Narifio et al. International Journal for Equity in Health ~ (2025) 24:111 International Journal for Equity
https://doi.org/10.1186/512939-025-02452-z in Health

Check for
updates

Strengthening equity and anti-racism

in women'’s care: a quality improvement
initiative reducing institutional maternal
mortality in Brazil

Santiago Narifio!, Jussara Francisca de Assis dos Santos?, Tayna Brito®, Livia Sanches Pedrilio?, Paulo Borem?, Claudia
Garcia de Barros* and Sebastian Vernal*”

Abstract

Background Circumstances that lead to maternal death are complex and multifactorial, including inequity and racism
issues. Quality improvement (Ql) strategies have demonstrated success in improving maternal outcomes. The Collaborative
Abrago de Mde (CAM) reduced the institutional maternal mortality rate (IMMR) by 34.2% from the baseline rate in 19 Brazilian
maternity hospitals.

Objective To present the integration of anti-racism and equity strategies implemented during the CAM.

Methods A QI report assessing the CAM focused on strengthening the awareness of obstetric teams about ethnic-racial
inequalities and institutional racism as social determinants of maternal outcomes. A mixed methods approach was used
to understand the overall impact of the intervention. Measures included the Anti-Racist Leadership Survey and interviews
(individual and grouped). Qualitative and quantitative data were applied simultaneously but independently, followed by a
triangulated comparison to define convergences.

Results The domain with the highest average score was emotional resources and commmunication; the lowest was
fundamental knowledge and translation of the knowledge in action. Interviews evidenced three categories: (A) equity

and anti-racism training contributed to a more profound recognition of race and racism awareness, leading to a change in
culture; (B) Priority change ideas and actions focusing on anti-racism and equity were demonstrated in several ways among
the leaders; and (C) Challenges when equity is centralised in the care model. Triangulations revealed two convergences: (i)
Evidence of a better understanding of ethnic-racial inequalities, institutional racism, and racism recognition by the leaders
and participating institutions, and (i) Resistance when trying to bring new content to the clinical staff, as well as a lack of
tools when dealing with the emotional resources needed to confront interpersonal racism.

Conclusion With a significant reduction in iIMMR, the CAM reveals that a Ql intervention addressing inequities and
racism issues is a feasible and promising approach to improve maternal outcomes within an equity-oriented model of
care.
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Significance

What is already known on this topic?

- Maternal deaths have decreased worldwide, yet pregnancy-related mortality continues to be a major public
health concern, particularly in low- and lower-middle-income countries. The disparities in maternal deaths are
shaped by factors beyond biological differences, including systemic issues such as inequity and racism.

What does this study add?

« The quality improvement Collaborative Abraco de Mde (CAM) achieved a 34.2% reduction in the institutional

maternal mortality rate across 19 participating maternity hospitals.

- This study demonstrates how CAM addressed ethnic-racial inequalities and institutional racism as key social

determinants of maternal outcomes, incorporating equity and anti-racism training for obstetric staff as a vital

component of its strategy.
How might this study affect research and practice?

quality of care for all women.

justice, Obstetric care, Quality improvement

- This study advocates for integrating equity and anti-racism training within healthcare systems to enhance the

- Our methodologies and findings may impact future research, clinical practice, and policymaking in maternal
healthcare, especially in contexts affected by racial and socio-economic disparities.

Keywords Gender equity, Improvement science, Maternal death, Maternal health, Maternal mortality, Racism, Social

Background

Although the Maternal Mortality Rate (MMR) has
decreased globally in recent decades, pregnancy-related
mortality remains a significant public health issue [1].
Moreover, considerable variations persist between and
within countries, primarily related to income levels and
resource distribution; currently, most women’s deaths
occur in low- and lower-middle-income settings [1-3].

Circumstances leading to maternal death are com-
plex and multifactorial, involving issues of inequity and
racism [1, 4]. For instance, the United States has shown
inequalities in MMR, particularly evident between white
and black women and between non-Hispanic and His-
panic white women [5, 6]. Social and structural determi-
nants, rather than biological factors, contribute to these
ethnic disparities [1, 4—6].

In this global context, Brazil is not an exception; by
2018, more than 54% of all maternal deaths occurred
among black women, who are twice as likely to die dur-
ing pregnancy and childbirth compared to white women
[7-10]. Regrettably, during the pandemic, these inequi-
ties became even more evident. Black women accounted
for 1,095 of the pregnant and postpartum women who
died from COVID-19, representing 54% of this group by
March 2022. Moreover, pregnant and postpartum black
women were more heavily impacted by SARS-CoV-2
than white women, totalling 5,941 cases in 2021, which
also resulted in a higher number of hospitalisations and
use of intensive care beds [11].

In the pursuit of health equity during pregnancy and
postpartum, quality improvement (QI) initiatives have
been implemented to promote safe care and enhance
maternal outcomes [12-14]. In addressing inequities

and racism, a multidisciplinary working group from the
National Partnership for Maternal Safety developed a
bundle aimed at reducing peripartum disparities. The
objective is to inform health professionals about racial
and ethnic inequities that directly influence pregnancy-
related outcomes. This approach targets race conditions
that can be modified within a healthcare system to ensure
equitable and safe assistance for all women [15].

In front of this, the Hospital Israelita Albert Einstein
(HIAE), along with the Institute for Healthcare Improve-
ment (IHI), conducted a Breakthrough Series Collabora-
tive (BTS) called Collaborative Abraco de Mde (CAM),
aimed at reducing the institutional MMR (iMMR) in Bra-
zilian public maternity hospitals [16]. From November
2019 to March 2021, this initiative decreased the iMMR
baseline by 34.2% (from 83.7 to 55.0 deaths per 100,000
live births) across 19 participating maternal care units.
In addition to QI approaches to reduce maternal deaths,
this Collaborative also concentrated on enhancing
obstetric teams’ awareness of ethnic-racial inequalities
and institutional racism as social determinants of mater-
nal outcomes while creating tangible actions to address
inequities within the system. This QI report aimed to
outline the equity and anti-racism training for obstetric
staff from 19 participating institutions, emphasising it as
a critical complementary component of the objectives
achieved by the CAM.

Methods

Context

In 2010, the Brazilian Ministry of Health introduced the
National Policy for Integral Health of the Black Popula-
tion to address systemic racism in the unified public
health system [17]. This policy encourages strategies to
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adapt healthcare facilities for the Black population with
a strong focus on data stratification by race/colour and
ethnicity to document disparities and illustrate race-
conscious healthcare programs [17, 18]. Nevertheless,
this is not easy; transforming this plan into daily care
action remains challenging for stakeholders [19]. Hospi-
tals face numerous priorities and demands from national
and state governments and, therefore, must choose to act
on defined policy priorities rather than policy changes.
A lack of understanding of structural racism at interper-
sonal and institutional levels may also contribute to the
delay in implementing this strategy [19, 20]. Moreover,
decisions in the Brazilian healthcare system are often
made by experts (a paternalism pattern) rather than
co-creating with people with lived experience or lead-
ers from underrepresented populations, which may also
impact the prioritisation of this public health plan [21].
In addition to the clinical-assistance QI activities aimed
at reducing maternal deaths, the CAM also developed
strategies aligned with the National Policy for Integral
Health of the Black Population.

Theory of change

The BTS methodology was selected for the CAM activi-
ties [22]. Two essential tools illustrate the theory of
change in large-scale collaborations: the logic model and
the driver diagram (DD).

The logic model visually represents the theory of
change, detailing the actions needed to achieve short-,
medium-, and long-term goals (Supplementary Table 1S).
These actions involve QI activities aimed at reducing
inequities in maternal deaths through interventions
focused on equity and anti-racism.

The DD (as previously referred [16]) illustrates the
theory of change within each participating institution
by outlining the key ideas and concepts for promoting
awareness of ethnic-racial inequalities while recognis-
ing racism as a social determinant of health. Although
measuring racism poses challenges, this theory suggests
it can be addressed by collaborating with obstetric teams
to enhance awareness and integrate this new knowledge
into daily practice through actionable change ideas. We
hypothesised that focusing on raising awareness and
improving education about ethnic-racial inequalities—
along with developing change ideas through improve-
ment science—would further reduce iMMR in the
participating maternal care units.

Study design

This study is a QI report assessing the CAM’s implemen-
tation from November 2019 to March 2021, focusing on
equity and anti-racism interventions. The previous report
[16] provides further information on QI interventions
and CAM outcomes. As recommended, the Standards
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for Quality Improvement Reporting Excellence (SQUIRE
2.0) were followed [23].

Participants

As previously reported [16], 19 public maternity hospi-
tals were included. The leader was defined as the primary
contact selected by the obstetric team, who must be at
least 18 years old. There were no additional exclusion cri-
teria. Contracted social workers from each service were
also invited to participate voluntarily.

Intervention

Following the BTS model, the equity and anti-racism
training program was directed toward the leaders and
social services professionals of each institution. The over-
arching aim was to provide equitable access to integrated,
evidence-based care, helping the participating profes-
sionals raise awareness and expand their knowledge of
equity and anti-racism issues. The HIAE and the IHI sup-
port team developed the intervention framework, con-
ducting preliminary work and recruiting the QI teams to
provide leadership, coordination, and in-practice coach-
ing following the DD. Four Learning Sessions, totalling
16 h of training, were implemented during the interven-
tion period for 19 leaders (one from each participating
institution) and eight social workers.

Study of the intervention

A mixed-methods approach was employed to grasp the
overall impact of the intervention. Initially, qualitative
and quantitative data were utilised simultaneously yet
independently. Following data collection, the QI team
analysed the two sets separately before conducting a tri-
angulated comparison to identify convergences.

Measures

+ Questionnaires. Pre- and post-test surveys were
applied to the leaders who completed the equity
and anti-racism training from the 19 participating
institutions. The Anti-Racist Leadership Survey
[24] (Supplementary Table 2S) uses the Likert scale
to evaluate 42 items divided into five domains of
anti-racist leadership: (I) fundamental knowledge,
(II) race and racism awareness, (III) motivation and
prioritisation, (IV) translation of the knowledge
in action, and (V) emotional resources and
communication. The survey was adapted to the
Brazilian context and tested before use to ensure
trans-cultural adaptability. Additionally, leaders’
demographic and maternity units' data were
collected to assess variations across individuals and
institutions. Survey responses enabled leaders to
understand the areas they needed to focus on in their
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equity action plans. The pre-test survey was applied
in October 2020, and the post-test was performed in
June 2021.

« Interviews. Individual and group interviews were
conducted to assess potential changes in the
participating institutions, evaluate the knowledge
acquired by the professionals involved, and analyse
whether the training strengthened emotional and
communication resources and their ability to apply
the new learning in daily assistance. Two group
interviews were organised: one with social workers
participating in the equity and anti-racism training
and the other with obstetric frontline staff. Data
collection for the qualitative, interpretative, and
exploratory analysis followed an inductive approach,
utilising semi-structured interview techniques
and virtual focus group interviews. The interview
scripts were based on the five domains of the Anti-
Racist Leadership Survey and the opportunities and
challenges faced by obstetric teams in developing a
service model centered on equity. Participants were
invited via institutional email, with reminders sent
through WhatsApp, WhatsApp Messenger (USA).

Analysis
Data from pre- and post-test surveys were compiled
separately. First, exploratory data analysis was conducted
to assess general patterns and identify opportunities for
improvement. An individual pre- and post-analysis was
performed based on the sum of the scores for each of the
five domains to understand each leader’s progress and
pinpoint areas where they needed to focus their efforts.
Cronbach’s alpha coefficient was calculated for each
domain. The Wilcoxon signed-rank test was applied to
compare scores for participants who completed both pre-
and post-test surveys. Average ranges, standard devia-
tions, and P-values are presented in tables as appropriate.
Subgroup analysis was conducted based on demographic
data. The significance level was set to a=5%. Statistical
analysis was performed using SPSS, v26 (USA).
Interviews were conducted using Microsoft Teams,
Microsoft (USA), recorded, transcribed in Microsoft
Word, Microsoft (USA), analysed, and coded. Coding
began when the analysis units—quotes— were identified in
the transcribed texts, omitting non-relevant or unrelated
information. Data analysis followed the approach of open
and axial coding: (i) Open Coding: synthesis, grouping,
and relationship of the unit, facilitating the identifica-
tion of patterns and the emergence of categories; and (ii)
Axial Coding: abstraction, interpretation, and higher-
level relationships among the experiences, senses, and
meanings of those who participated in the interviews.
The QI team carried out the coding and categorisation
process. Quotes (paragraphs, sentences, or words) were

(2025) 24:111

Page 4 of 13

summarised in tables. Coding was performed using
NVivo 18, v1.0 (USA).

We employed a structured triangulation process to
ensure a comprehensive and rigorous cross-analysis of
qualitative and quantitative data. First, we independently
analysed the qualitative and quantitative datasets to iden-
tify emerging patterns and themes. Quantitative data
from the Anti-Racist Leadership Survey were analysed,
generating domain scores and subgroup analyses. Simul-
taneously, we coded qualitative interview transcripts,
following an inductive approach. The final step involved
a triangulated comparison, mapping thematic findings
from the interviews against survey response trends to
identify areas of convergence and divergence. This inte-
gration process provided a deeper understanding of how
participants’ self-reported awareness and knowledge
aligned with their qualitative reflections, enhancing the
validity of our findings. Additionally, expert review-
ers within the research team conducted independent
checks to ensure the consistency and reliability of the
cross-analysis.

Results

Surveys

Three leaders responded to the pre-test survey. All other
pre-test survey respondents were social workers, not
included in further analysis. Sixteen out of 19 leaders
responded to the post-test survey: 75% were self-con-
sidered whites, 13% black, and 19% mixed-race (from
the Portuguese “Pardo; a mix between black and white).
All of them were female, with a median age of 40.6 years
old. Regarding their professional background, 15% were
physicians, 85% were nurses, and 67% had more than ten
years of work experience, with an average of 15.5 years
in their professions. Considering the institutions from
the 16 leaders, the number of beds varied from 30 to 500
wards, staff from 15 to 600 healthcare professionals, and
women assistance from 100 to 5,000 monthly patients,
where 30-85% were black. Table 1 summarises the post-
test survey results and each domain’s reliability. The only
domain with questionable internal consistency (alpha
coefficient=0.616) was motivation and prioritisation; all
the rest were acceptable or good. The domains with more
significant opportunities for improvement were Funda-
mental knowledge and translation of knowledge in action
(average score of 3.53 for both).

The average score for each item is presented in Table 2.
None of them scored less than 3.1 or more than 4.4.
The lowest score was in the translation of knowledge
in the action domain, item 1 (3.13+1.22). The highest
score was in the Fundamental Knowledge domain, item
2 (4.31+0.60), which discussed how the participants
understand the Brazilian legacy in relation to black and
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Page 5 of 13

Cronbach’s alpha coefficient

Internal consistently

Domain Average (Interval)  Minimum/Maximum

Fundamental knowledge 3.53(1.33) 3.00/4.33 0.781
Race and Racism awareness 404 (1.22) 3.44/4.67 0.774
Motivation and prioritisation 3.77 (143) 3.14/457 0616
Translation of the knowledge in action 3.53(1.78) 2.67/444 0.807
Emotional resources and communication  4.10 (1.70) 3.20/4.90 0.806

Acceptable
Acceptable
Questionable
Good

Good

Table 2 Post-test survey results by items from 16 participating leaders

Item Domains- Average Score (Standard deviation) [Minimum/Maximum]
Fundamental knowledge Race and Racism Motivation and Translation of the Emotional
awareness prioritisation knowledge in action resources
and com-
munication
1 4.25(£0.57) 400 (£0.73) 3.87 (£1.08) 3.19(+1.22) 413 (x061)
[3/5] [3/5] [1/5] [1/5] (3/5]
2 4.31 (£0.60) 4.13(x061) 3.87(+061) 350 (£1.15) 4.19 (£0.75)
[3/5] [3/5] [3/5] [1/5] [2/5]
3 400 (£0.73) 3.94 (£0.85) 387 (£0.71) 381 (£0.75) 425 (£0.68)
[3/5] [3/5] [3/5] [2/5] (3/5]
4 3.87(x061) 4.25(£044) 3.69 (£0.70) 3.69 (£0.79) 4.25 (£0.68)
[3/5] [2/5] [2/5] [2/5] (3/5]
5 3.88 (£0.88) 4.06 (+£0.68) 3.75(£0.68) 3.50 (£0.63) 4.00 (£0.81)
[2/5] [2/5] [3/5] [2/4] [3/5]
6 363 (£1.02) 4.19 (£0.65) 3.25(x1.00) 3.25(0.77) 3.94 (£0.77)
[3/5] [3/5] [1/5] [2/5] [2/5]
7 3.94 (£0.77) 4.06 (£0.77) 413 (£0.71) 3.50(x0.81) 413 (£0.61)
[3/5] [2/5] [2/5] [2/5] [3/5]
8 4.06 (+£1.06) 400 (£0.73) 3.87 (£0.80) - 375(x1.34)
[1/5] [3/5] [3/5] [1/5]
9 - - - - 4.25(+£0.68)
[3/5]
10 - - - - 3.50 (£0.89)
[2/5]
Table 3 Pre and post-test survey results by items from three participating leaders
Leader Domains: Pre-test | Post-test (variation)
Fundamental Race and Racism Motivation and Translation of the Emotional
knowledge awareness prioritisation knowledge in action resources
and com-
munication
1 375|3.25 440 4.00 357400 2.89 344 4201410
(-0.50) (-0.40) (043) (0.55) (-0.10)
2 438]4.13 390|467 3711429 3.8913.89 3.9014.00
(-0.25) (0.77) (0.58) (0.00) (0.10)
3 338363 450456 2.863.86 211267 440|440
(0.25) (0.06) (1.00) (0.56) (0.00)
Average 3.83/388 426|441 338405 296333 4171417
(0.05) (0.15) 0.67) (0.37) (0.00)
mixed-race culture and its connection to the inequitable Interviews

results from all institutions today.

Subgroup analysis by leaders’ ethnicity and profession
did not show significant differences in the average scores
of each domain (data not shown).

As only three leaders responded, Table 3 illustrates the
differences among these participants in their pre- and
post-test results.

Individual interviews were conducted with 16 leaders of
each participating institution. Three interviews were not
conducted because one leader had COVID-19, one leader
did not respond, and one leader’s child had an emergency.

Considering the planned group interviews, one with
social workers was not conducted due to challenges dur-
ing a pandemic, but one with frontline obstetric staff was
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possible. Leaders invited the participants, who were then
self-selected. Six healthcare workers from four partici-
pating maternity hospitals—physicians, nurses, and tech-
nical nurses—formed these groups.

Individual interviews
Interview analyses were categorised as follows:

+ Category 1. The equity and anti-racism training
contributed to a more profound recognition of race
and racism awareness, leading to a change in culture.

« Category 2. Priority change ideas and actions
focusing on anti-racism and equity were
demonstrated in several ways among the leaders.

+ Category 3. Challenges when equity is centralised in
the care model.

Opverall, the recognition of racism evolved among leaders
and institutions. Following the training, all leaders iden-
tified racism as a priority. The training fostered cultural
change within their teams, aiding their understanding of
how structural racism plays a crucial role in patient care
throughout Brazilian history. The leaders viewed this
anti-racist journey as personal but also recognized the
need for further interpersonal and institutional commit-
ments and actions to tackle inequities and racism in the
system.

Category 1 Most leaders interviewed reported a notice-
able cultural change in their maternal care units. Recog-
nising structural racism and the privileges stemming from
this model allowed participants to concentrate on creat-
ing spaces for discussion and institutional adaptations,
promoting teamwork and enhancing patient care. More-
over, understanding how socioeconomic status, class, and
race risks are interrelated shows insight into how intersec-
tionality also affects women’s outcomes. Table 4 presents
the main quotes from the individual leaders’ interviews in
this category.

Category 2 Before CAM, race and ethnicity were iden-
tified by health workers’ declarations—not by self-decla-
rations— and data was not stratified. The obstetric teams
could address and train on this topic based on leaders’
responses. Some team leaders initiated this awareness-
raising process through monthly or weekly in-unit dis-
cussions or huddles, while others adopted individual
approaches. The action was ultimately established when
the clinical staff recognised and understood the vulner-
abilities. Designing a distinct flow to identify the most
vulnerable using a multidisciplinary strategy was essen-
tial to translate the acquired knowledge into daily actions.
Interestingly, based on community settings, care adapta-
tions generated different ideas for change depending on
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the context. For instance, many Haitian immigrants were
in one hospital, where this motherhood included transla-
tors as part of the multidisciplinary team. Another hos-
pital worked with the indigenous community, creating
strategies to ensure that mothers’ customs were respected
during care.

Category 3 This category highlights the challenges faced
by institutions regarding the need for more time to com-
mit to equity, the resistance from leaders and clinical staff,
COVID-19 pandemic restrictions, and the lack of exper-
tise necessary to extend an equity-oriented model beyond
their units. Emotional and communication resources were
somewhat impacted by the training; consequently, much
remains to be accomplished, especially in providing feed-
back and developing accountability processes for identify-
ing individuals who have engaged in racist actions.

Group interviews
Interview analyses were categorised as follows:

+ Category A. There was the dissemination of
information and actions from the participating
leaders in the equity and anti-racist training, which
primarily focused on adapting care for mothers at
risk and discussions about race and ethnicity.

+ Category B. Challenges of getting more staff to talk
about racism regarding limited resources and time,
and priorities focused on clinical work.

+ Category C. A healthcare professional dedicated
explicitly to this equity work.

The actions guided by the CAM opened a discussion that
was previously ignored. Even with this advance, it is rec-
ognised that this work is complementary to their clini-
cal duties, being difficult to fit into the daily assistance.
Interviews mentioned many times that their equity and
anti-racism work was slow and could go faster if some-
one in the hospital was explicitly assigned to this type of
work.

Based on group interview responses, the training evi-
dently affected the leaders. They constantly conversed
within teams and actively shared what they learned to
facilitate their equity-oriented practices. All participants
mentioned the importance of their leaders disclosing this
information and inviting them to collaborative QI activi-
ties. Table 5 summarises the main quotes from these
three categories.
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Table 4 Main quotes from the individual interviews— Categories 1 to 3

Category

Topic

Most representative quotes

Category 1

Category 2

Impact of equity and anti-racist
training

Understanding racism helped
leaders to prioritize the creation
of spaces to confront racism.

Internal analysis of the cultural
transformation process as well
as the discussion for prioritizing
and translating knowledge into
action

Tensions arise when leaders act
and prioritize anti-racism in their
care settings.

Leaders and hesitation about
racism being real

Use of data stratified by race and
ethnicity for analysis

Institutions analyzed their
indicators and stratified data to
understand and act on inequities
in the system.

Dissemination of awareness and
socialization of anti-racist educa-
tion and socioeconomic risks
within teams

Transformation in a team that
considers socioeconomic risk

as part of women'’s quality care
at the intersection of poverty,
racism, and other social health
determinants

Identifying and prioritizing
women at socioeconomic risk

is a way to adapt the service to
those needing attention.

Cultural adaptations according
to communities that present
socioeconomic risks or risks of
facing racism

“It made us have a better understanding of our processes. Through the cases presented, we learn and can
look at the process concerning how we interact with women assisted. ..We also adapted to improve this
system”

Interview 3

‘It is not seen as something real and visible, but it is present in interpersonal relationships, whether between
physician and patient, nurse and technician, or technician and patient. .. Racism is here, so we must make
people see it to fight it. This is our goal: through conversation, to fight structural racism.”

Interview 13

“It really made us change ourselves and each person we talk to. It was also shown the importance of pass-
ing this to someone, talking to people, and exposing all of this. So, | believe it has completely transformed
us; itis a seed that was planted.”

Interview 4

‘I have been prioritizing this long since | joined, but the physicians do not pay attention [to women at socio-
economic risk]. People do not pay much attention to these mothers... Sometimes they ignore them. There
is a problem of not wanting to deal with the patient, which is a problem for everyone in the hospital team.”
Interview 17

“We have a lot of mixed and black people here. We do not see much [Racism] here and do not witness it, at
least in our environment. We have no reports of racism.”
Interview 16

“We now stratify all indicators based on race. The team received training to approach the patient about the
colour with which he/she identifies.”
Interview 11

“Right now, we have tools to do that. We have tools to access data by race: anaesthesia by race, complica-
tions by race. .. Today we also implemented a hospital information system. We filled out a form for near-
miss events. This way, we also have a tool to evaluate near-miss events according to race. .. We created a
small space here to create several indicators and work on this issue.”

Interview 6

“We start with monthly or weekly meetings to discuss this issue. And then, we started to address the issue in
triage, at the nursing station, with the doctors.”

Interview 14

“Understanding the vulnerability of these mothers was not seen before as important. So we started to col-
lect and look for vulnerability —the ability to begin to understand our service— and have the patience to
observe how we care for patients. This way, you start to present actions and reduce this vulnerability in the
service. So I think that is what has been changing.”

Interview 4

“We identify the socioeconomic risk as soon as they arrive at the unit. In the pre-delivery period, all employ-
ees can identify whether they need more attention, as they may not have access to health services. So, they
should be screened, as they may have yet to have full access to prenatal care. Internally, the team can see
this as a priority, which would already be the nurse’s job.”

Interview 11

“We reach many indigenous women and focus on respecting their culture. Therefore, doing our job and
respecting the culture is essential to provide the best service

Interview 7
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Category  Topic

Most representative quotes

Understand the importance of
the process and use the data to
develop a more solid analysis of
what equity actions are

Category 3

Tension and resistance to
anti-racism by leaders, specific
physicians, and other frontline
professionals

Challenges including staff
time and COVID-19 pandemic
restrictions

“In terms of the data, we were able to ask about race and ethnicity and have this indicator of maternal
mortality stratified. What is missing from our action plan is what to do with this data.
Interview 16

“When we bring the data, we feel much resistance from the medical team. When we say that mortality is
higher in black women and that they die more from preventable causes, it is like they do not pay attention.”
Interview 5

“There are many comments about the lack of staff and the mental exhaustion experienced when people
feel overwhelmed because when we arrive with a new proposal, even when it is important, care comes first.
Whoever brings new projects or ideas for improvements is not well seen, but rather seen as the person who

brought more work and problems.”
Interview 19

Emotional resources and how
the equity program affected
listening

‘I think that showed me that listening to what people say is important. Even when you speak, everything
becomes evident, and you begin to understand that person’s perspective and when he understood. So, |
think feedback is essential”

Interview 4

Challenges when providing
feedback to teams who engage
in racist actions towards patients
or other healthcare professionals

“We did not think about that [incorporating feedback into these actions] because it is a very delicate ap-
proach. | do not even know how to do it during care... Sometimes you hear reports of racism, but there is
little intervention in communicating with others about your racist action.”

Interview 13

Table 5 Main quotes from the group interviews— Category A to C

Topic

Most representative quotes

Dissemination of information by leaders to the team

Strategies used by leaders to bring content and raise
awareness about anti-racism

Reflections on conversations about racism and the
development of race consciousness among health
professionals

Actions by multidisciplinary teams that create a service
model focused on equity.

Challenges to developing an equity-oriented care
model include staff time and the need for experience
with equity.

Challenges presented by interpersonal dynamics and
physicians as mediators

“The leader carries out actions. First, they are circles of conversation and action with awareness of
the subject. Then, some important data were passed on to the need to implement changes in the
institution. Individualized training was also carried out. That is when we started our journey, and,
from then on, we were able to bring a focus group interview and other actions at this junction.”
“Itis a dialogue to make professionals aware and establish a service process with a social per-
spective. All of this was specifically important to us. | managed to change my perspective about
myself and the service."

"Work is not just about pathology. In addition to social issues, | understand how racism in our
daily lives manifests itself at work. We needed to focus on the issue and work with our team daily.”

"Now we are discussing daily the scope of the equity project to treat these patients that we
consider to be at higher risk, according to their own needs.”

‘It is essential to work with other teams to address equity, as no one is dedicated to this work, and
each professional must work together. This work shows the importance of work equity. So we
feel a small barrier in this work because there is no dedicated person. There is the question of the
number of people we must bring to this equity work. We connect with other teams, professionals,
psychologists, social workers, doctors, and nurses to develop a strategy.

“The whole team is one of our challenges too, unfortunately, even the team leaders. They do not
see each other, but there is a kind of racism, so we face many challenges. Awareness is critical in
bringing these leaders into the conversation, and that is what we are always trying to do.”

Triangulation

Resistance when trying to bring new content to the clinical

Evidence of a better understanding of ethnic-racial
inequalities, institutional racism, and racism recognition by
the leaders and participating institutions

According to the quantitative method, most scores
related to this topic exceeded 4.00, showing an improve-
ment following the training. Additionally, based on quali-
tative methods, nearly all leaders felt that the training
helped them identify racism and increased their under-
standing of ethnic-racial inequities in the system.

staff, as well as a lack of tools when dealing with the

emotional resources needed to confront interpersonal racism
Obstetric teams have been challenged by the lack of
overt political processes for identifying and processing
racism in interpersonal forms. In the quantitative com-
ponent, the two lowest-ranking categories were priori-
tisation, motivation, and translation of knowledge into
action. Interview responses referred to the difficulties of
dealing with the resistance of health professionals who
did not believe that racism was a social determinant of
health. It was also often expressed that one of the biggest
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challenges was holding people accountable for perceived
racist actions and the lack of time to deal with it.

Discussion
Although national efforts, Brazil has faced difficulties
in achieving a further reduction in pregnancy-related
deaths [9-11]. Several factors can explain this epidemio-
logical behaviour, with issues of equity and racism also
potentially limiting better maternal outcomes, particu-
larly in underrepresented populations [25-27].
System-wide inequities and racism are reflected in
higher rates of morbidity and mortality among various
women’s health indicators, including congenital syphilis,
hypertensive disorders of pregnancy, HIV, COVID-19,
and others, with poor and Black women being the most
affected [7, 10, 11, 28-31]. There is a broad consensus in
Afro-Brazilian research that awareness must be fostered
to change cultural attitudes and prejudices in medical
practices towards Black individuals or those from other
at-risk ethnicities [17]. In this collaborative effort, the
equity and anti-racism interventions aim to: (i) contrib-
ute to QI activities aimed at reducing iMMR, (ii) raise
awareness about structural, institutional, and interper-
sonal racism within participating obstetrical teams, and
(iii) understand how these issues manifest in the daily
care of Brazilian mothers.

Anti-racist education and training for healthcare
professionals
Interventions in the Brazilian public healthcare sys-
tem have been developed to enhance the recognition
of inequalities and translate them into actions that pro-
vide more humane care. Most of these initiatives have
occurred in smaller contexts, often focusing solely on
equity and anti-racism in a few hospitals or units [32].
With the CAM, the scope extends to more institutions
and healthcare professionals who directly assist vulner-
able women; however, there is still much to achieve on
both the national and international agendas [19, 33, 34].
An essential aspect is to deconstruct the perceptions of
blackness that are regarded as the “usual” care, which is
part of the institutionalised racism prevalent in Brazilian
society. Without this type of intervention, as presented
here, obstetric teams would continue to carry out daily
inequities as if they were “normal” during medical assis-
tance, and microaggressions would persist over time. The
anti-racist training and equity learning sessions during
the CAM emphasised these images and scenarios: what is
normalised and socialised regarding blackness and pov-
erty in the health care system. Grasping this issue is criti-
cal to achieving fair and ethical obstetric care [20, 35].
Part of the work carried out was to understand how
the intersection of identities and the socioeconomic con-
text plays a role in maternal outcomes [36]. Above all, it
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examined how the racism and gender biases exhibited
by health workers pose risks for mothers throughout the
system, not just in reproductive care [37]. For instance,
Leal et al. [38]. explain that black women are often not
believed when they request medication for pain during
labour. Indeed, healthcare users perceive their experi-
ences of racism as including inadequate care, dismissive
attitudes toward their symptoms and suffering, a lack
of respect, and diminished power to negotiate during
healthcare interactions [39, 40]. These encounters with
racism lead to a loss of trust in healthcare, increased
unmet needs, and delays in seeking medical assistance
[41, 42]. During the CAM, several leaders began to strat-
ify process-level data, which allowed them to recognize
these inequities and acknowledge how obstetric teams
were involved in these actions. Systematic reviews [43—
45] and a scoping review of qualitative and quantitative
studies [46] indicate that healthcare staff unknowingly
perpetuate racism through implicit racial bias. Particu-
larly impactful for the leaders of the CAM was the obser-
vation of how institutionalized and structural systemic
racism was deconstructed, highlighting how privileges
and power have been shaped by generations of oppres-
sive practices [21]. They also saw the importance of a
cultural transformation to ensure that minorities do not
receive deprioritized diagnoses and treatment [36, 47].

Although only leaders participated in the training,
the entire team participated in the broader equity ses-
sions, facilitating the development of a patient-centred
care model in their respective institutions. These efforts
included collaborating with a multidisciplinary team to
equally prioritise socioeconomic and clinical risks and
the bundles implemented during the CAM. Further-
more, most leaders initiated discussions— individually
or in groups—in their maternal care units, demonstrat-
ing increased emotional and communication resources
and enhancing feedback and support within the obstet-
ric teams. Despite receiving adequate training, studies
indicate that healthcare staff struggle to discuss racism
in their workplace [48, 49]. More robust institutional
frameworks on addressing racism are still necessary to
effectively create the needed culture to combat racism in
healthcare and adequately address the maternal mortality
crisis [20, 35, 36, 47].

There was also a process of awareness and analysis
through the understanding of their stratified data to iden-
tify inequities in care, which spurred a critical examina-
tion of what was occurring, prompting them to reflect on
the factors generating these disparities in their processes.
Although challenges were faced, this strategy for train-
ing leaders and social workers is recommended for the
future [50]. Research indicates that leaders’ equity knowl-
edge and an equity-oriented service model are essential
for progress to achieve [50, 51]. One of the significant
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challenges encountered during CAM was the lack of
time, resistance from some professionals, and not hav-
ing a transparent partnership with the human resources
department to formulate policies addressing instances of
interpersonal racism.

One key lesson learned is the necessity of institutional
commitment to long-term monitoring and reinforcement
of anti-racist practices. Without ongoing assessments
and structured follow-up mechanisms, it becomes chal-
lenging to measure the durability of knowledge retention
and behavioural changes among healthcare profession-
als. Future interventions should focus not only on ini-
tial training but also on integrating periodic refresher
courses, instituting policies for accountability, and con-
tinuously monitoring disparities in care delivery. Estab-
lishing a system that embeds equity-oriented practices
within routine healthcare workflows will be critical
for fostering sustainable change and ensuring that the
progress made through quality improvement initiatives
translates into lasting improvements in maternal health
outcomes.

Data as the mainstay of the equity-oriented model
The CAM utilized the four steps proposed by Barbara
Loves to foster a liberating conscience as part of a pro-
cess of re-socialization and anti-racist education [52].
Developing an equity-oriented service model fundamen-
tally relies on understanding the system and its inequi-
ties through data. One of the prioritised actions—based
on the DD and theory of change— was to integrate eth-
nicity into information systems and stratify the leading
indicators based on iMMR within the maternal care unit.
Although the National Policy for Integral Health of the
Black Population provides a step-by-step guide for adapt-
ing care to Afro-Brazilian populations in hospital, munic-
ipal, and state management strategies in Brazil [17], most
hospitals still do not stratify the data. Furthermore, they
do not yet tailor their care to populations experiencing
the most significant inequities in the system [19, 27, 53].
Data analysis from the Brazilian public health sys-
tem has identified opportunities and emphasised the
importance of training frontline and reception health
professionals in correctly asking questions through self-
identification. However, only a few have been able to
institutionalise or maintain adequate data stratification
[19, 54, 55]. Before the CAM, all leaders stated that the
triage professional asked the ethnicity question, and
women were not allowed to self-identify. This opportu-
nity is crucial for identifying and tracking inequities in
the care processes, reinforcing stratification as a powerful
tool for a better understanding of equity-oriented obstet-
ric care [27, 56, 57].
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Equity and anti-racism as a quality improvement approach
The CAM qualitative results underscore the necessity
of employing a multidisciplinary team approach that
includes individuals in administrative roles, leaders,
racialised members, and community representatives [58].
All stakeholders—policymakers, healthcare systems, and
healthcare providers— have a crucial role. This approach
necessitates a solid application of improvement science
and PDSA cycles to identify the most effective strate-
gies for teams. Having a clear theory of change, under-
standing variations, and establishing clear objectives and
targets for equity and anti-racism are all essential com-
ponents for advancing and committing to the work and
investing time and resources to achieve sustainable sys-
tem-level change [58—-60].

Equity and quality improvement are interconnected,
and every project must have strict equity goals and ideas
for change, as evidenced here. Future QI collaboratives
should include data stratification on all key process indi-
cators to ensure that leaders understand how inequities
may affect their QI indicators.

Limitations

Although our work demonstrates excellent results, it has
limitations. First, one of the main issues is the selection
criteria of the participating institutions. Based on the
previous standards set by the “Parto Adequado” Collab-
orative, the selection of hospitals may not have been the
most suitable for this initiative.

Second, the maternity hospitals come from various
Brazilian states and may possess different levels of under-
standing and diverse dynamics concerning racism related
to the populations they serve and their previous experi-
ences. Additionally, institutional characteristics such as
size, complexity, and management, among others, may
complicate the external validation of our findings. Fur-
ther studies are essential, including a broader population
and subgroup analysis. Strengthening relationships with
community-based organizations should also be consid-
ered when developing a change theory and initiating any
large-scale collaboratives.

Third, while social workers offered critical insights
into systemic inequities and institutional efforts toward
anti-racism, the perspectives of healthcare workers pro-
viding bedside care were less explored. This was mainly
due to logistical challenges, including the limited avail-
ability of clinical staff during the COVID-19 pandemic.
Future studies should prioritise a more diverse range of
interview participants to ensure balanced representation
of perspectives from both social workers and healthcare
professionals, thereby better capturing the multifac-
eted impact of equity-driven QI initiatives in maternal
care. Additionally, because of the low number of lead-
ers who responded to the pre-survey, conducting a full
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before-and-after analysis was not possible. Future col-
laborations should incorporate a stronger emphasis from
the outset on restructuring teams and implementing
more robust participatory management strategies. These
strategies should address the challenges of an equity-ori-
ented care model and aim to strengthen partnerships.

Fourth, there is an absence of long-term follow-up
assessments to evaluate the retention and practical
application of knowledge gained through anti-racism
training. While the pre- and post-test surveys offered
valuable insights into immediate changes in awareness
and attitudes, they do not capture the sustainability of
these effects over time. The lack of longitudinal monitor-
ing prevents us from determining whether the observed
improvements in knowledge and awareness translated
into sustained behavioural change within clinical prac-
tice. Future research should include repeated follow-up
assessments at multiple time points post-intervention to
evaluate the long-term impact of anti-racism training on
healthcare professionals and maternal health outcomes.

Finally, COVID-19 was a major issue in the last year of
the project and should, therefore, have been considered
when it was impossible to approach all the leaders or
social workers who participated.

Conclusion

To the best of our knowledge, the CAM is the first QI ini-
tiative in Brazil to include equity and anti-racism in the
theory of change and clinical outcomes indicators as a
priority rather than merely a complementary component.
Maternal units began adapting to promote equity-ori-
ented care, resulting in a positive cultural transformation
in daily assistance. With a significant reduction in iMMR,
the CAM demonstrates that a QI intervention address-
ing inequities and racism issues is a feasible and promis-
ing approach to improving maternal outcomes within an
equity-oriented model of care.
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