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The contribution of racism-related
stress and adversity to disparities in
birth outcomes: evidence and
research recommendations
Sabrina R. Liu, Ph.D.a,b and Laura M. Glynn, Ph.D.a
a

Department of Psychology, Crean College of Health and Behavioral Sciences, Chapman University, One University Drive,
Orange, California; and b Conte Center, Department of Pediatrics, University of California, Irvine, California

Currently, racial and ethnic differences in adverse birth outcomes and infant mortality are some of the largest and most persistent health
disparities in the United States. This narrative review article synthesizes existing literature to present a conceptual model of how
racism-related stress and adversity are critical determinants of such disparities. We describe how historical and ongoing racism has
created conditions wherein women of color are disproportionately exposed to chronic, multilayered stress and adversity and how
the biological consequences of exposure to these stressors confers risk for adverse birth outcomes. Next, we identify important priorities
and considerations for future research, including the heterogeneity of racism-related stressors, biomarkers and mechanisms, chronicity
and sensitive periods of exposure, developmental programming of lifespan health, resilience, and community-engaged research
methodologies. (Fertil Steril RepÒ 2022;3:5–13. Ó2021 by American Society for Reproductive Medicine.)
Key Words: Birth, disparities, racism, pregnancy, preterm
Discuss: You can discuss this article with its authors and other readers at https://www.fertstertdialog.com/posts/xfre-d-21-00142

ESSENTIAL POINTS
 Historical and ongoing racism has created conditions wherein women of color are disproportionately exposed to stress and
adversity.
 The consequences of exposure to racism-related stress and adversity can confer risk for health conditions implicated in
adverse birth outcomes and alter maternal physiology associated with fetal development and timing of parturition.
 Conjointly studying racism-related stress, biological proﬁles, and birth outcomes is a priority for future research.
 It is important to identify factors that mitigate the impact of racism-related stress and adversity on birth outcomes.

RACIAL/ETHNIC DISPARITIES
IN BIRTH OUTCOMES
Five decades ago, the United States had
the sixth lowest infant mortality rate
among industrialized countries. Today,
it ranks 26th (1). During that same half
century, the Black-White infant

mortality ratio has increased from 1.6
to 2.2 (1). Despite signiﬁcant advances
in obstetric and perinatal medicine,
the magnitude of this disparity is
greater today than during antebellum
slavery (2). Preterm birth and low birth
weight comprise the leading causes of
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infant mortality, and unsurprisingly,
these outcomes occur almost twice as
often among Black women compared
with White women. Although not to
the same extent as Black women, Latinx/Hispanic, Asian American/Paciﬁc
Islander, Native American, and
Multiethnic women also have higher
rates of adverse birth outcomes
compared with White women (3). The
urgency of this public health crisis is
compounded by the fact that in
addition to being contributors to infant
mortality, preterm birth and low birth
weight are associated with risk for
physical and mental health disorders
across the lifespan and impose a significant economic burden, most recently
estimated at $26.2 billion annually (4).
5
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THE IMPERATIVE TO STUDY RACISM-RELATED
STRESS AND ADVERSITY AS DRIVERS OF
DISPARITIES IN BIRTH OUTCOMES
Although the existence of racial/ethnic differences in birth
outcomes has been documented for more than 150 years,
there has been a historical failure in the scientiﬁc ﬁeld to
move beyond simply naming these differences. Consequently,
research has perpetuated the message that race in and of itself
is a risk factor for poor health—an argument that quickly falls
ﬂat on inspection. For example, research has shown that there
are more optimal birth outcomes among immigrant and
refugee mothers of color residing in the United States
compared with native-born mothers of color (1, 5). Similarly,
racial/ethnic differences also cannot be fully explained by
other sociodemographic predictors such as income or
education (1)—although a Black mother with an advanced
degree has lower odds of losing her child within its ﬁrst
year of life than a Black mother with less education, she has
higher odds than a White mother with less than an 8th grade
education (6). Thus, in line with growing calls in the broader
ﬁeld of health inequities, it is imperative that researchers
recognize sociocultural context and interrogate racism, rather
than race, as a critical driver of disparities in birth outcomes
(1, 7). The goal of this article is to present a narrative review
and conceptual model (Fig. 1) of the ways in which
racism-related stress and adversity drive disparities in birth
outcomes, and to outline current research gaps and
recommendations.

SOCIOPOLITICAL-HISTORICAL CONTEXT
US history is riddled with discriminatory policies and
practices against virtually every community of color. These
acts led to (and in many cases directly caused) experiences
of segregation (e.g., Jim Crow Laws), displacement and
separation (e.g., Indian Removal Act and Dawes Act),
economic destruction (e.g., employment, mortgage, and
loan discrimination), cultural dispossession (e.g., banning or
discouraging certain cultural beliefs, language, practices,
and expressions), and violence. This long history has
embedded discriminatory beliefs and racial/ethnic inequity
into the United States’ social and structural fabric, placing
historically oppressed populations at greater risk of
experiencing adversities that co-occur and exacerbate one
another at both the interpersonal (e.g., interpersonal
discrimination, violence, and incarceration) and structural
(e.g., underresourced neighborhoods, unequal access to
opportunity) levels (7–10). Further, research on stress
proliferation processes demonstrates how initial stressors
beget additional new stressors (11), explaining why
populations of color not only disproportionately face
adversities that are linked to racism at face value such as
discrimination but are also at increased risk of experiencing
more ‘‘traditional’’ adversities such as community violence
or death of a parent, compared with their White
counterparts (10). For example, because of racial/ethnic
disparities in life expectancy, Black youth are more likely to
lose a parent at a younger age compared with White youth
(10, 12). Additionally, theories of intersectionality and
6

‘‘double jeopardy’’ suggest that women of color are at even
greater risk of stress and adversity because they possess
multiple marginalized identities (gender and race/ethnicity),
thus creating more opportunities for discrimination and
stress (5, 13).

CUMULATIVE RISK, STRESS, AND HEALTH
Cumulative risk models posit that risk for poor health increases
in a graded manner with total number of adverse early life
experiences (14–16). Repeated exposure to stressors can result
in chronic activation of physiological systems that mobilize
the response to the stressful situation and subsequently return
the body to homeostasis. Over time, the overactivation and
interaction of these systems (neuroendocrine, autonomic
nervous, and immune) lead to their dysfunction (sometimes
referred to as toxic stress, wear and tear, or weathering) and
stress-related disease (12, 17–19). Regarding pregnancy and
childbirth, exposure to adversity may increase risk for health
conditions implicated in adverse birth outcomes, such as
infection and pregnancy-induced hypertension, and/or directly
alter maternal physiology associated with fetal development
and timing of parturition (17, 20, 21).
Synthesizing understanding of biological consequences
of chronic stress with the historical and current sociocultural
context surrounding populations of color in the United States
illuminates why research has found these groups to be at
greater risk of worse health outcomes, including birth
outcomes. The impact of these physiological health risks are
compounded by structural barriers to health-promoting
resources (healthcare, healthy food, exercise spaces/facilities,
etc.), which occur along racial lines (22). Thus, it is likely that
women of color’s disproportionate exposure and vulnerability
to adversity, driven by racism, are key drivers of racial/ethnic
disparities in birth outcomes (8). Following is a description of
studies and evidence that support this hypothesis.

THE CONTRIBUTION OF RACISM-RELATED
STRESS AND ADVERSITY TO DISPARITIES IN
BIRTH OUTCOMES: EMPIRICAL EVIDENCE
Existing evidence links multiple types of racism-related
adversity to adverse birth outcomes. Regarding interpersonal
discrimination, a recent systematic review from 2021
examined 28 studies on the relation between maternal
experiences of interpersonal discrimination and pregnancy
or birth related outcomes (23). Authors concluded that the
majority of these studies provide evidence that maternal
experiences of interpersonal discrimination predict adverse
birth outcomes (23). Their ﬁndings build on those of 3
previous systematic reviews (24–26) that similarly found
evidence for associations between experiences of racial
discrimination, preterm birth, and low birth weight.
Qualitative reports have highlighted inadequate, unequal,
and/or discriminatory treatment by healthcare providers or
systems during pregnancy, at both interpersonal and
structural levels; for example, a lack of culturally competent
providers and staff, fragmented care, differential treatment,
and provider assumptions about mothers’ lifestyle (such as
being unmarried, on medical assistance, or using drugs)
VOL. 3 NO. 2S / MAY 2022
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FIGURE 1

The contribution of racism-related stress and adversity to disparities in birth outcomes: a conceptual model.
Liu. Racism and birth outcome disparities. Fertil Steril Rep 2021.

(9, 26, 27). Quantitative studies on healthcare utilization and
provision of care complement these ﬁndings. Compared with
White women, Black women are more likely to receive late or
no prenatal care, partially due to structural barriers such as
lack of available providers nearby, insurance type, and travel
and scheduling challenges (28). There are also stark racial/
ethnic differences in cesarean delivery rates. Speciﬁcally,
among women with low-risk pregnancies that are most
favorable for vaginal deliveries (singleton, term, cephalic,
and primiparous), Black women have the highest rates of
cesarean delivery, followed by Asian women (29). Conversely,
Black women have the lowest rates among women with high
risk pregnancies for whom cesarean delivery is usually
indicated (29).
Related to healthcare more broadly, a nationally
representative survey of 3,453 adults found that between a
ﬁfth and a third of Black, Native American, and Latinx
respondents experienced racial discrimination in healthcare
and 15%–22% avoid medical care because of concern of
discrimination (30). Studies asking about speciﬁc types of
racial discrimination occurring in medical settings ﬁnd
that experiences of discourtesy, disrespect, poor service,
and condescension are most commonly endorsed (31–33).
Other research has found interactions between White
healthcare providers and patients of color to be briefer,
less patient-centered (i.e., care that considers treatment
options on the basis of a patient’s unique concerns,
preferences, and values), and less positive than
provider–patient interactions between White physicians
and patients (34). A substantial body of literature has
VOL. 3 NO. 2S / MAY 2022

attributed many of these observed differences to implicit
bias among medical providers or automatically activated,
primarily unconscious beliefs resulting from chronic
exposure to negative stereotypes (35). Recently, however,
scholars have argued for new understanding of implicit
bias as a cognitive reﬂection of systemic racism. In other
words, implicit bias is ‘‘the natural outcome of a mind that
generates associations based on statistical regularities,
whenever that mind is immersed in an environment of
systemic racism’’ (36, p.8). Therefore, we contend that
attending to systemic racism, opposed to implicit bias,
should be a priority for reducing racism-related healthcare
disparities.
The impact of structural racism and birth outcomes also
appears when examining neighborhood effects. Residential
area characteristics have been linked to adverse birth
outcomes, including racial segregation, more property
damage, crime, poor air quality, and lack of green space (1).
As noted in a recent review by Shonkoff et al. (22),
communities of color are less likely to exist in places with
access to health-promoting resources like grocery stores
with healthy food options, sidewalks, or parks. Additionally,
they are more likely to be targeted by tobacco and alcohol
advertisements and have greater concentrations of air and
water pollution, which have been linked to adverse birth
outcomes (22). A review and meta-analysis of neighborhood
disadvantage (comprised of poverty, deprivation, racial
residential segregation or racial composition, and crime
indicators) found that preterm birth and low birth weight
were 27% and 11% more likely, respectively, among most
7
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disadvantaged compared with least disadvantaged
neighborhoods (37). A second meta-analysis of neighborhood
disadvantage studies that adjusted for race did not ﬁnd these
increased odds, illustrating how both race and neighborhood
environment may be proxy indicators of overarching racism
(37).
People of color and particularly Black men are disproportionately targeted by the justice system (38). Indicators of this
issue, including rates of incarceration and police killings in
this population, have been linked to poorer birth outcomes.
One study’s ﬁndings suggested the Black-White gap infant
mortality would be 10% lower if mass incarceration did not
exist (39), while another showed greater Black-White preterm
birth disparities in geographic areas with more police killings
of unarmed Black people (40).
Lastly, evidence has shown that sociopolitical initiatives
and policies can adversely impact health through increasing
structural barriers to health and directly increasing exposure
to stressors. For example, the 2020 ‘‘public charge’’ rule
(which stated that green card applicants could be denied on
the basis of past or potential use of government beneﬁt programs) likely led many immigrant families to be fearful of
seeking healthcare or enrolling in public beneﬁt programs,
including health insurance (41, 42). Research has also shown
increases in adverse birth outcomes among groups disproportionately impacted by sociopolitical events, for example,
among women from Muslim travel-banned countries between September 2017 and August 2019 (43), Latina women
after the 2016 US presidential election (44, 45), Latina
immigrant women in Arizona after Senate Bill 1070 (which
targeted undocumented immigrants) (46), and among
US-born and immigrant Latina women across Iowa after a
major federal immigration raid in the state (47).

RECOMMENDATIONS FOR FUTURE RESEARCH
Distinctive and ‘‘Traditional’’ Stressors
Existing evidence provides strong initial support for
racism-related stress and adversity as important drivers of
disparities in birth outcomes at multiple levels. At the
same time, to form a comprehensive understanding of these
associations and mechanisms behind them, there are several
key areas where further research is needed. Novel forms of
racism-related stress and adversity that are emerging in
other areas of study must also be evaluated as unique
contributors to disparities in birth outcomes. For example,
vicarious racism (hearing or seeing racism directed toward
ones’ racial group), racism-related vigilance, and
appropriated racial oppression or internalized racism
(internalization of negative racial stereotype against ones’
racial group) have been linked to worse physical and mental
health outcomes such as depression, anxiety, cardiovascular disease, and obesity (48, 49). Notably, it is now fully
acknowledged by global human rights organizations that
racist police violence is widespread, systematic, and
persistent in the United States (50). Accordingly,
researchers have begun to illustrate how negative
encounters with the police and the anticipatory stress of
police brutality are both clear, distinctive social
8

determinants of health (51). Lastly, examining differences
in the pathways between well-established stressors such
as socioeconomic stress and adverse childhood experiences
and birth outcomes is also important, given that historical
racism has created a cascading system where populations
of color are disproportionately exposed to stressors such
as these (10, 12). Ideally, research will take a comprehensive
approach that studies how different types of racism-related
stressors at both interpersonal and structural levels cooccur and interact across one’s lifespan to inﬂuence adverse
birth outcomes.

Recommendations
 Study forms of racism-related stress and adversity beyond
interpersonal discrimination, including vicarious racism,
racism-related vigilance, appropriated racial oppression/
internalized racism, and police-brutality-related exposure
and fear.
 Study racial/ethnic differences in pathways between wellestablished stressors like economic hardship and adverse
childhood experiences and birth outcomes.

Chronicity and Sensitive Periods
Two signiﬁcant areas where further clarity is needed are related
to timing of racism-related adversity exposures. A large body of
research has identiﬁed pregnancy as a sensitive period where
stress and adversity exposure have a clear detrimental impact
on birth outcomes (52–55), with a recent meta-analysis ﬁnding
prenatal stressful life events to be associated with a 14%–23%
higher risk of preterm birth, low birth weight, and small for
gestational age outcomes (56). Several studies have also examined preconception adversity, demonstrating that it has a
unique effect on adverse birth outcomes (57). One such
investigation found that the magnitude of the relation between
preconception stressful life events and low birth weight was
magniﬁed by 40% for those in low-income neighborhoods
(58), highlighting the compounding nature of interpersonal
and structural adversity.
Despite contributing important advances to understanding environmental determinants of adverse birth outcomes,
research that compares the impact of exposures across
different developmental periods to date has largely not
focused on racism-related stressors (57). Additionally, there
is variability in how researchers operationalize ‘‘preconception adversity.’’ In a recent review, several studies deﬁned preconception adversity as experiencing adverse events 6
months before conception, whereas others assessed childhood
stressors (57). One study by Dominguez et al. (59) highlights
the importance of assessing these distinct developmental
periods, ﬁnding that both childhood and lifespan exposures
to racism were associated with lower birth weight. A second
important timing consideration is that several racismrelated stressors are not single discrete events but rather
chronic and long-lasting (i.e., economic hardship, everyday
discrimination). Some previous research suggests that
chronic, everyday forms of discrimination (such as being followed around in stores more so than others) are more harmful
VOL. 3 NO. 2S / MAY 2022
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to health than acute events of major discrimination (like being
unfairly ﬁred) (60, 61). Speciﬁc to birth outcomes, 1 recent
study found that experiences of both major and everyday
discrimination predicted low birth weight, whereas only major discrimination predicted preterm birth (62). However,
much more research is needed in this area with large and
diverse samples to develop a better understanding of how
chronicity of mothers’ stressor exposure may inﬂuence
adverse birth outcomes.

Recommendations
 Separately assess maternal exposures to adversity in childhood, in adulthood before pregnancy, and during pregnancy,
and examine their unique and cumulative impact on birth
outcomes.
 Separately assess maternal exposures to chronic and acute
racism-related stressors, and examine their impact on birth
outcomes. Williams' Major and Everyday Discrimination
Scales (63) are examples of measures that assess both types
of racism.

Biological Mechanisms
Another area that requires more research is on mechanisms
through which racism-related stress and adversity impact
birth outcomes. Importantly, biomechanisms linking stress
to adverse birth outcomes have been identiﬁed (64–67), and
some of these biological proﬁles have also been associated
with racism-related stress, including altered endocrine function (e.g., placental corticotropin-releasing hormone and
cortisol), impaired immune function, and cardiovascular proﬁles (68–74). The prenatal maternal microbiome (including
vaginal, gut, oral, and cervical) is also gaining increasing
recognition for its relation to experiences of stress and
adversity, birth outcomes, and fetal development (64, 75,
76). In particular, studies have found differences in the
microbiome of women by race/ethnicity and between
women who deliver term and those who deliver preterm (77,
78). Despite the growing body of evidence on
biomechanisms related to stress and birth outcomes, few
studies have tested an integrated model by examining
racism-related stress, biological proﬁles, and birth outcomes
conjointly.
Additionally, although stress impacts multiple physiological systems, most prenatal research has targeted individual
biological parameters or systems. In the broader ﬁeld of stress
research, concerns that this approach overlooks the
cumulative biological impact of stress and misses important
indicators of risk have led to widespread interest in allostatic
load (AL), an index measure representing cardiovascular,
metabolic, immune, and endocrine system functioning (79).
Allostatic load may be a key mechanism through which stress
exposure affects birth outcomes (26, 80, 81), but
characterizing AL in the context of pregnancy presents
several challenges because of the unique physiological
signature of gestation (54, 82). No consensus currently exists
regarding an index of prenatal AL. Therefore, although there
is strong evidence that the individual components of AL
VOL. 3 NO. 2S / MAY 2022

predict birth outcomes (52, 82–85), the few existing studies
on prenatal AL and birth outcomes present mixed ﬁndings
(79).
Several converging lines of evidence also point to epigenetic processes as a promising potential link between racismrelated adversity and adverse birth outcomes. First, a growing
literature indicates that parental exposures to stress and
adversity, including speciﬁcally environmental inﬂuences
implicated in preterm birth, predict germline, placental, and
fetal DNA methylation proﬁles (86, 87). Second, preterm birth
risk persists across generations, and evidence is consistent
with the premise that this observed ‘‘heritability’’ may be
partially explained by epigenetic mechanisms (88). Lastly,
the examination of DNA methylation in cord blood and
placental tissue reveals differences between preterm and
term births (87, 89). However, despite this promise, to date,
there has been limited inclusion of racially/ethnically diverse
samples and methodologically rigorous studies to push this
area of research forward (89). This agenda is especially critical
because of increasing awareness that epigenetic processes
may not only be implicated in adverse birth outcomes but
also represent a plausible pathway through which trauma exposures are transmitted intergenerationally and even transgenerationally (86).

Recommendations
 Improve understanding of and ways to characterize allostatic load (AL) during gestation. One recent study used a
promising approach—latent class analysis—to extract
groups represented by shared proﬁles of relevant biomarkers (90).
 Study the epigenetic processes underlying adverse birth
outcomes in racially/ethnically diverse samples.
 Study racism-related stress, biological proﬁles, and birth
outcomes conjointly.

Developmental Origins of Health and Disease
Beyond birth outcomes, existing evidence supports the need
to study the relation of preconception and prenatal racismrelated stress and adversity on lifespan health and development. Research on the developmental origins of health and
disease and speciﬁcally fetal programming has demonstrated
that physical and mental health vulnerabilities can originate
in the preconception or prenatal period through environmental inﬂuences on fetal development (57, 91–93).
Speciﬁcally, studies have found links between prenatal
stress (broadly conceptualized, including traumatic events,
poor mental health, and economic hardship) and numerous
physical and mental health disorders (57, 94–96). However,
very little fetal programming research has been conducted
with diverse populations (8, 97, 98), and few studies have
examined stressors that disproportionately impact
communities of color (8, 99). Examining the impact of
preconception and prenatal racism-related stress and adversity beyond birth outcomes to child development, may be
an important pathway toward identifying intergenerational
9
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antecedents of racial/ethnic disparities in birth outcomes and
physical and mental health.

Recommendations
 Incorporate the concepts of racism-related stress and
adversity into developmental origins of health and disease
research.

Resilience and Community Partnership
In addition to studying new racism-related predictors and
pathways, there are 2 signiﬁcant interrelated areas of additional consideration for this work in the realm of maternal–
child health and for health disparities research more broadly.
First, there has been a historical tendency to solely focus on
risk pathways in this area of study. This approach can inadvertently position populations of color as only vulnerable,
lacking, and/or limited and propagate the idea that disparities
are intractable and endemic rather than constructed and
changeable. Investigating resilience to racism-related stress
and adversity is important for counteracting these narratives
and critical for advancing health equity. In this vein, 1 recent
study found that community cohesion and social support
mitigate the relation between discrimination and low birth
weight (62). Investigators interested in furthering this type
of research may consider drawing on cultural assets found
to mitigate other racial/ethnic health disparities, including
racial socialization, racial identity, communalism, and spirituality (100). Additionally, given how little research exists
in this area, qualitative methods are warranted to form a
foundational understanding of resilience processes in the
context of racism and birth outcomes.
It also important to note that emerging research has
shown that some resilience or protective factors do not have
as great a ‘‘return’’ on health for populations of color
compared with White populations (101–103). This has
primarily been shown through work demonstrating that
higher socioeconomic position is not as strongly associated
with improved health for Black vs. White populations (102,
104). Research has shown this effect to be present in
relation to income level and birth weight as well—
speciﬁcally, higher income does not appear to protect Black
mothers against delivering a low-birth-weight infant to the
same extent as White mothers (105). Researchers have attributed these ﬁndings to greater discrimination exposure and/or
social isolation for those with higher socioeconomic status
(104), but future research can conﬁrm and expand existing
understanding of these phenomena.
A second important consideration involves recognizing
that traditional approaches to health disparities research
have often failed to center the perspectives of those with lived
experience of the domains under study, thus perpetuating
their marginalization and likely hindering the utility and accuracy of the research (106). In fact, there are several examples in the US history where populations of color have been
not only neglected but also abused in the name of research
(i.e., Henrietta Lacks, Tuskegee Syphilis Study), including
the ‘‘father of gynecology’’ J. Marion Sims’ experiments on
10

enslaved Black women without anesthesia (107). In response
to such historical injustice, researchers are increasingly
recognizing the importance of empowerment and social
justice-based research methodologies (e.g., communitybased participatory research, human-centered design, and
research justice frameworks) (106, 108). These communitypartnered approaches are grounded in tenets that those
impacted by disparities have unique expertise, wisdom, and
rights to contribute to corresponding research (‘‘nothing
about us without us’’) (109). In turn, these methods improve
likelihood that research questions, methods, interpretations,
recommendations for future research, and translation to
intervention and prevention are in line with the perspectives
and priorities of those communities the research is trying to
serve.

Recommendations
 Identify factors that mitigate the impact of racism-related
stress and adversity on birth outcomes.
 Utilize empowerment and social justice-based research
methodologies when studying the impact of racismrelated stress and adversity on birth outcomes.

CONCLUDING THOUGHTS AND
OPPORTUNITIES
Through presenting a conceptual model and synthesis of existing literature, this article aimed to delineate ways in which
racism-related stress and adversity are some of the root determinants of the racial/ethnic disparities in birth outcomes that
exist today. We also discuss priorities and considerations for
future research, which span the heterogeneity of racismrelated stressors, biomarkers and mechanisms, chronicity
and sensitive periods of exposure, developmental programming of lifespan health, resilience, and community-based
research methodologies. Importantly, doing this work will
require collaboration between researchers from a broad range
of disciplines, including those with expertise in communitypartnered research, biological psychology, obstetrics, public
health, perinatal psychology, culture, racism, and trauma.
Visibility and awareness of racism’s long reach have been
growing for years in the United States but perhaps reached a
tipping point in 2020–2021 with the disproportionate harm
conferred on communities of color by the coronavirus disease
2019 pandemic and multiple racist hate crimes and events of
police brutality, including the murder of George Floyd and the
Atlanta Spa Shootings. Thus, important organizations have
publicly acknowledged the long overdue need to address the
health impact of racism as well as racial/ethnic disparities
in maternal–child health. Thus, there may be more opportunities than ever before to conduct meaningful research in
this area. The Centers for Disease Control and Prevention
announced new initiatives to address the critical threat racism
poses to public health (110), whereas the National Institutes of
Health launched the UNITE initiative to promote racial equity,
which prioritizes listening and learning from stakeholder perspectives on racism and supporting new research on health
disparities, minority health, and health equity (111).
VOL. 3 NO. 2S / MAY 2022
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Additionally, multiple National Institutes of Health institutes
and centers have released a new funding opportunity for projects that study racism at a structural level, as opposed to
individual-level behavior. Speciﬁc to racism and adverse
birth outcomes, the White House ofﬁcially instituted Black
Maternal Health week in 2021 to raise awareness and action
around the dire state of racial/ethnic disparities in maternal
health, pregnancy, and childbirth. Further, the proclamation
named systemic racism as a driving force behind such disparities (112). Although the infant mortality rates in the United
States have dramatically improved over time, the BlackWhite infant mortality ratio has widened. With interdisciplinary collaboration, increasing funding and attention, and
clear and cohesive priorities such as those outlined in this
article, there is renewed promise for making progress toward
racial/ethnic equity in birth outcomes.
Acknowledgments: The authors thank Curt Sandman and
Elysia Poggi Davis for providing feedback on earlier drafts
of this article.
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