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	 RESEARCH OVERVIEW OF   
	 MATERNAL MORTALITY AND   
	 MORBIDITY IN THE UNITED STATES  

I.	 Defining maternal mortality and morbidity
In the United States, a growing number of women die or face serious injury as a result of pregnancy 
and childbirth. To measure the extent of these risks, researchers commonly discuss maternal deaths in 
terms of ratios, with the maternal mortality ratio (MMR) representing the number of women who die from 
pregnancy-related causes for every 100,000 live births. As defined by the Centers for Disease Control and 
Prevention (CDC), pregnancy-related deaths are those that occur during pregnancy or within the following 
year due to pregnancy complications, because of a chain of events initiated by pregnancy, or because of 
an unrelated condition that was aggravated by pregnancy.1 

A directly related event called severe maternal morbidity (SMM) refers to instances where women almost 
die from a life-threatening complication during pregnancy or childbirth.2 Maternal morbidity can be 
understood as a continuum, with a healthy pregnancy at one end of the spectrum, and maternal death 
at the other.3 Some researchers refer to severe maternal morbidity as a “near miss,”4 and to maternal 
mortality as “the tip of the iceberg.”5

Maternal mortality and morbidity are on the rise in the United States 

At the global level, a greater proportion of women are surviving pregnancy and childbirth every year.6 
Since 1990, 169 different countries have successfully managed to reduce their MMR.7 But after 
achieving decades of stunning progress on maternal health during the early twentieth century, the U.S. 
MMR is rising again.8 With an MMR of 14 deaths for every 100,000 live births, the United States currently 
ranks 46th in the world in measures of maternal mortality.9 This not only puts the United States behind 
wealthy countries like the United Kingdom, Japan, and Sweden, but also behind less wealthy countries 
such as Libya and Kazakhstan.10

Significantly, the United States is one of only 13 countries in the world where the MMR is now worse 
than it was 15 years ago.11 Although some of this recorded increase in the U.S. MMR may be due to 
improvements in detecting maternal deaths, experts believe that data collection changes cannot fully 

Maternal health is a complex issue that is influenced by many interrelated factors. This section provides 
background information about maternal health outcomes in the United States generally, as well as those 
specific to Black women. It analyzes the known and suspected drivers of Black maternal mortality and 
morbidity while also identifying research gaps and areas in need of further investigation. The information 
presented here draws from research in the fields of medicine and public health, but advocates should 
note that it is not a comprehensive review of the scientific literature. Rather, this brief provides maternal 
health advocates with a sampling of relevant research that can be used to inform a rights-based policy 
agenda that is guided by evidence and beneficial to Black women. 
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explain it.12 The simultaneous rise in maternal morbidity further suggests that the rising U.S. MMR 
represents a very real decline in maternal health outcomes. 

Like maternal mortality, cases of SMM are becoming more 
common. For every woman who dies as a result of her pregnancy, 
approximately 100 women receive a life-threatening diagnosis 
or undergo a life-saving procedure during their delivery 
hospitalization.13 Such severe maternal morbidity now affects 
around 60,000 women in the United States every year, and that 
number has been increasing steadily.14 For instance, the rate of 
hospitalizations due to severe delivery complications more than 
doubled between 1998 and 2011.15 These increases in SMM 
are likely driven by a combination of factors, including (but not 
limited to) higher maternal age, obesity, rising cesarean delivery 
rates, and a growing number of pregnant women with pre-existing 
chronic medical conditions.16 The increase in SMM combined 
with the increase in maternal mortality in the United States 
sharply contrast with global trends towards safer pregnancy and 
childbirth, and is especially significant considering that the United 
States spends more on health care than any other country.17 

Black women are most at risk for poor maternal 
health outcomes 

Not all women face the same risks during pregnancy and childbirth. 
Black women in the United States are between three and four 
times more likely to die from pregnancy-related causes than White 
women,18 and are twice as likely to suffer from SMM.19 The Black/
White disparity in maternal mortality applies to Black women 
across all education levels20 and persists even after controlling for 
differences in socio-economic status.21 It is this disproportionate 
risk that Black women face during and after childbirth that drives the maternal mortality and morbidity 
crisis in the United States. Thus, understanding and addressing factors impacting maternal mortality and 
morbidity among Black women will not only reduce disparities, it will improve MMR and SMM rates overall. 

Where a Black woman resides may also affect her maternal health outcomes. Cities and states with 
large Black communities have some of the worst maternal health outcomes. This pattern can be seen 
in urban coastal cities like New York and Washington D.C., but is particularly apparent across the 
American South.22 For example, Georgia has one of the highest maternal death rates in the country. 
This is in large part due to the fact that Black women in Georgia have an MMR of 39 deaths per 
100,000 live births, a ratio that is four times greater than the ratio for White women there.23 Similarly, 
Mississippi has an MMR of 29 for White women, but the MMR for Black women is even higher at 54.24 
At that rate, a Black woman in Mississippi is more likely to suffer a maternal death than a woman in 
Palestine, Mexico, or Egypt.25

II.	 Racial and gender inequalities surround Black women’s health
According to the medical community, the leading direct causes of maternal death in the United 
States include heart conditions, infections, severe bleeding (hemorrhage), blood clots (embolism), 
pregnancy-induced high blood pressure (preeclampsia), and stroke (cerebrovascular accident).26 A 
large proportion of these deaths are preventable.27 Health experts agree that it is possible for the United 
States to reduce maternal mortality and morbidity,28 and the avoidable inequalities in health between 
Black and White women provide evidence of that. The clinical solutions to preventing and managing 
pregnancy complications already exist, and are well known within the health field.29 Health experts have 
also established that good maternal health outcomes require sufficient access to prenatal care, skilled 
attendants during birth, and postnatal care.30 Since research shows that some women in the United 
States don’t receive the optimal or recommended levels of maternal care, these shortcomings represent 
opportunities to prevent future deaths.

More and more, public health research is focusing on the ways that social and economic conditions 
influence people’s risk of poor health, as well as the systems that are put in place to prevent or treat 
those health problems. The social determinants of health—the social and economic circumstances in 
which people are born, grow up, live, work and age—are shaped by social hierarchies, economics, and 
policy decisions.31 These conditions explain in part why some people are healthier than others, or at a 
minimum, not as healthy as they could be.32 In the United States, racial disparities in health are closely 
linked to economic disadvantage, reflecting systemic obstacles to health that disproportionately affect 
women of color.33 Factors such as poverty, lack of access to health care, social inequality, and exposure 
to racism all undermine health,34 and may contribute to the elevated number of Black maternal deaths.35 

Poverty

Although the root causes of maternal mortality and morbidity are multiple and complex,36 the maternal 
health crisis in the United States must be understood in the context of rising poverty levels and significant 
economic inequalities. Higher poverty rates are associated with higher rates of maternal mortality for 
all women,37 but Black women are more than twice as likely to live in poverty as White women are.38 
Nationally, a quarter of all adult Black women live below the federal poverty threshold.39 Across the South, 
the proportion of Black women living in poverty is even higher.40 A 2011 report on maternal mortality by 
Amnesty International showed that U.S. states with high poverty rates had MMRs that were 77% higher 
than states where more people live above the poverty line.41 With 19.5 million people living in poverty, the 
South is the poorest region of the country.42

For nearly four decades, both income inequality and wealth inequality have risen in the United States 
as the richest segment of society has captured a greater share of the country’s wealth.43 The Great 
Recession (2007-2009) has further stressed low and middle income families, and despite the recent 
economic recovery, the median household income is still 6.5% lower than it was before the recession 
began.44 Unemployment is twice as high for Black women compared to White women,45 and fully 
employed Black women earn an average of 63 cents for every dollar paid to White men46 (White women 
earn 78 cents for every dollar that White men earn47). Education can help increase Black women’s total 
earnings, but it doesn’t close the pay gap.48 Thus, the same communities that are experiencing some 
of the highest rates of maternal mortality and morbidity are also those struggling with low, unequal, or 

“Black women’s 
maternal death rate has 
been shockingly high 
for decades, with few 
voices outside public 
health communities 
calling for action. What 
will it take to get people 
to recognize not just the 
racial disparity in death 
rates but the disparity 
in concern over U.S. 
Black women’s health 
and lives?”

—CYNTHIA GREENLEE, 
HISTORIAN AND WRITER
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stagnant wages, unemployment and underemployment, home foreclosures, a lack of health insurance, 
and reductions to safety net programs that many low-income families rely on for their health and 
economic security. 

Access to care

Disparities in access to care for racial minorities in the United States persist despite the enactment of the 
Affordable Care Act (ACA), which included the elimination of racial disparities as a primary goal. Women 
of color are still more likely than White women to lack health insurance,49 and the barriers to care that 
they face place them at higher risk for poor maternal health. Moreover, the states with some of the widest 
health disparities in the country have rejected Medicaid expansion, one of the ACA’s main tools to cover 
the uninsured. As a result, poor adults in these states fall into a coverage gap when they earn too much 
to qualify for Medicaid, but not enough to purchase private health insurance, even with tax subsidies.50 

Nine out of ten people who fall into the coverage gap live in the South, and Black adults are more likely 
than any other racial group to be affected by it.51 The states that have refused to expand Medicaid are 
primarily located in the Deep South, and they remain among the lowest ranked states when it comes to 
Black women’s health insurance coverage.52 However, if all the states in the United States were to expand 
Medicaid, nearly six in ten currently uninsured Black adults would be eligible.53

For many women, problems with access to health care start before pregnancy due to lack of access to 
family planning services and regular primary care. Low-income people and people of color are less likely 
than higher income people and White people to have a usual primary care provider,54 and many of the 
rural and inner-city areas where Black women live suffer from provider shortages and a lack of health 
care infrastructure.55 Inadequate transportation options, caregiving responsibilities, and the inability to 
take time off work can push routine health care visits even further out of reach.56 

The poorest women in the United States are also five times more likely than their wealthy counterparts 
to experience an unintended pregnancy, a circumstance that raises the risk of complications, and can 
contribute to poorer health outcomes for both mothers and their babies.57 Since 1981, low-income 
women have seen a substantial increase in unintended pregnancies, while the rates for higher-income 
women consistently declined.58 And compared to women of other racial and ethnic groups, Black women 
have the highest unintended pregnancy rate of all.59 Without the support necessary to effectively time 
their pregnancies, Black women are more likely to enter pregnancy having missed out on the benefits of 
preconception care.

Additionally, since Black women are less likely than other women to be insured, they are also less likely 
to get recommended care for disease prevention and management.60 As a result, Black women living 
in Southern states are not only more likely to lack access to health care and insurance,61 they are also 
more likely to have chronic health conditions that are risk factors for maternal death, such as diabetes 
and chronic hypertension.62 While early identification of these types of co-morbidities and pregnancy 
complications through preconception and prenatal care can help ensure appropriate treatment and 
better outcomes, Black women receive alarmingly low rates of prenatal care during the first trimester of 
pregnancy compared to women from most other racial and ethnic groups.63 Postnatal care is also limited 
because most U.S. health plans restrict such care to a single appointment six weeks after childbirth, 
unless a complication has been recognized.64 Combined, these disparities in access expose a pattern 

in which Black women have more limited 
access to adequate health care at every point 
along the reproductive life course, raising the 
likelihood of a higher risk pregnancy, maternal 
morbidity, and maternal mortality.

Quality of care

When serious complications like hemorrhage 
or stroke are identified, monitored, and treated 
efficiently and appropriately, women are more 
likely to survive them. However, even when 
health care is accessible to them, women 
of color may not receive appropriate, timely, 
quality care on an equitable basis. According 
to the 2013 National Healthcare Disparities 
Report, Blacks and Latinos received worse 
care than Whites on 40% of measures, while 
poor people received worse care on 60% 
of measures compared to higher income 
people.65 Problems with quality of care extend 
to sexual and reproductive health care, and 
they ultimately contribute to higher rates of 
maternal mortality and morbidity.

A safe experience with childbirth may depend 
heavily on the health care setting where a 
pregnant woman delivers. Standards of care 
and best practices for handling obstetric 
emergencies do exist, but variability in clinical 
performance still contributes to disparities 
and poor outcomes.66 Without standard 
approaches to handling such emergencies, 
some women receive appropriate, high quality 
care while others do not.67 Site of care is 
especially important for Black women. Black 
people receive health care in a concentrated 
number of U.S. hospitals, and these sites have 
been shown to provide lower quality of care 
in a range of areas, including obstetrics.68 
For instance, three-quarters of Black women 
in the United States deliver their babies in 
only one-quarter of U.S. hospitals.69 A recent, 
nationwide study of hospital deliveries found 
that hospitals serving higher proportions 
of Black patients also have the highest 

“There’s a Medicaid provider database 
but it’s not publicized on the Medicaid 
website. You have to dig for it . . . You 
might be able to find six providers on 
the databases that say they’re available, 
and they’re not taking you. They’re full of 
clients, because there’s only X number of 
Medicaid OB/GYNS, or in the [Mississippi] 
Delta, you have counties that only have 
one Medicaid OB/GYN in the whole 
county. There’s only one . . . For some 
women, there literally is no one to switch 
to. Unless they can drive out of that 
county, there’s no one . . . And if you’re 
high risk, there’s only X many number of 
doctors who will take you . . . My doctor 
was very— not rude, but very cold . . . I 
didn’t want him to deliver my last baby, 
but I didn’t have a choice; he was the 
only doctor because I was high risk . . . 
There was only one Medicaid provider 
that would treat me . . . His whole thing 
with me was, you’re a teenager who’s 
pregnant, so I’m just going to be very 
stern with you because I feel like that’s 
how I have to deal with you.”

—KAYLA, SISTERSONG STORY  
CIRCLE PARTICIPANT, MS
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rates of SMM. Even after adjusting for sociodemographic characteristics, clinical factors, and hospital 
characteristics, Black women delivering at hospitals that serve many Black patients had the highest risk, 
while White women delivering at hospitals that serve few Black patients had the lowest risk. Notably, in 
the high Black-serving hospitals, the adjusted risk of SMM increased for women of all backgrounds.70 
This evidence adds to a growing body of literature suggesting the need to target improvements in quality 
of care at hospitals serving Black and minority communities.71

Racial Discrimination

Past and present experiences with racial discrimination shape Black 
patients’ interactions with their medical providers, and stereotypes, 
implicit bias, and mistrust continue to interfere with care. Studies 
show that Black patients are treated differently than White patients 
with the same symptoms, receiving fewer diagnostic and therapeutic 
interventions, and even less pain medication.72 While providers 
of color can help to mitigate cultural barriers in the U.S. health 
system, the lack of diversity in medicine limits their impact. Black 
physicians are more likely than White physicians to serve medically 
underserved areas and populations73 and have been shown to 
increase access to health care for Black patients,74 earn higher 
levels of patient trust and satisfaction,75 and in some cases, spend 
more time with Black patients than White physicians do.76 However, 
while Black people make-up 13% of the U.S. population, only 4% of 
U.S. physicians are Black.77

Racism may also contribute to poor maternal health by acting as a 
stressor that compromises Black women’s overall health and well-
being.78 Research into racism as a psychosocial stressor suggests 

that, over time, such stress can lead to physiological changes that make the body more susceptible to 
disease.79 In the absence of sufficient resources to cope with the stress of racism, physiological responses 
may weather the Black body, leading to poor maternal health outcomes.80 Existing research involving 
infant health supports this theory. High levels of racial discrimination have been associated with negative 
birth outcomes.81 Unlike White mothers, Black mothers and their babies have an increasing risk of poor 
birth outcomes between their late teens and their twenties.82 As Black women age, their health profiles 
worsen, especially among those who are also low-income. Researchers suggest that these adverse health 
characteristics are related to the hardships associated with persistent social inequality, and that these 
effects compound with age.83

III.	 An urgent need for more research and action on Black maternal health
The U.S. health system is the most technologically reliant and expensive health system in the world.84 
Fatal and near-fatal pregnancy complications escalate the costs of this health care, as do the increasing 
numbers of chronic health conditions and unintended pregnancies. Beyond the financial costs, maternal 
mortality and morbidity have profound repercussions for women and their families. For the 60,000 
women who survive SMM,85 many will experience short or long term disability.86 For over 600 women 
in the United States each year, pregnancy will lead to death.87 Some of these women will leave children 
behind, and their families will lose needed income, support, and stability. The implications of such a loss 
are difficult to quantify. But Black communities, particularly those in the South, know that these losses 
are not rare enough. For the last six decades, Black women have suffered a maternal mortality risk that is 
at least three times higher than White women, and yet this disparity has persisted, unaddressed.88 

As U.S. maternal mortality and morbidity rates rise to a level that cannot be ignored, stark racial 
disparities in the experience and provision of health care are coming to light. The problems associated 
with poor maternal health are finally gaining visibility, but more research into the causes and solutions 
is greatly needed. Insightful research will first require more comprehensive data collection. The Centers 
for Disease Control and Prevention (CDC) currently requests records of pregnancy-related deaths from 
all states, but there is no nationwide standard or system to compel, collect, and analyze high-quality, 
comprehensive data on maternal deaths and complications. Moreover, state and local practices vary 
substantially in terms of the depth of data they collect, their commitment to analyzing it, and the steps 
they take to prevent future maternal health problems.

Beyond data collection, we need stronger systems for analyzing maternal health information and generating 
evidence-based recommendations that prevent future harms. Some states have taken proactive measures 
to understand and correct the systemic failures that lead to maternal deaths by implementing maternal 
mortality review processes. However, there is an ongoing need to strengthen these processes through the 
development of best practices and to expand them in states where there is currently no mechanism in place 
to identify and review maternal deaths.89 And, since these review mechanisms focus solely on maternal 
mortality, it is essential that similar efforts are made to better understand cases of maternal morbidity, as 
well as the underlying determinants of health that most impact Black women. Finally, a comprehensive 
maternal health research agenda must ensure that the insights gained from this research are shared with 
stakeholders and translated into sustainable, evidence-based solutions. 

“We have to address 
race—and racial 
discrimination in 
particular—if we 
are going to see 
any improvement in 
maternal and infant 
health in the United 
States.” 

—ELIZABETH DAWES GAY,  
PUBLIC HEALTH AND 
REPRODUCTIVE JUSTICE 
CONSULTANT
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