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Statement on Gender
The National Perinatal Taskforce acknowledges that pregnant and parenting persons occupy a 
range of gendered identities, and that many do not identify as women or mothers. This report 
utilizes terms such as “woman” and “mother” as well as more gender inclusive language such as 
“pregnant person” or “parent,” although we acknowledge that the report may do so inconsistently. 
We are in the process of transforming our language in order to fulfill our commitment of 
becoming fully inclusive and recognize that gender inclusivity is a learning edge for the National 
Perinatal Taskforce.
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Executive summary
Maternal and infant health outcomes are key indicators for gauging the overall health and 
wellbeing of a population. The United States, despite monumental health care spending that 
outpaces other nations, underperforms when it comes to maternal and infant health. Globally, 
the United States ranks 57th in the world for infant mortality and 48th for maternal mortality.1 
While the U.S. has seen improvements in infant mortality rates and already achieved the Healthy 
People 2020 benchmarks, severe racial disparities in infant mortality persist.  Recent data reveal 
significant differences in U.S. infant mortality rates categorized by race:

•	 Black non-Hispanic rate: 11.1 for every 1,000 births
•	 American Indian or Alaska Native rate: 7.6 for every 1,000 births
•	 White, non-Hispanic rate: 5.1 for every 1,000 births
•	 Hispanic rate: 5.0 for every 1,000 births
•	 Asian or Pacific Islander rate: 4.1 for every 1,000 births2

Researchers, medical providers, public health agencies, and community groups are now focusing 
on a life course perspective as well as the social determinants of health (SDOH) to find solutions. 
This approach acknowledges the impacts of racism and stress, which have been found to have 
lethal effects on maternal and infant outcomes, particularly in the Black community. This report 
calls for a nuanced understanding of the ways in which power, oppression, and the inequitable 
conditions of people’s lives affect their health. Four primary areas of need are identified:

•	 Models that provide community-located and culturally-based healthcare resources
•	 Increased social and community support as a means to mitigate the impacts of racism, 

stress, and other determinants that affect an individual’s social conditions and, 
ultimately, health outcomes   

•	 Models that promote self-determination and agency
•	 Movement-building efforts that shift cultural and social conditions

In response to these needs, the National Perinatal Task Force (NPTF) was founded by midwife 
Jennie Joseph to begin addressing key issues. The task force operates as a grassroots movement 
whose primary objectives are to:

•	 Foster community-led access to quality, culturally-congruent health care and services
•	 Connect women and families to accessible and practical resources
•	 Share knowledge of best practices for mothers/parents and babies, and support informed 

choices
•	 Empower each woman/person to have agency in all of their decisions regarding themself 

and their baby’s health 
Specifically, the NPTF has developed Perinatal Safe Spots in order to 1) facilitate, engage, and 
support a national network of movement-building bodies, 2) provide examples of effective and 
innovative models, and 3) offer critical training and technical assistance to organizations looking 
to contribute to the movement of eradicating maternal and infant health disparities.
This report provides an in-depth overview of the Perinatal Safe Spots (PSS) network, introduces 
the National Association of Birth Centers and Clinics of Color (NABCCC), details the approaches 
of the JJ Way® and Maternal Justice Model, which serve as blueprints for organizations looking to 
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improve outcomes in their respective communities, and outlines important training opportunities 
provided by the NPTF.
 In the end, the report also proposes the following overarching list of recommendations for all 
healthcare practitioners and agencies:

•	 Participate in anti-oppression cultural and historical training that shifts 
organizational approaches from the individualistic nature of “cultural competency” 
to the systemic and institutional analysis of “structural competency” or “equity 
competency”

•	 Implement a “prenatal care plus” model to address critical social and economic 
concerns and incorporate “safety-net services” as a principal component of every care 
model

•	 Support the development of community-owned and -created Perinatal Safe Spots
•	 Advocate for public funding (city and state level) to resource community-based 

programs
•	 Increase efforts to remedy social inequities broadly
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Introduction: The Issue of U.S. Maternal and Infant 
Health Disparities
Maternal and infant health outcomes are key indicators by which to measure the overall health 
and wellbeing of a given community. Positive maternal and infant health outcomes have been 
found to have significant long-term implications not only for the pregnant person’s life but also 
for that of the child. While the United States outspends other comparable high-income countries 
in healthcare expenditures, the amount of money spent does not correlate to positive returns in 
health outcomes.3 In maternal and infant health, specifically, the United States ranks far below 
other countries in both maternal and infant mortality.
According to the Central Intelligence Agency World Factbook for 2016, the United States ranks 
57th in the world for infant mortality rate and 48th for maternal mortality (see exhibits 1 and 2).6 
These dismal rankings persist despite considerable improvements to maternal and infant health 
outcomes nationally.
Recent data shows significant improvements in maternal and infant health outcomes across the 
nation.7 Infant mortality rates decreased from 6.7 per 1,000 births in 2006 to 6.0 per 1,000 births 
in 2013.8 While this mortality rate achieves the Healthy People 2020 goals, when broken down 
by race and ethnicity, the successes and improvements appear to serve some populations but not 
others.
Although the infant mortality4 rate5 has dropped nationally, the rates by race and ethnicity are as 
follows (see exhibit 3):

•	 Black non-Hispanic rate: 11.1 for every 1,000 births
•	 American Indian or Alaska Native rate: 7.6 for every 1,000 births
•	 White, non-Hispanic rate: 5.1 for every 1,000 births
•	 Hispanic rate: 5.0 for every 1,000 births
•	 Asian or Pacific Islander rate: 4.1 for every 1,000 births9

Along the same lines, the percentages of premature births by race also reveal clear discrepancies 
(see exhibit 4).10 Babies who are born premature, or before 37 weeks of gestation, are more likely 
to experience short and long-term health problems, including but not limited to problems with 
brain and lung development, and digestive, vision, and hearing problems. In addition, when 
babies are born prematurely, approximately 16.9 billion dollars are spent for medical expenses 
for the babies, 1.9 billion dollars in costs for the mothers, and almost 611 million dollars for early 
intervention services from birth to age 3.11

A similar pattern can be seen with maternal mortality. When broken down by race and ethnicity, 
Centers for Disease Control data show that for Black women, maternal mortality was 40.4 deaths 
for every 100,000 live births between 2011 and 2013. This is compared to 12.1 for white women 
and 16.4 for women of other races.12 While the vast racial disparities exist in maternal mortality 
just as they do for infant mortality, unlike the latter, maternal mortality rates nationally have 
not been on the decline. In fact, an article published by the New York Times in 2016 stated that 
despite the global trend of falling rates of maternal mortality, the U.S. was one of the few wealthy 
nations to experience an increase in maternal mortality.13 Data released by the Institute of Health 
Metrics and Evaluation reveals that maternal mortality in the U.S. increased from 23 per 100,000 
births in 2005 to 28 in 2013.14 Although the collection and accuracy of maternal mortality data is 
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often disputed due to inconsistent reporting standards and difficulty pinpointing pregnancy as a 
primary cause of death, researchers still conclude that the rates point to a longstanding issue. 
The World Health Organization (WHO) has also called for increased attention to maternal 
morbidity, or as they define it, “any health condition attributed to and/or aggravated by pregnancy 
and childbirth that has a negative impact on the woman’s well being.” Morbidity can range from 
non-threatening to a more severe “near miss” where a woman survives a near death complication 
related to pregnancy or childbirth.15 Like mortality, maternal morbidity has proven difficult to 
track. According to the CDC, maternal morbidity impacted 50,000 women between 2013 and 
2014 and the numbers continue to rise.16

Exhibit 1. Maternal Mortality Rankings by Country

Rank Country Rate by 1,000
1	  Estonia 2

2	  Singapore 3

3	  Greece 3

4	  Sweden 4

5	  Italy 4

6	  Belarus 4

7	  Austria 4

8	  Poland 5

9	  Japan 5

10	  Iceland 5

11	  Finland 5

12	  Czechia 5

13	  Spain 6

14	  Slovakia 6

15	  Netherlands 6

16	  Ireland 6

17	  Qatar 7

18	  Norway 7

19	  Israel 7

20	  Germany 7

21	  Australia 7

22	  Switzerland 8

23	  Montenegro 8

24	  Malta 8

25	  France 8

26	  Bosnia and Herzegovina 8

27	  Belgium 8

28	  Portugal 8
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Exhibit 1. Maternal Mortality Rankings by Country, continued

Rank Country Rate by 1,000
29	  Lithuania 8

30	  Kiribati 9

31	  Macedonia 10

32	  Cyprus 10

33	  Bulgaria 11

34	  Serbia 12

35	  Canada 12

36	  United Kingdom 12

37	  United Arab Emirates 12

38	  Slovenia 12

39	  Denmark 12

40	  Kuwait 14

41	  New Zealand 15

42	  Korea, South 16

43	  Croatia 17

44	  Turkey 20

45	  Puerto Rico 20

46	  Bahrain 20

47	  Luxembourg 10

48	  United States 21

49	  Iran 21

50	  Hungary 21

Data Source: Central Intelligence Agency. “Country Comparison. Maternal Mortality Rate.” cia.gov. Central Intelligence 
Agency, n.d. Web. 04 Mar. 2017.

Exhibit 2. Infant Mortality Rankings by Country
Rank Country Rate by 100,000
1	  Monaco 1.8

2	  Japan 2

3	  Iceland 2.1

4	  Singapore 2.4

5	  Bermuda 2.5

6	  Finland 2.5

7	  Norway 2.5

8	  Czechia 2.6

9	  Sweden 2.6

10	  Hong Kong 2.7

11	  Korea, South 3

12	  Macau 3.1

13	  Italy 3.3

14	  France 3.3

15	  Spain 3.3

16	  Germany 3.4



Rank Country Rate by 100,000
17	  Guernsey 3.4

18	  Belgium 3.4

19	  Anguilla 3.4

20	  Austria 3.4

21	  Luxembourg 3.4

22	  Malta 3.5

23	  Israel 3.5

24	  Switzerland 3.6

25	  Belarus 3.6

26	  Andorra 3.6

27	  Netherlands 3.6

28	  Ireland 3.7

29	  Lithuania 3.8

30	  Jersey 3.8

31	  Estonia 3.8

32	  European Union 4

33	  Denmark 4

34	  Slovenia 4

35	  Isle of Man 4.1

36	  Australia 4.3

37	  Liechtenstein 4.3

38	  United Kingdom 4.3

39	  Wallis and Futuna 4.4

40	  Portugal 4.4

41	  Taiwan 4.4

42	  San Marino 4.4

43	  Cuba 4.5

44	  Poland 4.5

45	  New Zealand 4.5

46	  Canada 4.6

47	  Poland 4.5

48	  French Polynesia 4.7

49	  Hungary 5

50	  Slovakia 5.2

51	  Guam 5.3

52	  Latvia 5.3

53	  New Caledonia 5.3

54	  Northern Mariana Islands 5.3

55	  Faroe Islands 5.5

56	  Bosnia and Herzegovina 5.6

57	  United States 5.8

Data Source: Central Intelligence Agency. “Country Comparison. Infant Mortality Rate.” cia.gov. Central Intelligence 
Agency, n.d. Web. 04 Mar. 2017.

Exhibit 2. Infant Mortality Rankings by Country, continued
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Exhibit 3. U.S. Infant Mortality Rates by Race and Ethnicity (2014)17
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Exhibit 4. Percentage of U.S. Premature Births by Race and Ethnicity (2015)
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Exhibit 5. Top Causes for Pregnancy-Related Death in the U.S.
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These persistent patterns, both in maternal and infant mortality and in rates of prematurity, 
indicate that, despite medical and technological advances, and despite national improvement, the 
question of how to eliminate the persistent racial gaps in maternal and infant health has yet to be 

answered.
To begin addressing this issue, 
researchers, medical providers, 
public health agencies, and 
community groups are increasing 
their emphasis on the life course 
perspective. While the life course 
perspective has now been well 
established, many healthcare 
institutions, providers, and 
researchers have yet to integrate 
this analysis into current models 
of care. Central to this approach 
is prioritizing the impacts of the 
social determinants of health. 
According to the World Health 
Organization, 
“...The social determinants of 
health are the conditions in which 
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people are born, grow, live, work and age. These circumstances are shaped by the distribution of 
money, power and resources and are mostly responsible for health inequities — the unfair and 
avoidable differences in health status seen within and between countries…”18 
This framework seeks to incorporate social circumstances and the experiences of an individual 
over a lifetime into the overall understanding of health and well-being. Such an approach 
considers components such as education, environment, housing, income, geography, and even 
racism while exploring how these variables impact a person’s health.
When examining the racial gaps that exist, incorporating an approach that considers the larger 
social context is key to assessing needs and developing solutions that adequately address root 
causes. Research has overwhelmingly identified stress as a marker for negative health outcomes. 
Consequently, researchers have also examined stress as an indicator for explaining the growing 
prevalence of low birth weight (LBW) and preterm birth. For example, Black women, whose 
instances of LBW, preterm birth, and infant mortality far exceed those of white women and other 
non-white groups, have been found to experience stress and racism over the life course that have 
detrimental and fatal impacts for them and their babies. Studies have found that:

•	 African-American women are more likely to experience stressful life events.19

•	 Some identified sources of stress for African-Americans include: socio-economic 
conditions, societal/institutional structures and pressures, neighborhood, intimate partner 
relations, and experiences of prejudice and discrimination.20

•	 Greater instances of perceived stress are associated with LBW.21

Research also acknowledges the particular role that racism-
related stress plays in negative birth outcomes and the 
unique sources of stress experienced by African-American 
women. Experiences of racism and discrimination, 
particularly when introduced at a young age, were found to 
be associated with instances of LBW.22 Central to this finding 
are the impacts of weathering and the burden of carrying 
what is called the allostatic load. “Weathering,” increased 
“stress age,” and the “allostatic load” are terms denoting 
the continuous exposure to life stressors that subsequently 
and over time erode the overall health of the individual. 
These terms have been used to describe the accumulation 
and impact of stress in the lives of women. This process 
then yields effects on pregnancy and has been found to 
contribute to negative birth outcomes, including LBW. The 
extent to which social determinants, and in particular race 

and experiences of racism, impact maternal and infant health outcomes is made abundantly clear 
in the following example. As described in a 2011 article in the New York Times, one study found 
that a Black woman with a graduate degree is more likely to have a negative birth outcome than 
a white mother without a high school diploma.23 Stated another way, when all other things are 
equal, including access to prenatal care, income, education, health insurance status, and health 
behaviors, Black women still end up with the worst outcomes in the United States. 
Outcomes for Native American women also reveal gross disparities in pregnancy and birth—
only outpaced by Black American women. Similar to other communities of color, the legacies of 
historic trauma, violence, and discrimination inflicted on Native American communities has had 
long-lasting impacts on their health. Moreover, lack of access, distrust of medical institutions, 

allostatic load
“Weathering,” increased 
“stress age,” and the 
“allostatic load” are terms 
denoting the continuous 
exposure to life stressors 
that subsequently and 
over time erode the overall 
health of the individual.
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and lack of culturally congruent care are all significant factors that 
impact the overall wellness and ultimately birth outcomes of Native 
American women.24

Also, important to consider is the fact that Hispanic/Latina women, 
while experiencing generally positive birth outcomes, still face 
significant barriers accessing prenatal care as well as culturally and 
linguistically appropriate care services. While newly immigrated 
Hispanic/Latina women in the United States often experience what 
some have coined the “Hispanic paradox,”25 studies have shown that 
the impacts of “weathering” is still seen to have impacts on Hispanic/
Latina women.26 In fact, U.S. born Hispanic/Latina women have an 
increased risk for preterm birth and other negative pregnancy-related 
outcomes when compared to newly immigrated Hispanic/Latina 
women.27

Again, focusing on the social determinants of health is an important 
step to addressing root causes for these unwavering gaps in maternal 
and infant health. Even the acknowledgment of racism as a root cause 
and key component of the social determinants is a significant stride 
towards creating a fuller understanding. Nevertheless, discussions 
around the social determinants must also be couched within a 
nuanced understanding of history, power, and intersecting arms of 
oppression.  In this way, one must acknowledge the full spectrum 
of oppression, including not only the ways in which racism impacts 
health and well-being, but also factors such as sexism, classism, 
gender discrimination, homophobia, ableism, and xenophobia, 
to name a few. Systemic inequities have deep historical roots 
stemming from hundreds of years of explicitly racist policies 
reinforced by de-facto practices that have persisted. The impact of 
this history on health in communities of color is profound.
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The Analysis: More Than Just Healthcare
Considering the data as well as the depth of the issues at hand, one key takeaway becomes 
glaringly apparent. Improving maternal and infant health outcomes and addressing root 
causes that speak to the social determinants of health is more than just an issue of prenatal 
care and requires more than a shift in our healthcare system. If we know that health disparities 
are caused by more than differences in access and quality of healthcare, but also are largely 
influenced by the social conditions in which we live, then impacting these outcomes requires both 
innovative and proactive responses that move beyond traditional understandings of health care. 
Specifically, it requires:

A) in the short term, a means by which to mitigate and/or shield the vulnerable from the 
impacts of oppressive social conditions, and
B) in the long term, a broad and dramatic shift in those conditions.

With these goals in mind, four primary areas of need are identified below:
•	 Models that provide community-located and culturally-based health care resources. 

While access to care and early access to prenatal care are crucial, the quality and type of 
care provided must be carefully considered. As previously noted, for certain populations, 
early access to prenatal care is not a guaranteed protection against negative maternal 
and infant outcomes. Prenatal care that does not also take into consideration the unique 
experiences of a woman/person, her/their community, and the specificities of her/their 
cultural background cannot produce the highest quality outcome.  

•	 Increased social and community support as a means to mitigate the impacts of 
racism, stress, and other determinants that affect an individual’s social conditions 
and, ultimately, health outcomes. Research has provided ample evidence of the 
benefits of social support during the antepartum, intrapartum, and postpartum periods. 
The presence of family support, intimate partner support, interpersonal support, and 
community and neighborhood contacts can help to 1) improve maternal satisfaction, 2) 
increase infant interactive behavior, 3) mediate the adverse effects of stress, 4) decrease 
the risk of postpartum depression, and 5) improve fetal weight.28 

Supportive presence during the labor process with a doula/birth companion, family 
member, or other support person has been shown to 1) reduce the use of pain medications 
during labor, 2) decrease the risk of cesarean section or other operative interventions, 3) 
increase maternal satisfaction, 4) increase the intent and early initiation of breastfeeding, 
and 5) decrease the likelihood of postpartum depression. Efforts to bolster established 
support networks and to reinforce the critical role of family, friends, and culturally 
congruent doulas/birth companions should be prioritized.29 Culturally congruent support 
services in the postpartum period is key in a health system that sends mothers home after 
birth without any follow up until 6 weeks postpartum. Meaningful support during this 
critical period can impact breastfeeding, postpartum depression, and maternal mortality 
and morbidity.

•	 Models that promote self-determination and agency. Innovative models that impact 
health outcomes must also challenge historically rooted power dynamics that manifest 
in mechanisms such as racism, sexism, and classism, for example, and which impact 
an individual’s social conditions and ultimately health. Community-based models 
that explicitly recognize and directly address structural inequities support pregnant 
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families to fully understand their social conditions and avoid self-blaming dynamics, 
both of which help to mitigate chronic stressors. Solutions to these important issues 
must be community-rooted, community-led, and self-determined by those groups and 
individuals directly impacted by such disparities.   

•	 Movement building efforts that shift culture and social conditions. Improving 
care and health services is a critical component to impacting health outcomes. 
Nevertheless, unless the actual cultural and social conditions that create the disparities 
are  transformed, changes to programming and care models will yield only a minimal 
effect. Thus, movement building efforts to change systems, institutions, and underlying 
ideologies are the only way to sustain any improvements in the long term.  Instead of 
addressing the symptoms, or directing blame towards pregnant people, movement 
building efforts seek to impact and forever change the root causes of disparities. 
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The Response: The National Perinatal Task Force (NPTF)
Founded by Florida-based midwife Jennie Joseph, a nationally recognized leader in the field, the 
National Perinatal Task Force (NPTF) was created as a response to the persistent disparities and 
abysmal maternal and infant health outcomes in the United States. Operating as an arm of her 
non-profit organization Commonsense Childbirth Inc. (CSC),30 the NPTF is a virtual community 
of individuals, groups, and agencies working to improve and ultimately transform maternal 
and infant health outcomes in the U.S. The task force operates as a grassroots movement whose 
primary objectives are to:

•	 Foster community-led access to quality, culturally-congruent health care and support 
services

•	 Connect women and families to practical resources
•	 Share knowledge of best practices for mothers and babies, and support informed choice
•	 Empower each pregnant woman/person to have agency in all of her/their decisions 

regarding her/their self and her/their baby’s health 
•	 Strengthen local community efforts to advance social and racial justice and create equity

As an organizational entity, the NPTF serves to build and nurture a network of individuals 
committed to improving maternal health and providing support through useful tools, technical 
assistance, community- and capacity-building support, and mechanisms for training and 
development.

NPTF Components
The work of the NPTF can be divided into three primary components: 1) building a network of 
movement building bodies, 2) disseminating innovative models of care, and 3) providing training, 
education, and technical assistance. These components work together to address key issues that 
impact women’s experiences and ultimately their outcomes, while also aiding and supporting 
those who are working on the front lines to improve maternal and infant health in their respective 
communities.

Movement Building Bodies
Central to the work of the NPTF is the development of an expanding network of Perinatal Safe 
Spots (PSS). Perinatal Safe Spots are key elements of the NPTF network and can be virtual, 

geographic, or physical locations. These safe spots are meant 
to evolve and change to fit the needs of their respective 
communities while also fulfilling the NPTF mission of 
providing immediate and judgment-free access to care, 
connection to resources, knowledge of best practices, 
support for informed choice, and agency in healthcare 
decision-making. 
Currently, there are 31 PSS in the task force. The hope is that 
this network continues to grow. The vision for the NPTF is to 
ensure access to a Perinatal Safe Spot in every materno-toxic 

Perinatal Safe 
Spots (PSS)
Key elements of the NPTF 
network and can be virtual, 
geographic, or physical 
locations
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area in the U.S. As defined by the NPTF, 
a materno-toxic area is any area where 
it is unsafe to be pregnant or parenting. 
Historically, materno-toxic areas 
traditionally face birth outcomes that are 
worse than those in adjacent zip codes 
and suffer an increased risk for premature 
birth, low-birth weight, and infant and 
maternal morbidity and mortality.

Exhibit 6. States with an Existing Perinatal Safe Spot 

Full list and locations of existing PSS can be found in appendix A.

materno-toxic 
area
Is any area where it is 
unsafe to be pregnant 
or parenting
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The National Association of Birth Centers and Clinics of Color (NABCCC) also serves as a key 
movement building body in the NPTF. Established in 2014, the NABCCC vision states that their 
primary aim is for all communities of color to have access to perinatal care at maternity clinics 
or birth centers that are owned and operated by practitioners of color. This movement building 
body provides a communal space for organizations owned and operated by practitioners of color 
and also provides mentoring, training, peer review, professional development, and malpractice 
insurance.

Models
In addition to the movement building bodies, the NPTF provides examples of existing innovative 
models that seek to improve maternal health disparities and also address the identified key areas 
of need. Currently, the two models endorsed by the NPTF are The JJ Way® and the Maternal 
Justice model. Both serve as blueprints and are meant to be adapted to fulfill the unique needs of 
a local community. 

The JJ Way®
The JJ Way® is a community-based model of healthcare delivery featuring innovative but 
adaptable components. Developed by Jennie Joseph (“JJ”), the primary purpose of the model 
is to ensure that every woman has a full-term, healthy, and positive pregnancy experience and 
baby, and in turn, sees dramatically improved maternal and infant outcomes. Developed over the 
span of 25 years, the JJ Way® provides wrap-around care that allows pregnant women, family, and 
friends to participate fully in a woman’s care. 
Approach
The JJ Way® utilizes a trauma-informed approach that prioritizes four main tenets: access, 
connections, knowledge, and empowerment. These tenets are central to the model and embedded 
in every aspect of the JJ Way®.

Access to evidence-based prenatal care services 
immediately, preferably in the first trimester.
•	 A friendly receptionist elicits trust and relaxation so 
that the patient can open up and share. Known patients 
are always greeted by name; children and partners are 
welcomed too. 
•	 Pregnancy tests and assistance negotiating an 
unwieldy and bureaucratic Medicaid system is offered. 
Patients are reassured that they will be seen while they 
are waiting for insurance, not after they receive it. 
•	 Each patient will leave on the day of that first visit 
having had a full prenatal visit, lab work, education, 
and referrals—and with the knowledge that she has 
established a maternity medical home. 
•	 In turn, the staff now has access to any medical 
records already generated during the current pregnancy 
via Emergency Room visits, has a thorough and 
relevant history, and can triage based on both medical 
and social risk status for the patient and liaise with 
collaborating agencies. 

“When the front 
desk operates as an 
‘open-door triage’ 
there is no barrier 
to prenatal care. 

You are eligible for 
all services simply 
because you are 

pregnant and you 
have expressed a 

need. NO ONE IS 
TURNED AWAY 

regardless of ability 
to pay.”

-Jennie Joseph
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Connection to the developing baby as an impetus for behavioral change, close monitoring, and self-
care.

•	 The prenatal bonding of the mother with the baby is impacted by encouraging the patient 
to be the primary protector of her growing child. 

•	 Family and friends become team members through techniques such as placing 
comfortable sofas in exam rooms, encouraging hands-on tummy checks (with mom’s 
permission), and videotaping or recording baby’s heartbeat.

•	 Staff builds close relationships with individuals as they too become connected to their 
babies. The team approach builds the social capital of each woman, ensuring success 
beyond her pregnancy and delivery. 

•	 Perinatal partners/providers connect to the work as community relationships and 
awareness of the barriers improve. This increases the motivation to work together for the 
individual baby, mother, and family. 

Knowledge provided in practical, non-judgmental, clear  way and in an understandable language.
•	 Peer-led group education takes place in the waiting area and is fluid and pertinent to 

the patients and family who are waiting. Emphasis is placed on answering any and all 
questions at a level that can readily be understood. Ample opportunities are afforded to 
talk to each staff member in person as a patient navigates through the clinic during the 
course of her visit. 

•	 Culturally appropriate phrases and catchy colloquialisms are a trademark educational tool 
of The JJ Way®, which elicits a fun approach to learning and remembering information. 
Information about racial disparities in outcomes can be shared with family and friends in 
the same way. 

Empowerment is achieved when an informed, confident mother has a healthy full-term pregnancy.
•	 The mother participates as an equal partner, recognized throughout as completely capable 

of fulfilling the role of motherhood. 
•	 Each patient carries her own mini-health chart so that she has full charge of her records. 
•	 Women have the freedom to choose between a birth center birth with a midwife or a 

hospital birth with a physician. 
Components
Also, central to the JJ Way® are key components that prioritize and incorporate Jennie Joseph’s 
four overarching tenets. Any practice can adopt and implement the JJ Way®. The primary 
components consist of the following:

•	 Easy Access Clinic Model: The ‘Easy Access’ prenatal care clinic is a key component 
of the JJ Way® in that it ensures early and easy access to care. The clinic specifically 
removes the traditional barriers experienced by disenfranchised women, increases 
access to first-trimester entry into prenatal care, creates an immediate maternity medical 
home, and traditionally serves uninsured, indigent, low-income women of color, and 
undocumented women. Creatively incorporated into existing care services, the clinic is 
cost effective in that it utilizes existing staff and resources while saving countless dollars by 
preventing preterm and low birth weight babies. The staff may consist of peer-educators, 
administrative staff, medical assistants, licensed midwives, nurse midwives/nurse 
practitioners, physicians, as well as student midwives/nurses, interns, and volunteers. 
All staff work together as an integrated TEAM to provide educational and social support 
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services and referrals, and to improve quality and satisfaction 
with care. 

•	 Education and Support Services: Throughout an individual’s 
interaction with the JJ Way® system, intentional and culturally 
appropriate health messaging is provided - during each visit, at 
every ‘station,’ and in the group setting by peer educators. Topics 
reflect the interests and needs of the individual and focus largely 
on preparing families to navigate and manage the healthcare 
system.

•	 Birth Center Model: The Birth Center Model operates as a 
freestanding birth center that provides full service midwifery 
care and women’s health services. Utilizing the “Midwifery 
Model of Care,”31 the Birth Place prioritizes a woman-centered, 
comprehensive, and caring approach. Extensive evidence 
documents excellent outcomes of midwifery for the poor in 
urban and rural settings over the past 75 years.32

Exhibit 7. JJ Way® vs. Traditional Prenatal Care Comparison Table
JJ Way® System Regular Prenatal Care

Access: emphasis placed on expediting entry into 
care by granting instant access and by identifying 
immediate gaps, obstacles, and barriers. The 
outreach component and word-of-mouth is also key 
to directing newly pregnant women into the clinic for 
care. Staff recognize the importance of “easy access” 
and the impact on perinatal outcomes. NO ONE IS 
TURNED AWAY!

Access: difficulty may be experienced, even over the 
phone, due to lack of insurance or under-insurance, 
unfriendly or unhelpful staff, lack of current or 
accurate referral information, lack of understanding 
of local or state system of applying for aid. Staff are 
not charged with having to be able to problem solve 
for patients’ financial needs.

Connections: encouragement for prenatal bonding 
begins from the first visit. The baby and mother 
are acknowledged as a unit and the focus is on 
connecting her with her baby, her supporters and 
the JJ Way® TEAM. The TEAM in turn connects her to 
outside resources and services as needed.

Connections: busy prenatal clinics focus on providing 
medical care first and supportive care if time and 
resources allow. Individual practitioners work inside 
their specific job descriptions, generally, taking care 
not to overlap responsibilities, with the hope that 
colleagues will provide other resources as necessary.

Knowledge: continual education is provided on a 
one-on-one, individualized basis with the same 
messages being delivered consistently by different 
TEAM members at different times. Group education 
takes place in the waiting area and is fluid and 
pertinent to the patients that are present. Regular 
structured classes are also available as requested. 
The patient understands at all times that she is the 
decision maker and has the full support of the TEAM 
to advise her. The TEAM avails itself and each other 
of information pertinent to improving patients’ 
knowledge.

Knowledge: one-on-one education may be limited 
due to time constraints and patients’ individual 
questions are answered only as posed. Group 
education is accessed through structured, scheduled 
classes only.

Empowerment: Mom is supported in becoming her 
own best resource, respected and encouraged to 
be responsible for her own care. FOB, family, and 
supporters are integral to the optimal health of the 
mother and baby and are offered the opportunity to 
fully participate as TEAM members.

Empowerment: approach in general allows for 
patients and families to participate, but can be 
paternalistic and/or intimidating with an expectation 
that patients just relax and trust the experts.

Experiencing The JJ Way®
Experiencing the JJ Way® in 
its original implementation 
encompasses progressing through 
a series of stations. Again, each 
station invokes all of the four 
tenets. 
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The Impacts
A 2007 evaluative study conducted by the Health Council of East Central Florida found that 
overall, preterm birth rates for women at the Easy Access clinic were significantly lower than 
preterm birth rates for the county and the state of Florida. When broken down by race, the study 
found that Black and Hispanic women in the clinic had 0% preterm births.33 An additional 
study conducted in 2012 found similar results. When outcomes were compared against those 
listed in the Florida Vital Statistics records, non-white women who participated in the JJ Way® 
model were found to have higher gestational ages as well as no recorded preterm births.34 The 
most recent study, released in 2017, examined the outcomes for 256 women receiving care under 
the JJ Way® between February 2016 and February 2017. The results again revealed a reduction in 
both preterm birth and low birth weight for women across race when compared to rates for the 
county and the state.35

Exhibit 8. Percent of Preterm Births Comparison Chart (2007)
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Exhibit 10. Percent of Preterm Births Comparison Chart (2017)
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Exhibit 11. Percent of Low  Birth Weight Comparison Chart (2017)
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Training and Education
A long-term goal of the JJ Way® is that the model, its components, and its approach will be 
replicated and adapted to fit the needs of various communities. To facilitate this process and 
support improved maternal and infant health outcomes, Commonsense Childbirth Inc., within 
the activities of the NPTF, offers the following training and educational opportunities:

JJ Way® training Description

Easy Access Clinic
This training provides an overview of the Easy Access Clinic structure as well as step-by-step 
instructions on how to implement or incorporate its model into existing services.

Maternal Child Health Specialist (MCHS)

The Maternal Child Health Specialist (MCHS) is a training and certification program that 
equips health navigators, community health workers, outreach personnel, care coordinators, 
home visitors, doulas, childbirth educators, lactation educators, nurses, midwives, and physicians 
to understand their local and regional resources. This training provides the ways to negotiate and 
navigate through the systems that provide perinatal health care for women and babies who are at 
particular risk for poor outcomes.

Certified Childbirth Consultant Program (CCC)

This program is designed for those who desire to work towards becoming a midwife and/or to work 
professionally with women throughout the childbearing year. The course consists of 3 perinatal 
courses (Doula, Childbirth Educator, & Lactation Educator) and those who complete this Mini-
Program will be designated as a Certified Childbirth Consultant (CCC).

Certified Doula
A doula is a healthcare professional who provides non-medical support and care through 
education, guidance, and counseling for pregnant and parenting women and families. 

Certified Lactation Educator

This course teaches the anatomy and physiology of the breast and relevant changes during 
pregnancy and lactation, and it prepares the student to assess and provide anticipatory guidance 
regarding maternal nutrition, initiating and establishing successful breastfeeding, recognizing 
and managing common breastfeeding problems, and referral to community resources and 
breastfeeding products.

Certified Childbirth Educator
This course provides the basics of childbirth education and prep. Childbirth Educators are 
responsible for providing evidence-based information and teaching in a non-biased manner.

Community Outreach Perinatal Educator (COPE)

The Community Outreach Perinatal Educator or COPE training provides community-based 
MCH practitioner and para-professional training, education, and consultation, focused on care 
coordination and health navigation for vulnerable communities. Participants who complete 
the training become either Certified Perinatal Educators (CPE) or Community-Based Lactation 
Educators (CBLE). Training includes key topics that prepare participants to provide perinatal 
education, breastfeeding support, and family and birth support through all states of the pregnancy 
and birth process.

Commonsense Childbirth School of Midwifery 
(CCSM)

The Commonsense Childbirth Midwifery School provides training, mentorship, and guidance to 
aspiring midwives. CCSM offers the Three-year Program for non-nurse or direct-entry midwives 
and the Four-Month Pre-licensure Program for foreign-trained and out-of-state licensed or 
certified midwives.

The maternal justice model (MJM)
As a result of 25 years of community-based organizing and a decade of birth justice work, Paula 
X. Rojas, community organizer and midwife, developed the Maternal Justice Model of care. 
This model, currently being implemented by Mama Sana/Vibrant Woman in Austin, TX, is 
interdisciplinary. Its goals and objectives address individual, community, and system level issues 
that are influenced by social determinants of health disparities. This approach is used to affect 
individual as well as collective empowerment, while at the same time improve health outcomes. 
Components
The framework of the Maternal Justice Model builds upon the midwifery model of care and 
incorporates: an understanding of systemic power differentials; a popular education methodology 
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for learning that emphasizes the power of personal stories in collective work; and a focus on the 
allostatic load and the Social Determinants of Health. The primary components of the model 
include:
Approaches:

•	 The Life Course Perspective: Addresses the importance of overall health throughout 
all phases of an individual’s life. In reproductive health, this perspective prioritizes the 
importance of pre- and inter-conception health.

•	 Cultural/Racial Congruence and Specificity: Culturally/racially specific health 
interventions have been linked to higher participation rates and better outcomes. 
Patients with same-race providers are more likely to seek medical care and attend their 
appointments, while less likely to postpone care. These patients also report higher levels of 
trust, respect, and overall ratings of satisfaction with care. Given this, the MJM prioritizes 
cultural congruence and facilitators and staff reflect the culture of the participants.36

•	 Quality Relationships/Social Networks: Quality relationships are a powerful mediator 
of positive health outcomes and a key predictor of longevity and immune function. They 
increase the brain’s resilience and capacity to handle stress effectively, and they generate 
a cohesive narrative for participating women (which is the best predictor of a mother’s 
capacity to form a healthy attachment to her infant).37 The MJM model strategically 
helps build relationships/social support networks between the women, staff, and birth 
companions.

•	 Health Choices and Praxis: Structures, habits, and systems support healthy behaviors. 
As opposed to an emphasis on providing education about healthy nutrition and exercise, 
though that is included in the curriculum, the focus of the MJM model is on providing 
free access for developing healthy practices. Behavioral economics demonstrates that our 
behaviors are primarily mediated by our social conditions and access to resources versus 
our individual knowledge or willpower.38 The MJM stresses the use of “praxis = theory 
and practice” as a way of improving health and wellness. As opposed to just learning 
about healthy nutrition and exercise, actually practicing with onsite exercise classes and 
nutrition groups makes it possible for pregnant persons to improve their health.

•	 Self-Assessment: Strategies include stress self-assessment exercises, follow-up stress 
management, and social support mechanisms embedded throughout the model. There 
is evidence that self-assessment, self-tracking, and practicing healthy routines have 
significant impacts on health and changing habits.39 

•	 Horizontal and Intentional Community Building and Engagement: This component 
promotes meaningful relationships and trust between staff and program participants and 
amongst program participants. Additionally, engagement with the broader community 
incorporates creative outreach strategies with culturally and linguistically specific media.

•	 Leadership Development: The MJM encourages the use of incentives for participants 
who want to volunteer time to support the work. It incorporates intentional leadership 
development in which participants are invited to become advocates and leaders to 
advance maternal and infant health and join in community organizing projects to advance 
social justice for all.

Practices:
•	 Co-location of services: The variety of support and healthcare services - including 
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nutrition group, prenatal yoga and fitness, and prenatal 
education - are all provided in one location with on-site free 
childcare. For example, at Mama Sana/Vibrant Woman, three 
community based sites, located in the section of the city with 
a concentration of low-income communities of color, operate 
simultaneously.

•	 Walk-in Prenatal appointment: Participants without 
insurance or access to care receive immediate prenatal 
appointments on-site while their coverage applications may be 
in process. Additionally, assistance negotiating the complicated 
and bureaucratic Medicaid/Children’s Health Insurance 
Program (CHIP) system is offered. 

•	 Immediate Referrals: The MJM prioritizes immediate access 
to care with a first appointment within 10 days of initial phone 
contact. A 24-hour call-line is also available.

•	 Group Prenatal Education: The MJM encourages culturally 
and linguistically specific, on-going group prenatal education. 
Group sessions are based on a curriculum using popular 
education pedagogy that engages participants in creating 
collective knowledge beginning with their personal stories.

•	 Birth Companions/Community Health Workers: Free, 
culturally congruent, and trained companions offer emotional, 
physical, and logistical support to the participant during 
pregnancy, at birth, and in the first 3 months postpartum.

•	 Intraprofessional Collaboration: The MJM is based in the 
midwifery model of care with continuity of care and home 
visiting during the postpartum period combined with referrals 
and relationships with doctors and clinics that have been 
vetted by the program to insure quality experiences with 
respect to dignity and cultural competency.

The primary aspect of the Maternal Justice Model that is integrated 
into the work of  the National Perinatal Taskforce is the focus on 
systems level change. The Model addresses social and racial justice 
issues that create barriers to prenatal care for women of color. This 
sociological and historic lens allows for a better understanding of 
key issues and how they play out in local communities. This includes 
the impact of institutional racism, economic disenfranchisement, 
and social isolation. The leadership development and community 
organizing components address the full range of social determinants 
of health in a community. Inspired by a vision of a more just AND 
loving world, the model holistically addresses the individual, 
community, and systemic levels concurrently.
Individual Level 
Individual level work in the MJM prioritizes self-determination, 
education, and full agency in healthcare decision making while also 

MJM definition of 
Community Organizing
the process of building collective 
power by people directly impacted 
by inequity and injustice in order to 
make systemic change. Beginning 
with building community and 
connection to then identify shared 
problems and envision both short 
and long term solutions to those 
problems. The process creates 
structures and organizations to 
harness the collective power, create 
spaces for collective self-care and 
support the leadership of the most 
directly impacted. Steps include

•	 identifying the people and 
systems that can make short 
term solutions possible;

•	 interacting with those 
targets to advance tangible 
changes via policy or 
resource allocations 
using media work, public 
hearings, negotiation and/or 
confrontation and pressure 
when needed.

•	 throughout the process, 
there is intentional building 
of an institution that is 
participatory and non-
hierarchical that can develop 
the capacity to take on 
further problems while 
embodying the larger long 
term vision of the just and 
loving world we want to 
create.
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supporting the practice of positive healthy behaviors. Time is created to collectively prepare 
and enjoy healthy meals, exercise, and build social networks and relationships with others. 
Additionally, participants’ needs and interests inform the structure and content of group 
prenatal education. All activities operate to ensure that participants have a positive, healthy, and 
empowering pregnancy and birth experience. All activities are free of cost at convenient locations 
with on-site childcare, transportation support and food for the pregnant woman/person and her/
their children.
Community Level
Community level work in the MJM begins with a deep understanding of why people of color 
do not fully trust the healthcare system. With this in mind, program staff not only reflect the 
community culturally/racially, with shared lived experiences, but they also work to build genuine 
relationships and trust with the pregnant women/persons. The model incorporates community 
organizing techniques to build community awareness and to recruit participants, birth 
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companions, and staff to mirror the community being 
served. Ongoing community building work is equally as 
important as the prenatal care services when attempting 
to improve outcomes in a community. This, of course, 
is long-term work with tangible impacts on health and 
wellness that may not be evident until years of active 
engagement have occurred.
Systems Level
The MJM program’s impact on a systemic level is rooted 
in an analysis of social and racial justice. Specifically, 
the model is based on the assumption that systemic 
change occurs over time as a result of deliberate 
community organizing work for social change aimed 
at accomplishing institutional/policy changes “from 
above,” in partnership with cultural changes “from 
below.” In the model, staff serve as liaisons to the 
systems level, identifying, documenting, and addressing 
the systemic barriers to care, while support individuals 
or companions are trained to navigate institutional 
levels of access and services.  Birth companions 
support pregnant women/people to navigate their 
individual issues within an institutional context parallel 
to work advocating for changes within the system. 
The community organizing work that runs alongside 
the programmatic work is focused on identifying 
levels within systems and institutions, including local 
governments, whereby policy changes and reallocation 
of resources towards more just and equitable systems 
can concretely impact the social determinants of health. 
Outcomes
Mama Sana Vibrant Woman (MSVW) in Austin, TX 
is a powerful illustration of the rapid results of the 
Maternal Justice Model of Care. The program has a 
small but mighty staff, providing holistic group prenatal 
care, birth companions and postpartum home visits 

to Black and Latina pregnant women/persons. Though outcome data is still being gathered and 
the organization recently transitioned from an all volunteer collective to being staffed, the results 
are promising. These results are especially encouraging in a state like Texas where racial health 
disparities in maternal and infant health are very stark. Parallel to the programmatic work, the 
organization helped to launch city-wide racial justice community organizing and policy work. 
These efforts have created a focus on equity at the city government level, in budgeting and public 
allocations, in order to address the larger social determinants of health. This combined strategy 
that addresses the individual, community and systemic level is synergistic in improving the health 
and wellness of pregnant families of color.

“In the Mama Sana 
prenatal groups I found 
new friends and felt so 
much support from the 
staff to deal with stress 
and take better care of 

myself. During the birth 
and afterwards, my 

birth companion and 
midwives were there 
with me at every step 

and came to me, at my 
house. Later, I even went 

back to the prenatal 
groups with my baby 
just to stay connected. 
Now I am giving back, 

gaining confidence 
and participating in a 

different way. I testified 
at city hall, and even 
spoke about the needs 
of my community at a 

meeting with the mayor.”
-Paty, mother of a  

9 month old
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Training and Education
The MJM provides various trainings to support a local community working to impact maternal 
and infant health. They include:

Maternal justice trainings Description

Embodied Herstories Training

“Embodied Herstories: Race and Reproduction in the United States” critically examines the U.S. 
history of women’s reproduction and women’s relationship to their reproductive autonomy 
using a Popular Education methodology and an Anti-Racist, Feminist intersectional framework. 
Participants will develop a shared language and analysis of reproductive history in the U.S. This 
history will include the “untold” stories of many pregnant women, beginning with colonization 
and slavery. The process will define institutional racism and identify how it impacts the state of 
pregnancy and birthing in the U.S., past and present. The workshop will explore the issues of 
individual “choices” and public policies related to pregnancy, birthing, and reproductive autonomy. 
Together, participants will “connect the dots” between U.S. history and current health outcomes 
and will identify how to apply this analysis to the current maternity care issues being faced.

Strategies for Social Change Training

This training begins by attempting to answer the following questions: 
A) What is social justice and how do people collectively work towards it? 
B) What are the different strategies used in working for social change? 
C) What is the difference between advocacy, activism, and organizing?  
D) What are the basic steps in community organizing as a method? 

This interactive training answers these key questions with a lens focused on the intersections 
of race, class, gender, sexuality, and gender identity, prioritizing the experiences of women and 
gender non-conforming people of color. It provides an overview of the underlying causes of 
inequality in the U.S. and reviews various systems of oppression and how they operate. In the end, 
participants will arrive at a better understanding of the legacies and histories of social movements 
and the various ways in which social change can occur in our current context.
This training also provides concrete policy and community organizing case studies to be used as 
potential models. Examples include projects and campaigns currently being practiced in other 
cities to advance a more equitable distribution of resources that impact the social determinants of 
health and begin to address root causes of maternal and infant health inequities.

Maternal Justice Model Implementation Training

In the Maternal Justice Model Implementation training, participants learn about implementing 
the programmatic model that combines work on the systemic, community, family, and individual 
levels to support pregnant families of color and improve maternal and infant health outcomes. 
The training provides an overview of the model and its key components, including sections on the 
group prenatal education curriculum, midwifery model, and community organizing embedded 
with racial and social justice principles and practices. The training covers the programmatic and 
staffing components needed to start a project using the MJM model. The training also covers all 
aspects of curriculum implementation.

Maternal Justice Birth Companion Training and 
Certification

This training combines the historical context, critical analysis and content of the Embodied 
Herstories training (see description above) with the skills and education needed to holistically 
support pregnant women/people of color through all stages of the pregnancy, birth and 
postpartum period. This training develops culturally congruent birth companion’s (doula’s) ability 
to provide emotional, physical, and logistical support and education during the childbearing year. 
Participants will “connect the dots” between U.S. history and current health outcomes, identify 
how to apply this analysis to current maternity care issues, and walk away with the practical skills 
needed to provide non-medical support and care to pregnant families of color.

All MJM trainings are available in English, Spanish or bilingually
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RECOMMENDATIONS
In addition to the NPTF and its ongoing work to impact maternal and infant health disparities, 
the task force proposes the following far-reaching recommendations:
•	 All practitioners and health care agencies be required to participate in anti-oppression 

based cultural and historical training that shifts organizational approaches from the 
individualistic nature of “cultural competency” to the systemic and institutional analysis 
of “structural competency” or “equity competency.”
In a 2014 report released by the NIH and entitled “Structural Competency: Theorizing a 
New Medical Engagement with Stigma and Inequality,” the authors call for an approach that 
centers the understanding of the ways in which structural, institutional, social, and economic 
factors produce symptoms and impact health.40 The article defines “cultural competency” as  

“…the trained ability to identify cross-cultural expressions of illness and health, and to thus 
counteract the marginalization of patients by race, ethnicity, social class, religion, sexual 
orientation, or other markers of difference.” (Metzel and Hanson, 2) 

On the other hand, “structural competency” encompasses five core components that include: 
1) recognizing the structures that shape clinical interactions; 2) developing an extra-clinical 
language of structure; 3) rearticulating “cultural” formulations in structural terms; 4) 
observing and imagining structural interventions; and 5) developing structural humility. 
(Metzel and Hanson, 1) 
Similarly, becoming an “equity competent” organization necessitates the development of the 
following:

1.	 Historical context: Knowledge, awareness, and understanding of U.S. history and the 
evolving policy environment that created past and current legal and social constructs 
for the privilege and oppression of certain populations. This model highlights the 
impact of those evolving policies on current social conditions (e.g., the impact of 
redlining on the inability to accumulate wealth from generation to generation and its 
relationship to health inequities in infant mortality).

2.	 Common language: The organization uses clear and universally accepted concepts 
and definitions to discuss issues of equity, systemic power, and oppression along 
the various axes of race, class, gender, sexuality, ability, and age, amongst others. 
This enables the organization to exchange knowledge and information based on 
shared meaning in ways that are easily understood to support collaboration and 
communication among colleagues, partners, and stakeholders. 

3.	 Privilege and oppression: Knowledge, awareness, and understanding of the effect of 
privilege and oppression at a personal, community, and systemic level. 

4.	 Equity lens: Understanding the social, political, and environmental contexts of a 
program, policy, or practice in order to evaluate and assess the unfair benefits and 
burdens within a society or population. 

5.	 Policy: Knowledge and understanding of policy making, analysis, and implementation 
with a focus on equity impact. 
and finally,

6.	 Commitment to ongoing learning: Expansion of knowledge, skills, and 
understanding through engagement in a culture of inquiry and continuous learning. 



Page 32	 Building a Movement to Birth a More Just and Loving World | march 2018

The NPTF recommends “structural competency” and “equity competency” as useful 
frameworks for addressing not only the social determinants of health, but also the ways in 
which institutions (including health agencies and hospitals) inadvertently fail to address - and 
also perpetuate - the oppressive structures that impact and ultimately cause health disparities. 
These frameworks should not only be incorporated into medical training, but also into 
organizational structure, policy, and process.

•	 Practitioners and health care agencies implement a “prenatal care plus” model that seeks 
to address critical social and economic concerns and incorporates “safety-net services” as 
a principal component of its care model.
“Prenatal care plus” encompasses a model that provides the necessary medical services 
while simultaneously providing education, support, and social and economic provisions, as 
needed, in a culturally rooted, respectful, and appropriate manner. This approach builds on 
the assertion that prenatal care, in and of itself, will not result in the desired and overarching 
impacts on disparities. Instead, “prenatal care plus” seeks to address the “broader conditions” 
of one’s life that can serve as barriers to health and negatively impact outcomes. This includes 
mechanisms that empower, explicitly address stress, provide avenues for social support and 
connection, and incorporate “safety-net services” that address non-medical issues such 
as housing, finances, employment, food insecurity, transportation, childcare, instances of 
interpersonal violence, and much more. 

•	 Support the development of community-owned and -created Perinatal Safe Spots. 
Perinatal Safe Spots (PSS), as defined by the NPTF, do not have to be clinics, hospitals, 
or even physical locations. PSS can be virtual, community-based, or set up in any other 
configuration that provides needed services or support in or for a materno-toxic area. In 
this way, identifying, prioritizing, and supporting the further development of community-
led PSS addresses the identified area of need around self-determination and leadership from 
groups directly impacted by those inequities. This recommendation also calls for creative 
and innovative extra-medical solutions that are culturally congruent, empower and build 
communities, raise awareness, and address the social determinants locally.

•	 Increased efforts to shift and impact social inequities broadly.
While changes to health care systems and models of care are important, without the overall 
shift in the conditions that cause health inequities, many disparities will continue to exist. 
Transforming systems that have intentionally marginalized communities of color for centuries 
will take focused long-term work. Acknowledging this component is key to addressing the 
fundamental causes of the current health inequities. The development of innovative policies 
to advance equity in local communities - including public budget allocations, education and 
awareness, and community organizing work that supports the collective empowerment of the 
communities impacted by health inequities and shifts institutional power to eliminate ALL 
inequities - must take place alongside all other efforts.
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CONCLUSION
While the persistence of maternal and infant health disparities in the United States may seem 
disheartening, there are many communities who understand the profound importance of 
addressing this issue and who are doing pivotal work in this area. Examples such as The JJ Way® 
provide evidence that positively changing these outcomes is indeed possible. Frameworks such 
as the Maternal Justice Model also provide a blueprint and a track record for self-determined 
communities and allied organizations and institutions to truly go “upstream” to organize and 
push towards the elimination of ALL inequities, health or otherwise. The NPTF is one example 
of the work that it takes to establish key networks to support this important endeavor, allowing 
groups to work together and maintain a clear historic and analytic frame guiding their work 
toward shared goals: that every pregnant woman/person experience a positive and healthy 
pregnancy and birth, and that maternal and infant health outcomes are improved overall. 
While a larger social framework that includes a deep understanding of the social determinants of 
health informs the proposed models and practices, it is also imperative to intentionally address 
historic and systemic forms of oppression at every level. Current maternal and infant health 
outcomes in the U.S. are the cumulative result of ongoing systemic marginalization beginning 
with intentional laws and policies and continuing with default and de-facto practices in most 
current day institutions. Current systems and institutions that fail to address this issue head on 
will continue to perpetuate it. Addressing centuries of disenfranchisement and exclusion requires 
that we prioritize substantive reallocation of resources, creative interdisciplinary and innovative 
programs, and bold policies to advance us towards equity. Turning the Titanic or redressing  
the impacts of history, including economic exploitation and institutional racism, will require a 
difficult and courageous commitment. There is no better inspiration for this work than a vision of 
a just and loving world where every baby is born healthy, every mother receives quality attentive 
care, and all communities have equitable resources to care for their families.
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APPENDIX A: List and Locations of Current Perinatal 
Safe Spots

NAME LOCATION
Nurture Root to Fruit Oakland, CA

Birth and More Wellness Farmington Hills, MI

Alba Birth Center Appleton, WI

Uzazi Village Kansas City, MO

Community Birth Companion Opelousas, LA

Kathi Barber Baltimore, MD / Oakland, CA

Laoch Midwifery Tacoma, WA

Mamas on Bedrest and Beyond Austin, TX

Mothering the Mother, Inc. Milwaukee, WI

Mamatot Village, Inc. Washington, DC

Open Circle Providence, RI

Tribe Midwifery Los Angeles, CA

Selah Doula Services Greensboro, CA

Bold Doula Beacon, NY

The Cultural Wellness Center Minneapolis, MN

Birthwell Partners Central Alabama

Co-Mothering CNY Syracuse, NY

Roots and Wings Arlington, TX

Sista Midwife Productions New Orleans, LA

BirthWellness Reading, PA

Postpartum Recovery Baltimore, MD

Birth Roots Chula Vista, CA

Roots Community Birth Center Minneapolis, MN

A Mother’s Choice Colorado Springs, CO

Mana Sana Vibrant Woman Austin, TX

Intune Mother Oklahoma City, OK

Grace Carr Hamilton, OH

Aloha Hawaii Honolulu, HI

Community Birth & Wellness Center Ferguson, MO

Mosaic Midwifery Oklahoma City, OK Metro and surrounding areas

Ashland Birth Center Ashland, WI

Birth Choice Midwifery Fort Mill, SC

New Creation Childbirth Greenfield, MA

Easy Access Women’s Health Clinic Orlando, FL

The Birth Place Winter Garden, FL

Birthing Hands of DC Washington, DC

International Center for Traditional Childbearing (ICTC) Portland, OR
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