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Those who could become pregnant deserve autonomy to make the decisions that are 

best for them and their families – and to receive high quality, evidence-based, 

supportive health care no matter their choices. But two of the most significant crises in 

reproductive health care are undermining women’s ability to be safe and healthy: the 

rising maternal mortality rate and the increasing passage of laws that undermine access 

to abortion care.  

Both crises are of course directly linked to health outcomes, but also have implications 

for women’s short and long-term economic security, their well-being and quality of life, 

and their ability to live with dignity and participate equally and fully in society.  

Both crises also disproportionately harm people of color, particularly Black women – 

and, at a fundamental level, reveal painful truths about whose bodies, needs and voices 

are valued by the medical and political establishment.  

The time is now to comprehensively address maternal mortality and abortion access, 

and to do so in a way that acknowledges these issues as interconnected. Advocates, 

health care providers and policymakers who care about and are responsible for 

improving maternal health or about increasing access to abortion care must come 

together and insist on multi-faceted policy solutions that improve access to quality care 

for women, no matter their pregnancy decisions. 

Maternal Health and Maternal Mortality 

Nearly four million people give birth each year in the United States.1 They deserve to 

have healthy and safe pregnancies, and high-quality maternity care significantly benefits 

not only women but also infants and families.  
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However, our country is facing a crisis around maternal health and mortality. 

Approximately 700 women die every year from pregnancy and birth,2 and an additional 

50,000 experience a pregnancy complication so severe that they nearly die.3 And even 

though about 3 in 5 pregnancy related deaths could be prevented,4 the maternal 

mortality rate has continued to rise with alarming speed.5 Maternal deaths are 

emblematic of the broader challenges facing the health care system, such as high costs, 

gaps in insurance coverage, lack of access to quality and community-based care, and a 

failure to integrate women’s voices into decisions around care delivery and payment and 

to respect and listen to women receiving care. Societal factors – also known as social 

determinants of health – such as lack of access to safe and affordable housing, 

nutritious food, adequate and reliable transportation and close proximity to hazardous 

environmental toxins also play a significant role in contributing to poor maternal health 

outcomes. 

Disproportionate Impact on Black Women 

The maternal health crisis is particularly acute – and alarming – for Black women.6 Black 

women in the United States are three to four times more likely to experience a 

pregnancy-related death than white women.7 Those deaths are also more likely to have 

been preventable.8 Importantly, Black women’s heightened risk of pregnancy-related 

death spans income and education levels,9 suggesting that deeper societal factors, 

including racism in the health care system, are root causes of this crisis. 

Black women are more likely to be exposed to negative social determinants of health; 

they experience higher rates of poverty, homelessness and housing insecurity, food 

insecurity and unreliable transportation,10 and numerous studies show that disparities in 

birth outcomes are, at least in part, attributable to these factors.11 For example, due to 

racism, sexism and other systemic barriers that have contributed to income inequality, 

Black women are typically paid just 61 cents for every dollar paid to white, non-Hispanic 

men. Median wages for Black women in the United States are $36,735 per year, which is 

$23,653 less than the median wages for white, non-Hispanic men.12 These lost wages 

mean Black women and their families have less money to support themselves and their 

families, and may have to choose among essential resources like housing, childcare, 

food and health care. These trade-offs are evident in Black women’s health outcomes 

and use of medical care. Compared to white women, Black women are more likely to be 

uninsured,13 face greater financial barriers to care when they need it14 and are less likely 

to access prenatal care.15 Indeed, Black women experience higher rates of many 

preventable diseases and chronic health conditions, including higher rates of diabetes, 

hypertension and cardiovascular disease.16   
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In addition, systemic societal discrimination and the stress that it causes negatively 

affects women’s health.17 Black women experience physical “weathering,” meaning their 

bodies age faster than white women’s due to exposure to chronic stress linked to 

socioeconomic disadvantage and discrimination over the life course, thus making 

pregnancy riskier at an earlier age.18 When, or if, Black women choose to become 

pregnant, these health conditions influence both maternal and infant health outcomes.   

Compounding these social factors is historical and ongoing racism within the health 

care system itself. From scientific research and experimentation that exploited Black 

women, to disparities in the quality of facilities serving communities of color, to implicit 

bias that informs how providers assess and treat individuals, these factors have a 

significant negative impact on the type and quality of care that Black women receive.19  

Furthermore, Black women may delay or avoid seeking care because of a justifiable 

mistrust of providers – and then when they do seek care, their symptoms, pain or other 

needs are frequently minimized or ignored. Indeed, research has found that Black 

women are more likely than white women to report experiencing discrimination in the 

health care system,20 and are also more likely to receive lower quality care than white 

women.21 

Barriers to Abortion Access 

Abortion is an essential part of health care and a basic human right. Nearly one in four 

women in the United States will have an abortion by age 45.22 Access to abortion care 

facilitates people’s autonomy, dignity and ability to make decisions about their bodies, 

their lives and their futures. It also enables people to adequately care for themselves and 

their families, and to fully contribute to American society. In short, abortion is 

fundamental to women’s equality, and all people deserve access to abortion care and to 

comprehensive reproductive health care. 

Yet across the country, access to abortion is under attack. Bans on abortion have been 

moving with alarming speed in state legislatures.23 For example, just since January 2019, 

bans on abortion after 6 weeks – before most people even know that they are pregnant 

– passed in Louisiana, Ohio, Georgia, Kentucky and Mississippi. A ban on abortion after 

8 weeks passed in Missouri, and the state is currently attempting to revoke the license 

to provide abortion care from the last remaining Missouri clinic, meaning the state could 

be the first without an abortion provider since before Roe v. Wade. Similarly, Alabama 

passed a law that criminalizes abortion at any stage in pregnancy. Trigger laws, which 

would automatically criminalize abortion in the event that Roe v. Wade is overturned, 

have recently passed in Arkansas, Kentucky, Missouri and Tennessee. And bans on a 
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commonly-used method of care for abortions after 14 weeks of pregnancy passed in 

Indiana and North Dakota.24  

These bans are compounded by other efforts at both the federal and state levels to limit 

access to abortion care and family planning services, such as the Trump administration’s 

rule prohibiting Title X recipients from referring patients for abortion care, state efforts 

to prohibit Planned Parenthood from receiving reimbursement under state Medicaid 

programs, and other strategies to limit who can provide abortion care and other 

reproductive health services. In addition, for decades, states have passed and continue 

to pass anti-abortion laws that ignore evidence and science and mandate how health 

care providers must practice medicine, regardless of the provider’s professional 

judgment, ethical obligations or the needs of patients. These laws make care harder for 

patients to access and often drive up costs without improving patient experience or 

health. Examples of these laws include biased counseling requirements, which dictate 

the information that a health care provider must give to a patient, including 

requirements to provide biased or 

medically inaccurate information; 

mandatory delay laws that force 

providers to delay time-sensitive care 

regardless of the provider’s medical 

judgment or the patient’s needs and 

preferences; and other laws that 

impose burdensome and medically 

unnecessary requirements on providers 

and people seeking care. In addition, 

federal and state laws have restricted 

the availability of coverage for abortion 

care in both public and private 

insurance programs. 

Disproportionate Impact on Black 

Women 

As a result of many factors, including 

systemic racism, Black women 

disproportionately face geographic, 

transportation, infrastructure and 

economic barriers to obtaining 

abortion care, and are more likely to be 

harmed by these various bans and 

 

THE HYDE AMENDMENT AND COVERAGE 

RESTRICTIONS 

Since 1976, the Hyde Amendment has prohibited 

federal funds from covering abortion care for women 

enrolled in Medicaid, except in very narrow 

circumstances. Similar coverage restrictions apply to 

people enrolled in Medicare and the Children’s Health 

Insurance Program (CHIP), as well as women in the 

military, in federal prisons and the Peace Corps; Native 

American women; and low-income women in the 

District of Columbia. In addition, 34 states and the 

District of Columbia prohibit the use of state funds to 

cover abortion under their state Medicaid programs, 

except in limited cases25 – and many states restrict 

abortion coverage even further, for example by 

prohibiting private insurance coverage of abortion 

care.26 As a consequence, abortion care is pushed out of 

reach for millions of women – with the burden falling 

heaviest on women of color, low-income women and 

young women. The ability to make personal health care 

decisions should not depend on how much money a 

woman makes, where she lives or where she gets her 

health insurance. 
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restrictions. For example, coverage bans – abortion restrictions that prohibit coverage 

for abortion in public or private health insurance, or make it more difficult to obtain – 

disproportionately affect women of color.27 These bans – a result of the federal Hyde 

Amendment and similar state laws – effectively deny women access to abortion based 

on how much money they have. Women of color live at the intersection of multiple 

disparities and structural barriers that lead to a higher likelihood of being Medicaid-

eligible and therefore, subject to Hyde. The high out-of-pocket costs only increase when 

care is delayed due to barriers imposed on those seeking abortion, such as TRAP laws, 

mandatory delays, biased counseling laws, ultrasounds requirements and more. This 

means that women of color are too often unable to afford abortion care and may be 

forced to decide between paying for things like rent or groceries and paying for an 

abortion. Not being able to access abortion care further increases the economic 

disparities that women of color face: women who are denied an abortion are more likely 

to fall into poverty than women who are able to obtain the care they need.28 Aside from 

the economic impacts, the injustice of not being able to have control over one’s own 

reproductive life and choices has detrimental effects on women’s well-being and on 

their ability to participate fully in society. 

For Black women in particular, abortion restrictions have a disproportionate impact on 

their ability to access care. For example, the majority of Black people in the United 

States live in the South, where many states, such as Louisiana and Mississippi, are hostile 

to abortion and have multiple types of abortion restrictions in place.29 

The Connection between Abortion Restrictions and Maternal Health 

The impacts of maternal mortality and increasing abortion restrictions are closely related 

to each other – both at the level of a person’s health experiences and outcomes, and at 

the deeper level of our political and social values. 

First, women who were denied an abortion and then gave birth report worse health 

outcomes up to five years later as compared to women who receive a desired 

abortion.30 More specifically, according to a longitudinal study that is frequently cited in 

peer-reviewed journals, women who are denied abortion care are more likely to 

experience eclampsia, death and other serious medical complications during the end of 

pregnancy; more likely to remain in relationships where interpersonal violence is 

present; and more likely to suffer anxiety.31   

Research has found that states with higher numbers of abortion restrictions are the 

exact same states that have poorer maternal health outcomes,32 and various factors may 

be at the root of this correlation. For example, trying to obtain and then being denied 

abortion care can cause high levels of stress that negatively impact both maternal and 
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child health.33 Women who are denied an abortion are also more likely to delay prenatal 

care, which can result in higher incidence of maternity-related and infant health 

problems.34 For women who experience illnesses or conditions during pregnancy where 

abortion would be medically indicated – but where state law has made abortion 

inaccessible or entirely unavailable – being forced to carry a pregnancy to term can 

exacerbate their health conditions and put them at much higher risk for serious 

complications or death.   

In addition, at the policy 

level, cuts to family 

planning providers and 

underfunding of state 

Medicaid programs, along 

with other similar 

government actions – 

common in states with 

restrictive abortion laws – 

also significantly limit 

women’s ability to access 

affordable, timely and 

quality prenatal care, 

increasing the likelihood 

that women in those 

states will experience 

poor maternal and infant 

health outcomes. As Roe 

v. Wade is increasingly 

threatened, and even 

fewer women have access 

to abortion care, we can 

anticipate that the maternal mortality crisis will only worsen, particularly for women of 

color and low-income women.  

Disproportionate Impact on Black Women 

The intersection of abortion restrictions and maternal health outcomes is particularly 

harmful to Black women. As described above, restrictions and bans on abortion care fall 

disproportionately on Black women and exacerbate existing health disparities, including 

in maternal health and maternal mortality. Black women also are more likely to face 

policy and structural barriers that inhibit their ability both to access abortion care and to 

 

IMPACT ON ECONOMIC SECURITY 

 Research shows that women who are denied abortion care are 

worse off financially and significantly more likely to fall into poverty 

than women who are able to get the care they need.35 

 Access to abortion is linked to greater workforce participation and 

higher lifetime earnings; women who are denied an abortion had 

more than three times greater odds of being unemployed six 

months later than women who were able to access an abortion.36 In 

one study, women who were able to have an abortion were six 

times more likely to have positive life plans – most commonly 

related to education and employment – and are more likely to 

achieve them than women denied an abortion.37   

 Access to abortion care also benefits children and families, most 

directly by allowing people to take on the costs of having children 

when they are best able or to have the resources necessary to care 

and provide for the children they already have. Research has found 

that denying women abortion care has negative developmental and 

socioeconomic consequences for their existing children.38 
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have healthy pregnancies – policies like paid sick days, pay equity, affordable health 

insurance, access to contraception and freedom from pregnancy discrimination at work 

– that compound the impact of these intersecting issues in their lives.39   

More fundamentally, policies that undermine access to abortion care and quality 

maternal health care are rooted in persistent structural racism and sexism. In the field of 

reproductive and obstetric health care specifically, there is a history and ongoing legacy 

of reproductive control and years of coercive policies and practices based on race.40  

Consequently, Black women often distrust health care systems and providers, and can 

be reluctant to seek care. And the system and providers in it, as a result of embedded 

racism, often do not trust Black women and what they say they want or need in terms of 

their own care. This manifests both in the denial of abortion care and in the 

minimization or ignoring of pain that women report experiencing during maternity care. 

All too often, then, Black women do not get the care that they want or need.    

Policy Solutions 

To ensure meaningful access to abortion care and to improve women’s maternal health 

– particularly for Black women – we need a multi-faceted, cross-issue approach that 

directly confronts how and where quality care has been undermined, responds to 

women’s health needs across the lifespan, expands patient-centered and affordable 

care, and addresses social determinants of health including economic security. 

 Expand and maintain access to health coverage. All people – regardless of race, 

income level, immigration status, gender identity or sexual orientation – should have 

high-quality, affordable, comprehensive insurance coverage. Plans should provide 

the benefits that women need to be healthy at all stages of their lives, including 

reproductive care, maternity care, behavioral health, preventive care and long-term 

services and supports. Insurance coverage should also not subject individuals and 

families to high health care costs and financial hardship.  

 Expand access to quality, patient-centered and comprehensive reproductive 

health care. Reproductive health care, including abortion care, is essential, basic 

health care and should be available to all people no matter where they live, how they 

are insured or how much they earn. Federal and state level restrictions that prohibit 

insurance coverage for abortion care should be repealed, as should laws that erect 

burdensome and medically unnecessary barriers to timely, high-quality care. In 

addition, it is critical to expand access to contraception and related counseling, and 

to strengthen the Title X family planning program and protect it from political 

interference that undermines the program’s integrity and compromises the quality of 

care that patients receive.    
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 Provide patient-centered care that is responsive to the needs of Black women. 

Black women should receive health care that is respectful, culturally appropriate, safe 

and of the highest quality. Public policies and medical practice should incentivize 

providing patient-centered care that focuses on Black women’s individualized needs, 

including their non-clinical, social needs. Moreover, policies should endeavor to 

eradicate cultural biases and discrimination in medical practice and medical 

education, increase provider diversity in maternity and reproductive care, and hold 

individual providers and hospital systems accountable if they fail to provide 

unbiased, high-quality, evidence-based care. 

 Address the social determinants of health. Social determinants of health are the 

conditions under which people live, work and play. These conditions have 

consequential and varying effects on health outcomes across race and ethnicity. For 

Black women who are affected by structural inequality and discrimination, the 

chronic stress of poverty and racism has been shown to have a harmful effect on 

health outcomes and is linked to their persistent maternal health disparities.41  

Importantly, though, these social factors can be modified to improve health 

outcomes, including through policies that raise incomes and build wealth; provide 

access to clean, safe and affordable housing and neighborhoods; improve the quality 

of education; prioritize reliable public transportation and transport for medical 

appointments; and increase the availability of healthy, affordable food. 

 Expand and protect access to trusted community providers of both maternity 

and abortion care. A strong provider network – including advanced practice 

clinicians, midwives and doulas – practicing in a range of settings, including clinics 

and community-based health care centers, is necessary to support people’s ability to 

access quality providers that they trust. The health care workforce should also be 

similar in background and identity to the people receiving care, and policies should 

support the development of a diverse workforce.   

 Invest in innovative approaches to care like community-based and more 

holistic care models. Community-based care models (CBMs) provide an alternative 

model of care delivery tailored to address maternal and infant health disparities. The 

growing number of community-based perinatal health worker organizations across 

the country demonstrate that culturally-relevant services predicated on choice, 

autonomy and respect can improve maternal and infant health outcomes and have 

the potential to narrow health disparities.42 Programs provided by CBMs play an 

essential role in providing services in communities and neighborhoods where many 

people experience barriers to care, including maternity care deserts and mistrust of 

conventional services, but there are not enough models to reach everyone who 
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needs assistance. Policies should promote increased development and sustained 

funding for CBMs.  

 Create and expand protections for pregnant and parenting people that help 

them manage work and family responsibilities, including pregnancy non-

discrimination laws, paid family and medical leave, paid sick days, affordable 

childcare and living wage laws.  

Conclusion 

In the face of the rising maternal mortality and severe maternal morbidity rates and 

increasing restrictions on abortion care, health care providers, advocates and 

policymakers must recognize the relationship between these issues and commit to 

tackling them in tandem. Black women – indeed, all women and those who could 

become pregnant – deserve access to the full spectrum of reproductive health care, 

including abortion and maternity care. Even more so, that care must be high quality, 

affordable and responsive to the social environments in which Black women work and 

live. Only then will Black women be able to live healthy, secure and full lives. 
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