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OVERVIEW

¡ How did we get here?/Historical context of systemic racism in 
reproductive health

¡ Defining sexual and reproductive justice and social determinants of 
health

¡ Contributing factors and conceptual models

¡ Reproductive disparities data

¡ Maternal mortality, contraception and abortion access

¡ What can we do to move toward health equity?



LEARNING OBJECTIVES

¡ Describe historical context of racial/ethnic disparities in reproductive health and how 
it relates to systemic racism in healthcare

¡ Describe racial/ethnic gaps in common reproductive health measures

¡ List 3 action steps that you can implement to help improve reproductive health 
outcomes



CME INFORMATION 

¡ Physician Accreditation  Statement

Curi is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide continuing medical 
education for physicians. 

¡ Physician Credit Designation

Curi designates this live activity for a maximum of 1.0 AMA PRA Category 1 Credit™.  Physicians should claim only the credit 
commensurate with the extent of their participation in the activity.

¡ Instructions to Receive Credit

In order to successfully complete the activity,  participants must participate in the live activity,  complete an activity evaluation,  
and claim credit commensurate with their participation in the activity. 



CME INFORMATION 

¡ Contact Information

¡ For information about the accreditation of this program, please contact the Curi CME Team at 800.662.7917 or at 
CMETeam@curi.com.

¡ Disclosure of Relevant Financial Relationships 

¡ Curi adheres to the policies and guidelines,  including the Standards for Integrity and Independence in Accredited CE, set 
forth to providers by the Accreditation Council for Continuing  Medical Education (ACCME) and all other professional 
organizations,  as applicable,  stating those activities where continuing education credits are awarded must be balanced, 
independent,  objective, and scientifically rigorous. Curi requires all persons in a position to control the content of an 
accredited continuing education activity to disclose all financial relationships with any ACCME-defined ineligible company 
within the past 24 months.  All financial relationships reported that are identified as relevant by Curi are mitigated in 
accordance with the Standards for Integrity and Independence in Accredited CE in advance of delivery of the activity to 
learners. The content of this activity was thoroughly vetted by Curi to assure objectivity and that the activity is free of 
commercial bias. 

mailto:CMETeam@curi.com


CME INFORMATION (CONT.)

All relevant financial relationships have been mitigated by Curi.

The following individuals had no relevant financial relationships to disclose:

¡ Madeline Y Sutton, MD, MPH, FACOG – Speaker 

¡ Kahlia Keita, MA, JD,  Advisor, Curi  – Planner

¡ Tamara Johnson, BSN, RN, CPHRM, RHIA, Program Director, Clinical Risk Management and Patient Safety, Curi –
Reviewer

¡ Sharon Nichols, BSN, RN, CPHRM, Sr.  Advisor, Curi – Planner 

¡ Jaime Askew, Director, Marketing and Public Relations, Curi – Planner

¡ Whitley Paige, Manger, Risk Solutions, Curi – Planner 

¡ Ernestine Webb, Senior Coordinator, Curi – Planner



LUCY,  BETSEY,  AND 
ANARCHA (MOTHERS OF 
MODERN GYNECOLOGY)

¡ Dr. J. Marion Sims conducted experiments on enslaved 
Black women from 1845-1849 (with anesthesia and 
without consent)

¡ “But to modern eyes, Sims’s record looks far more 
complicated. The vesicovaginal fistula treatment he 
developed, for example, came as a result of experiments 
he performed on enslaved black women. In response to 
growing public outcry, New York City removed the 
statue of Sims from Central Park in April, while activists 
are urging the removal of a similar statue from the 
Alabama Capitol. But removing symbols that venerate 
Sims will be most effective only if this step fosters 
broader conversations not only about his career but 
also about how its historical context still influences 
modern medicine. We must address the ways racism 
and slavery shaped American medicine, not only to right 
past wrongs but also to confront how that influence 
continues to affect how patients are treated today.”
-Kathleen Bachynski, The Washington Post, 6/4/2018 

https://www.washingtonpost.com/news/made-by-
history/wp/2018/06/04/american-medicine-was-built-on-the-backs-
of-slaves-and-it-still-affects-how-doctors-treat-patients-today/

https://www.washingtonpost.com/news/made-by-history/wp/2018/06/04/american-medicine-was-built-on-the-backs-of-slaves-and-it-still-affects-how-doctors-treat-patients-today/
https://www.washingtonpost.com/news/made-by-history/wp/2018/06/04/american-medicine-was-built-on-the-backs-of-slaves-and-it-still-affects-how-doctors-treat-patients-today/
https://www.washingtonpost.com/news/made-by-history/wp/2018/06/04/american-medicine-was-built-on-the-backs-of-slaves-and-it-still-affects-how-doctors-treat-patients-today/


https://time.com/5243443/
nyc-statue-marion-sims/







HISTORICAL CONTEXT

¡ James Marion Sims, known as the “father of 
Modern Gynecology’ and former president 
of the American Medical Association

¡ U.S. policies forced sterilization of Native 
Americans, Puerto Ricans, and African 
Americans (through 1970s-1980s)



RECENT US HISTORY AND SOCIAL AND STRUCTURAL 
DETERMINANTS OF HEALTH



So the context of sexual and reproductive justice, especially for 
women of color, has to be considered based on centuries of slavery 
and Jim Crow for people of color and mere decades of the post-civil 
rights era.

In the US and globally, we see more and more that what affects 
women of color affects all women. So, moving toward health equity 
for women moves us all forward.



WHAT IS SEXUAL REPRODUCTIVE JUSTICE? 
(1994)

Sexual and Reproductive Justice

¡ Sexual and reproductive justice exists when all people have the 
power and resources to make healthy decisions about their 
bodies, sexuality and reproduction. That means every person has 
the right to:

¡ Choose to have or not have children.

¡ Choose the conditions under which to give birth or create a family.

¡ Care for their children with the necessary social support in a safe and healthy 
environment.

¡ Control their own body and self-expression, free from any form of sexual or 
reproductive oppression.



REPRODUCTIVE HEALTH + SOCIAL JUSTICE + SDH = 
REPRODUCTIVE JUSTICE



DIVERSIFYING THE PHYSICIAN WORKFORCE CAN HELP REDUCE 
REPRODUCTIVE HEALTH DISPARITIES

• Five of 7 Black/African American medical schools closed, leaving 
only Howard University and Meharry.

• An estimated 28,000 Black physicians could have been trained 
between the 1920s and 2019.

• In 2022, there are four US Black medical schools, with plans for a 
5th underway.



GETTING TO 
A MORE 
DIVERSE 
WORKFORCE



IT’S ALL CONNECTED…

¡ The rise of the social determinants of health (SDH) discourse on the basis of statistical evidence that 
correlates ill health to SDH and pictures causal pathways in comprehensive theoretical frameworks 
led to widespread awareness that health and health disparities are the outcome of complex pathways 
of interconnecting SDH.

¡ To transform generic SDH models into useful policy tools and to prevent them to transform in SDH 
themselves, in depth understanding of the unique interplay between local, national and global SDH in a 
local setting, gathered by ethnographic research, is needed to be able to address structural SD in the 
local setting and decrease reproductive health inequity.



REPRODUCTIVE HEALTH IN THE USA

Racial/ethnic disparities are noted in most reproductive 
health measure categories, including prenatal care access, 
mammogram screening, Pap tests, STDs, HIV, 
contraceptive use, and unintended pregnancies.



Measure

Percentages or Rates for Women by Race/Ethnicity

Non-Hispanic Black/African 
American 

Hispanic/Latina Non-Hispanic 
White 

Contraceptive use
(percentage of unmarried women, ages 18-29 years); (Rocca, 2012)

54.9% 62.4% 76.3%

Unintended pregnancy
(per 1,000 women ages 15-44 years); (Finer, 2011)

67 53 40

Elective abortions 
(per 1,000 women ages 15-44 years); (Jones, 2011)

40.2 28.7 11.5

Late or no prenatal care
(percentage of mothers among those who gave birth); (Child Trends Data Bank, 2014)

9.8% 7.5% 4.3%

Pap tests
(percentage of women age 18 years and older who report having a Pap within the 
previous 3 years); (Kaiser, 2014)

90% 89% 83%

Mammogram screening
(percentage screened among women age 40 years and older); (Njai, 2011)

59% N/A 65%

Chlamydia screening 
(percentage of asymptomatic women ages 15-25 years tested for chlamydia during 
outpatient visit); (Hoover, 2008)

12.7% 12.9% 2.2%

HIV Diagnoses
(rate of diagnoses per 100,000 population of women); (CDC, 2015)

30.0 6.5 1.7

HIV treatment 
(percentage achieving suppressed viral load after diagnosis); (Mahle Gray, 2013)

60.2% 70.3% 77.4%

Breastfeeding Initiation
(percentage of mothers ever initiating breastfeeding); (CDC, MMWR, 2013)

58.9% 80.0% 75.2%

Estimated Rates of Selected Reproductive Health Measures by Race/Ethnicity, 2018





Rates of human immunodeficiency virus (HIV) infection among all women have declined since 2010, but 
rates among black women remain higher than do those among white women. (CDC, 2019)







REDUCING STIGMA AMONG PROVIDERS HELPS IMPROVE HIV CARE 
AND UTILIZATION BY PATIENTS.



RATES OF UNINTENDED PREGNANCY BY INCOME AND RACE AND 
ETHNIC GROUP, 2011 (FINER & ZOLNA; N ENGL J MED 2016; 374:843-852)





CONTRACEPTIVE CARE AND USE DISPARITIES



Women of color remain more likely to 
be affected by negative outcomes even 
when they carry a pregnancy to term…



MATERNAL MORTALITY AND PREGNANCY-RELATED DEATHS

Maternal Mortality:  “the death of a woman while pregnant or within 42 days of 
termination of pregnancy, irrespective of the duration and site of the pregnancy, from 
any cause related to or aggravated by the pregnancy or its management but not from 
accidental or incidental causes.” (World Health Organization/WHO)

Pregnancy-related deaths: “the death of a woman while pregnant or within 1 year of 
termination of pregnancy, irrespective of the cause of death.” (WHO)



BLACK MOTHERS KEEP DYING AFTER GIVING BIRTH, SHALON
IRVING'S STORY (NPR; 12/7/2017)



KIRA JOHNSON’S STORY:  ARE BLACK WOMEN’S REPORTS OF 
SYMPTOMS AND SIGNS RECEIVED THE SAME BY PROVIDERS?



PREGNANT WOMAN DIED WHILE BRINGING ATTENTION TO 
NATIVE AMERICAN MATERNAL MORTALITY (NBC NEWS, 2/6/2020)

¡ Black and indigenous women are 
disproportionately affected: Black 
mothers are three to four times 
more likely to die of pregnancy-
related causes than white women. 

¡ American Indian and Alaska Natives 
are 2.3 times more likely to die than 
white mothers; in urban settings, 
they are 4.5 times more likely to 
die.



MATERNAL MORTALITY



MATERNAL MORTALITY 
PETERSEN EE, DAVIS NL, GOODMAN D, ET AL. RACIAL/ETHNIC DISPARITIES IN PREGNANCY-RELATED DEATHS — UNITED STATES, 2007–
2016. MMWR MORB MORTAL WKLY REP 2019;68:762–765. DOI: HTTP://DX.DOI.ORG/10.15585/MMWR.MM6835A3



CDC DATA SHOW THAT 60% OF THESE DEATHS ARE PREVENTABLE.



TRENDS IN PREGNANCY-RELATED DEATHS (https://www.cdc.gov/reproductivehealth/maternal-

mortality/pregnancy-mortality-surveillance-system.htm)



CAUSES OF PREGNANCY-RELATED DEATH IN THE UNITED STATES: 
2011-2016 (https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm#causes)

Cardiomyopathies, 
cerebrovascular accidents 
and other cardiovascular 

conditions, 34.40%

Hypertensive disorders of 
pregnancy, 6.90%

Hemorrhage, 11%

Infection, 12.50%

Thrombotic pulmonary 
embolism, 9%

Amniotic fluid embolism, 
5.60%

Anesthesia complications, 
0.30%

Other non-cardiovascular 
conditions, 13.90%



H.R. 1318 (115TH): PREVENTING MATERNAL DEATHS ACT OF 2018
(SIGNED INTO LAW ON DECEMBER 20, 2018)



POST-ROE AND RACIAL/ETHNIC AND REGIONAL DISPARITIES: HOW WILL 
DISPARITIES IN ACCESS IMPACT MATERNAL MORBIDITY AND MORTALITY?

https://reproductiverights.org/maps/abortion-laws-by-state/



WHAT ELSE CAN WE DO?

Strategies to address racial/ethnic disparities in pregnancy-related 
deaths, including improving women’s health and access to quality 
care in the preconception, pregnancy, and postpartum periods, can 
be implemented through coordination at the community, health 
facility, patient and family, healthcare provider, and system levels.



What else can we do for and with 
women to help improve their sexual 
and reproductive health outcomes?



CONSIDER A MEDICINE AND SOCIAL JUSTICE FRAMEWORK

Cultural 
awareness

Humility

SensitivityCompassion



KEY ACTION STEPS

¡ Support the leadership and power of those most excluded groups of women and girls within a 
culturally-relevant context that recognizes and addresses the multi-layered impact of oppression on 
their lives.

¡ Advance a concrete agenda that wins real individual, community, institutional and societal changes for 
poor women and girls of color.

¡ Integrate grassroots issues and constituencies that are multi-racial, multi-generational, and multi-class 
into the national policy arena.

¡ Build a network of allied social justice organizations who integrate a reproductive justice analysis and 
agenda into their work.



STRUCTURAL COMPETENCY: 85% OF PHYSICIANS FELT THAT SOCIAL NEEDS 
WERE AS IMPORTANT TO ADDRESS AS MEDICAL ONES…

¡ …yet 80% felt they were not confident in addressing 
social needs.  

¡ Tools have been developed to assist clinicians in 
screening for some conditions, such as food 
insecurity and housing instability, and to incorporate 
these questions into electronic medical records. 

¡ Including social indicator prompts in physician 
encounter tools has been shown to increase 
referrals to social services. Providing referrals to 
housing or food services while patients are in the 
clinic can improve their healthcare usage. 



OTHER PRACTICAL TOOLS FOR PROVIDERS…

¡ Screening for Social Determinants of Health—Provide patient-completed intake questionnaires, 
expanded medical history questions, and integrated electronic medical records prompts. 

¡ Medical–Legal Partnerships—Obstetrician–gynecologist practices that are part of a community health 
care clinic or network should encourage the facility to establish medical–legal partnerships. 

¡ Liaisons with Community-Based Social Needs Programs—Obstetrician–gynecologists and other health 
care providers should develop partnerships with social workers and local community advocates who 
provide assistance with basic resources such as food pantries and home utility bills. 

¡ Interpreter Services—Language barriers can be partially addressed by having professional interpreters 
available when the patient’s language is not the clinician’s language. 

¡ Transportation and Logistics—Access to public transportation should be considered when planning 
office locations. 





Recommendations
¡ ACOG makes the following recommendations for obstetrician–gynecologists and other health care providers to improve 

patient-centered care and decrease inequities in reproductive health care:

¡ Inquire about and document social and structural determinants of health that may influence a patient’s health and use of 
health care such as access to stable housing, access to food and safe drinking water, utility needs, safety in the home and 
community, immigration status, and employment conditions.

¡ Maximize referrals to social services to help improve patients’ abilities to fulfill these needs.

¡ Provide access to interpreter services for all patient interactions when patient language is not the clinician’s language.

¡ Acknowledge that race, institutionalized racism, and other forms of discrimination serve as social determinants of health.

¡ Recognize that stereotyping patients based on presumed cultural beliefs can negatively affect patient interactions, 
especially when patients’ behaviors are attributed solely to individual choices without recognizing the role of social and 
structural factors.

¡ Advocate for policy changes that promote safe and healthy living environments.



ADULT IDENTITY MENTORING SUPPORTS DECREASED TEEN 
PREGNANCY…

¡ Increasing motivation for safer sex choices (where free choice is 
possible)

¡ Envision a positive future and discuss options in support of that future 

¡ Present action 

¡ Safeguarding one’s future

¡ Good framework for LARC discussions (for those interested in long-
acting reversible birth control options) 

Clark, L. F., Miller, K. S., et al. Adult identity mentoring: Reducing sexual risk for African-American seventh grade 
students. Journal of Adolescent Health; 2005; 37(4), 337e1-337e10. 



REACHING REPRODUCTIVE HEALTH EQUITY

“The best contraception is 
education.”

-Dr. Joycelyn Elders,
15th Surgeon General of the U.S.A,

1993-1994



ACTION STEP:

¡ Every clinical encounter is an opportunity to discuss family 
planning desires and options:
¡ Prenatal and postpartum visits
¡ Emergency department
¡ Routine GYN visits
¡ Inpatient encounters
¡ Transgender health care



GUTTMACHER-LANCET COMMISSION, SEPTEMBER 2018
EXPANDED DEFINITION OF SEXUAL AND REPRODUCTIVE JUSTICE

The definition includes the rights of all individuals to:

¡ have their bodily integrity, privacy and personal autonomy 
respected;

¡ freely define their own sexuality, including sexual orientation and 
gender identity and expression;

¡ decide whether and when to be sexually active;

¡ choose their sexual partners;

¡ have safe and pleasurable sexual experiences;

¡ decide whether, when and whom to marry;

¡ decide whether, when and by what means to have a child or 
children, and how many children to have; and

¡ have access over their lifetimes to the information, resources, 
services and support necessary to achieve all the above, free from 
discrimination, coercion, exploitation and violence.



For those who want to do more…



FOR THOSE WHO WANT MORE FORMAL ADVOCACY TRAINING, CONSIDER 
PHYSICIANS FOR REPRODUCTIVE HEALTH (HTTPS://PRH.ORG/)
(DISCLOSURE: FORMER BOARD MEMBER)



What we can all do…



The AMA now recognizes that VOTING is a social determinant of 
health.



WHAT ELSE ARE FEASIBLE ACTION STEPS?…

¡ Medical-legal partnerships to support women and reduce disparities

¡ Partnerships with prenatal and postpartum doulas to help reduce maternal morbidity and mortality

¡ Establishing protocols that standardize patient care in certain scenarios, so that subjectivity and potential biases 
are reduced in clinical care situations

¡ Create ticklers in the medical record that remind providers to ask certain questions related to SDH, especially 
those that relate to equitable clinical outcomes

¡ Strengthen and expand social support systems that allow tangible resources to be in place when SDH issues are 
identified.



THANK YOU!

Email: drmadeline@onebrain4health.com


