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I
nfant mortality rate (IMR) is defined as the death of 

an infant during their first year of life, and is mea-

sured by the number of deaths per 1,000 live births. 

Major causes of IMR include birth defects, preterm 

birth, low birth weight, maternal pregnancy complica-

tions, sudden infant death syndrome, and injuries such 

as suffocation.1

General trends show that IMR has decreased globally 

and within the United States. However, the American IMR 

shows differences by geographic location, and by race. The 

IMR for Black Americans is significantly higher than that 

of White Americans.  

Past and current areas of improvement for this rate 

included programs such as prenatal care, family planning 

education, and substance abuse counseling. Despite these 

efforts, the race disparity in IMR has been consistent 

throughout the last century. While individual-based fac-

tors can explain some of the differences between IMR 

for White and Black populations, structural and societal 

mechanisms are more likely the root cause. 

Trends in IMR

Globally, most countries have an IMR below 30. Data 

from 2000 shows that North America, Europe, the south-

ern tip of South America, and coastal regions of China 

make up the majority of countries with low IMRs.2 How-

ever, in 2013, the U.S. ranked 51st nationally for IMR—a 

ranking comparable to countries with an almost three-fold 

difference in Gross Domestic Product (GDP) per capita.3 

The Centers for Disease Control and Prevention 

(CDC) cited the U.S. IMR as 5.7 in 2018, 2.3 percent 

lower than in 2017.1 Though the IMR decreased, and 

continues to do so, the distribution of IMR is unequally 

spread across the country, especially along racial lines. 

Across the U.S., non-Hispanic Black residents have the 

highest IMR.1 From 2010 to 2013, this rate was 7.5 deaths 

per 1,000 live births, as compared to the national average 

of six deaths per 1,000 live births.4 This rate is even higher 

than that of other minority groups such as Native Hawai-

ians, Pacific Islanders, American Indians, and Alaskan 

Natives, despite the fact that these other minority groups 

boast rates almost two times higher than their Hispanic, 

non-Hispanic White, and Asian counterparts.1 

Throughout the 20th century and into the 21st century 

there has been a steady decline in IMR. In 1915, approxi-

mately 100 White infants per 1,000 live births died in the 

first year of life. At that time, the rate for Black infants was 

almost twice as high at approximately 200 infant deaths 

per 1,000 live births.5 In 1998, the infant mortality rate 

was 7.2 overall, 6.0 for White infants, and 14.3 for Black 

infants. The national IMR fell 93 percent between 1915 

and 1998. Yet, the IMR for Black babies stayed consistently 
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two times higher than the national average, regardless of 

advances in areas thought to decrease IMR.5 

Despite efforts in social welfare programs such as par-

ent education, prenatal care, and postpartum home visits, 

this trend in racial disparities in IMR continued through 

2017. Intriguingly, this trend only existed for American-

born Black citizens. Foreign-born Black individuals in 

the U.S. have a lesser risk of infant mortality than their 

American-born counterparts, suggesting this disparity is 

due to more than just genetics.6

Causes of racial disparities in IMR

Maternal depression, maternal education, environmen-

tal and structural stressors, and adolescent pregnancy have 

all been cited as potential causes of infant mortality. These 

are also areas where there is disparity in care between 

Black and White women.  

Many studies highlight increased rates of maternal 

depression in the Black community. Compared to White 

women, Black women are significantly more likely to 

report depression during the perinatal period.7 U.S. 

born, non-Hispanic Black mothers are more than two 

times more likely than their White counterparts to have 

chronic depression.7 Depressed Black mothers are also 

more likely to experience multiple adversities and are 

less likely to receive medical care, support, and resourc-

es for their depression than their White counterparts.8 

Children of mothers with postnatal depression, or symp-

toms of depression, have an almost two times higher risk 

of infant death compared to those with a mother not 

experiencing depression.9 

Education

The relationship between maternal education and IMR 

is analagous to that of maternal depression and IMR. In 

an empirical study of the influence of maternal education 

on infant mortality, the majority of Black infant deaths oc-

curred for mothers with less than 12 years of education.10 

Child mortality decreases as paternal education and ma-

ternal education increases, though the effect of paternal 

education is to a lesser degree.11 

Though infant mortality decreases when education 

increases, the racial disparity between Black and White 

IMR increases as maternal education increases.11 Com-

pared to White women, Black women have at every level 

of education a higher risk of infant mortality, even when 

adjusted for covariates. In both races, a high school educa-

tion reduces risk of infant mortality more than 10 percent, 

however, additional education only reduces the risk of IMR 

for White women.12 Comparing Black and White women 

who have not graduated high school, the disparity in IMR 

is 1.5. Comparing Black and White women with postsec-

ondary educations, the disparity in IMR increases to 2.5, 

demonstrating that higher education does not seem to 

have a protective benefit for Black women.10

Mothers who are still in high school do not alter this 

trend. Adolescent pregnancy is frequently cited as a po-

tential cause of high IMR, especially when using the logic 

that less biologically developed stages are not congruent 

with healthy childbearing. Data shows that in the U.S., 

Black women have higher rates of adolescent pregnancies 

than White women. However, Black mothers in their late 

adolescence have better birth outcomes than Black moth-

ers in their 20s and 30s.6

While each of the aforementioned factors negatively 

impacts infant mortality, they alone cannot explain why the 

gap between Black and White IMR has remained so large. 

Maternal education and adolescent pregnancy are especially 

poignant in pointing out the flaw in attributing IMR solely to 

individual-level factors because increasing these areas does 

not provide a protective benefit for Black women. 

Mechanisms

There are many theories as to why the gap between 

Black and White IMR is so high in the U.S. The weather-

ing hypothesis states, “the health of African-American 

women may begin to deteriorate in early adulthood as a 

physical consequence of cumulative socioeconomic disad-

vantage.” 13 In other words, the continued disparities that 

Black women face over their lifetime accumulates, result-

ing in declining health at earlier age, including reproduc-

tive health.  

One way to measure weathering is to use allostatic 

load, a numerical representation of the cumulative wear 

and tear on the body’s systems due to repeated adapta-

tion to stressors.14 There are two categories of biomarkers: 

primary and secondary mediators. Primary mediators are 

substances that the body releases in response to stress, 

such as epinephrine and cortisol levels. Secondary media-

tors are the effects that result from the actions of primary 

mediators, such as hypertension, or hyperlipidemia. 

Geronimus, et al., analyzed a national sample of young 

to middle-aged adults to describe age patterns of allostatic 

load among Black and White participants.14 They used 

biomarkers including body mass index, triglycerides, and 

C-reactive protein, and found that Black participants had 

higher allostatic load than White participants.14 Further, 

Black women had higher allostatic load than Black men.14
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Geronimus offered weathering and allostatic load as an 

explanation for why the protective effect of education on 

infant mortality plateaus for Black women after 12 years 

of education.15 They theorized that educated Black women 

may not receive the same protective advantage from infant 

mortality because of the social interactions they may en-

dure.15  If Black women with college education spend more 

time in predominantly White fields, they may be subject to 

a higher degree of racism.16  Structural racism in job selec-

tion processes, in the workplace, and in their social environ-

ments could lead to increased psychological and physiologi-

cal stress in the form of weathering and allosteric load.16

Another mechanism is the life course perspective, 

which presumes that early life experiences can shape 

health across the lifetime, and potentially across genera-

tions. The timing and duration of these experiences plays 

an important role in shaping the trajectory of health. Ex-

posures at critical developmental timepoints, such as the 

neonatal or adolescent periods, may have a greater impact 

on altering the trajectory of health than the same expo-

sures during other timepoints.15 This perspective focuses 

on the role of social context over time. According to devel-

opmental theory, adverse exposures during the fetal period 

could lead to “predictive adaptive responses” that change 

physiology and behavior and can persist into the next life 

stage.15 Negative impacts during the pregnancy could lead 

to infant mortality.15

What these theories have in common is they attribute 

stressors to poor health, which can manifest as poor birth 

outcomes. Stressors, specifically due to race may be attrib-

uted to new ideologies of racism, which Dr. Bonilla-Silva 

terms “colorblind racism.” 16 This mechanism may help 

explain why the racial disparities seen in IMR for U.S. born 

Blacks do not follow the same patterns in African born 

individuals living in the U.S. 

Bonilla-Silva details that this newer form of racism is 

not like Jim Crow-era racism—it is not explicit.16 Instead, 

it is dominated by victim blaming in the form of abstract 

liberalism, naturalization, cultural racism, and minimiza-

tion of racism.16 Disparities in the factors affecting IMR 

(maternal education and depression) are attributed to indi-

viduals experiencing these differences. They are written off 

as either natural occurrences, a product of Black culture, 

or not relevant in the 21st century. This unwillingness to 

recognize structural factors leads to a cycle of acceptance 

of this mindset, and a continued trend of higher IMR in 

Black women.16 

Using structural racism to correct for the differences 

between national Black and White IMRs reveals a linear 

relationship between racial inequality and Black infant 

mortality in these measures.4 Wallace et al., showed this by 

comparing the IMR for Black and White populations after 

correcting for factors such as rates of imprisonment, ju-

venile detention, unemployment, educational attainment, 

managerial positions, and median household income to 

show this relationship.4 Black IMRs were associated with 

the total population median household income, “for every 

$12,641 increase in a state’s median household income, the 

Black infant mortality rate was decreased by 17 percent.” 4 

None of these measures were significantly associated with 

White infant mortality. These data suggest that societal 

factors, not individual factors, correlate with outcomes, 

but only for a disenfranchised group.

Eliminating health disparities

Social factors, such as disparities between maternal 

education, maternal depression, and adolescent pregnancy 

are based on individual behaviors and ignore the structural 

inequalities inherent in the U.S. that prevent a decline in 

IMR based on race. While these factors do contribute to 

the problem, they veil the role of structural components in 

racial disparities of infant mortality. Repeated exposure to 

structural stressors is a potential explanation of how biol-

ogy is altered and manifests as differences in reproductive 

health, i.e., infant mortality. Past, and current, interven-

tions to decrease IMR have been primarily focused at the 

maternal level, i.e, prenatal care and parental education. 

These mechanisms suggest that mediations aimed at the 

social level could also be areas of intervention for lowering 

IMR, especially in geographical areas where racial dispari-

ties are also high for other measures of inequality.

Such trends and solutions have already been applied 

and/or suggested to address racial disparities amidst 

the current SARS-CoV-2 pandemic. Black and Hispanic 

patients’ morbidity due to infection with the novel virus 

prompted research into factors surrounding these out-

comes. Higher incidences of comorbidities and residence 

in socially disadvantaged neighborhoods were among 

these factors. Specifically, living in a neighborhood with a 

long history of social policies, such as redlining, was a fac-

tor associated with high rates of SARS-CoV-2 infection.17 

These findings pointed toward social, and away from bio-

logical, differences for the disparity in SARS-CoV-2 illness 

and hospitalization. 

To change the outcomes of Black and Hispanic patients, 

changemakers called for the reformation of health care, 

education, employment, and housing policies that contrib-

ute to health disparities. Additionally, Boulware suggested 
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new policies to stimulate equity, including universal health 

care, workplace protections, and programs such as diver-

sity and systemic racism education.17
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