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IntroductIon 

 Exacerbated by the pandemic, 
structural racism has produced and 
maintained reproductive health in-
equities through the maintenance of 
White supremacist systems.1 In the 
late 1990s, co-founder of SisterSong 
Women of Color Reproductive Jus-
tice Collective, Lorretta J. Ross, PhD 
was clear about the connections be-
tween racism, reproductive health, 
and necropolitics2 when she stated, 
“the system of White supremacy con-
structs different destinies for each eth-
nic population of the United States 
through targeted, yet diffuse policies 
of population control.”3 This design 
has created “medical apartheid”4 (the 
persisting inequity in medical care 
and research since colonization and 
slavery) conditions perceptible today 
in the  unrelenting differential access 
to care.5 Racism is a persisting cause 
of both adverse maternal and infant 
health outcomes and of stark dispari-
ties in maternal and infant mortal-
ity.6–8 Its impacts occur across the 
reproductive lifespan and structural 
determinants of health equity.9,10  
 Prior to the pandemic, popula-
tion and community sexual and re-
productive health (SRH) were inade-
quately promoted due to: 1) reduced 

access to respectful care11; 2) barriers 
to care (eg, insurance coverage, pro-
fessionalization, and scope of prac-
tice)12; 3) racial discrimination in the 
delivery of care13; and 4) biopolitical 
contestations regarding which types 
of care are socially and politically 
permissible.14 This all occurs within a 
system, “where it would seem equity 
is not the priority, but retaining pow-
er and control is.”14 In Table 1, we of-
fer established definitions of racism, 
SRH, reproductive justice, socio-eco-
logical and transdisciplinary models.  
 Inequities and structurally racist 
policies shape the distribution of risks 
and resources for health; therefore, 
overlapping epidemics (eg COV-
ID-19 and racism) can produce syn-
ergistic effects due to interactions be-
tween biological processes and social, 
economic, and power inequities.23 A 
systematic review of peer-reviewed 
studies of the impact of COVID-19 
on SRH through May 2021 found 
gaps in the evidence on: service pro-
vision, access, and utilization among 
marginalized groups of women and 
girls and those with intersectional 
identities, including adolescent and 
young girls, those with disabilities, 
sexual or ethnic/racial minorities, ref-
ugees and immigrants.24 Historically, 
these findings are consistent with the 
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impact of disasters on reproductive 
health access and needs across var-
ied racial and economic contexts.25–29 
 This article describes the meth-
odology, theoretical frameworks, and 
results of our qualitative study and 
present recommendations for how 
to move forward using a social jus-
tice framework. Reproductive Justice 

used both frameworks to guide all 
aspects of study design and analysis. 
 There are multiple complex 
pathways from racism to reproduc-
tive health disparities, but all levels 
fundamentally function by devalu-
ing certain historically oppressed 
populations and restricting their ac-
cess to fundamental resources and 
needs. Policy interventions to ad-
dress needs across the reproductive 
lifespan should be informed by sus-
tained collaboration and input from 
the communities most impacted by 
racism have potential in undoing 
the structural harms that contribute 
to health inequities.30,31  From grass-
roots movements to institutional 
protocols to federal legislation,32 
policies can be shaped and they cre-
ate change across disciplines and 
ecological layers.33 This study sought 
to highlight the importance of pol-
icy change in undoing structural 
racism. For these reasons, we have 
chosen to illuminate themes that 
expose gaps in the existing literature 
or hold potential for policy impact. 
 The purpose of this article is to 
identify strategies and opportunities 
to improve access to the full spec-
trum of SRH care needs across the 
lifespan as identified by commu-
nity and academic leaders working 
in the SRH field during the COV-
ID-19 pandemic. This article’s focus 
is not on the bio-medical impacts 
of COVID-19 on SRH, but rather 
the impact of the pandemic on the 
racial and sociopolitical contexts for 
SRH care needs and the ways this 
impact exacerbated existing and his-
torical racial inequities in health care. 
Through focus groups, we explored 
barriers and pathways to SRH access 

for populations of Black, Indigenous, 
People of Color (BIPOC) during 
COVID-19 in the United States. In 
doing so, we center the experiences 
and recommendations from those 
most impacted by structural oppres-
sion and White supremacy. Center-
ing those most impacted is necessary 
to achieve true equity,34 especially 
when operating within applied sci-
ences of academia, which has been 
widely understood as an ‘ivory tow-
er,’ disconnected from actual com-
munity practice and lived experience. 

Methods 

Study Design
 This qualitative study gathered 
focus group data and analyzed it us-
ing thematic analysis with a qualita-
tive description approach.35–37 These 
findings are from focus groups that 
were conducted as part of the larger, 
multi-armed study called the CO-
VID Storytelling Project (“Project”) 
of the UCLA/CDU COVID-19 
Task Force on Racism and Equity. 
The larger project seeks to explore 
existing community health systems, 
to determine how the pandemic has 
compromised them and how histori-
cally SRH has been affected, and to 
understand how it does so in the cur-
rent moment. Participants and their 
stories are centered in this project 
to: 1) reconceptualize our beliefs of 
the world; 2) be intentional on what 
world we prioritize knowing; and 3) 
challenge conventional approaches to 
research that do not stand in solidar-
ity with the oppressed and instead 
reproduce heteropatriarchal colonial 
research enterprises.38 The Project 

and Transdisciplinary Conceptual 
Resilience Framework of Contex-
tualized Resilience for Reducing 
Adverse Birth Outcomes (TCRF) 
were integrated to guide this study 
because they demand connections 
be made between historical racial 
injustices, current inequities, and 
community-based resiliency. We 

Inequities and structurally 
racist policies shape the 
distribution of risks and 

resources for health, 
overlapping epidemics (eg 
COVID-19 and racism) 
can produce synergistic 

effects due to interactions 
between biological processes 
and the social, economic, 
and power inequities.23
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applies Public Health Critical Race 
Praxis (PHCRP) and other critical 
methodologies (ie, anti-colonial and 
feminist methodologies) to frame 
racism as impacting all facets of how 
society operates under a system of 
White supremacy, capitalism, and pa-
triarchy that intersect and mutually 
enforce each other.15,39–45 Details on 
the application of PHCRP and the 
understanding of the researchers to 
this theory is published elsewhere.38

Sample and Sampling Strategy
 Participants were recruited using 
a purposive referral sampling pro-
cess.46 This technique was chosen 
because it is widely used in qualita-
tive research to identify and select 
information-rich cases for the most 
efficient use of limited resources.47 

We identified and selected indi-
viduals who are especially knowl-
edgeable about, experienced in, 
and identified with the communi-
ties most impacted by reproductive 
justice issues and systemic racism.48 
 Participants were asked to iden-
tify the community(ies) they work 
with and their relationship to that 
community. All participants identi-
fied as members of the community 
they work with, and many reported 
holding multiple roles and identi-
ties in their communities (Table 2). 

Conceptual Framework
 This study integrates two concep-
tual frameworks: the TCRF of Con-
textualized Resilience for Reducing 
Adverse Birth Outcomes and the 
Reproductive Justice Framework.49  

The TCRF represents six layers of 
resilience in response to structural 
violence and oppression: 1) capacity 
(individual); 2) entitlement (familial, 
intimate, and friends); 3) resistance 
(community and collective culture); 
4) structural vulnerability (structural 
and institutional); 5) historical op-
pression and manifesting (policy); 
6) embodiment and transforma-
tion (hegemonic discourse). Within 
these dynamic and interactive layers, 
the framework identifies, “resilience 
as a strength-based process, praxis, 
and symbolic action or belief that 
women use as a means of claiming 
sovereignty over themselves.”49 This 
framework was selected to develop 
themes because it is a strengths-based 
approach. Also, the transdisciplinary 
aspect mirrors the transdisciplinary 

Table 1. Definitions

Racism According to past American Public Health Association (APHA) President Camara Jones, MD, MPH, PhD, racism is 
a system of structuring opportunity and assigning value based on how one looks, which unfairly advantages some, 
disadvantages others, and saps the strength of the whole society.15 The mechanisms of racism are in our structures, 
policies, practices, norms, and values, which are different elements of decision-making.16

Sexual and 
Reproductive 
Health

From the World Health Organization (WHO), sexual health is an integral part of overall health, well-being, and 
quality of life. It is a state of physical, emotional, mental, and social well-being in relation to sexuality, and not merely 
the absence of disease, dysfunction, or infirmity. Sexual health requires a positive and respectful approach to sexuality 
and sexual relationships, as well as the possibility of having pleasurable and safe sexual experiences, free of coercion, 
discrimination, and violence. For sexual health to be attained and maintained, the sexual rights of all people must 
be respected, protected, and fulfilled. Much remains to be done to ensure that public health policy and practices 
recognize and reflect this.17

Reproductive 
Justice

Reproductive justice is defined as all people having the social, political, and economic power and resources to make 
healthy decisions about their gender, bodies, sexuality, and families for themselves and their communities.18 We 
utilize the three primary reproductive justice principles developed at the foundation of the formation of the 1994 
reproductive justice movement. These principles identify emerging health issues across the reproductive lifespan and 
are: 1) the right not to have a child; 2) the right to have a child; and 3) the right to parent children in safe and healthy 
environments. A reproductive justice framework supports an analysis of reproductive health, diminished reproductive 
rights, and the denial of reproductive justice as they are connected to racism. Reproductive justice encompasses 
health, safety, dignity but it moves beyond these components to ask for an interrogation of socially constructed 
barriers to reproductive rights along racialized lines.19

Transdisciplinary 
and Socio-
ecological Models

Transdisciplinary models of practice aim to provide more family-centered, coordinated, and integrated services to 
meet complex needs.20 By transcending disciplinary boundaries, there is a sharing of knowledge, skills and decision-
making, a focus on real-world problems and the inclusion of multiple stakeholders including patients, their families 
and their communities.21 The socio-ecological model is a framework of prevention that considers the complex 
interplay between individual, relationship, community, and societal factors. This model recognizes the necessity to 
act across multiple levels of the model at the same time, is more likely to sustain prevention efforts over time, and to 
achieve population-level impact.22
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goal of collaborative care across 
health sectors and stakeholder lev-
els, and lastly it is a methodical and 
peer-reviewed framework that con-
textualizes the historical inequities 
in the field of reproductive health. 
 Reproductive Justice (RJ) frame-
works have been recommended for 
application in other health science 
disciplines, such as psychology, par-
ticularly for addressing health needs 

of Black and other medically un-
derserved communities.1,50–53 RJ has 
historically addressed the need to 
bring reproductive care and repro-
ductive rights together through a 
justice lens that takes into account 
structural determinants. This frame-
work offers a set of values that recog-
nizes that everyone has the right to: 
1) have a child; 2) not have a child; 
and 3) parent that child in a safe and 

healthy environment.18 SRH care 
and needs  are conceptualized within 
these frameworks as being compre-
hensive and across the lifespan as 
well as contextualized as historical 
inequities driven and impacted by 
racism. TCRF, which itself is a RJ-
based framework, played a signifi-
cant role in the development of our 
interview guide, generation of our 
codebook, and our analysis of find-

Table 2. Participant profiles including unique de-identified number, professional identifications, and their communities

Participant ID Professional Role Area of SRH Communities 

FG1S3 Research scientist, 
advocate

Full spectrum sexual and 
reproductive health (SRH) needs

Black Indigenous People of Color (BIPOC), Queer 
community

FG1S4 Public health official, 
midwife

Pregnancy and birth, lactation and 
breastfeeding, perinatal peer support

Black, African American, American Indian Alaska 
Native (AIAN) and Native Hawaiian Pacific 
Islander (NHPI)

FG1S5 Director of Maternal & 
Infant Health, non-profit

Neonatal care Black community

FG2S3 Non-profit director, 
advocate

Sex education, abortion access Youth

FG2S4 Non-profit director, 
International Board 
Certified Lactation 
Consultant (IBCLC), 
midwife, public health 
practitioner

Full spectrum sexual and 
reproductive health needs, 
breastfeeding and lactation, perinatal 
peer support

Black community

FG2S5 Professor of Health 
Sciences

Lactation and breastfeeding, 
pregnancy and birth, perinatal peer 
support

Hispanic, Latinx, and Black community, students 
becoming lactation consultants (IBCLC)

FG2S6 Sexual health educator, 
abortion access community 
organizer, activist, 
community doula

Sex education, abortion access, 
pregnancy and birth, youth, perinatal 
peer support

Youth activists of color ages 14-24

FG3S3 Community health 
worker, birth professional, 
researcher, academic

Sexually transmitted infections (STIs) 
& HIV/AIDS, Lesbian Gay Bisexual 
Trans Queer Intersex and Asexual 
(LGBTQIA)

People living with HIV, Black, Latinx, Queer 
community, and Cisgender women

FG3S4 National health law 
attorney

abortion access, gender-based 
violence

Immigrants, refugees, Asian American community

FG3S5 Non-profit executive 
director, community doula 
training, health equity 
consultant, activist

Pregnancy and birth, full spectrum 
SRH needs, gender-based violence, 
breastfeeding and lactation, perinatal 
peer support

Black, Brown and Indigenous peoples, low-
income, undocumented

FG3S6 Community midwife, 
maternal health activist

Pregnancy and birth, perinatal peer 
support, gender-based violence

Black and Latino, Latina women and families
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ings. The RJ framework was utilized 
in the development, reviewing, and 
defining of themes. RJ also guided 
the interpretation of the themes 
primarily by orienting them to-
wards the larger goal of racial equity.

Data Collection
 From May - August 2021, three 
focus groups were conducted over 
Zoom to interview 11 key informants 
from the medical field, public health, 
health care, community-based grass-
roots movement, health equity, and 
social justice organizations in the 
United States. The methodology is 
described in detail elsewhere.38 Twelve 
key informants were recruited; how-
ever, one participant had Internet and 
connectivity issues during the focus 
group, was unable to join after the first 
half-hour, and declined their incen-
tive. As a result, we excluded all data 
from this participant in the analysis.

Interview Guide
 Three main research questions 
guided the creation of the semi-
structured focus group interview 
guide (Table 3) based on the TCRF 
framework. The guiding questions, 
showing TCRF ecological layers in 
parentheses, were: 1) What are poli-
cies for interrupting racism within 
reproductive health practice during 
COVID-19? (Structural Vulner-
ability); 2) What are person-centered 
practices and challenges related to 
racism in reproductive health prac-
tice during COVID-19? (Capac-
ity); 3) How can we integrate prac-
tices that: center pleasure, liberation, 
bodily autonomy, cultural respect? 
(Embodiment). A qualitative de-
scription approach was used to guide 
the development of these questions. 
This approach has been identified in 
the literature as important and ap-
propriate for research questions fo-

cused on discovering the who, what, 
and where of events or experiences 
and gaining insights from informants 
regarding phenomena that are un-
derrepresented in the literature.54,55 

Analyses
 This study utilized a thematic 
analysis.56 Transcripts generated 
from focus group recordings were 
independently read multiple times 
by each member of the research team 
who had been involved with collect-
ing the data to both familiarize them-
selves with the data and to do the 
initial preparation of codes. To gen-
erate the initial codes, the team used 
the TCRF to identify the racial and 
socio-political context within which 
BIPOC access reproductive health 
care during COVID-19. Codes were 
also inductively generated to allow 
for the identification of novel con-
cepts that represented deeper mean-

Table 3: Interview guide questions and Transdisciplinary Conceptual Resilience Framework (TCRF)

Interview guide main questions TCRF domain

We recognize that there are folks working with different groups of people. Can you 
describe the community you work with? What is your role within the community? 

Resistance

Where is the community you work with getting their information on COVID? Such as 
how to avoid catching or spreading it?

Resistance, Historical Oppression (Manifesting)

In terms of COVID-19 testing and vaccination, can you give us a sense of what the 
community’s experiences have been around testing and vaccinations?

Structural Vulnerability, Historical Oppression 
(Manifesting)

What are the challenges in receiving reproductive health care that you’ve seen, heard 
about, or experienced? How has the pandemic impacted reproductive health care (eg. 
prenatal care, postnatal care, birth, doula, education, fertility treatment, abortion, etc.)?

Structural Vulnerability, Entitlement, Historical 
Oppression (Manifesting)

How easy has it been for those you work with to shelter in place safely? Structural Vulnerability, Capacity, Entitlement, 
Embodiment

How can we integrate practices that: center pleasure, liberation, bodily autonomy, 
cultural respect?

Capacity, Embodiment, Resistance

How are people finding strength or drawing on strength right around their own 
reproductive health needs (individual)?

Capacity, Embodiment, Entitlement, Resistance

In what ways is racism operating? Structural Vulnerability, Capacity, Entitlement, 
Historical Oppression (Manifesting)
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ings related to the research question 
of exploring barriers and pathways 
to SRH access. After codes were gen-
erated and the codebook was final-
ized, the transcripts were systemati-
cally coded by two members of the 
research team and all data were cod-
ed and finalized through consensus. 
 Themes were initially developed 
through multiple discussions involv-
ing reviews of code maps (to visual-
ize the relationships between codes) 
and examination of collated data 
associated with specific codes, more 
frequent codes, and co-occurring 
codes to search for unifying con-
cepts within the data to both rep-
resent and give deeper meaning to 
RJ principles. The team looked for 
trends and defining concepts across 
the data to continuously and itera-
tively reflect on: opportunities and 
challenges to becoming a parent; 
avoiding pregnancy and birth; and 
parenting during the pandemic. The 
codes prioritized in theme devel-
opment were reproductive health, 
access, advocacy and policy, rac-
ism, structural determinants of eq-
uity (SDOE), historical references, 
mobilization, and mental health. 
 After initial themes were generat-
ed, themes were reviewed, selected, 
and refined. Final themes represent 
a set of ideas that draw connections 
between issues of RJ (eg, racism and 
equity) to COVID-19-related fac-
tors (eg, testing), reproductive health 
and health care (eg, fertility and doc-
tor’s appointments), reproductive 
rights (eg, leave policies), and social 
determinants of health (eg, polic-
ing, isolation, and insecurities). To 
aid in thematic analysis, two soft-
ware programs, Dedoose(dedoose.

com) and LucidChart(lucidchart.
com), were used to code all data, 
organize data extracts and to visual-
ize relationships within and across 
codes so that reoccurring patterns 
and deeper meanings within the 
data could be grouped togeth-
er and categorized into themes.

results 

 Through thematic analysis we 
identified health issues occur-
ing across the reproductive lifes-
pan.  Qualitative analysis of the 11 
expert participants revealed the fol-
lowing main themes: 1) “supremacy 
of birth”; 2) police violence and 
sexual and reproductive mental 
health; 3) digital redlining; 4) qual-
ity of care; and 5) joy, liberation, 
and humanity. By using a RJ frame-
work, each theme connects back to 
an existing RJ principle(s) on: 1) 
challenges related to the pandemic 
around achieving and maintaining 
healthy pregnancy and birth (Theme 
1-5); 2) getting SRH needs met to 
not get pregnant or address other 
types of needed reproductive care 
during the pandemic (Theme 1-5); 
and 3) safety and dignity in parent-
ing  during this time (Theme 2, 3, 
4 and 5). How these themes con-
nect directly to these principles are 
discussed in more detail below. For 
the presentation of the quotes below, 
participants were given unique iden-
tifiers to indicate the focus group 
they participated in (FGx) and a 
number assigned on the order they 
spoke (Sx). For example, the first 
person to speak in Focus Group 2 
was given an identifier of FG2S1.

“Supremacy of Birth” 
 This theme brings together 
many challenging considerations re-
lated to SRH needs and equity as it 
has to do with the type of care that 
is prioritized, the historical trajec-
tory that has resulted in birth being 
mostly done in hospitals, and the ra-
cial history that has produced these 
conditions. Perinatal health policy 
and advocacy in the United States 
was described in the focus groups as 
mostly occurring in certain spaces 
(ie, hospitals) and dismissing other 
types of needed SRH services (eg, 
abortion services, infertility). “Su-
premacy of birth” is a theme named 
by a participant who said “…birthing 
is not the only outcome that is pos-
sible from pregnancy,” she continued:

“This supremacy of birth - we 
need to deal with the jacked-
up situation that most of the 
births in the United States 
happen in hospitals. But let’s 
not forget that there were 
people who needed abortion 
care. Let’s not forget that 
there were people who have 
fibroids who needed a More-
na ring. Let’s not forget that 
people have sexually trans-
mitted infections that need-
ed to get treated.” (FG1S3)

 This theme is directly connected 
to RJ principles through its highlight-
ing of challenges of choosing to not 
be a parent (and having birth over-
shadow other important SRH needs) 
and the challenges of deciding to be a 
parent in an environment that focuses 
primarily on hospital-based birth (as 
opposed to a community-based mid-
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wifery model). Others corroborated 
“supremacy of birth” as a theme by de-
scribing how the pandemic itself lim-
ited their access to the full spectrum 
of SRH services, including routine 
pelvic exams, domestic and gender-
based violence counseling, abortion 

services, and fertility awareness.
 A participant in a lineage of gran-
ny midwives in the South described 
the removal of community knowl-
edge around birth and midwifery in 
the Black community. She described 
the impact it has had on birthing 

experiences and outcomes – to the 
extent that not having a horrible 
birth experience felt like a privilege:

“So my grandmother, my fa-
ther’s mother was a lay mid-
wife in Arkansas. Her infant 

Table 4. Representative quotes to further illustrate the theme “supremacy of birth” and how it aligns with Transdisciplinary 
Conceptual Resilience Framework (TCRF) and Reproductive Justice (RJ) Principles 

TCRF Domain & 
RJ Principle

Participant quote further illustrating the theme “supremacy of birth”

Capacity; The right 
to not have a child

“We’ve seen a lot of abortion funds pop up, which is great. But there’s still so many people who, at least in the 
communities that I’m supporting and working with, and specifically young people in low-income communities trying 
to access services in a space where there is no possibility for insurance to help cover the cost can mean a lot, and can 
also mean delaying a procedure, and then the cost increasing as a result.” (FG2S3)

Entitlement; The 
right to not have a 
child

“There is this sentiment that is growing around we don’t need a medical provider to support a medication abortion. 
And it is safer than many, many, many other medications. I’ve been seeing and supporting a lot of information 
dissemination around self-managed abortion and around safe abortion with medication. I think there’s some parallels 
there with the home delivery piece, to be able to manage your own care in the ways that feel okay.” (FG2S3)

Resistance; The 
right to raise 
children in safe 
and healthy 
environments

“I had a child who was suicidal, and we had to get her to voluntarily commit to some treatment because we weren’t 
going to call the police because what caused her mental health to spiral was being beat at a protest by police. I had 
to take a week off of work, and I will tell you, I still get knots when I think about this. I didn’t know if I was going to 
be okay at the end of it because all I could do was go into mama bear mode. I had to fight the system every step of 
the fucking way to get just basic respectful treatment, basic. Treat her like a damn human. She’s in crisis. This is my 
child who went to [an Ivy League], extremely brilliant, smart…And from the moment we entered that hospital it was 
racist treatment.”  (FG1S4)

Structural 
Vulnerability; The 
right to have a 
child

“I’ve had experience with a lot more postpartum psychosis, more than I’ve seen in the 40 years [I’ve been working] 
as a nurse practitioner...It is pretty rampant. The isolation, the hormones, the regular hormonal things that you go 
through as a postpartum mother, it’s been pretty rough, particularly for Black women, because they’ve already been 
mistreated and neglected in birth and beyond and the isolation and the treatment during this period of COVID has 
been pretty horrendous.” (FG2S4)

Structural 
Vulnerability; 
The right to raise 
children in safe 
and healthy 
environments

“Folks are definitely having a lot more problems with domestic violence. There are several agencies, that we have 
been working with that counsel and help women or people to understand some things that they can do. But it is, 
from what we’re hearing, very, very difficult if you don’t have any place to go. In fact, today, I got a text from a young 
lady asking about how she could secure some funds because her significant other was turning off the utilities at her 
place. He’s been gone for two months, but he’s going to turn on utilities at the place where he’s going to. So he’s 
taking them out of his name where she is, but she’s there with the four children…It’s always been a problem but 
more of a problem. Just like when women get pregnant, they tend to get abused more at that time. So this has been 
a really peak time for domestic violence, too.” (FG2S3)

Historical 
Oppression; The 
right to raise 
children in safe 
and healthy 
environments

“If [the pandemic] has not changed you in ways to move towards really understanding how this could have all been 
different and you’re not trying to operationalize that, then you’re wasting my time. I cannot continue to perpetuate 
people who talk a good game about equity and justice but there’s no action to it. So that means leveraging every 
tool that we have in our toolbox, whether it’s the federal government, private philanthropy…I want to see some 
results. I’m not trying to be hyperbolic, but I’m nervous…That’s what history teaches us, right? And for anybody who 
wants to stand in some frustration around, “Oh, it’s so polarized,” I’m like -- you act like it wasn’t polarized during 
reconstruction? I don’t have time for ahistorical, fearful folks who don’t understand the moment we in right now. I 
don’t because I want to see some action.” (FG1S3)

Embodiment; The 
right to have a 
child

“[I was at] a home birth [that turned to a hospital transfer]. At the hospital, they immediately separated mother from 
baby and father from the both of them, until they could all get COVID tested. She was Indigenous and he is Black, 
the couple. And I said to the father, ‘You got to advocate. I don’t think they can separate you from your baby legally,’ 
and he’s said, ‘But I don’t want to be an angry black man in that space. They have my wife. They have my baby.’ 
And so it was just this really heartbreaking moment of the ways that the COVID safety measures become weaponized 
against people of color and used as a way to further control and subjugate.” (FG2S2)



Ethnicity & Disease, Volume 32, Number 4, Autumn 2022364

Analysis of COVID and Sexual and Reproductive Health - de la Rocha et al

mortality, maternal mortality 
rate was fantastic. She deliv-
ered over three hundred ba-
bies and she actually lost two 
babies and one mother. And 
that was really great. But it 
is just-- and that’s what my 
frame of reference was. And I 
heard someone talking about 
how they felt guilty about sort 
of feeling like we may be a 
little more privileged because 
of the resources and knowl-
edge that we have…[a]nd so 
I always felt guilty too that 
so many of the friends and 
family and folks that I knew 
were having horrible birth 
stories and trauma.” (FG2S4)

 Another participant who practiced 
as an urban midwife in the Pacific 
Northwest connected birth suprem-
acy and White supremacy as the po-
licing of who, when, and how Black 
people can and should have children:

“White supremacy shows up 
everywhere every second of 
the day. And White suprem-
acy is the structure …So, this 
idea around when a young 
African American person gets 
pregnant…[T]hey’re already 
living in a world of racism, 
and then it just gets exacer-
bated, and questions around 
their ability to parent, calling 
CPS when it’s not necessary, 
not seeing them as fully hu-
man or able to understand 
certain things. …Because it 
is racism, period that’s what 
this country was built on. 
If anybody was confused, 

the last four years should 
have shown people some-
thing. And then if they were 
still confused, if January 6th 
[White supremacist attack 
on the White House] didn’t 
once and for all reveal what 
we have been saying for over 
400 years, I don’t know what 
it’s going to take.” (FG1S4)

 Table 4 provides additional 
quotes around this concept of “su-
premacy of birth” in hospitals, and 
how it also intersects with the TCRF. 

Police Violence and Sexual and 
Reproductive Mental Health
 While many discussions were 
about the relationship between the 
environment and resources, policing 
and SRH continued to be salient. 
While many reported an increase 
in negative mental health impacts 
for BIPOC, one community mem-
ber reported sheltering at home cre-
ated less anxiety, because she knew 
her Black son was safe at home:

“I’m traumatized for a lot of 
things around this pandem-
ic. But the one thing that has 
kept me sane is I have a teen-
age Black boy that’s been un-
der my watch for a year…[T]
he fact that…I can keep him 
safe – safer – that stress in my 
life has gone down.” (FG1S5)

 In response, another participant 
shared:

“[My colleague] just de-
scribed to you what a blessing 
the pandemic was so that she 

didn’t have to worry about 
her 15-year-old Black son 
being the next George Floyd. 
Because the only reason my 
Black boys haven’t been shot 
by the police is because they 
weren’t there…There is no 
other reason. George Floyd 
is my two boys. Tamir Rice 
was my two boys.” (FG1S4)

 The same participant described 
it as impossible to separate perina-
tal mental health from reproduc-
tive justice, given the inter-related 
structures tying inequities together:

“It is really important that 
we’re having this dialogue 
on record because we can-
not-- as a Black mom, I can’t 
separate out reproductive 
and perinatal mental health 
from this larger system of a 
broken mental health sys-
tem that is-- that’s broken 
for everyone, but it’s par-
ticularly broken for Black 
and Brown folks.” (FG1S4)

 The right to raise children in safe 
and healthy environments is imped-
ed by not only inequitable policing, 
but other structures of surveillance 
and criminalization of minoritized 
identities – whether that is by care 
providers, or in schools. Participants 
connected policing to impacting 
youth mental health, anti-Black-
ness, disparate treatment, and hav-
ing community/family impacts. 

Digital Redlining 
 The negative impacts experi-
enced during the pandemic due to 



Ethnicity & Disease, Volume 32, Number 4, Autumn 2022 365

Analysis of COVID and Sexual and Reproductive Health - de la Rocha et al

restricted access to basic determi-
nants of health, such as housing, 
education, health care, and Internet 
service, was a persistent theme across 
focus groups. When considering 
community solutions to addressing 
mental health care during the pan-
demic, participants also spoke of 
telehealth as a potential barrier due 
to inequitable access to Internet, 
cell phone technology, and govern-
ment and institutional mistrust:

“What does it mean to kind 
of create a mental health 
program in the midst of an 
epidemic? There is a lot of in-
novation there…[however] a 
lot of communities and orga-
nizations that we work with, 
they don’t have strong In-
ternet access in the house or 
on the cell phone…They’re 
relying on flip phones or 
government phones, though 
they may or may not jibe 
with it because another con-
spiracy theory is some truth 
about what our government 
phone is really for. We want 
to build up this needed ser-
vice, but we’re doing it with-
out even recognizing the In-
ternet access issue, which is 
big. Everybody doesn’t have 
a strong Internet.” (FG3S3)

 Related to other health care ser-
vices, several participants spoke about 
the benefits and drawbacks of tele-
health. While the virtual space pro-
vided opportunities for community 
connection and healing, particularly 
around isolation and perinatal mood 
disorders, one participant described 

telehealth as, “poorly organized…
which was a little bit scary, is that 
they would just go straight to phar-
macy...They would just write scripts. 
And then people were like, ‘You 
don’t even know what I have. What 
are you doing just sending me to 
pharmacies?’” (FG3S3). Participants 
used the term “digital redlining,” or 
the inequitable access to computers, 
Internet, and technology, to describe 
inequitable access to vital telehealth, 
educational and mental health ser-
vices, in similar ways that redlining 
has historically created inequities 
in access to housing and utilities.

“[D]igital redlining…is a 
term that we’ve definitely 
been pushing [in response to 
telehealth] because a lot of 
folks just, they don’t have the 
computers. They don’t have 
the tablets. They don’t have 
the data on their phones that 
they can keep up with all this 
telehealth that everybody was 
pushing out there.” (FG3S5)

 Telehealth can be both a benefit 
and a barrier to a community, aiding 
those who have access to technol-
ogy and further isolating those who 
do not have that access. This par-
ticipant also spoke to Internet and 
technology access as a barrier due 
to lack of coordinated care systems:

“Many community organiza-
tions were [unable to provide 
services and were], left out in 
the dark for a good number 
of months until the federally 
qualified health centers start-
ed to think in a more mutual 

aid, a more grassroots way. 
And a lot of them ended 
up starting to restructure 
themselves to provide [mo-
bile] services outside their 
physical location.” (FG3S3)

 Another community health work-
er reported an exacerbation of exist-
ing maternal mortality disparities for 
Black women birthing in New York, 
which already has some of the highest 
MMR disparity ratios in the country:

“We have had maternal 
deaths in our community and 
our birth worker community 
because of telehealth. The 
quality that was already sub-
par, that was available to our 
communities, just decreased 
even more. Things that may 
have been caught, such as 
preeclampsia or things of that 
nature, of cardiac conditions, 
have just gone even further 
off the radar. If you can 
imagine. That’s something 
that was already terrible, 
got even worse.” (FG3S6)

 Despite the drawbacks of tele-
health, it also affected access in other 
ways, especially for communities 
with historical legacies of mistreat-
ment and mistrust in care settings. 
When it came to abortion access, 
one participant shared the benefits 
to telehealth in making self-managed 
abortion more accessible because 
people could, “have ritual around it 
or be able to surround themselves 
with whatever makes them feel safe 
and supported at the time and not 
have to interface with a provider or 
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a clinician.” (FG2S3) This idea that 
high quality care can exist with-
out the presence of a provider, or 
that a provider can even be the rea-
son for poor quality of care was re-
flected in other areas of SRH care.

Quality of Care 
 When discussing SRH, quality of 
care continues to be a relevant issue. 
When asked about the accessibility 
of high-quality care in a medical set-
ting, one participant who works in 
the medical field responded defini-
tively, “High quality? Hell no. I will 
tell you that people got the minimum 
that was required to not have a law-
suit.” (FG1S3) Another participant 
reflected on a maternal death, the im-
pact of immigration status as a bar-
rier to safety during maternity care:

“Hospitals should be sued. 
You’d look at the case, and 
you’re like, ‘This is an un-
documented family. They’re 
not going to go up against 
this hospital that killed their 
loved ones basically.’ And 
that breaks my heart too, 
seeing these cases. I mean 
there are some cases that 
I’m like, ‘Who can we talk 
to?’ People are just straight 
up killing folks.” (FG1S5)

 Another participant reflected on 
the important role that doulas play in 
mitigating harm by “filling in the gap” 
of “social support and care around 
mental and emotional health.” How-
ever, this same individual also de-
scribes how the reliance on doulas, 
who play a critical supportive role, is 

“…letting systems off 
the hook to provide re-
spectful, responsive, 
quality care.”  (FG1S4)

 The lack of cultural respon-
siveness, the racial discordance 
of patient provider dyads, and 
the quality of care received were 
connected to “structurally racist 
policies” by another participant:

“There is a fundamental rea-
son why midwifery is 90% 
White. When you have rac-
ist policies that continue to 
perpetuate the notion that 
some humans are more de-
serving than others, then 
you have a situation where 
there will always be racism 
embedded in a society and 
structures because that’s part 
of the policies.”  (FG1S3)

 Many participants spoke of alter-
natives for accessing care, including 
mutual aid, and increasing communi-
ty-based “knowledge around body lit-
eracy is actually really important where 
you can’t access these medications that 
we would normally do,” in response 
to loss of access to birth control. 

Joy, Liberation, and Humanity
 Joy, liberation, and humanity is a 
theme that was developed to reflect 
the underlying connections between 
SRH needs and larger issues of qual-
ity of life. This theme unifies many 
connections made directly by the 
participants in ways that link all three 
RJ principles (ie, the right to have a 
child, to not have a child, or parent 
in safe and healthy environments). 

 Joy was described as a neces-
sity for survival for Black women 
giving birth in the United States:

“You have Black birthing 
people, women, being afraid 
or not wanting to have chil-
dren because they think 
they’re going to die in preg-
nancy or that their babies 
are going to die. And then 
it becomes this-- in raising 
awareness around this issue 
in the media causes trauma 
and causes harm. It’s prob-
ably by design about how 
we uplift. What does joyous 
Black birth look like and 
how do we help folks activate 
their village so that they can 
have joyous, healthy, and safe 
birth experiences?” (FG1S5)

 Many participants shared that to 
cope with the compounding structur-
al barriers rooted in racism, they chose 
to focus on practices and spaces that 
centered joy and rest such as spending 
time with family, using social media to 
stay connected to supportive groups, 
applying ancestral technologies, and 
implementing restorative practices:

“What does it mean to center 
hope and to center joy and to 
center love? Let me tell you 
about what people are doing 
to bring themselves joy and 
happiness through starting 
mutual aid and doing those 
things and just seeing the joy 
that families have…We had 
this whole Centering Black 
Futures series: What does it 
mean for us to look towards 
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liberatory practices?…We 
have to use ancestral tech-
nologies to really uplift our 
communities.” (FG3S5)

 Another participant named the 
reality that for many communities 
of color, “we learned very quickly 
how interconnected we really are.” 
They described living in struc-
tural racism as preparation for liv-
ing in apocalyptic conditions, and 
how that helped them honor and 
recognize each other’s humanity:

“The apocalypse is here…
we rehearsed for this…I’m 
taking care of a small part 
of humanity…around do-
nations of diapers, wipes, 
and formula. [In doing this], 
we also were then finding 
out that some of these folks 
needed food. Some of these 
folks needed an apartment. 
Some of these folks needed 
food stamps. Some of these 
folks needed still help with 
their immigration status. So 
then, we very organically, not 
just on social media, but con-
nected with other folks that 
were taking care of those spe-
cific needs…We learned very 
quickly how interconnected 
we really are.” (FG3S6)

 Others described similar experi-
ences in creating mobile STI/HIV 
testing sites, finding creative solu-
tions, and creating community care 
systems and mutual aid when govern-
ment funded outreach was not reach-
ing communities in response to ques-
tions on finding joy and liberation.

dIscussIon 

 This study examined SRH needs 
and issues within the RJ and TCRF 
frameworks that connect these issues/
needs to the larger systems of racism 
and the associated reproductive harm. 
As seen through the eyes of our par-
ticipants, the harms are perpetuated 
through disproportionate decreases 
in access to much-needed services 
(eg, through digital redlining) and 
increases in exposure to harms (eg, 
policing). This article identifies barri-
ers in access to SRH care being pro-
vided to BIPOC communities during 
the COVID-19 pandemic and the 
reproductive justice-related concerns 
and desires of BIPOC communities. 
 Our five themes map across the 
principles of reproductive justice as 
complex SRH needs and issues whose 
gaps in care impact a person’s right 
to have a child, not have a child, and 
parent that child in safe and healthy 
environments. The themes capture a 
wide range of SRH needs and issues 
that are not frequently in conversa-
tion with one another. For example, 
“supremacy of birth” highlights the 
ways that national dialogue and pol-
icy surrounding reproductive health 
equity on birth ends up competing 
with the full spectrum of RJ access 
needs across a lifespan and across 
health systems and government bod-
ies. Full spectrum of SRH needs, as 
defined by the Guttmacher-Lancet 
Commission on SRH,57 may not cur-
rently be met due to disproportionate 
public and policy focus in perinatal 
health practice on birth. In addition, 
our final theme highlights the impor-
tance of thinking about pleasure, joy, 
bodily autonomy, and its relationship 

to SRH needs and issues. The com-
plexity of pleasure joy and bodily 
autonomy as an intersectional SRH 
need is not only because it is inte-
gral to human health and wellbeing, 
but that it is also a response to his-
tories of forced labor and productiv-
ity. Rest is a form of resistance; and 
centering pleasure is activism.58,59 
 Our qualitative study contextual-
izes other surveys and recommenda-
tions related to SRH needs and care. 
For example, Internet-based surveys 

This article identifies 
barriers in access to sexual 
and reproductive health 
care being provided to 
BIPOC communities 

during the COVID-19 
pandemic and the 

reproductive justice-related 
concerns and desires of 
BIPOC communities.

conducted early in the pandemic 
found changes in women’s intentions 
to have children and ability to access 
contraception.60 Synthesizing the 
evidence across our study and previ-
ous surveys and recommendations by 
experts in SRH disparities and com-
munity-based research61–64 reveals an 
imperative for reproductive health 
access for BIPOC communities to be 
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addressed by: 1) taking a full-spec-
trum approach that inherently rec-
ognizes the humanity of women and 
birthing peoples inclusive of birth but 
also across the reproductive lifespan; 
2) validating the effectiveness and 
legitimacy of community-based re-
sponses to public health needs; and 
3) providing unrestricted funding65–68 
and resources for communities with 
inequitable access to address health 
disparities especially during disaster 
contexts. Additionally, these recom-
mendations align with existing lit-
erature for addressing racism as a 
public health crisis more broadly.30

 While the qualitative findings of 
this study are limited in generaliz-
ability and do not represent all gaps 
in SRH needs and care, a significant 
strength of this analysis is its con-
ceptual framework and the ways it 
is connecting reproductive justice is-
sues across the lifespan and across de-
terminants of health. At the time of 
this writing, 17 children and 2 adults 
were gunned down with an automatic 
weapon at an elementary school in 
Uvalde, Texas. The Supreme Court 
overturned Roe v. Wade, eliminat-
ing a federal standard for abortion 
access. These are both critical RJ is-
sues and should be in dialogue with 
one another within a framework of 
full spectrum SRH needs. “Suprem-
acy of birth,” police violence, digital 
redlining, and honoring humanity 
are thematic groups that are unified 
through an intersectional reproduc-
tive justice approach. To amplify the 
conversation on issues and realities 
simultaneously tied to the pandemic 
and racism, this approach asks, ‘what 
is reproduction to racial justice?’ 
 The majority of literature on re-

productive justice during COVID-19 
has centered on a singular issue (eg, 
abortion or midwifery access).24,60,69,70 
Reproductive justice is a framework 
of expansion and liberation meant to 
capture the complex reality of struc-
tural oppression vis-à-vis SRH access. 
This article’s findings not only align 
with existing literature but also ad-
dresses a gap in capturing experiences 
of marginalized communities in ac-
cessing care. While pregnant people 
and parents are not at a higher risk 
of contracting or transmitting CO-
VID-19, birthing people seem to 
face disproportionate socio-economic 
impacts, with little study being put 
toward the impact of health care ac-
cess and systems for individuals dur-
ing the pandemic.71 Further, there is 
even less research on the impacts of 
racism and structural violence at the 
intersection of reproductive health 
during the pandemic, and what is 
known is that the pandemic high-
lighted and made more severe exist-
ing issues in racial and health equity.
 Participants connected “suprem-
acy of birth” with barriers to SRH 
care, structural violence, criminaliza-
tion of identity, devaluing life, stigma 
and mental health, and historical 
experiences or traumas. While birth 
supremacy was not explicitly dis-
cussed as a form of White supremacy 
by the participant, it draws our at-
tention to the dominance of racism 
within the history of obstetrics itself. 
Specifically, the midwifery bans that 
date back to the formal institution-
alization of slavery and Jim Crow. 
In this context, there is a continued 
need for racial equity to be addressed 
in reproductive health policy to undo 
White supremacy within systems.  

 This connection to birth suprem-
acy and White supremacist policing 
of Black peoples during pregnancy 
highlights the RJ issue of being able 
to parent children safely and with 
dignity and how the “supremacy of 
birth” compromises this. Policing and 
maternal mental health directly con-
nects to the RJ principle demanding 
that the environment be addressed 
as a determinant to parenting.72 
 The specific attention drawn to 
policing and digital redlining73–75 have 
not, to our knowledge, been explored 
as an RJ issue previously in the health 
science literature. Digital redlining is 
an RJ issue as access to these determi-
nants influences all aspects of parent-
ing from access to quality health care, 
accessing care to not be pregnant, 
and to parenting in an environment 
where basic material and health needs 
are met. Structural racism and struc-
tural violence are threats to health 
equity and anti-racist public health 
work34 across many health issues 
and SRH is no exception. The pub-
lic health community must take lead 
from those most impacted. Commu-
nity healing could center pleasure, 
bodily autonomy, and cultural respect 
as a standard.  This could include tak-
ing strengths-based approaches and 
increasing pathways to professional-
ization for providers of color, resourc-
ing community midwifery and repro-
ductive health centers24 in particular 
during disaster contexts, and expand-
ing Medicaid coverage69 to everyone.
 To achieve RJ requires significant 
change across many systems level 
factors. When it comes to policies, 
they must be financially respon-
sible33, 76-78 and consider intangible 
individual, community, and societal 
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costs and how funding is allocated. 
These things are not typically valued 
in White supremacist, patriarchal, 
and capitalist societies. Examples 
can include but are not limited to 
use of reparations,79,80 debt for-
giveness for medical bills, extend-
ing paid maternity and paternity 
leave, and universal Internet access. 
 Those most affected by police vio-
lence have been advocating for decades 
for the inclusion of police violence as 
an RJ issue because it, among other 
reasons, violates Black parents’ right 
to raise their children to adulthood 
safely.29 Structural racism and struc-
tural violence are threats to health 
equity and anti-racist public health 
work.30 Divesting from policing72,81,82 
as a community harm response and 
re-investing in alternative strate-
gies rooted in mutual aid, collective 
care, harm reduction, de-escalation, 
and mental health have also been 
identified as emerging approaches.83

Study Limitations and 
Strengths
 While our stakeholders represent 
expertise and lived experience, the 
scope of this article was largely explor-
atory. As a result, themes generated 
here should not be considered  to be 
exhaustive and representative of all 
SRH needs and issues.  Participants 
also did not meaningfully represent 
the experiences of non-binary and 
transgender community in experiences 
of accessing reproductive care. Similar-
ly, while the lead author on this article 
identifies as Indigenous, and Indig-
enous methods were incorporated in 
our analysis, there was no Indigenous 
representation in our participants. We 
have therefore contributed uninten-

tionally to ongoing erasure. Lastly, 
many things have shifted and changed 
during the pandemic and so this is pe-
riod-specific but also very salient and 
important as the themes are enduring.
 Our participants, as experts in their 
field, were chosen for their unique ex-
pertise and contributions to the field, 
collectively representing over a cen-
tury of professional experience across 
the full spectrum of sexual and repro-
ductive health and public health. Ad-
ditionally, they held the complexity 
of navigating between worlds as both 
health professionals and members of 
the community in which they work. 
Despite the small numbers within 
this cohort of focus groups, we feel it 
is important to weigh the unique per-
spectives and expertise that our partici-
pants shared as invaluable to advanc-
ing the field of reproductive justice. 
 During the manuscript writing 
process we remain with the partici-
pants to: 1) confirm sensitive quotes 
to ensure they are accurately con-
veyed to the participants agreement; 
and 2) create opportunities for the 
participants to publicly engage with 
the findings after publication; this 
is important as the ideas represent-
ed in this article are a synthesis and 
analysis of their intellectual and 
experiential contributions; and 3) 
we hope to create future dissemi-
nation opportunities that engage 
this community of experts through 
storytelling and call to action.

conclusIon 

 Academia and public health are 
situated as institutions of historical 
oppression.84 It is important to con-

sider pharmakon, or the potential to 
act both as medicine and poison, as 
a limitation of academic research in 
general.2,85 Meaningful change re-
quires careful and thoughtful mea-
sures across planning, design, and 
implementation to not perpetuate 
legacies of harm.86,87  Therefore, we 
have been intentional on engage-
ment, study design, and dissemina-
tion to follow a public health criti-
cal race praxis to support a shift in 
best practices for meaningful equity 
and justice.  To reckon with this po-
tential for harm too, we must con-
sider the resilience and the existing 
work that communities are doing 
to address lack of care, particularly 
behind the idea that high quality 
care can exist without the presence 
of a provider, and that providers 
can be the reason for poor qual-
ity of care, when considering and 
planning for health intervention. 
 Disrupting the cycles of harm 
in sexual and reproductive health 
within health care systems in the 
United States starts by acknowledg-
ing the collusion of health care in 
perpetuating structural inequities 
along racialized lines. But it is only 
the first step. Unless systemic change 
centers accountability, partner-
ship, humanization, and therefore 
the autonomy, liberation, joy, and 
pleasure BIPOC communities, any 
efforts to improve health outcomes 
will only serve to further entrench 
racist paradigms. Multi-system ap-
proaches across ecological layers 
have the potential to undo system-
atic racialized policy harm. Doing 
so will increase accessible pathways 
that have the potential to improve 
SRH outcomes across generations.
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