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We hold these truths to be self-
evident, that all men are created
equal ....

Declaration of Independence 1776




I have a dream that one day ... little black
boys and black girls will be able to join
hands with little white boys and white
girls and walk together as sisters and
brothers.

Martin Luther King, Jr (1963)

Healthy People 2010 Goals

|
O Increase quality and years of healthy life
OO Eliminate health disparities
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Racial & Ethnic Disparities
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Racial & Ethnic Disparities
Very Preterm Births < 32 Weeks
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Racial & Ethnic Disparities
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Racial & Ethnic Disparities
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Birth weight distribution of African-born blacks is more
closely related to US-born whites than to US-born blacks
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David RJ, Collins JW. Differing birth weight among infants of U.S.-born blacks, African-born
blacks, and U.S.-born whites. N Engl J Med. 1997 Oct 23;337(17):1209-14.
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Maternal Smoking?

Percént of Women Who Reported Smoking During pregnancy

African American White NCHS 2002

Maternal Smoking?

nfant Deaths Per 1,000 Live Births
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Prenatal Care?
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ercent of Live Births with First Trimester Prenatal Care
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Prenatal Care?

African Americans First White Americans First
Trimester Prenatal Care Trimester Prenatal Care

Prenatal Care?

African Americans First White Americans Prenatal
Trimester Prenatal Care Care After 1st Trimester or
None
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Racial & Ethnic Disparities
Infant Mortality & Education

NCHS 2002
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SES?
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13



Racial and Ethnic Disparities
Stress & Preterm Birth
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Racial & Ethnic Disparities
Stress and CRH in Pregnancy

Levels of Corticotropin Releasing Hormone (CRH) Hahel-2996

1000
900 -
800
700
600
500 -
400
300 -
200 -
100 -

0

P <0.001

]-o— Preterm - - Control

=

18-20 wks 28-30 wks 35-36 wks

14



Stressful Life Events & Preterm Birth

American Journal of Obstetries and Gynecology (2004) 191, 691-9
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Racial and ethnic disparities in preterm birth: The role of
stressful life events
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KEY WORDS Objective: The purpose of this study was to examine racialethnic disparities in stressful life events

Preterm birth befoce and during pecpnaney aud Lo ases the relationslip between tzesafl e events and 1
isparity i preterm birth

Steessful life event Study desigrs Using data from the Pregaancy Risk Assssmant Monitoring Systems, we condueted

a retrospective cohort analysis of a sample of 33,542 women from 19 states who were delivered of
alive-bom infant in 2000, Princi pal som ponent analysis was used Lo group
inlo 4 stress construets: emotional, financial, partner-related, and traumatic. Racial-ethnic dispar
ities in stressful life events were assessed wilh Lhe use of bivariate and multivariate regression anal
ses. The contribution of e events Lo racial-ethnic disparities in preterm birth was
evaluated with the use of stepwi ion
Results: Black women and ‘\menmn Indian/Alaska Native women reported the highest number

2 months before delivery. Compared with non-Hispanic white
mare likely to report emotional stressors, 35% more likely to
report Tiancial stressors, 163% ore licely t0 report parter relaled stressors, and &% more
likely o seport imumatic ressoc. The addion of sces constucts Lo be tepise segresion
model minimally affected the association betwesn race-ethnicily and preierm birth, and none
of the stress constructs were significantly associated with preterm birth. There were no significant
interaction effests between race-ethnicity and stress on preterm birth, except for a modest effect
between black race and (raumatic stressors.

3 stressiul life events

model and interastion terms.

ificant racial-ethnic disparities in the experience of stressful lfé events
ancy. Stressful life events do noL appear (o contribute significantly 10 a-
cial-ethnic dispariies in preterm birth

© 2004 Elsevier Inc. All rights reserved.
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Infections?

(Goldenberg RL et. al. NEJM 342: 1500, 2000)

Multiple
Risk

Factors?
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Racial and Ethnic Disparities

Multiple Determinants of Birth Outcomes

O Shiono et al AJPH 1997

O Controlled for 46 risk factors (demographic
characteristics, medical risks, level of living,
psychological, social, exposures, “newly defined”)

0O 236 g mean birthweight difference between African
Americans & whites remained

O Maternal age, smoking, BMI, housing & locus of control
only significant covariates

0O 46 risk factors explained less than 10% of variation in
birthweight

Life-Course Perspective

O A way of looking at life not as disconnected
stages, but as an integrated continuum

17



Racial and Ethnic Disparities in Birth Outcomes:
A Life Course Perspective

Reproductive Potential
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Lu MC, Halfon N. Racial and ethnic disparities in birth outcomes: a life-course perspective.

Matern Child Health J. 2003;7:13-30.

Early Programming
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Barker Hypothesis

Birth Weight and Coronary Heart Disease
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0.251

<5.0 50-55 56-70 7.1-85 86-100 >10.0
Birthweight (Ibs)

Rich-Edwards JW, Stampfer MJ, Manson JE, Rosner B, Hankinson SE, Colditz GA et al. Birth weight and risk
of cardiovascular disease in a cohort of women followed up since 1976. Br Med Jr 1997;315:396-400.
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Barker Hypothesis

Birth Weight and Hypertension
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Systolic Pressure (mmHg)
160

155
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Birthweight (Ibs)

Law CM, de Swiet M, Osmond C, Fayers PM, Barker DJP, Cruddas AM, et al. Initiation of hypertension in
utero and its amplification throughout life. Br Med J 1993;306:24-27.

Barker Hypothesis

Birth Weight and Insulin Resistance Syndrome
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Barker DJP, Hales CN, Fall CHD, Osmond C, Phipps K, Clark PMS. Type 2 (non-insulin-dependent) diabetes mellitus,
hypertension and hyperlipidaemia (Syndrome X): Relation to reduced fetal growth. Diabetologia 1993;36:62-67.
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Maternal Stress & Fetal Programming

.-1 Hypothalamus

CRH ¢

Maternal Stress & Fetal Programming
Does Stress Cross the Placenta?
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Prenatal Stress &
Programming of the Brain

O Prenatal stress (animal model)
®  Hippocampus

O Site of learning & memory formation
O Stress down-regulates glucocorticoid receptors
O Loss of negative feedback; overactive HPA axis

B Amygdala
O Site of anxiety and fear
O Stress up-regulates glucocorticoid receptors

O Accentuated positive feedback; overactive HPA
axis

Welberg LAM, Seckl JR. Prenatal stress, glucocorticoids and the programming of the brain.

J Neuroendocrinol 2001;13:113-28.

Prenatal Programming of the
Hypothalamic-Pituitary-Adrenal Axis

Welberg LAM, Seckl JR. Prenatal stress, glucocorticoids and the programming of the brain.

J Neuroendocrinol 2001;13:113-28.
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Epigenetics

VOLUME CONTROLS FOR GENES

THE DNA SEQUENCE is not the only code stored in the chromo- the DNA or to the histone proteins that control its shape within
=omes. So-called epigenetic phenamena of several kinds can the chromosomes. Among many functions, the epigenetic
actlike volume knobs to amplify or mute the effect of genes. velume controls muffle par < genetic elements, called

Epigonetic information is encoded as chemical attachments to transposons, that riddle th
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Epigenetics
Same Genome, Different Eplgenome

R.A. Waterland, R.A. Jirtle, "Transposable elements: targets for early nutritional effects on
epigenetic gene regulation," Mol Cell Biol, 23:5293-300, 2003. Reprinted in the New Scientist 2004
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Prenatal Programming of
Childhood Obesity

OBESITY: &yt

Percent

25

20

15

10

Epidemic of Childhood Overweight & Obesity

Children 6-18 Overweight

il

1976-1980 1988-1994 1999-2002

H Black Hispanic B White

Source: National Center for Health Statistics, National Health and Nutrition Examination Survey

Note: Estimate not available for 1976-1980 for Hispanic; overweight defined as BMI at or above the
95th percentile ofr the CDC BMI-for-age growth charts
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Prenatal Programming of
Childhood Overweight & Obesity
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Prenatal Programming of Childhood Overweight and Obesity

Jennifer S, Huang . Tiffany A, Lee - Michael C.Lu

© Speingee ScemeBusiness Metia, LLC 2005

Abstract Objecrive To review the sclentific evidence for
prenatal programming of childhood overweight and chesity,
end discuss its implications for MCH research, practiee, and
poticy.

Herhods: A systematc review of chasrvaticnal studies
exarmining the relationship between prenatal exposures
and childhood overweight_and obesity was conduciod
using MOOSE suidelines. The view included literature
posted cn PubMed and MDConsult snd published betveen
Junuary 1975 and Decerber 2005, Prematal expesures to
matemal digbetes, malnuition, and. cigaretie suoking
were examind, and primary study outcome was childhood
verweight or obesity a3 messured by body mass index
(BMI) for children ages 51021

Rtz Four of s inchuded studles of prenatal expostre
o maternal diabetes found higher prevalence of chilthood
overweight or ohesity among offspring of diabetic mthers,
with the highest quality sty Eporting sn odds ratlo of
adolescent overweight of 14 (95% C1 1.0-19). The Dutch
famine study found that exposure to matemal malnutition
in carly,but ot late, gestation was assccizied with increased

Dichicer The oinions copreeed 1 e poper s the
oot ey refeet thviws e olicis of
Chich he o, e oo

1.5 Haa A Lee MG L
Deportmes of Obeteics sud Gynecelogs.
causa

M C L)
Depuetnes of Compusty Heslh Sieaces oo the Contee

odds of childhosd obesity (OR 19, 95% CI 15-2.4). All
cight included studics of prenatal exposure 1o matemal
smoking showed significantly increased odds of childhood
averweight and cbesity, with most oclds ratios clustering
around 15 to 2.0, The biclogical mechanisms modisting
these relationships 11 unknown but may be partialy elated
to programming of insuli, leptin, and ghucccoricoid
resistanee i uiero.

Conclusion: Our review supperts prenstal pogramming
of childhood overweight and obesity. MCH rescarch,
practice, ind policy need 1o consider the prenatal period o
window of epportunity for obes iy prevenion

Keywords Prenatal programming - Chilfhood obesity
Overweight. Developmental programming - Fetal
programiming - Gestational diaetes - Matemmal
malnutrition - Cigarete smoking

Childhocd overweight 1nd abesity is o growing problem in

non-Hispanic white girls [1].

Overweight and. obesity has significant lifclong conse-
quences on the health and well-being of children [2, 3]
Childhocd obesity i asseciated with early-onset Type I dia-
betes melitus, yperiension, meiabolic syndroen, and slecp

UCLA, Schocl f Pulic Hesith,
B 51773, Lo Angele, CA 00351772, USA.
emsl: meluigecia.con

apnea. intellcctual im-
paimment and social exclusion 11d stiamatization 15 parts af
a vielous cyele including school avoidance [3]. Childhood
ohesity racks srongly i adulthood 4, 5 obesity beyond

Sspainges

Prenatal Programming of Childhood

Obesity

Maternal Diabetes &
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Cumulative Pathways

Stress

Photo: http://www.lam.mus.ca.us/cats/encyclo/smilodon/
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Allostasis:
Maintain Stability through Change

Allostasis

Shut-off

Stres Recovery

McEwen BS. Protective and damaging effects of stress mediators. N Eng J Med. 1998;338:171-9.

Allostastic Load

1

No recovery
e

Physiolagic Respons

T T T T T T L T T T T T -

Time

McEwen BS. Protective and damaging effects of stress mediators. N Eng J Med. 1998;338:171-9.




Allostasis

Hypothakunus

Chikanza IC, Grossman AB. Reciprocal interactions between the neuroendocrine and immune systems
during inflammation. Rheum Dis Clin N Am 2000;4:693-711

Stressed vs. Stressed Out

Stressed Stressed Out

Increased cardiac output Hypertension &
cardiovascular diseases

Increased available )
glucose Glucose intolerance &
insulin resistance

Enhanced immune Infection & inflammation
functions

Growth of neurons in Atrophy & death of
hippocampus & neurons in hippocampus
prefrontal cortex & prefrontal cortex

28



Allostatic Load

McEwen BS, Lasley EN. The end of stress: As we know it. Washington DC: John Henry Press. 2002

Rethinking Preterm Birth

29



Sequelae of Preterm Birth

Perinatal

‘ Mortality
50%
Neurologic

Disabilities

0 Term Births

O Preterm Birth

Rethinking Preterm Birth Prevention

Vulnerability to preterm delivery may be traced to
not only exposure to stress & infection during
pregnancy, but host response to stress & infection
(e.g. stress reactivity & inflammator
dysregulation) patterned over the life course
(early programming & cumulative allostatic load)
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Preterm Birth &
Maternal Ischemic Heart Disease

Smith et al Lancet 2001;357:2002-06
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Kaplan-Meier plots of cumulative probability of survival without admission or death
from ischemic heart disease after first pregnancy in relation to preterm birth

Late Preterm
Birth
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Late Preterm Birth

O Late PTB rate is rising in the U.S.

CHANGE R
Select State.

UNITE
US Regions.

Breterm Birth

« Overall distribution

« Breterm birth
maternal age
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y plurality

+ among singletons
+ among multiples
Late Praterm
plurality
among singletons
among multiples
ry praterm birth
maternal age
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plurality
among singletons
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TOPIC AREAS
- Parinatal Ove
- Births

- Preterm Birth

VIEW ALL DATA VIEW ALL GRAPHS VIEW ALL MAPS STATE TABLES HOME

United States

Late Preterm: US, 1994-2004
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=1 email page
copy graph
B5 dovnlozd current slide
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Percent of live births
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Compare
Select Region ...

Change Yaars
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LITERATURE SEARCH

« In 2004, there were 361,945 late preterm births in the United Search PubMed for
States, representing 8.9% of live births. recent research articles

on Preterm Birth

* Between 1994 and 2004, the rate of infants born late preterm in

the United States increased more than 15%. ;EErch Articles 1yr A‘i‘l
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Preterm births by gestational age

U d 906-2006

14 Percent of live births 128
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>70%

> Late

Preterm

Source: National Center for Health Statistics
Prepared by March of Dimes, Periantal Data Center, 2009

Late Preterm Birth

O Late PTB is associated with adverse
outcomes

33



Late PTB Infants Are At Greater Risk for
Infant Death

Rate per 1,000 live births

10 4 9.5
8.9 8.7
8.3 78 8.1 76 7.9
8 B
6 N
4
3.0 2.9 2.8 2.7 26 26 25 o
2 -
0 T T T T T T T
1995 1996 1997 1998 1999 2000 2001 2002
—o— Late-Preterm Infants Term Infants

by March of Dimes Perinatal Data Center, 200

Sotreed
Prepared

Late PTB Infants Are At Greater Risk For
Cerebral Palsy & Mental Retardation

CcP DD/MR
Hazard ratio 95% €l Hazard ratio 95% ClI
Crude hazard ratios
Gestational age (weeks)
30-33 9.09 6.36-12.99 217 1.56-3.03
34-36 3.68 2.79-4.87 1.36 Il.I1-1.66
3741 (reference) 1.00 1.00
=42 0.91 0.34-2.46 1.02 0.66-1.56
Adjusted hazard ratios™
Gestational age (weeks)
30-33 7.87 5.38-11.51 1.90 1.342.71
34-36 2.54-4.52 1.25 1.01-1.54
3741 (reference) 1.00 1.00
=42 0.90 0.34-243 1.01 0.66-1.55

*Adjusred for maternal meefethnicity, infant sex, multiple gestation, SGA, and LGA.

Petrini JR, Dias T, McCormick MC, Massolo ML, Green NS, Escobar GJ. Increased risk
of adverse neurological development for late preterm infants. Journal of Pediatrics 2008.
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Late PTB Infants Are At Greater Risk For
Neurodevelopmental Problems

Compared to term infants, late preterm infants:
Are twice as likely to die of SIDS
Have an 80% increased risk of ADHD
Have a 20% risk of clinically significant behavior problems

at 8 yrs of age

Are more likely to be diagnosed with Developmental Delay

in the first 3 years

Are more likely to be referred for special needs in pre-

school

Are more likely to have problems with school readiness

Adams- Chapman I. Clin Perinatol 33: 947-964

Adverse neonatal outcomes: examining the risks
* between preterm, late preterm, and term infants

Jamie A. Bastek, MD; Mary D. Sammel, ScD; Emmanuelle Paré, MD;
Sindhu K. Srinivas, MD; Michael A. Posencheg, MD; Michal A. Elovitz, MD

OBJECTIVE: There is a relative paucity of data regarding neonatal out-
comes in the late preterm cohort (34 to 36 6/7 weeks). This study
sought to assess differences in adverse outcomes between infants de-
livering 32 to 33 6/7, 34 to 36 6/7 weeks, and 37 weeks or later.

STUDY DESIGN: Data were collected as part of a retrospective cohort
study of preterm labor patients (2002-2005). Patients delivering 32 weeks
or later were included (n = 264). The incidence of adverse outcomes was
assessed. Significant associations between outcomes and gestational age
at delivery were determined using »° analyses and Poisson regression
modeled cumulative incidence and controlled for confounders.

RESULTS: Late preterm infants have increased risk of adverse out-
comes, compared with term infants. Controlling for confounders, there
was a 23% decrease in adverse outcomes with each week of advancing
gestational age between 32 and 39 completed weeks {relative risk 0.77,
P < 001, 95% confidence interval, 0.71-0.84).

CONCLUSION: Further investigation regarding obstetrical management
and long-term outcomes for this cohort is warranted.

Key words: adverse neonatal outcomes, late preterm infant, preterm
birth, preterm labor

Cite this article as: Bastek JA, Sammel MD, Paré E, et al. Adverse neonatal outcomes: examining the risks between preterm, late preterm, and term infants. Am J

Obstet Gynecal 2008;199:367.e1-367.e8.

h.e Pretsrmbirth rate hkls? ris_en 31%. *EDITORS’ CHOICE % MATERIALS AND METHODS
since 1981, most notably because of

Data collection for this study was per-

AJOG 199 (4), 365, Oct 2008.
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Late Preterm Birth

0O Some late PTBs are iatrogenic

Percent of Singleton Live Births (%)

Between 1992 & 2002
Late PTB by Induction has doubled

Late PTB bv Cesarean has increased bv 1/3
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Standardizing Critera for.

Scheduling
Elective

Labor
Inductions

Abstract

Induction of labor has become routine practice in perinatal units
across the United Statas, with rates reaching a high of 21.2% of
births in 2003-2004. This article describes the process our institu-

tion usad to ize the criteria for
Specifically, we aimad to increase the consistency in practice for Leuret Dustasy, MPH, RN, Lara Ve, MD,
ing and ing elactiva i ions, including PecGY Dans, BSN, RN, Linoa Fersuscny, RNC,

gastational age of 39 completed waaks, ensuring cervical ripenass,  MaRGARET Hacker, BSN, RN, Desra Hooken, RN,
and disallowing the use of cervical ripening agents. The nurses’ par-  gaisning Lagison, MBA, RN, Jeunires Priev, BSN, RN,
ticipation, from planning to implemantation, was critical in the suc- Karen Twuteasen, BSN, RN, a0

cess of this evidence-basad practica change.

Key Words: Induction of labor; Perinatal nursing; Standardization. Grercag Van Hout, BSN, RN

May/June 2008 MCN 3

Durham L, et al. MCN May/June 2008

“It is imperative that nurses are an integral
part of the team that determines the best
practice for elective inductions within
hospitals.”

Table 2. Changes to Elective Induction Scheduling Process After 3 Months and
Provider Feedback
Beginning of trial After feadback from providers
P | and Scheduli Inductions must be schedulad by Any provider or staff who has all
provider only ino support staff from raquirad infarmation for scheduling can
offica allowed to call for scheduling). schedule inductions.
Bishop score Bishop score must be =8 for all elective | Mulliparous patients must have Bishop
inductions. score »8.
Multiparous patients must have Bishop
scora »8.
Scheduling time in advance of Elactive inductions can ba scheduled 7 | Elactive inductions can be schadulad 10
induction date days in advanca. days in advanca.

= Perinatal nurses need to be awars of racormmended
criteria for elective inductions and the svidsnce
supporting it.

= Adherencs to ACOG and IHI recommendations for
elzctive industions requires gestational age mors than
30 complsted weeks and measurement of Bishap score.

* Focusing on decreasing variation in practice may allow
far increased quality in perinatal cars.

» Haspitals may want to consider =hifting their facus
from rate of induction to the appropriatersss of sach

inductian.
+ Support of leadarship for changs is essential

37



CLiNICAL OPINION

www.AJOG.org

OBSTETRICS
Improved outcomes, fewer cesarean deliveries, and reduced
litigation: results of a new paradigm in patient safety

Steven L. Clark, MD; Michael A. Belfort, MD, PhD; Spencer L. Byrum, LCDR (ret.) USCG;
Janet A. Meyers, RN; Jonathan B. Perlin, MD, PhD

he Hospital Corporation of Amer-

ica (HCA) is the nation’s langest pri-
wvate health care delivery system, provid-
ing approximately 220,000 deliveries
annually in 120 facilities in 21 states.
Representing approximately 5% of all
births in the United States, we describe
here our assessment and approaches to 4
major challenges in contemporary ob-
stetric practice and the initial results of
these initiatives. Notably, and as part ofa
concerted effort to incorporate the fea-
tures of high-reliability organizations
into HCA's obstetrical services, these in-
terventions have been associated with
improved perinatal outcomes, a reduced
primary cesarean delivery rate, and
lower maternal and fetal injury, with re-

-

A
In a health care delivery system with an annual delivery rate of approximately 220,000, a
comprehensive recksign of patient safety process wes undertaken based an the following
principles: (1) uniform processes and procedure result in an improved quality; (2) every
member of the obstetric team should be required to halt any process that is deemed to be
dangerous; (3) cesareen delivery is best viswed as a process alternative, not an outcome or
quality endpoint; {4) malpractice loss is best avoided by reduction in adverse outcomes and
the development of unambigucus practice guidelines; and (5) effactive peer review is essential
to quality medical practice yet may be impossible to achieve at a local level in some
departments. Since the inception of this program, we have ssen improvements in patient
outcomes, a dramatic decling in litigation claims, and a reduction in the primary cesarean
delivery rate.

Key words: litigation, patient oulcomes, patient safety, quality medical practice

Cita thiz arficle as: Clark SL, Balfort MA& Byrum SL, at al. Improved outcomes, fewar cozaraan
daliveries, and reducad litigation: results of a new paradigm in patient safety. Am J Obstet Gyneool
2008;100:105.e1-105.67.

Clark SL, et al. AJOG, 2008;199:105.e1-

105.e7.
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Healthy Babies

ARE WORTH THE WAIT®

Learn About Make a Difference 3 For Health Care
Rrematurity/Preterm Birth | in Your.communt A RS I Rrotessionals I AR
HEALTH TIP Welcome to the official website of

OF THE MONTH

Healthy Babies Are Worth the Wait
Preterm labor can happen to any =

pregnant woman. Ask your
healthcare provider about the signs
and symptoms of going into labor
00 soon and about what you
can do to reduce your risk.

Our goal is to reduce the high rates of premature birth in Kentucky

Prematurity is the number one cause of newborn infant death. Inthe U.S.,

about 1 in 8 babies are born prematurely (before 37 weeks), and in

Kentucky 1 out of 7 babies are delivered early. Premature babies are more

likely to have serious life-long problems than babies born full term. Even 2
babies born just a few weeks early or /ate preterm (between 34 and 37

weeks) can develop serious problems, as their brains are not fully

developed.

ritypreventio

If yo ur p reg na ncy In the last six weeks of pregnancy, your baby’s brain
IS hea |thy‘ It's best If your adds connections needed for balance, coordination,

learning and social functioning. During this time,

ba by iS born a-t 40 Weeks. the size of your baby’s brain almost doubles.

Babies born early have more learning and behavior
A baby's brain at 35 weeks weighs only problems in childhood than babies born at 40 weeks.
two-thirds of what it will weigh at 40 weeks.

Babies born early are more likely o have feeding

problems because they can’t coordinate sucking,

swallowing and breathing as well as full-term babies.

Babies born early are likely to have breathing problems,
like apnea. Apnea is when a baby stops breathing.

Babies born early are more likely to die of sudden

infant death syndrome (SIDS). SIDS is when a baby

dies suddenly and unexpectedly, often during sleep.

35 week 40 week

B3 log matartat, cal
#37.222007 Lakte Prsterm Brain Dowskopment Card 1/08

March of Dimas macenak ara for Infamation purpesss onk and ara rcto ke ussd as medical advica.
Abways ssckmadical advica from your haalth cara proAdar. Cur matartls aflest curert: sianfc

or upduted riormatce.

Hisakhy Biblas i,

©March of Dimss Foundation, 2008




Prevention of Late Preterm Birth:
Too Much Too Early?

O Late PTB rate is rising in the U.S.

O Late PTB is associated with adverse
outcomes

O Some late PTBs are iatrogenic

Racism
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MATERNAL LIFETIME EXPOSURE TO INTERPERSONAL RACISM IN 3
OR MORE DOMAINS AND INFANT BIRTH WEIGHT
(Collins et al, AJPH, 2004)

% exposed to 1
racism

VLBW (n=104)

non-LBW

(n=208)

|DOR=2.7 (1.3-5.4)|

I
ABSTRACT

The suthor presents a theorstic

Going Public

Levels of Racism: A Theoretic Framework

and a Gardener’s Tale

Camara Phyilis Jones, MD, MPH, PAD

Raceassociated diffemences i health oule

cessto the goods, services, and oppochunities

lerels institutionalized, persommlly me-
diated and intcrnalized. This framework
is uscful for raising new hypothescs
sbout the basis of rce-asscciated dif-
ferences in health ouicomes, as well as
for designing effective interventions to
eliminate heee differen
She then presents an allsgary sbout
2 fawerby ol

in this coun:
. yet for the most part they remain poery
xplained. Indeed] rather than vigorously ex-

normatye, sometinnes kgalized, ad ofin mare-
it asinberited disndhanigs, t s structunl,

entists either adjust for race or restrict their
studies 1 one racial grouwp.' [gnoring the eti-
olegic clues embedded in group differences
impeds the advance cf seienvific knowledge,
limits efforts at primary prevention, and per-

n This

petustes
ferenses berween the races.

allegory illstrates the relationship be-
tween the 3 Jevels of racism and may
suide our thinking sbout how 1 inter-

o mitimate the impacts of racism
n bealth. [t may also serve-as o tocl for
starting a nstional comversation o
rucism. (Am J Public Health. 200000
1212-1215)

1212 American Jeurnal of Public Hoalh

The variable mec is only a rough procy
for saciecconomic stats, culture, and gencs,
but it procisely captues he sccial lassification

police officer, o a judge, and this racial claz-
sification has @ profound impact on daily ke
perience n thia country: Thatis, the variable
e nactabilgin consus st
insmte differences, ™ but a social construct that

presiacty capioes e mpace o racem.
For this reasan, some Emvestigators now

tom, practice, and v, 50 there need nct be-an
el pepette: Indesd il

Facism s often evident as inactin in the
Feeofnand.
Insttutinalized racism manifests itself

o quality
Caion o b it enply e,
appropriste medieal fucilitics, anda cleanene

reprsenton i govermpent. nd conel o

the . 0 mportant o e that e
scsiation between socicssanomis status an

tace inthe e S hu s g i i
crete historical events but persists because of

health outzomes ane in fuctdue o ettt
htofth

thoss historical injustces. In other words, it is

Racial and Ethnic Dispusitis in Health by the
ear 2010, it is impertaat o be abls to

a1 sssexiation betwesn socioeconcaic stafs
and acs in this sountry.
rscnelly mediated racism is defined as

Levels of Racism

ites, motives, and intentions:of others accor.-

fro—

i .
standing rucism on 3 levels: instiutionalizod
personally mediated, and internalized. This
fiamewark is usciul for raising new hypothe-
e about the basis of moc-associatcd differ-
ences in heakih outcomes, as well as for de-
signing effective interventions (o eliminate
those differences. In this framewerl, st
fomalized racisa is defined us i ferential -
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Closing the Black-White Gap in Birth Outcomes:
A 12-Point Plan

Provide interconception care to women with prior adverse pregnancy outcomes
Increase access to preconception care for African American women
Improve the quality of prenatal care

Expand healthcare access over the life course

Strengthen father involvement in African American families
Enhance service coordination and systems integration

Create reproductive social capital in African American communities
Invest in community building and urban renewal

Close the education gap

10. Reduce poverty among Black families

11. Support working mothers and families

12. Undo racism

O(BHP|PE DN H

Lu MC, Kotelchuck M, Hogan V, Jones L, Jones C, Halfon N. Closing the Black-White gap in birth outcomes:

A life-course approach. Ethnicity and Disease Forthcoming in 2009.

All this will not be finished in the first 100
days. Nor will it be finished in the first
1,000 days, nor in the life of this
Administration, nor even perhaps in our
lifetime on this planet. But let us begin.

John F Kennedy (1961)
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We hold these truths to be
self-evident, that all men
are created equal ....

Declaration of Independence 1776

43



I have a dream that my four little children
will one day live in a nation where they
will not be judged by the color of their
skin, but by the content of their character

Martin Luther King, Jr (1963)
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|
Let America be America again.
Let it be the dream it used to be....
O, let America be America again-
The land that never has been yet-
And yet must be—
the land where every man is free.

Langston Hughes
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