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Social and Structural Determinants of Health
Inequities in Maternal Health

Joia Crear-Perry, MD,1 Rosaly Correa-de-Araujo, MD, MSc, PhD,2 Tamara Lewis Johnson, MPH, MBA,3

Monica R. McLemore, PhD, MPH, RN, FAAN,4,5

Elizabeth Neilson, PhD, MPH, MSN,6 and Maeve Wallace, PhD, MPH7

Abstract

Since the World Health Organization launched its commission on the social determinants of health (SDOH) over a
decade ago, a large body of research has proven that social determinants—defined as the conditions in which people are
born, grow, live, work, and age—are significant drivers of disease risk and susceptibility within clinical care and public
health systems. Unfortunately, the term has lost meaning within systems of care because of misuse and lack of context.
As many disparate health outcomes remain, including higher risk of maternal mortality among Black women, a deeper
understanding of the SDOH—and what forces underlie their distribution—is needed. In this article, we will expand our
review of social determinants of maternal health to include the terms ‘‘structural determinants of health’’ and ‘‘root
causes of inequities’’ as we assess the literature on this topic. We hypothesize that the addition of structural determinants
and root causes will identify racism as a cause of inequities in maternal health outcomes, as many of the social and
political structures and policies in the United States were born out of racism, classism, and gender oppression. We will
conclude with proposed practice and policy solutions to end inequities in maternal health outcomes.

Keywords: Black maternal health, social determinants of health, structural determinants of health, health
equity, maternal mortality, women’s health

Introduction

Maternal mortality is a marker of national health and
well-being. In the United States, unacceptably high ma-

ternal mortality persists, and our dismal ranking relative to other
developed nations1 is further marred by vast social inequities in
the burden of loss. Black women, in particular, experience ma-
ternal morbidity and mortality ratios several times higher than
other groups.2 Efforts to understand this inequity have focused on
individual behaviors and socioeconomic conditions, typically
adopting narratives of personal responsibility and blame.

Meanwhile, the search for biological markers of suscep-
tibility in socially defined groups continues to perpetuate the
misconception that race is a risk factor for adverse maternal
health outcomes. These misguided approaches have failed to
identify and remediate the fundamental causes of maternal
mortality and maternal health inequities.

More than a decade ago, the World Health Organization
launched its commission on the social determinants of health
(SDOH) to foster a global movement to address the condi-
tions in which people are born, grow, live, work, and age.3

Since that time, a large body of research continues to
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demonstrate the role of SDOH as significant drivers of pop-
ulation health inequities. Unfortunately, however, the term
has lost meaning within systems of care because of misuse
and lack of context, and large social gradients in health and
clinical outcomes persist.

Taking social factors into account is essential to improving
both primary and secondary prevention and the treatment of
acute and chronic illness because social contexts affect the
delivery and outcomes of health care. How health care systems
can integrate social care (i.e., services that address health-
related social risk factors and social needs) into clinical practice
and what types of infrastructure are needed to facilitate such
activities are major areas in development.

A recent report from the National Academies of Science,
Engineering, and Medicine (NASEM)4 identified five essential
activities for the integration of social needs into health care: (1)
awareness, (2) adjustment, (3) assistance, (4) alignment, and (5)
advocacy. Given the siloing of SDOH from clinical determi-
nants, the NASEM report provides important guidance about
how to address social needs in the context of health care service
provision. First, awareness indicates the need for screening for
SDOH, and adjustment indicates the need to tailor services to
resolve the negative determinants and support the positive.
Next, assistance and alignment mean both strengthening social
supports and redesigning health services to meet the needs of
the public. Finally, advocacy includes making use of local,
state, and federal governments to support public health efforts
in addressing SDOH consistent with clinical care within the
context of the communities where the care is provided.

This approach is useful not only for understanding
SDOH, but also in moving even farther upstream toward
identifying the structural determinants of health: cultural
norms, policies, institutions, and practices that define the
distribution (or maldistribution) of SDOH. These structures
and systems date back to the founding of this nation and its
economy on principles of racial, class, and gender hierar-
chy.5–11 They shape the distribution of power and resources
across the population, engendering health inequities along
racial, class, and gender lines and intersections.

The purpose of this review is to describe the current state of
maternal health in the United States, using Black maternal
health as an exemplar to understand the path toward eradi-
cation of health inequities. We highlight emergent theoretical
frameworks for broader explorations of SDOH and include
the terms ‘‘structural determinants of health’’ and ‘‘root
causes of inequities’’ as we assess the current understanding
of this topic. We conclude by emphasizing existing policy
and practice solutions to promote maternal health and ad-
vance maternal health equity.

Theoretical Considerations Specific
to the U.S. Context

When considering maternal health, application of the re-
productive justice framework—a framework created by
women of color—provides us with some guidance for ac-
knowledging and addressing structural determinants of health
inequities.12 Reproductive justice refers to the human right to
personal bodily autonomy not to have a child, to have a child,
and to raise a child in a safe and sustainable community. This
framework calls for program and policy recommendations that
dismantle a belief in a hierarchy of human value.11,13 It shifts

accountability from individuals to systems by acknowledging
that the context of people’s lives determines their health and
that blaming individuals for having poor health or crediting
them for good health is therefore inappropriate.14

Individuals are unlikely to be able to control directly
many of the upstream determinants of health: governance,
policy, and cultural or societal norms and values that shape
who has access to health-promoting resources and opportunities
and who does not. Beginning from this vantage point allows an
understanding of why social determinants are born from struc-
tural determinants and cannot be addressed separately. In
other words, no matter how empowered, knowledgeable, or
willing someone is to change their behavior, they may not be
able to do so because of structural determinants of health
inequities.

Recent efforts to identify root causes of maternal health
inequity have highlighted how a focus on individuals and their
experienced risk factors—clinical, behavioral, and even social
determinants—reflect actions of the individual rather than the
historical, systemic, structural, and political forces that created
them. Developed by Roach in 2016, the Restoring Our Own
Through Transformation (ROOTT) theoretical framework
elucidates the web of causation between structural and SDOH
and wellness (Fig. 1).15 This framework identifies the social
determinants of Black maternal health—education, income,
neighborhood characteristics, housing, access to care, safety,
and food stability—and how their availability to Black fami-
lies has been dictated by the very structure of American society
from the time of slavery.

Structural racism and institutional policies and practices—
Jim Crow, the GI Bill, ‘‘redlining’’ (home mortgage denial on
the basis of race and government-backed disinvestment in non-
White neighborhoods), mass incarceration—are historically
based features of an overtly oppressive U.S. society that have
endured and adapted over time and continue to shape contem-
porary access to health-promoting resources and opportunities
necessary for optimal Black maternal and infant health out-
comes.16–19 Work that seeks to further elucidate the web of
causation between the structural and SDOH for Black women
and other disenfranchised groups has the potential to facilitate
the identification of interventions and policies that can remedi-
ate and eliminate inequalities in health across the population.

Health Systems Considerations as Structural
Determinants of Maternal Health

Health policy researchers have identified four key features
of the U.S. health care system that result in a health disad-
vantage for individuals.20 First, the U.S. health system suffers
from financial barriers to care, a shortage of primary care
providers, and important gaps in quality of care. Second,
many Americans live in structured environments that produce
a higher prevalence of certain unhealthy behaviors than in other
developed countries (consumption of more calories per capita,
higher rates of prescription and illicit drug misuse, more traffic
accidents involving alcohol). Third, relative to other developed
countries, the United States lags in educational attainment, and
vast income inequality has resulted in a concentration of re-
sources among a small segment of the population, with adverse
implications for population health and health inequities, in-
cluding maternal and infant mortality.21,22 Fourth, Americans
live in a built environment that does not encourage physical
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activity and live in more racially segregated communities
(largely a result of redlining).23

Overlaying these features with the upward trend in ma-
ternal mortality and morbidity,2 one may infer that diverse
pregnant women may have encountered barriers to well-
woman care, which may lead them to delay getting care when
they need it the most. The shortage of primary care providers
(e.g., nurse midwives, obstetricians, nurses) puts diverse wo-
men at risk for the delay or omission of two essential activities
during the perinatal period: seeking care at an early stage in
pregnancy and building trust with providers. This risk is am-
plified for women who have preexisting conditions when they
become pregnant or who develop comorbidities during the
perinatal period. This combination of multilevel factors in-
creases the risk of maternal morbidity and mortality and re-
flects more fundamental causes and disinvestments, such as (1)
public health departments that no longer provide direct med-
ical care24,25; (2) the shortage of obstetricians, nurse midwives,
and well-women nurses in low-income communities that are
predominantly racially and ethnically diverse26; and (3) data
collection efforts that vary across county and states lines.24,25

Overview of Existing Policies and Practices
to Address Structural and Social Determinants
of Maternal Health

Addressing the deeply rooted causes of maternal health
inequities will require multiple and sustained interventions at
every level. Passage of evidence-based policies that up-
hold the tenets of reproductive justice may begin to re-
duce the disproportionate experience of adverse maternal
health outcomes among socially marginalized groups. In
this study, we highlight several policy and practice solu-
tions that may help to advance health equity, defined as
‘‘assurance of the conditions for optimal health for all
people by valuing all populations equally, recognizing and
rectifying historical injustices, and providing resources
according to need.’’27

Paid family leave

A lack of paid family leave is considered a public health
crisis in the U.S. context.28 Previous studies have shown that
time off after birth to recover and transition without worrying

FIG. 1. ROOTT Theoretical Framework.15 This figure depicts the theoretical framework developed by ROOTT15 used to
identify structural and social determinants of maternal and infant mortality in the United States. Structural determinants are
those depicted in boxes connected by dashed lines, which in turn shape the distribution of social determinants (those
depicted in circles and connected by solid lines). The multiple and interconnected pathways between structural and social
determinants lead to increased maternal and infant mortality rates and socially defined inequities in these outcomes.
ROOTT, Restoring Our Own Through Transformation.
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about money is key to maternal and infant health.29 The
United States is one of only two countries in the world, along
with Papua New Guinea, that does not have a national policy
guaranteeing paid leave to new parents.30 The 1993 Family
Medical and Leave Act provides for unpaid leave, but almost
half of U.S. workers are not eligible, and many cannot afford
time off without pay.17

Around the rest of the globe, paid maternity leave is
standard practice, averaging 18 weeks and extending beyond
6 months in many developed countries. In addition, a sys-
tematic review of the empiric literature on the impact of
parental and medical leave policies on socioeconomic and
health outcomes in Organization for Economic Cooperation
and Development countries concluded that (1) reforms that
have increased the duration of job-protected paid parental
leave have improved women’s economic outcomes; (2) ac-
cess to paid parental leave around the period of childbirth
appears to reduce rates of infant mortality, with breastfeeding
representing one possible mechanism; and (3) more generous
paid leave entitlement in countries that offer unpaid or short
duration of paid leave could help families strike a balance
between the competing demands of earning income and fo-
cusing on personal and family well-being.29

Health insurance coverage and scope

Ensuring access to affordable and comprehensive health
care across a woman’s life course is critically important to
assuring optimal maternal health outcomes if and when she
chooses to reproduce. Substantial new research shows signif-
icant improvements in access to health coverage for women of
childbearing age achieved through the adoption of the Patient
Protection and Affordable Care Act’s (ACA) provisions for
expanded Medicaid eligibility to adults earning up to 138% of
the federal poverty level.31 A review of emergent research
found that states that expanded Medicaid eligibility improved
the health of women of childbearing age by increasing access
to preventive care; reducing adverse health outcomes before,
during, and after pregnancies; and reducing incidence of ma-
ternal mortality.31 Moreover, expansion states experienced
significant reductions in Black–White disparities in adverse
birth outcomes shortly after the policy went into effect32 and a
50% reduction in infant mortality, with the greatest declines
among Black/African American infants.33

To date, 36 states and the District of Columbia have
adopted Medicaid expansion under the ACA and offer low-
income women the opportunity to continue their pregnancy-
related Medicaid coverage after the 60-day postpartum pe-
riod.34 In the 14 states that have not adopted Medicaid
expansion, women must requalify for Medicaid postpartum
to stay in the program. However, many women in these states
become uninsured after pregnancy-related coverage ends 60
days postpartum because their income is too high to qualify
for Medicaid, even though their infants are eligible for their
first year of life. Given the impact and large role of Medicaid
in maternal health outcomes, financing coverage for the full
year after Medicaid birth may help address the gaps that
women suffer in nonexpanded states.

Too often, women struggle in systems of care that are not
designed to accommodate their needs through the fourth
trimester—the 12 weeks following childbirth, during which
women recover from birth and transition to nurture and care

for their infants and themselves.35 Since most maternal
mortality occurs in the postpartum period,36 it is imperative
that women and their supports have the education to recog-
nize and the ability to act on concerning or emergency
symptoms following discharge to home.28 Extending Med-
icaid through at least 12 months would ensure continuous
access to services. Currently, fourth trimester care coverage
is limited to a single visit for women who delivered vaginally
and two visits for those who had a cesarean birth.

Such approaches as bundling care for mother and child for
the first 3 months postpartum and extending parental Medicaid
coverage may support integrated care for mothers and infants to
address their holistic needs. This could include such resources
as doulas, community health workers, and midwives to ensure
comprehensive support. In most states where Black women
give birth, they do not have access to nurse midwives who
are well integrated into the perinatal health care system.26,37

Moreover, to date only two states (Minnesota and Oregon)
provide doula services as part of their Medicaid coverage38; a
third (California) has proposed a 14-county pilot program.39

Respectful, culturally appropriate care

Although health insurance coverage is an important com-
ponent of ensuring access to care, health policy experts sug-
gest that health disparities have persisted even when there
have been modest improvements in access to health care.25

Coupled with access is the necessity to deliver high-quality
maternity care that acknowledges and respects the cultural
experiences and contexts in which women live. ‘‘Centering at
the margins’’ is an elevated approach to patient-centered care
that requires providers to engage with the experience of dis-
enfranchised groups and to acknowledge the role of society
and history in influencing both their own understanding of
their patient and their patient’s understanding of them.40 In-
fusing a focus on structural determinants of health and health
inequities into medical education and clinical training
(structural competency) may facilitate cross-cultural un-
derstanding of individual patients and shift the way pro-
viders recognize the social and economic forces that produce
health outcomes.41 Finally, national organizations, such as the
Black Mamas Matter Alliance, are advancing perinatal health
equity by promoting the uptake of ethical guidelines for
perinatal care for Black women.42

Invest in communities

Stepping outside of the acute care setting, it is essential to
increase investments in comprehensive community-oriented
primary care for diverse women of reproductive age in a va-
riety of settings (e.g., midwifery maternity centers, nurse
practitioner practices, maternal and child clinics, and outpa-
tient clinics of hospitals). Also important are tax incentives that
build public infrastructure for diverse women of reproductive
age and align with the values of taxpayers, including the pro-
vision of affordable and quality health care to all Americans.34

This innovative strategy may include tax credits to colocate
maternity services and pediatrics clinics within a primary care
setting so women may seek medical care for their chronic
condition at the same time they are getting their prenatal care.

At the state level, income/wealth inequality may be reduced
by supporting higher living wages and asset-generating op-
portunities to buttress young, low-income families, as well as
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passing progressive tax systems to fund robust public ed-
ucation, sick leave, family leave, and child care systems.
Upholding assurance and availability of comprehensive
reproductive health care services for all women at both
state and federal levels is important for reversing the up-
ward trend in mortality and broadening of inequities.
A recent study of state-level factors linked to maternal
mortality found that both fiscal and legislative restrictions
on access to family planning and reproductive health ser-
vices contributed to increased incidence.43 At the national
level, a maternity health tracking system that sets national
standards for data collection and the development of a
unified person-centric electronic health record may help to
identify areas of improvement for underperforming ma-
ternity care providers in a variety of health care settings.

Conclusion

Identifying the root causes of maternal mortality, remediat-
ing factors that may be contributing to its increasing incidence,
and eliminating the disproportionate burden of loss among
families of color is an imperative for this nation’s future. The
immense economic costs of maternal morbidity and mortality
may justify action among those unmoved by population health
promotion and equity alone. Data suggest the economic burden
of maternal morbidity and mortality is billions of dollars each
year.44 Beyond the 700–900 women who suffer from preg-
nancy complications that result in death, an additional 60,000
women45 suffer pregnancy-related complications that are near
fatal. In particular, the cost of caring for women with pre-
eclampsia is more than $1 billion alone,46 and the prevailing
total annual cost of maternity care exceeds $60 billion.47

As the scientific community continues to identify the
structural determinants of maternal health inequities and
recommend policies to address them, improvements in eq-
uitable access to the SDOH and reduction of health inequities
are likely to follow. This move to advance upstream struc-
tural solutions is critical for families to thrive. By defining the
root causes of health inequities, we can move the focus of
intervention away from individual blame and misguided
theories of the biological basis of race and ethnicity. The
shared understanding of how inequities in outcomes based
upon race, class, and gender are created by policy and prac-
tice is pivotal to ending these inequities. It is an economic,
social, and moral imperative that we center the experience of
the communities that are the most impacted when we look for
solutions, because they hold the answers to improving de-
livery of respectful care and ensuring reproductive health and
well-being for all.
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