitative data describing 
maternal health. It was in this context that Barfield emphasized the importance to the MMRCs of 
improving qualitative maternal health data collection. MMRCs are multidisciplinary committees 
that review maternal deaths within a year of the end of a pregnancy. They often include 
representatives from public health, obstetrics-gynecology, maternal-fetal medicine, nursing, 
midwifery, forensic pathology, mental and behavioral health, and patient advocacy groups, as 
well as local community-based organizations. The CDC works with MMRCs to improve those 
review processes that inform recommendations for preventing future maternal deaths. However, 
because maternal mortality data focus on clinical features associated with mortality, to date 
limited attention has been directed toward the numerous nonclinical factors and SDoH that 
impact mortality risk. This precludes developing and implementing maternal health interventions 
targeting these factors.    
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“We need to change how we think about women’s health as only 
affecting women. It is something that impacts all of us.” 

 

Recognizing these limitations, Barfield described how the CDC is working to improve data 
collection to better inform our understanding of the root causes of maternal mortality. She 
described the addition of data fields for discrimination, interpersonal racism, and structural 
racism in the Maternal Mortality Review Information Application (MMRIA), a data system that is 
designed to facilitate MMRC work through use of a common data language.  

In Rep. Davids’ prerecorded remarks, she described the expressed need to direct resources 
into improving maternal health data collection. She described the Data to Save Moms Act of 
2021, which extends MMRC infrastructure to include resources for a study to understand the 
scope of the Native American maternal health crisis and establishes the first tribal MMRC.  

Adding to Barfield’s description of the CDC’s role in promoting maternal health equity through 
the MMRCs, Kristen Zycherman described how the CMS is driving maternal health equity 
through improved data collection and reporting. She framed her comments by explaining that 
because 42% of all births in the United States are financed by Medicaid, analyzing CMS data 
offers valuable opportunities to understand outcomes for both birthing people and their babies. 
She explained that CMS data help the agency and states understand the quality of health care 
received by Medicaid and CHIP beneficiaries through a core set of measures that is voluntarily 
reported by state Medicaid and CHIP agencies. Although state-level reporting of this information 
is currently voluntary, Zycherman said that reporting on some of the measures will become 
mandatory in 2024.  

Zycherman also described the CMS’s efforts to improve maternal and infant health care quality, 
including decreasing cesarean sections among people with low-risk pregnancies, increasing use 
of postpartum care, and increasing well-child visits. She described the evolving concept of 
postpartum care and how postpartum visit data can be harnessed to inform interventions to 
improve care quality and outcomes. This expansion includes recovery from childbirth and 
assessment of physical, social, and psychological well-being; infant care and feeding; 
reproductive health; sleep and fatigue; chronic disease management; and health maintenance. 
Zycherman said that because discrimination, systemic inequities, and SDoH contribute to poor 
postpartum outcomes for Black birthing people and other populations made marginalized, 
understanding these factors is a critical aspect of developing a full understanding of the birth 
and postpartum periods. She also explained that the American Rescue Plan Act of 2021 gave 
states a new option to provide 12 months of extended postpartum coverage to pregnant 
individuals enrolled in Medicaid and CHIP beginning April 1, 2022. This coverage, along with the 
new CMS maternal health reporting requirements that will take effect in 2024, will offer new data 
on the impact of postpartum coverage on key outcomes, potentially encouraging other states to 
adopt this coverage, with the goal of reducing longstanding inequities.  

Henderson of the March of Dimes offered additional ideas about maternal health data needs 
from an advocacy perspective. She explained the organization’s work to promote better data 
collection on variables describing pregnancy and delivery, with a focus on improving information 
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about SDoH. She described four focus areas: pregnancy surveillance, delivery surveillance, 
postnatal surveillance, and mortality surveillance. To work toward these goals, a MITRE/March 
of Dimes data summit yielded 14 recommendations in several data-focused action areas, 
including improving data collection practices, enabling data sharing and remove barriers to care, 
and elevating and supporting state and locality-based data acquisition.

 

The Condition or Quality of Social Determinants of Health Influence 
Care Access, Delivery, and Outcomes 
MHI participants agreed on the critical role that SDoH play in driving maternal health outcomes. 
Individually and together, these factors — economic stability, education access and quality, 
health care access and quality, the built environment, and social and community context — 
impact health throughout the lifespan. However, maternal health outcomes are a special subset 
of health episodes because those SDoH that impact birthing people also affect their babies. The 
unavoidable overlap between the well-being of parents and their infants was emphasized 
repeatedly throughout the MHI.  

To close gaps in maternal health outcomes, the impact of SDoH must be recognized across the 
health care system, and steps must be taken to improve collection of data that accurately 
describe peoples’ social circumstances before and during pregnancy and throughout the 
postpartum period. MHI participants felt that equity efforts that focus exclusively on the clinical 
aspects of maternal health without recognizing the intersections between these factors and 
SDoH will not be successful in closing persistent gaps that place people of color at higher risk of 
unfavorable outcomes. Presenters and panelists offered a wide array of examples of how SDoH 
and maternal health are linked, and how these links offer opportunities for novel interventions to 
address persistent challenges. 

Henderson pointed out stark geographical differences in access to maternal health services, 
with vast areas of the South, Northern Plains, and Alaska classified as maternity care deserts. 
She explained that more than 50% of U.S. counties have limited or no access to maternal health 
care, and that seven million people with the capacity for pregnancy live in these counties. 
Henderson stressed the importance of collecting qualitative data that offer insights about 
pregnancy and delivery, pointing to the value of this information for the work of MMRCs. 

 

 “Birth work is family work, not just women’s work.”  

 

During the MHI’s fireside chat, Alannah Hurley, Mariam Aydoun, and Tennille Leak-Johnson 
shared their firsthand experiences of the impact of factors outside health care on their birth 
experiences. Hurley described the impact of rurality, lack of social and community support, and 
her inability to access her community’s knowledge of traditional birth experiences. Aydoun 
shared the impact of being an immigrant, lacking social support, and being financially insecure, 
as well being a single parent and survivor of domestic abuse. Leak-Johnson emphasized 
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differences between her values and those of her health care team, and how these impacted 
decisions during her pregnancy.  

Barfield’s presentation included a detailed discussion of “circles of influence” that expand 
outward from infant to mother, then to family, and ultimately to systems and communities. She 
explained that economics, social policies, and politics impact each of these circles, and that 
SDoH are also in play in this complex landscape. For example, at the family level, factors such 
as social support, safety, violence, religion, income, and education impact maternal health 
outcomes. At the system and community levels, additional issues such as the built environment, 
policies, laws, water, sanitation, and transportation are also in play and can affect outcomes.  

The role of transportation access was top of mind for other presenters. Sarah Kennedy 
described the importance of access to non-emergency transportation when she described how 
Generate Health STL is addressing this and other barriers between birthing people and healthy 
outcomes. As Roxana Richardson pointed out in her presentation on medical-legal partnerships, 
perinatal patients have a multitude of health-harming legal needs that stem from challenges 
they experience at home, at work, and in their family settings. These challenges are as varied 
as housing, employment, financial security, and exposure to domestic violence. None of these 
factors is typically assessed by health care teams during routine pregnancy care, yet they can 
all impact a patient’s ability to access and optimize the health care that is needed for a healthy 
pregnancy and delivery. When considering the concept of “access” to resources that impact 
maternal health outcomes, Wright stressed the need to ensure we understand how communities 
define, perceive, and understand “access” because the availability of a service does not 
automatically make it accessible to all who need it.

 

Government is a Critical Partner in Promoting Maternal Health Equity 
for Pregnant and Birthing People  
Much of the data describing maternal health inequities that were presented at the MHI were 
from data collection efforts administered by the federal government. Data from agencies like the 
CMS, the CDC, and the Health Resources and Services Administration contribute to our 
understanding of diverse aspects of maternal health. These data provide information about the 
age and race of birthing people, maternal and infant mortality and causes of death, birthweight, 
geographic availability of maternity care services, and utilization of various prenatal and 
postpartum health care services among people who are supported by Medicaid. Ongoing, 
federally sponsored maternal health data collection allows researchers and policymakers to 
quantify key maternal health outcomes and track them over time to understand trends and 
whether implementation of new policies or other interventions has a favorable impact on birthing 
people and their babies.  

 

The CDC 

In addition to its responsibility for collecting and disseminating vital statistics including maternal 
mortality, the CDC’s important role in promoting maternal health through it work with MMRCs 
was detailed by Barfield. Under the Enhancing Reviews and Surveillance to Eliminate Maternal 
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Mortality Program, the CDC has awarded funds to 31 states to support agencies and 
organizations that coordinate and manage MMRCs. These groups identify, review, and 
characterize maternal deaths and identify prevention opportunities. The CDC also provides 
training for MMRC members and works with these groups to improve review processes that 
inform recommendations for reducing future maternal deaths. Barfield explained that this work 
helps determine what interventions at the patient, provider, facility, system, and community 
levels will have the most effect, and it informs the implementation of initiatives for families and 
communities who need them most. She emphasized that because MMRCs function at the local 
level, their members understand local circumstances, populations, and barriers to care that may 
impact maternal health outcomes in their areas. She also explained that MMRCs can identify 
missed opportunities for informing providers and systems about how to improve care delivery in 
the future.  

As noted previously, Barfield said that efforts to support MMRCs are part of a larger drive to 
promote data equity and build equity into translation of these data into practice and quality 
improvement. Developed by the CDC in partnership with MMRCs and other subject matter 
experts, and supported by the CDC, MMRIA is a data system and strategy that facilitates 
MMRC functions through a common data language. Barfield explained that because MMRCs 
rely heavily on data to understand the causes of maternal mortality, it is critical for these data 
collection efforts to document SDoH-related information because of the known role of these 
factors in driving inequity in maternal health outcomes. She said that despite the inherent 
challenges of collecting SDoH data, some MMRCs have begun to document the impact of 
discrimination and racism in their review processes, and a group of MMRC members and 
subject matter experts convened to better understand and capture bias as a potential factor in 
maternal mortality. These efforts culminated in the addition of discrimination, interpersonal 
racism, and structural racism as data fields in the MMRIA system.  

Barfield said that based on this work, the CDC is now working with the American College of 
Obstetricians and Gynecologists and the National Birth Equity Collaborative to extend work on 
discrimination and racism so this information can be incorporated into medical records and 
ultimately expanded in broadly in diverse care delivery settings. Expanding the availability of 
these data into medical records will greatly facilitate the ability of MMRCs to examine the role of 
SDoH in maternal mortality and allow for development of interventions to address these issues 
at the point of care, in a manner that is consistent with local circumstances. 

 

Centers for Medicare and Medicaid Services 

Kristen Zycherman explained that because 42% of U.S. births are financed by Medicaid, the 
CMS is uniquely positioned to improve perinatal outcomes and reduce inequities through quality 
measurement and quality improvement among people who receive benefits through Medicaid 
and CHIP. The CMS maintains a core set of measures that state Medicaid and CHIP agencies 
can voluntarily report to support maternal and perinatal health-focused efforts, and some of 
these measures will become mandatory in 2024.  

The Maternal and Infant Health Initiative (MIHI) is another CMS effort that aims to improve 
access to and quality of care for pregnant and postpartum people and their infants. Initially, MIHI 
focused on improving the rate and quality of postpartum visits and increasing use of effective 
methods of contraception. But in 2019-2020, the CMS convened an expert workgroup to make 
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recommendations about where Medicaid and CHIP have opportunities to improve maternal and 
infant health. These efforts identified three focus areas: decreasing cesarean sections among 
people with low-risk pregnancies, increasing use and quality of postpartum care, and increasing 
use and quality of well-child visits.  

Zycherman also discussed the evolving concept of postpartum care and how the CMS is 
helping to shape that discussion through policy. She explained that postpartum visits provide an 
opportunity to assess physical recovery from pregnancy and childbirth and to address chronic 
health conditions, mental health status, and family planning. She said that historically, people 
who were enrolled in Medicaid and CHIP were covered for six weeks of postpartum care. 
However, under the American Rescue Plan Act of 2021, states were given a new option to 
provide 12 months of extended postpartum coverage beginning April 1, 2022. As of June 2022, 
25 states have taken steps to extend this coverage.  

In addition to these efforts, Zycherman described other ways that the CMS supports maternal 
health. The agency provides targeted technical assistance to nine states in a postpartum care 
affinity group and hopes to use lessons learned from that group to develop materials to share 
publicly with all states. The CMS also provides technical assistance to states for smoking 
cessation, and it partnered with the Office of Women’s Health to establish the Health and 
Human Services Postpartum Equity in Care Challenge. The Challenge prize competition aims to 
identify innovative strategies to improve postpartum care for Black and American Indian/Alaska 
Native postpartum individuals with an emphasis on follow-up care for conditions associated with 
maternal morbidity and mortality in the postpartum period. Challenge entries will serve as 
examples of effective programs and practices to reduce inequities and improve outcomes for 
postpartum Black and American Indian/Alaska Native people.
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Do Not Separate the Health of Parents and Babies 
Among the many challenges birthing people face are factors that uncouple their health from that 
of their babies. MHI participants explained that these separations stem from issues as varied as 
differences in which health care professionals treat birthing people and babies and where this 
care is delivered; lack of linkage between maternal and infant health records; reimbursement 
policies that result in approaching the postpartum period separately for birthing people and their 
infants; lack of recognition of, and response to, the impact of postpartum mental health on the 
well-being of infants, and failure to optimize existing pediatric care delivery streams for the 
benefit of parents. MHI panelists indicated that the same factors that contribute to poor maternal 
health outcomes also contribute to poor outcomes among infants and young children.  

 

“Babies come from mamas and if we take care of the mamas then 
that’s going to take care of the babies.” 

 

Crear-Perry described several scenarios in which birthing people are separated from their 
babies, including cases in which critically ill newborns are transferred to a children’s hospital 
while their parents remain at the hospital where the infant was born. These separations inhibit 
initiation of breastfeeding and bonding between the parent and the infant. Leak-Johnson 
agreed, saying that when she first met her son, he was 10 days old and in a different hospital. 
Although children’s hospitals are equipped to manage critically ill children, Crear-Perry 
emphasized the need to improve how new parents whose children have been separated from 
them can engage with their children in these situations.  

When asked what the CMS can do to incentivize collaborative care, Kristen Zycherman said 
that pediatric well-child visits could be better utilized to touch base with new parents, particularly 
concerning mental health and other issues that potentially impact the ability of new parents to 
effectively care for their newborns. She explained that although many new parents do not attend 
recommended postpartum visits for themselves because they do not see the value, they are 
much more likely to attend recommended check-ups for their newborns, making those visits 
appealing targets for new ways of delivering postpartum care. Although more pediatricians are 
being trained to screen new parents for postpartum depression, mechanisms to ensure 
seamless referrals for people who screen positive still need to be optimized.  

Zycherman said the CMS recognizes the interconnectedness between birthing parents and their 
babies as well as the need to identify novel ways to intervene. She pointed out that improved 
ability to identify postpartum depression is a potential benefit of Medicaid’s extension of 
postpartum care from six weeks to 12 months, adding that this makes the Medicaid population 
particularly vulnerable to gaps in care in the postpartum period when their needs remain high. In 
addition to using well-child visits to screen for parental depression, these visits could also be 
used to counsel parents on smoking cessation, screen for diabetes and hypertension, and offer 
lactation support. Despite the potential value of optimizing these visits, this approach to 
promoting postpartum care must consider practical issues linked to reimbursement: 
pediatricians need to be able to bill for services provided to their patients’ postpartum parents.  
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Optimizing novel strategies to address the lack of linkage between maternal and infant health 
records was a key message of Declercq’s presentation describing linked health records for 
birthing people and their babies. Declercq and his colleagues have collected Massachusetts 
data for 21 years from rich and varied data sources that describe prenatal experiences, 
including information about program participation and early intervention, maternal and infant 
mortality, geocoded birth data, payer claims, newborn hearing screening, and other topics. The 
novel aspect of this data system is its ability to connect information about mothers to health 
outcomes for their babies, a fundamental aspect of improving maternal health that remains 
absent in our current national data infrastructure. Improving these linkages more broadly offers 
considerable promise for understanding connections between the health of birthing people and 
that of their babies, and this understanding can be directed into meaningful policies and quality 
improvement efforts. 

 

Innovative, Community-Based Strategies Improve Outcomes 
MHI participants discussed how community-based programs and resources are important 
elements in the rich tapestry of services and supports that drive maternal health equity. Alannah 
Hurley touched on the importance of the Alaska Native Birthworkers Community, and Mariam 
Aydoun pointed to the impact of the District of Columbia Perinatal Quality Collaborative. In 
addition, the MHI included two presentations that demonstrated how highly localized, 
community-driven programs are positioned to tackle complex maternal health challenges. 

 

“It takes a village to raise a child and sometimes I wish I had 
community support.” 

 

Sarah Kennedy described Generate Health STL, an organization that mobilizes and inspires the 
St. Louis region to advance racial equity in pregnancy outcomes, family well-being, and 
community health. She described three of Generate Health’s programs, FLOURISH, the Bloom 
Network, and the Social Determinants of Health Tour. Together, these community-based and 
community-driven programs illuminate the root causes of racial inequities, advocate for the 
redirection of resources to eliminate these inequities, catalyze action within the ecosystem, and 
advance regional accountability for equitable systems. In FLOURISH, these goals are pursued 
by addressing challenges with transportation and housing — two key SDoH— with the guidance 
of a Community Leaders Cabinet. This program’s motto is “Nothing about us without us,” 
reflecting its community roots and community-driven leadership. Program leaders either live in 
zip codes with a high concentration of, or have experienced, adverse birth outcomes, and they 
are the people who make decisions about FLOURISH and where the program allocates its 
resources and efforts.  

As part of those efforts, FLOURISH addressed the challenges of access to non-emergency 
medical transportation in the region, especially for pregnant and postpartum individuals. The 
program educated health system leaders about the difference between how non-emergency 
transportation is supposed to work on paper, and the reality of how it actually works in St. Louis. 
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This led to work with area health system leaders, transportation officials, local students, and 
managed care organizations, which has begun to address these challenges. 

Another of Generate Health’s programs is the Bloom Network. This network of providers is 
working to bring coordinated quality care to pregnant and postpartum people. It includes home 
visits, perinatal behavioral health providers, safe sleep educators, doulas, community health 
workers, and others who are focused on improving perinatal health care. A key program goal is 
to create a “one-stop shop” for pregnant and postpartum people that will allow families to 
choose their support team and get connected to whatever resources they need to have healthy 
pregnancies, births, and postpartum experiences. To educate the community, Generate Health 
has developed the Social Determinants of Health Tour, a physical and virtual tour that 
illuminates the historical policies and events that created the community conditions in which 
many birthing people in St. Louis live in today.  

Kennedy stressed that Generate Health operates under the collective impact approach, which 
creates a common agenda, builds and manages shared measurement systems, participates in 
mutually reinforcing activities, and communicates openly and continually with all partners. 
Generate Health incorporates a racial equity lens into all its work, including program evaluation 
efforts, which recognizes that change involves multiple systems and is frequently nonlinear. A 
key feature of Generate Health’s successes in the community is its choice to fully incorporate 
community-based leadership into program development and implementation, as well as 
strategic planning and information dissemination.  

Harris advocated for these approaches. She emphasized the importance of placing 
communities at the forefront of meetings in terms of leadership, defining priorities, and 
determining what data should be collected and how to use this information. Wright agreed, 
saying that communities have the best solutions, and these should be sought and elevated into 
action. 

A common theme throughout the MHI was that SDoH and other nonclinical problems are not 
assessed, recognized, or addressed during health care assessment and delivery. Some of 
these challenges involve complex issues that require considerable legal knowledge or access to 
an attorney, resources that many birthing people do not have. Responding to the disconnect at 
the intersection of the maternal health and legal systems, Roxana Richardson Esq., described a 
novel approach to addressing maternal health inequities that has received limited attention — 
medical-legal partnerships. These health care teams work with lawyers to address “health-
harming legal needs,” social problems that adversely affect a person’s health or access to 
health care, and that are better remedied through joint legal and health care than through health 
care services alone. 

 

 “I asked for help and…I’m ready to keep fighting.”  

 

Richardson explained that there is a wide array of health-harming legal needs. They fall under 
several categories, many of which are linked to SDoH: employment (e.g., job accommodations, 
parental leave, Family Medical Leave Act), home (e.g., housing conditions, housing 
accessibility, eviction), and family (e.g., custody, paternity, child support, domestic violence). 
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These problems are outside of what most people consider to be the health care system’s 
purview, yet they can all have a profound impact on maternal health outcomes through their 
impact on patients’ access to care, ability to maintain secure housing and safe living 
environments, and a host of other factors that create barriers between patients and the care 
they need. Richardson explained that housing insecurity during pregnancy is associated with 
increased risk of low birthweight and/or preterm birth and extended hospitalization, food 
insecurity and material hardship is associated with perinatal depression and anxiety, and that 
low birth weight and preterm births are increased among survivors of domestic violence. She 
also indicated that medical-legal partnerships have significant beneficial impacts for patients 
and providers, as well as health care systems, and she described the partnership that she leads 
in the Washington, D.C., area. 

The Perinatal Legal Assistance and Well-Being Project is a maternal health medical-legal 
partnership between the Georgetown University Health Justice Alliance and MedStar 
Washington Hospital Center Women’s and Infants’ Services. It provides legal services to 
pregnant and postpartum patients to address barriers to health and well-being, trains health 
care teams to identify and refer patients with legal needs to the legal team, provides 
opportunities for Georgetown students to engage in the medical-legal partnership model, and 
evaluates its impact on patients, providers, and the health system to contribute to the evidence 
base for these models.  

Richardson said that the Perinatal Legal Assistance and Well-Being Project works with a 
population that disproportionately experiences unfavorable perinatal health outcomes: 84% of 
patients are Black, 87% are unmarried, 95% are on public assistance, and more than 50% live 
in medically under-resourced parts of the city. Even though the Perinatal Legal Assistance and 
Well-Being Project is still quite new, Richardson described several successes. These included 
securing a paid extended leave of absence and short-term disability claim for a pregnant patient 
during a suicidal mental health crisis, reversing an administrative decision that denied a first-
time mother facing food insecurity benefits, and securing an emergency housing voucher and 
transfer for a single mother of six who was being stalked and harassed at her current home by 
the family and friends of her abusive ex-partner.  
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Training and Deployment of the Health Care Workforce Must be 
Improved 
Throughout the MHI, participants pointed out features of the health care workforce that 
contribute to ongoing maternal health inequities, and how these can be addressed in the future. 
However, there was also consensus that elimination of maternal health inequities will require 
actions and policies that touch on all levels of the health care ecosystem, not just the attitudes 
of providers. With this framework in mind, MHI participants voiced concerns about several 
issues related to the health care workforce. 

 

Traditional knowledge has been replaced by a hypermedicalized approach to 
pregnancy and birth 

Several MHI participants pointed out that most pregnancies and births are low risk, yet these 
journeys have been highly medicalized. They explained that people in other countries with lower 
maternal mortality rates have healthy babies with much less medical intervention. Alannah 
Hurley emphasized the consequences of the loss of traditional knowledge and the diminished 
role for community and social support in the birthing process. Citing high levels of cesarean 
sections, Crear-Perry and others argued that interventions should only occur when they are 
needed, not as a matter of routine. She also pointed out that one consequence of the loss of 
traditional knowledge about pregnancy and birth was a reduction in the numbers of people in 
communities that are prepared to assist people throughout their pregnancies and beyond. This 
contributes to a broader reduction in the availability of culturally aware pre- and postnatal care 
for women of color and other populations made marginalized, as well as health care delivery 
that has migrated from the home and community to health care facilities that are often cut off 
from family and community support.  

 

There is a need for improved recognition and treatment of mental health issues 
and better access to mental health professionals 

Inadequate recognition of mental health challenges and provision of needed mental health 
services was a common theme throughout the MHI. Alannah Hurley described how her high-risk 
pregnancy resulted in being cut off from her community, and how the resulting isolation added 
considerable stress to what was already a challenging pregnancy journey. Hurley said she was 
unprepared for the mental health aspects of her pregnancy, and that she would have benefitted 
considerably from more mental health support from her health care team. In addition to the need 
for access to better mental health services during pregnancy, MHI speakers also emphasized 
the need for added focus on and resources for postpartum depression.  

Crear-Perry said that postpartum depression is linked to the separation of birthing people and 
their babies after delivery, lack of adequate screening for depression, and a persistent lack of 
investment on the part of health care professionals and the health care system on promoting 
mental health among birthing people. Mariam Aydoun described the consequences of these 
shortfalls by pointing out that trust is broken between patients and their doctors when needed 
mental health services are not provided. Leak-Johnson emphasized that in addition to 
inadequate screening for depression among people who have recently given birth, there is also 
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a profound shortage of health care professionals who are trained to deliver culturally aware 
mental health care to those who need it. She pointed out that although there are specialists for 
relatively uncommon maternal complications, there is inadequate access to mental health 
professionals despite the relatively high levels of anxiety and depression that many people 
experience during and after pregnancy. Barfield supported other panelists’ concerns with data 
showing that mental health conditions lead to more pregnancy-related deaths than 
preeclampsia and eclampsia. These observations underscore the need for medical 
professionals to be adequately trained to assess patients’ mental health status as well as the 
need to train enough of these professionals to meet birthing peoples’ current and future mental 
health needs.   

 

Leveraging the roles of midwives and doulas  

There was a call for increased access to, and use of, midwives and doulas. Gillispie-Bell 
advocated for using a risk assessment at the beginning of pregnancy to identify patients at low 
risk for negative outcomes who could receive care from a midwife. This model would not only 
allow patients more choice, but would also allow physicians to have more time to allocate to 
patients at higher risk. Crear-Perry agreed that most women don’t need a high degree of 
intervention and that midwives have a long track record of positive outcomes in many countries 
with less health care infrastructure than the United States. Wright pointed out that there are only 
800 Black midwives in the United States, far fewer than the number needed to adequately 
support Black birthing people. 

 

 “The sacredness of bringing life into the world is life-changing.”  

 

Kristen Zycherman said that if their potential is optimized, doulas can also make meaningful 
contributions to reducing maternal health inequities. These professionals could be called on to 
do more community-based education during pregnancy and the postpartum periods, services 
that Sarah Kennedy described the Bloom Network doing in St. Louis. However, many people do 
not have access to doulas, and some who can access these supports do so only through 
informal networks. Mariam Aydoun’s pregnancy was characterized by financial, food, and other 
insecurities, but she was able to access a volunteer doula who had a positive impact on her 
experience. Other MHI participants said that expanded roles for nurses, lactation consultants, 
and community health workers would also help reduce maternal health inequities by facilitating 
access to these segments of the health care workforce. Ideally, these workers would be 
community-based and able to provide culturally aware, in-home care when and where it is 
needed. 

 

Medical education needs to produce doctors who understand communities of 
color  

Wright and others emphasized the shortcomings of current medical education, including, for 
example, falsely teaching medical students that Black patients’ skin is thicker than that of White 
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people and for this reason Black people have a higher pain threshold. She stressed the need to 
dispel these and other myths in medical education to create a cadre of physicians that is 
culturally aware, exhibits cultural humility, understands the discriminatory complexities that 
people of color must navigate, and is prepared to deliver outstanding care to all birthing people. 

Group Activity Synthesis  
Day two of the MHI featured an opportunity for attendees to join smaller Zoom breakout rooms 
with moderators and participate in an activity that guided them through a series of questions to 
answer and discuss. The questions centered around strategies for improved community 
engagement and data collection to enhance maternal health equity. The moderators also asked 
participants for suggestions about nontraditional community partners and initiatives the AAMC 
Center for Health Justice could support in this space. The group exercise questions were: 

1. Share your name, title, organization, and one word that comes to mind when you 
hear “maternal health.” 

2. What strategies can we use to deepen patient and community engagement across 
all related data collection, use, sharing and coordination for maternal health equity? 
How do we engage these communities? 

3. What additional data, data sources, or data collection methods can enhance 
maternal health equity interventions? What data are missing for maternal health 
equity work? 

4. Can you think of other key nontraditional partners or sectors which should be 
engaged in these efforts? 

5. What metrics should be used to evaluate maternal health interventions that leverage 
multisector data? How should we measure our impact? 

6. What are some practical next steps that the AAMC can take to help facilitate this 
work and build upon the discussions today?  

7. What types of maternal health equity research or policy initiatives would you like to 
see the AAMC Center for Health Justice support or implement moving forward? 

After the MHI concluded, AAMC staff reviewed and synthesized the answers to distill salient 
themes. Four major themes emerged: 

1. Improvement of data collection and sharing practices 
2. The need for collaboration between community, providers, and other partners to 

improve patient care and outcomes 
3. An increased focus on maternal mental health 
4. A revised medical school curriculum 

 

Improvement of Data Collection and Sharing Practices 

The first theme that emerged was the need for improved data collection practices and data 
sharing. Participants shared that both qualitative and quantitative data should be collected about 
birthing people to obtain accurate background information, which they explained could improve 
the experience of birthing people at health care facilities. The collection of demographic data 
was highlighted as a need (e.g., race, ethnicity, gender identity, socioeconomic status), as were 
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SDoH-related data points (e.g., food security, housing security, education). Participants also felt 
health care providers should be collecting data about patients’ experiences with racism and bias 
to build a better rapport with future patients, improving their trust in health care workers.  

One suggestion for improved qualitative data collection was to create community forums and 
conduct unstructured patient interviews. These forums would create a storytelling space for 
birthing people and their families to share their maternal health experiences. In these forums, 
information would be collected about the people’s concerns throughout the span of their 
perinatal period. This information could be made available to both clinicians and medical school 
students for training purposes. Participants expressed that access to qualitative information 
would paint a clearer picture of what patients need and allow providers to have a better 
understanding of who they are serving. 

Equally as important as data collection itself, is transparency about the reason data are being 
collected. Participants explained that at times, birthing people are less likely to share their 
personal data because they are unsure of how the data will be used. To establish trust, health 
care providers must be clear about what information is being collected from patients, why the 
information is needed, how it will be used, and if and when, it will be disseminated. Participants 
noted the data collection process should have privacy measures built in that would ensure 
birthing people are protected, as “some data (drug use, immigration status, etc.) can lead to 
really negative consequences.” Participants shared that data transparency would help build a 
sense of trust and strengthen the relationship between patients and health care providers. One 
participant suggested that health care providers “invite community members to the table and 
listen and incorporate their feedback, creating co-ownership of data.” 

Participants also discussed the need for standardization of the electronic health record (EHR) 
across the health system. This includes sharing the information captured by hospitals. One 
participant expressed that “there is a wealth of data that could be aggregated from EHRs, but 
we don’t have access to those records.” Interoperable EHR systems that can share patient 
information will allow a patient’s medical history to seamlessly follow them if they require 
multiple health care providers or relocate. Several participants suggested that health care 
systems start to pull all EHR data into one central database. They also expressed the desire to 
add qualitative data to the EHR, including many of the points mentioned previously, to attempt 
to create a complete picture of the patients they treat. 

 

The Need for Collaboration Between Community, Providers, and Other Partners 
to Improve Patient Care and Outcomes 

The sentiment that patient care is done best when there is a partnership between community 
members and those who provide services to the community emerged as a prominent theme. 
These service providers and collaborators are not just limited to traditional health care workers 
and local governments. Participants indicated there should be active collaboration between 
members of the community and a broad spectrum of health care providers such as doulas, 
midwives, visiting nurses, and social workers. Participants communicated that community 
leaders such as religious and spiritual leaders and local business owners should provide their 
input through community forums, since they have already earned the trust of the people they 
serve every day. Examples of these organizations include non-profits, religious entities, and 
housing and employment agencies. This multisector approach to health care can create strong 
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and culturally appropriate public education campaigns. Other potential community partners 
mentioned by participants were: 

 Educational systems, including childcare facilities, K-12, and higher education 
 Judicial systems 
 Historically Black fraternities and sororities 
 Parks and recreation systems 
 Grocery store chains 
 Advocates for people with substance use disorder 

 

An Increased Focus on Maternal Mental Health   

Another prominent theme that stood out from the conversations was the desire for more action 
and attention to maternal mental health. Participants emphasized that better and more 
consistent screening methods are needed to identify and treat anxiety, depression, and other 
mental health issues throughout the perinatal period. This mental health information, in addition 
to the patient’s clinical and demographic information, is part of how birthing people “define and 
experience health.” The mental health of the birthing person is just as important as any other 
aspect of their health, so mental health information should be part of the data being collected. 
Additionally, participants asked that more resources be made available for patients after they 
experience a miscarriage or the loss of an infant, including both mental and emotional health 
interventions that would be free or covered by health care insurance. Participants discussed the 
idea of these mental health interventions being made available for as long as they are needed, 
as this support can help prevent any mental health deterioration. Participants expressed that 
there is not sufficient information currently available about how these losses affect future 
pregnancies. Any interventions to investigate this question must also exhibit cultural sensitivity, 
as most current patient satisfaction surveys and other materials fail to “touch on cultural 
differences in wellbeing.” Participants expressed the need for communities to bring in mental 
health and mindfulness practitioners, as well as local mental health organizations that are 
currently servicing communities.  

A Revised Medical School Curriculum 

The last theme that emerged from the conversations was that MHI participants conveyed a 
desire for an updated medical school and residency curriculum. Participants shared that an 
updated curriculum would encourage medical schools and teaching hospitals to become anti-
racist, and it would include implicit and explicit bias training, maternal health bias training, and 
instruction in how to deal with racist patients. Patients’ experiences with racism and bias from 
both clinical and nonclinical health care staff were mentioned as issues that could be addressed 
with updated policies and procedures. Participants also discussed pushing for more minority 
medical school applicants, which would help birthing people have access to providers who 
share similar experiences and backgrounds. The desire to create a culturally aware health care 
workforce was discussed in many breakout rooms.  

 

Proposed Next Steps for AAMC 

The final two questions asked in the small group exercise focused on the next steps the AAMC 
can take to build on outcomes of the MHI and related future initiatives the AAMC Center for 
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Health Justice should support. Participants would like the AAMC to facilitate advocacy efforts 
centered around patient experiences and work with community partners to create updated data 
collection standards. It was also stated that the AAMC should be involved in efforts to convene 
multisector partners who may have been previously excluded from the maternal health equity 
table. Participants would like the center to share the insights from the MHI broadly, create 
similar programming in the immediate future, highlight community programs with a focus on 
maternal health, and collaborate with them while helping them find new opportunities for 
funding. Participants indicated that the center should help discover funding for nontraditional 
maternal health care models, identify long-term mental health services for birthing people, and 
promote policies in alignment with the Momnibus act.  

These activities, along with the four themes that emerged from this breakout session, made for 
an informative discussion. Participants used this opportunity to discuss current practices and 
make recommendations that would positively impact equity in maternal health care. Once the 
small group exercise concluded, participants returned to the larger group to hear the closing 
remarks of the MHI. 

 

Looking to the Future 

MHI participants suggested numerous strategies to address the longstanding maternal health 
inequities that were highlighted during the meeting, and this section of the report highlights 
some of these ideas. Attribution of specific suggestions to individual speakers is not included 
because in many cases, multiple MHI participants either proposed or supported the same or 
similar recommendations.  

 

Identify and incorporate novel partners into maternal health equity efforts 

MHI participants stressed the need to acknowledge that to date, efforts to reduce maternal 
health inequities have not fully optimized the knowledge and skills of individuals and entities that 
can help address these complex issues. They urged the need to think outside the box to 
address this shortcoming by incorporating attorneys and legal support into patient assessments 
to address health-harming legal needs or by finding ways to partner with employers to leverage 
their influence as insurance purchasers. These are just two examples of nontraditional 
partnerships that could be pursued more actively in the future.  

 

Build a larger tent that includes nonphysician health professionals 

Several MHI participants voiced concerns that the knowledge and skills of a wide array of 
nonphysician health professionals were either undervalued or inaccessible to many birthing 
people. They urged systemic recognition of the value of these professionals to people of color 
and other populations made marginalized and advocated for active measures to facilitate 
access to nonclinical professionals. For example, historically Black colleges and universities can 
create doula programs to address the shortfall of culturally aware, community-based birthing 
professionals. Similarly, the role of community health workers and lactation consultants could be 
expanded, facilitating their ability to deliver targeted education to people at home in both the 
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prenatal and postpartum periods. There was broad agreement concerning the need for better 
diversification of the health care workforce, both culturally and in terms of credentials and 
training. However, MHI participants also acknowledged that incorporating these professionals 
more fully to improve quality and reduce inequities is tied to insurance coverage and other 
policies that facilitate or hinder access to these segments of the health care workforce. 

 

Shift the power in decision-making to the local level 

MHI participants stressed the need to shift decision-making power from hospitals and the 
medical establishment and share it with the communities that are best positioned to understand 
the needs of those served by these institutions. They urged that community-based organizations 
have a meaningful seat at the table when key decisions are made and when programs are 
designed and implemented. To be most effective in these roles, these organizations need to 
have better access to funding for maternal health research and evaluation. It is only under these 
circumstances that organizations can fully leverage the trust that underpins their longstanding 
relationships with the people they serve and encourage uptake and adherence to new maternal 
health programs and services.  

 

Assess and act on the distinction between high- and low-risk pregnancies  

Most pregnancies are low risk and do not require a high degree of medical intervention. Several 
MHI participants advocated for new approaches to assess pregnancy risk early so prenatal care 
and delivery can be tailored according to risk level. In this model, physician-driven prenatal care 
would be delivered primarily to people at higher risk for complications who need these services, 
while people at lower risk could choose to be cared for by a physician, or by a midwife. This 
approach to prenatal care and childbirth would allow more choice about who assists birthing 
people with their care and would facilitate care delivery in the community or at birthing centers 
when appropriate, rather than nearly always at hospitals.  

 

Overhaul the concept and delivery of postpartum care 

MHI participants discussed the need to reimagine the concept of postpartum care and update 
how this care is delivered, and one shared a series of related recommendations published by 
the American College of Obstetricians and Gynecologists.18 That report urged expansion of the 
postpartum care period beyond a single six-week postpartum check. It recommended contact 
with a health care provider within the first three weeks postpartum, and that the initial visit 
should be followed by individualized ongoing care including a comprehensive postpartum visit 
no later than 12 weeks after birth. The report also recommended expanding the scope of 
postpartum care to include recovery from childbirth and assessment of (1) physical, social, and 
psychological well-being; (2) infant care and feeding; (3) reproductive health; (4) sleep and 
fatigue; (5) chronic disease management; and (6) health maintenance. Consistent with the 
themes presented at the MHI, this report also stated that discrimination, systemic inequities, and 
SDoH contribute to poor postpartum outcomes for Black women and other people of color.  
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“Comprehensive postpartum care goes beyond just the physical 
recovery from childbirth and includes physical, social, and 

psychological well-being.” 

 

Although state Medicaid agencies now have the option to extend postpartum care to 12 months, 
only 13 states have offered these additional benefits. In addition to more widespread enactment 
of these expanded Medicaid benefits, participants called for thinking more creatively about how 
to combine well-child check-ups with postpartum screening, an approach that recognizes the 
strong connection between the health of birthing people and their newborns. Participants urged 
that pediatric infant well visits should be used to touch base about the parent’s health as well, 
and some pointed out that these visits may be the only postpartum touchpoints for some people.  

 

Promote paid family leave 

The need to promote access to paid family leave was also emphasized by MHI participants. The 
AAMC’s polling data showed that 39% of people had no access to paid leave following their 
most recent birthing experience. However, because it is not clear if access to paid leave differs 
by race, income, or other factors, these issues need to be studied to understand their potential 
impact on maternal health outcomes. Although 11 states and the District of Columbia have 
enacted some form of paid family leave, there is currently no federal law requiring paid family 
leave; while Congress has been engaged on this issue and several bills have been introduced, 
participants agreed that much work remains to be done to improve paid family leave. 

 

Improve maternal health and mental health data collection to inform policy 
change 

Considerable MHI discussion focused on improving data collection so that federal, state, and 
local officials and other interested parties will be better able to design and implement 
interventions that drive maternal health equity. Some participants pointed to the importance of 
the Data to Save Moms Act, currently under consideration by the United States Congress. This 
bill would require that MMRCs use the most up-to-date indicators of severe maternal morbidity; 
review deaths caused by suicide, overdose, or other behavioral health conditions attributed to or 
aggravated by pregnancy or childbirth; and consult with representatives of communities about 
nonclinical factors that may contribute to adverse maternal outcomes. It would allow the CDC to 
award grants to MMRCs to increase their engagement with local communities, such as bringing 
on community representatives as committee members. It also calls for the Indian Health Service 
and the Department of Health and Human Services to arrange for studies on adverse maternal 
health outcomes among tribal populations and others made marginalized, and would require the 
CMS and other agencies to review maternal health data collection processes and quality 
measures and make recommendations to improve them. This more robust information, along 
with other data streams, provides the raw material that implementation scientists can leverage 
to improve maternal health care quality and delivery.  
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Other MHI participants suggested a continued focus on efforts to collect and incorporate 
qualitative SDoH data into medical records. This information could be leveraged by MMRCs and 
others who seek to better understand the roles that nonclinical factors play in maternal health 
inequities. Other participants recommended investment in expanded data collection to include 
pregnancy, delivery, postnatal, and mortality surveillance, with more granular data collection on 
the community and facility levels. Taken together, this information will help elucidate state-level 
variation in maternal health outcomes. Without it, the picture of how these complex issues differ 
across the country will be left incomplete.  

 

Conclusion 
The Association of American Medical Colleges Center for Health Justice’s inaugural Maternal 
Health Incubator covered a wide array of topics that impact maternal health outcomes, 
particularly among women and birthing people of color and other populations made 
marginalized. The MHI featured a diverse group of presenters and panelists. These interested 
parties offered expertise in community-based activism, obstetrics-gynecology, nursing, and 
physiology as well as first-hand experience as recipients of pregnancy, birth, and postpartum 
health care. Presentations and panel discussions were open and honest, touching on a 
multitude of subjects that are often set aside or avoided in care delivery and policy discussions 
because of the discomfort they cause to some. The MHI addressed these issues head on, and 
in doing so, achieved its objectives: improving understanding of how better data can help close 
gaps in maternal health outcomes, how multisector and policy efforts can facilitate maternal 
health equity, and how to begin developing a collaborative multisector Action Plan to inform the 
creation of policies to eliminate health inequities for birthing people.  
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The Maternal Health Incubator yielded priority tasks that include improving data infrastructure 
with a focus on social determinants of health, delivering care that recognizes the distinction 
between high- and low- risk pregnancies, changes to utilization and training of various segments 
of the maternal health care workforce, placing communities at the forefront of change, and 
overhauling the current approach to postpartum care and paid family leave.  

Participants agreed that there is much work to be done, and that no single approach or strategy 
will fully address the complex and longstanding constellation of factors that has driven maternal 
health inequities for generations. Yet, panelists were optimistic that these problems have 
solutions, and that communities are deeply invested in working with others to identify and 
implement these solutions. However, public and private insurers, policymakers, health systems, 
and institutions that train all segments of the health care workforce need to prioritize improving 
maternal health and take active steps to coordinate a thoughtful and evidence-based strategy 
that fully supports birthing people and their children.
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Additional Information and Resources 
Association of American Medical Colleges  

Center for Health Justice: https://www.aamchealthjustice.org/  

Maternal Health Equity:https://www.aamchealthjustice.org/our-work/maternal-health-
equity  

From Pregnancy to Policy: Experiences of Birthing People in the United States: 
https://www.aamchealthjustice.org/our-work/maternal-health-equity/polling 

Birth by the Numbers: https://www.birthbythenumbers.org/ 

March of Dimes: https://www.marchofdimes.org/ 

Centers for Disease Control and Prevention, Division of Reproductive Health: 
https://www.cdc.gov/reproductivehealth/index.html 

Centers for Medicare and Medicaid and CHIP Services 

 2022 Maternity Core Set of Maternal and Perinatal Health Measures:   

https://www.medicaid.gov/medicaid/quality-of-care/downloads/2022-maternity-core-
set.pdf 

  Postpartum Care Webinars Series:  

https://www.medicaid.gov/medicaid/quality-of-care/improvement-initiatives/maternal-
infant-health/quality-improvement/postpartum-care/index.html 

 Maternal & Infant Health Care Quality:  

https://www.medicaid.gov/medicaid/quality-of-care/improvement-initiatives/maternal-
infant-health-care-quality/index.html 

Maternal and Infant Health Expert Workgroup Report of Recommendations:  

https://www.medicaid.gov/medicaid/quality-of-care/downloads/mih-expert-workgroup-
recommendations.pdf 

Flourish St. Louis: https://www.flourishstlouis.org/ 

Generate Health: https://generatehealthstl.org/ 

National Birth Equity Collaborative: https://birthequity.org/ 

Georgetown University Health Justice Alliance Perinatal LAW Project: 
https://www.law.georgetown.edu/health-justice-alliance/our-work/perinatal-law-project/ 

American College of Obstetricians and Gynecologists Presidential Task Force on 
Redefining the Postpartum Visit: 

https://www.acog.org/-/media/project/acog/acogorg/clinical/files/committee-
opinion/articles/2018/05/optimizing-postpartum-care.pdf  
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