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ABSTRACT
Purpose: While favorable outcomes of birth centers are
documented, Black-led birth centers and maternal health
models are rarely highlighted. Such disparities are manifes-
tations of institutional racism. A nascent body of literature
suggests that culturally affirming care provided by Black-
led birth centers benefit all birthing people—regardless
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of race. Birth Detroit is one such maternal health model
led by Black women that offers a justice response to in-
equitable care options in Black communities. Methods:

This article describes a departure from traditional White
supremacist research models that privilege quantitative
outcomes to the exclusion of iterative processes, lived
experiences, and consciousness-raising. A community or-
ganizing approach to birth center development led by Black
women and rooted in equity values of safety, love, trust,
and justice is outlined. Results: Birth Detroit is a Black-led,
community-informed model that includes integration of
evidence-based approaches to improving health outcomes
and that embraces community midwifery prenatal care and
a strategic trajectory to open a birth center in the city of
Detroit. Conclusion: Birth Detroit demonstrates the op-
erationalization of a Black feminist standpoint, lifts up the
power of communities to lead in their own care, and offers
a blueprint for action to improve inequities and maternal-
infant health in Black communities.
Key Words: birth center, birth equity, health disparities,
maternity care, midwifery, prenatal care

D
espite notable improvements in maternal and
child health outcomes globally over the last
30 years, such progress has been stunted in

the United States,1,2 where a greater proportion of peo-
ple die from pregnancy- and childbirth-related causes
than in any other high-income country.2 In the United
States, perinatal health improvements remain even more
elusive for those in Black communities, which consis-
tently experience the worst perinatal health outcomes3,4

compared with other communities. While every preg-
nancy is unique, the racialization of pregnancy for Black
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women* has long been one of the most reliable predic-
tors of negative maternal and infant health outcomes
in the United States. Racialization is the process of cat-
egorizing and marginalizing people according to race,
which as a social construct depends fundamentally on
the existence of social hegemony and serves to support
structural inequity5 and structural racism. Black birthing
persons and infants consistently experience mortality
and morbidity rates double or triple those of White fam-
ilies for preterm birth, low or very low birth weight, and
infant and maternal mortality.4,6,7 The situation is so dire
that, in 2021, as part of the first national gender strategy
in US history, the Biden-Harris Administration explicitly
identified addressing the maternal mortality crisis in the
United States, which has a disproportionate impact on
Black and Native American women. This critical step in
advancing the participation of women and girls in soci-
ety called for landmark investments in care.8 In addition,
the Centers for Disease Control and Prevention (CDC)
finding that two-thirds of pregnancy-related deaths in
the United States are preventable serves as both a tragic
reminder that unequal outcomes are not inevitable and
a call to immediate action.9

The American Association of Birth Centers (AABC)
defines birth centers as freestanding home-like facili-
ties in which prenatal, birth, and postpartum care is
led by midwives.10 Birth Center Equity further defines
community birth centers as freestanding home-like facil-
ities that provide safe, culturally reverent, midwifery-led
maternal healthcare for all.11 There is mounting evi-
dence that birth centers offer a model that successfully
supports the Triple Aim of healthcare: improving popu-
lation health outcomes; enhancing patient satisfaction;
and reducing healthcare costs.12,13 The Giving Voice to
Mothers’ survey of US birthing people documents ex-
periences of mistreatment during childbirth in more
than 17% of the more than 2000 survey respondents.
In women with low socioeconomic status, 27.2% of
women of color compared with 18.7% of White women
reported negative experiences, demonstrating the im-
pact of racism on care delivery.14 Factors contributing
to the experience of higher rates of mistreatment in-
cluded being a woman of color and when birth occurs
in hospitals.14 Taken together, the opportunity to ex-
pand evidence-based approaches to maternity care and
improve the care experience for Black, Indigenous, and
people of color (BIPOC) birthing families requires new
approaches to address health inequities.

*Birth Detroit strives to create an inclusive community and uses
women, mothers, and birthing people in our writings to work in
solidarity with and support of all birthing families. Understanding
that lesbian, gay, biattractional, transgender, and queer people ex-
perience health disparities and discrimination, we are committed
to shame-free, culturally sensitive healthcare for all people.

The purpose of this article is to argue for urgency in
moving forward a community organizing approach to
birth center development led by Black birth advocates
and rooted in equity values of safety, love, trust, and
justice to address the abhorrent and ongoing inequities,
structural racism, and health disparities experienced by
communities of color. A description of the evolution of
the Birth Detroit model of care is provided as an exem-
plar using a Black feminist standpoint that centers the
voices of community in developing new approaches to
maternity care that shift the balance of power to take
urgent action to improve maternal-infant health and
eliminate inequities in Black birthing communities.

BACKGROUND
Preterm birth and related factors create population
health challenges to thriving and are a leading cause
of morbidity and mortality among infants.15 Increas-
ingly, research links toxic racism, poverty, and other
social determinants of health to preterm birth.15 Such
factors are especially salient in the environments of
metropolitan communities such as Detroit. The Centers
for Medicare & Medicaid Services (CMS) also found ev-
idence to suggest that birth centers improved outcomes
within populations covered by Medicaid health plans
by addressing physical and social health concerns, from
reducing preterm birth rates and low or very low birth
weight to increasing breastfeeding initiation and ensur-
ing patients feel respected by their healthcare team.16

These population health outcomes have both short- and
longer-term implications for childbearing families.

The experience of care in birth centers across the
pregnancy continuum has been shown to be more
person-centered, promoting a higher level of engage-
ment in care and trust in the providers of that care.17

In the AABC Strong Start program, Medicaid beneficia-
ries receiving prenatal care at birth center sites reported
receiving respectful, accessible care and achieved high-
quality outcomes from that care. People who birth at
birth centers also report higher rates of positive ex-
periences postpartum than those who birth elsewhere.
Patients also reported psychological improvements,
such as being better able to express themselves during
birth, higher self-esteem postpartum, and higher satis-
faction with their birthing experience.18

Birth centers are associated with reduced instances of
mistreatment and racial disparities. A recent article on
culturally centered care in birth centers examined the
impact of care delivered at Roots, a Black-owned birth
center in Minnesota, on client autonomy and respect.
Elements of culturally centered care at Roots included
valuing the client’s cultural community as strength,
racially concordant care when possible, upholding
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racial justice, and providing physically and emotionally
safe care. Statistically higher levels of autonomy and re-
spect were identified for clients regardless of race and
affirmed giving birth in a birth center such as Roots is
protective against experiences of discrimination. It sug-
gests that community birth center care “confers benefit
and may improve equity and the experience of BIPOC
and families of color during the critical and transforma-
tive time of childbearing.”19 Yet, BIPOC-owned or -led
birth centers make up less than 5% of the nearly 400
birth centers in the United States.20

Birth centers are a model of care that also offers a
return on investment in patient-centeredness and cost
value. The Center for Medicare and Medicaid Innovation
(CMMI), a branch of CMS, recently reported that women
who received prenatal care in birth centers had better
birth outcomes, as well as lower costs, compared with
similar Medicaid beneficiaries who birthed in another
setting.21 These findings highlight the specific impacts
on reduced rates of preterm birth, low birth weight,
and cesarean deliveries. In addition, CMS found that
births in birth centers save an average of more than
$2000 per mother-infant pair through birth and the year
postpartum.22 Savings per birth center birth alone, ex-
cluding infant and postnatal care, were estimated to be
more than $1000 for Medicaid patients.22

Birth center ownership is also challenging. A 2015
survey of 151 birth centers in the United States revealed
that 81% of birth center founders had existing prac-
tices prior to their openings, and 83% of responding
birth centers were for-profit entities and 17% were non-
profit. For start-up costs to launch a birth center, 58%
were opened using personal funds, 42% leveraged bank
credit or mortgage, and 27% benefited from investment
gifts from family and friends.23 These findings demon-
strate that the model for founding birth centers is heavily
reliant on access to inequitably distributed resources.
Women of color–led efforts to establish community birth
centers, from Colorado to California, Michigan, Missis-
sippi, and Massachusetts, struggle for resources. Many
birth workers and population health leaders of color are
then working unpaid to establish nonprofit entities and
raise the funds needed to open birth centers to address
the grave birth outcomes they and their communities
face.

Transforming the spirit of care requires the recogni-
tion that the very essence of birthing care is steeped
in racialized and gendered oppression, as well as tradi-
tional power frames. Oppression is seen in the process
of mother-blaming for health outcomes,24 positioning of
obstetrics over midwifery despite compelling evidence
advocating for normal physiologic birth over medical-
ized surgical birth, and a maternity care system steeped
in structural racism,24 as well as within midwifery and

birth center networks, where there are significant struc-
tural barriers to entry for people of color. New models
of birth center development that address the historical
and persistent inequities in birth outcomes, care op-
tions, and access to capital in communities of color are
urgently needed. The Birth Detroit model is a new
model to address these inequities.

BIRTH DETROIT MODEL
National inequities in perinatal health outcomes, access
to birth centers, and midwifery care options for Black
families are mirrored in the city of Detroit. This Michigan
city is the largest majority-Black city in the United States,
where the intersection of race and class exists against
a backdrop of chronically underfunded public health
services and health disparities.25 In 2019, 11% of infants
born in Detroit were born to people who received either
no prenatal care or late care beginning only in the third
trimester26—a statistic nearly twice the US proportion of
6%. Infant health outcomes remain similarly alarming in
Detroit. An examination of 3-year moving averages for
infant mortality from 2008 to 2019 highlights health dis-
parities, as Detroit’s average Black infant death rate is
15.5 per 1000 live births—more than twice the White
infant death rate of 5.8 per 1000 live births.27 While na-
tionally, 12% of infants are born preterm and 8.3% are
born with a low birth weight, these indicators are 17%
and 14.8%, respectively, in Detroit.28

Birthing options in Detroit are currently limited to
large health systems where births occur in labor and
delivery units. Many birthing hospitals name their ma-
ternity units birth centers, although they do not meet the
AABC definition of a birth center.29 There are currently
6 freestanding birth centers in the state of Michigan,
but none in the city of Detroit. In addition, while
hospital-based midwives in Detroit have had a signif-
icant influence at birthing hospitals since 1980,30 the
potential of access to midwives and the known ben-
efits of community-centered midwifery models are not
yet realized.

In response to the intractable health and healthcare
inequities and limited care options in Detroit, a team
of community-based health activists and birth workers
organized to expand access to midwifery-led maternity
care services, including a freestanding birth center. The
initiative, called Birth Detroit, seeks to change the nar-
rative about birth options and expand approaches to
maternity care services for the local community, while
also serving as a model for other communities. Birth
Detroit evolved from the realization that existing ap-
proaches to perinatal care have been insufficient in
protecting Black birthing persons and infants across the
city. Birth Detroit endeavors to expand the dialogue
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about community-driven care, Black-led service mod-
els, and community birth infrastructure as essential
components in achieving maternal health equity in the
United States.

Birth Detroit aims to realize the birth center model
of care as a justice response to health inequity. By ap-
plying the justice principles of autonomy, opportunity,
and accessibility, Birth Detroit challenges the prevailing
idea of freestanding birth centers as a boutique model of
care available to a relatively select few. Birth Detroit in-
vites consideration of freestanding birth centers rooted
in community as a care model that should be avail-
able to all birthing people as an essential population
health strategy that has the potential to reduce health
inequities.

As a Black-led organization shaped by commu-
nity voices within its leadership ranks and its clients,
Birth Detroit is dedicated to improving maternal and
infant health outcomes within its communities. Since
its inception, Birth Detroit has used evidence-based
models as a foundation, tailoring its programs with
reverence to the feedback from voices within its own
community-based leadership and from the surrounding
community. Examples of evidence-based approaches
to care include midwifery-led care, offering childbirth
education, doula support, home visits early postpartum,
promotion of breastfeeding, and seamless transfers of
care when necessary.

Birth Detroit’s 4 core values are outlined in Figure 1.
Models of care that seek to mitigate systemic racism,
among other widespread systems of injustice, are often

Figure 1. Birth Detroit values.

challenged to address oppression on either a micro level
or a macro level. However, within the context of preg-
nancy and the birthing experience, healthcare providers
have a rare opportunity to imagine interventions that
can address individual family needs, while advancing
policy changes that affect whole communities and creat-
ing systems that promote equity for future generations.

METHODS

Centering community

Following SQUIRE guidelines,31 the iterative process
used to refine the Birth Detroit model, centering
community, is described. Birth Detroit’s founders and
staff are predominantly Black women who have
long-standing personal and professional ties to the
community they serve. They perceived a demand for
additional frameworks of care from the people they en-
countered daily. Furthermore, they envisioned a model
that could be both for the community and by the
community. In an effort to ensure this approach was
followed, they considered stakeholder voices from a
multitude of sources and carried out a series of key
stakeholder interviews, community surveys, and out-
reach events between 2018 and 2019. The results of
these activities are summarized in the following text and
served as the foundation and guidance for the evolution
of Birth Detroit.

Community stakeholder input

To examine the community’s interest in a local birth
center, Birth Detroit’s founders launched a series of
semistructured stakeholder interviews in 2018. Sev-
enteen Detroit maternal-child health stakeholders
representing 9 organizations and local birth midwifery
activists were identified. The interview objectives were
to gauge community interest, collect input about the
types of services the interviewees believed would fill
current gaps in care, and gather ideas to shape the
founding values for Birth Detroit moving forward.
Stakeholders were all well-known community leaders
whose work sought to improve the health of mothers
and infants in the city. The stakeholders were identified
by members of the newly formed Board of Directors
and via snowball sampling. Stakeholders categorized
themselves into the following maternal and child health
roles, while a few participants occupied multiple roles:
14 worked in administration; 3 worked in advocacy
and policy; 9 worked as practitioners; and 1 worked in
research.

The range of affiliated organizations included public
health and publicly funded nonprofits at the local and
state levels; local BIPOC midwifery and doula activist
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groups; a Black breastfeeding advocacy association; and
2 national organizations with a local presence. Stake-
holders were asked questions about their perception of
community need, necessary services to be offered, and
ways in which the prospective organization could fill
gaps in care associated with increased race-based ma-
ternal and infant health disparities.

Community assessment

As part of its planning and development, Birth Detroit
distributed an online 26-question community survey
from March 31 to September 19, 2019. The survey
contained 23 multiple-choice questions: 6 about re-
spondents’ knowledge of midwives, doulas, and birth
centers; 5 assessing their ideal provider and birthing
experiences; 11 demographics; and 1 about past
birth experiences. Three open-ended questions allowed
respondents to share their feelings about their birth ex-
periences and any additional information they wanted
the organizers to know. Descriptive and bivariate anal-
yses were conducted to assess the needs, desires, and
experiences of the respondents related to perinatal care
and birth experiences.

RESULTS

Stakeholder interviews

During the interviews, participants were asked to
contribute to a strengths, weaknesses, opportunities,
challenges (SWOC) analysis of the maternal care land-
scape in Detroit by responding to a series of questions
(see Table 1). A summary of the outcomes of the in-
terviews led to the identification of SWOC components
(see Table 2). The desire for wraparound care was re-
sounding, as the word comprehensive was mentioned
in 13 of 17 interviews.

When asked about the impacts of a hypothetical
birth center on existing Detroit maternal-child health
providers, the answers provided a similar narrative. One
participant lauded the “potential for closing some of the

service gaps and having seamless referrals for families.”
Similarly, one interviewee commented that with mortal-
ity rates rising, “[providers] need to try something else.”
This was affirmed by a participant who observed that in
the context of existing models not improving disparate
health outcomes for birthing persons and children, in-
novative methods not yet offered to this community
were a logical response. Another noted that “a lack of
opportunities and options funnel women into care [that]
is targeted for high-risk settings.”

Community survey

There were 391 respondents to the online survey, with
282 answering all questions. Results presented include
both complete and incomplete surveys. One hundred
fifty-four respondents (39%) were residents of Detroit.
Of the Detroit population, 63% were Black and 25%
were White. Of those outside Detroit, 49% were Black
and 40% were White. The majority (83%) reported being
heterosexual, and 10% identified as bisexual. Education
levels were higher than the city of Detroit, with more
than two-thirds having a college degree or greater. In-
come was also higher, with the median income being
between $50 000 and $75 000 for both Detroit and non-
Detroit residents.

The results of the survey indicated that nearly all re-
spondents felt that midwives (98%), doulas (97%), and
a birth center (98%) were a good idea for the Detroit
community. More than half of Detroit residents surveyed
said they would like to give birth in a birth center, and
nearly one-third expressed they would like to give birth
at home. Responses about prior birth experiences indi-
cated that White residents were more likely than Black
residents to have had a midwife provide prenatal care
and to have had a midwife present at childbirth. Hav-
ing a midwife was associated with greater satisfaction,
more natural childbirth practices, and having a vagi-
nal birth. These responses supported interest in access
to accessible and affordable midwifery care to Detroit
families. Furthermore, themes from content analysis in-
dicated respondent desires for a provider who is trained

Table 1. Stakeholder questions for SWOCa analysis

Questions

What would you say are the strengths and weaknesses of the maternal health system in Detroit?
What services would you say a freestanding birth center should include?
How could Detroit health system(s) work in partnership with a freestanding birthing center?
What do you think partnership could/would look like?
What potential barriers and challenges would you foresee in opening a birth center in Detroit?
How do you think a freestanding birth center would impact Detroit families and maternal child health providers?

aBirth Detroit opted to use the SWOC (Strengths, Weaknesses, Opportunities, Challenges) framing instead of the SWOT (Strengths, Weaknesses, Opportunities,
Threats) because of the “T”s association with military strategy and the more positive framing of the “C,” as obstacles that can be overcome.
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Table 2. SWOC analysis components

Component Theme

Strengths Advancements in racial equity for breastfeeding
The unity of the community
A plethora of public and private agencies advancing maternal care
An increased number of providers of color

Weaknesses Lack of options for birth care funnels women into high-risk care
Systemic and institutional racism
Barriers to care, such as transportation
Lack of knowledge about the midwifery model of care
Lack of community representation among providers
Global billing

Opportunities Improve the geographic distribution of resources and transportation access
Enhance collaboration between organizations with similar missions
Expand education and awareness about midwifery models of care
Build a dedicated facility to address maternal healthcare, such as a birth center

Challenges Provider buy-in to the model
Perception of birth center as competitor rather than partner
Patients lack of ability to pay for care
Sustainable funding and payer models
Lack of community awareness about birth centers
Physical access concerns around transportation

in and follows standards of evidence-based practices
and natural childbirth; is respectful of gender and
sexual identity; treats the family with respect and dig-
nity; and treats them/the birthing person as a partner
in care, including respecting choices, boundaries, and
body autonomy. To make the results of this process ac-
cessible to community members, an infographic (see
Figure 2) that summarized the results was developed
to serve as a point of accountability by Birth Detroit to
address the needs and priorities the community stake-
holders had identified. The survey concluded with an
opportunity for respondents to answer an open-ended
question (“Is there anything else you would like us to
know?”), soliciting additional feedback not already cap-
tured by the survey. Exemplar quotes from responses
to this open-ended question and supporting identified
themes are provided in Figure 3.

Survey results were shared back to the community
in a Community Launch and Learn event, which was
an open house held on a Saturday with food, fam-
ily welcome, and sharing of the Birth Detroit mission,
vision, and goals. The event highlighted key findings
and invited participant reflection, input, and questions
about Birth Detroit. It also featured nationally recog-
nized midwife Jennie Joseph as a keynote speaker on
midwifery-led care as a solution to health inequities.
More than 130 attended, including community birth
workers, birthing families and children, civic and public
health leaders, volunteers, and community supporters.
The summary conclusion by the Birth Detroit founders
was that this foundational stakeholder and community
input supported the desire to gain momentum in mov-

ing the Birth Detroit vision, which was co-created with
the community, forward.

Assessment outcomes

Cultivating community

The Birth Detroit founders and Board of Directors out-
lined priorities (see Table 3) in response to the results of
the community survey and input sessions that centered
community voice to build out the program planning
process and cultivation of the Birth Detroit model. They
employed a community organization approach to birth
center development that commits to actively and au-
thentically engaging communities as leaders in their
own care. Community volunteers are essential parts of
the Birth Detroit family, and there are 4 active volunteer
work groups—each organized around one of Birth De-
troit’s 4 core strategies and working to uniquely support
Birth Detroit: MIDWIFE, ADVOCATE, ENGAGE, and
DEVELOP.

MIDWIFE: Birth Detroit embraces midwife as a verb,
meaning to bring into being. Birth Detroit was cre-
ated to bring into being optimal maternal and infant
health outcomes by making community-based mid-
wifery care and a birth center birth experience
available to all birthing people, regardless of ability
to pay. The MIDWIFE work group supports Birth
Detroit programs and services within the frame-
work of bringing optimal maternal and infant health
outcomes to all birthing people. Volunteers help
with supplying and packaging perinatal supplies for
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Figure 2. Birth Detroit community survey infographic.

families, providing stipend doula services to Birth
Detroit families, and contributing to program and
birth center planning.

ENGAGE: ENGAGE supports Birth Detroit community
engagement, marketing, and communications. Birth
Detroit regularly issues a Birth Post newsletter, has
produced 2 short videos highlighting services to the
community, recently hosted an open house–style
outdoor birthday party celebrating the first year
of the Birth Detroit Care neighborhood midwifery
clinic, and is working on a short documentary on
the legacy and future of Black midwifery in Detroit.

DEVELOP: Birth Detroit believes that as understanding
of midwifery models of care grow, so will the re-
sources to support the work. Birth Detroit commits
to DEVELOP and steward relationships and re-
sources well to fuel its mission. The DEVELOP team

has grown a strong community of funders and indi-
vidual donors committed to Birth Detroit’s mission.
The team exceeded its 2021 year-end fundraising
goal with its Lead with Us campaign and is con-
tinuing to fundraise for the birth center to open in
2023.

ADVOCATE: ADVOCATE works to address the lack of
birth center licensure, reimbursement, and access in
Michigan by collaborating with communities, com-
munity and birth justice organizations, and birth
centers across the state to promote, resource, and
advance birth center care in Michigan. In the last
year, the ADVOCATE work group has developed a
Birth Justice and Policy Agenda, and Birth Detroit
led Michigan’s successful application to the Institute
for Medicaid Innovation’s new 3-year national mid-
wifery learning collaborative.32 The collaborative
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Figure 3. Exemplar quotes from survey themes.

offers a rare opportunity for leaders from state Med-
icaid agencies, Medicaid health plans, midwifery
practices, and community organizations to receive
guidance and support on determining long-term so-

lutions to integrating, implementing, and funding
midwifery-led care in their states. Michigan joins
state teams from California, Arizona, Kentucky, and
Washington.32

Table 3. Birth Detroit priorities

Priority Components

CENTER families and
communities in perinatal care
and birth center planning

Be a model for community-centered Black, Indigenous, and people of color–led
perinatal care and birth center development

Provide safe, quality, loving community-based midwifery care now (Birth Detroit
Care)

Grow strong provider relationships and support Black midwives (current and
aspiring)

Tell our story and document our journey, sharing the benefit to Detroit
GROW staff team capacity

necessary to achieve our
mission

Fund our staff team at capacity necessary to achieve our mission
Nurture a strong, active, values-aligned, joyfully engaged Board of Directors
Develop values-aligned shared leadership model for Birth Detroit

OPEN model Black, Indigenous,
and people of color–led
community birth center

Identify, fundraise for, and secure birth center location by year-end 2022
Open Birth Detroit freestanding, accredited community birth center by year-end

2023
SUSTAIN staffing, leadership,

and resources to realize the
vision of Birth Detroit

Establish public and private reimbursement for birth center care in Michigan
Establish birth center licensing and/or accreditation in Michigan
Support sustained staff team capacity, leadership, and governance
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Iterative planning

While initial planning was focused on the opening of
a birth center in Detroit, by centering and responding
to community input, the Birth Detroit trajectory was ad-
justed. An unanticipated priority from the stakeholder
interviews and community assessment survey results
pointed to the need for community-based perinatal care
and education while Birth Detroit continued to plan for
the birth center. In October 2020, Birth Detroit part-
nered with Brilliant Detroit, a nonprofit organization
dedicated to successful families, kids, and neighbor-
hoods, and the Michigan Health Endowment Fund, the
state’s conversion foundation focusing on the health of
Michigan residents, to open Birth Detroit Care. Birth De-
troit Care is a midwifery Easy Access Clinic modeled
after the JJ Way, a highly successful community-based
model of healthcare delivery developed by Jennie
Joseph (JJ),33 and is the only community-based, easy
access midwifery care clinic in Detroit. This unique
perinatal clinic provides essential prenatal and postna-
tal care and resources to birthing families right in their
communities, including warm, personalized, respectful
prenatal and postpartum visits; confirmation of preg-
nancy; prenatal screenings and laboratory test results;
ultrasound services; labor preparation; childbirth educa-
tion; and warm connections for other needed support.
The clinic is staffed by certified nurse-midwives and cer-
tified professional/licensed midwives, a JJ Way Common
Sense Childbirth Certified Perinatal Educator, and mid-
wife assistants.

The values-centered spirit of care is the cornerstone
of the care provided at Birth Detroit Care. Other prac-
tices of note include a complete needs assessment;
provision of prenatal vitamins and postpartum supplies;
access to select community doulas stipend by Birth De-
troit; and a postpartum assessment offered in home
within a day of birth. Birth Detroit Care’s first-year per-
formance goals included (1) the number of families
served at Birth Detroit Care and the number of fami-
lies receiving childbirth education; (2) becoming part
of a comprehensive suite of services for families during
the childbearing year; (3) developing a plan for third-
party payments; and (4) providing education about the
midwifery model of care to community stakeholders.

Since opening, Birth Detroit Care has cared for more
than 121 families and had nearly 200 perinatal health
visits and warm referrals. Thirty infants were born
with local birth care providers under the prenatal and
postpartum care of the Birth Detroit Care midwifery
team in the first year of service. Ninety-three percent
of births were full-term, and 100% of clients initiated
breastfeeding. The Birth Detroit Care easy access clinic
made community-based perinatal care accessible to all

birthing people who wanted care, regardless of their
ability to pay. The clinic exceeded its goal for the num-
ber of families served by 51%. Its clinical team aimed
to serve 80 clients but stretched to meet increasing
community demand to serve 121 clients and provide
childbirth education to 100 parents. Birth Detroit is cur-
rently developing comprehensive evaluation metrics for
use in the clinic and in the birth center.

DISCUSSION

Reimagining what is possible

SisterSong34 defines reproductive justice as the human
right to maintain personal bodily autonomy, have chil-
dren, not have children, and parent the children we
have in safe and sustainable communities. Voices for
Birth Justice35 defines birth justice as a movement that
believes when birthing people recognize their innate
power to make the best health decisions for themselves
and their families during all stages of the pregnancy,
birth, and the postbirth period, that power will have
a transformational impact on their family and commu-
nity. Recognizing that access to evidence-based options
is critical to achieving reproductive and birth justice,
Birth Detroit extends the definitions offered by Sister-
Song and Voices for Birth Justice to further clarify birth
justice as the human right to a safe and respectful birth
experience including bodily autonomy, power to make
choices, and access to midwifery care.

Birth Detroit operationalizes a Black feminist
standpoint36 by identifying, naming, and prioritizing
challenges and leading the work to address them.
From the Board of Directors to the cofounding team,
Birth Detroit strives to embody its values of safety,
love, trust, and justice and to honor that process
matters just as much as ends. While traditional birth
center planning may rely heavily upon an individ-
ual entrepreneur, Birth Detroit decidedly took an
organizing approach—centering community, relation-
ships, values-based processes, a bias toward action,
community-defined success, and telling their own story.
In addition to grant awards, the contributions of private
donors demonstrate the breadth of community owner-
ship and partnership.

By leading in their own care, Birth Detroit invites
courageous questioning of not only inequity in birth
outcomes but also the inequities deeply rooted in cur-
rent maternal health systems and approaches. Birth
Detroit commits to create and nurture a culture of sol-
idarity, equity, belonging, and shared leadership with
respect to all aspects of social and cultural identity and
professional credentials. Birth Detroit believes that both
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the spirit of care and the spirit of leadership matter
and aims to embody safety, love, trust, and justice
in care and within the organization (see Figure 1).
Birth Detroit believes that by centering Black birthing
people in the redesign of care systems, it can create
systems that work better for everyone and that when
held with conscious awareness and love, the experience
of birth can be a unifying catalyst in diverse com-
munities. Achieving this vision requires examination,
healing, and growing together beyond the structural
racism that has harmed everyone. Birth Detroit aims to
create spaces for deep honesty and vulnerability and
to practice awareness of White supremacy and how it
shows up in organizations—all with a commitment to
name, heal, and develop liberatory structures and new
ways of being. By uplifting and reclaiming Black-led
midwifery care, Birth Detroit aims to ensure communi-
ties are healthier, stronger, and freer.

Transforming the spirit of care

The foundational philosophy of transforming the spirit
of care makes way for people impacted directly and
indirectly by birth inequities to be leaders in their own
care. Birth Detroit was conceived with the recognition
that the same structural factors at the root of inequities
in birth outcomes are rooted in the broader systems of
care.

In an effort to bring visibility to these often invisi-
ble factors, Birth Detroit pairs evidence-based models
with a foundation composed of equal parts community
energy, wisdom, determination, and innovation. Clear
causes of maternal and infant mortality and morbidity
are evident in Detroit, as are promising community-
led solutions aimed at disrupting the inequitable trends.
This contrasts with prior approaches to birth center care
that had limited accessibility due to limits in acceptance
of Medicaid and locations outside of communities of
color. The AABC Strong Start program has demonstrated
the value of providing accessible birth center care for
Medicaid beneficiaries, including comprehensive ap-
proaches addressing both the physical and social values
of combined care.13,17,37 The value of culturally centered
care in the birth center setting is demonstrated by the
outcomes of the Roots Birth Center in Minnesota, where
outcomes were enhanced for all populations that were
served at this site.19 Birth Detroit seeks to build on the
strengths of the Strong Start and Roots programs, center-
ing community and Black leadership to address Detroit’s
crisis in maternity care outcomes for birthing families.

Creating Detroit’s first birth center in which the health
needs of Black birthing persons and their children can
be met is one of the most promising evidence-based
methods to improve the safety of the birthing experi-

ence on physical, mental, and spiritual levels. While it
is important to name the root causes of health inequities
in birthing, it is even more important to uplift evidence-
based, community-chosen solutions such as the JJ Way
and Roots Birth Center model that stand to improve
outcomes, grow community power, and enhance the
culture of care.

In alignment with prior calls for nurses and physi-
cians to engage with community-based strategies to
address structural racism, implicit bias, and inequitable
access within maternity care, Birth Detroit amplifies
these approaches.24,38 The Birth Detroit model argues
for Black-led innovation developing new models of
care, with nurses and midwives being leaders in these
areas. Evidence-based models of care such as Centering
Pregnancy, the Roots Birth Center, and the JJ Way are
exemplars of nurse- or midwifery-led models of care
that center community voices. In the context of Birth
Detroit, nurses have been part of the advocacy to en-
courage changes in legislation, reimbursement models,
and birth center development. BIPOC perinatal nurse
leadership should be supported to positively influence
policy, practice, and population health changes neces-
sary to address inequities in maternity care. The Birth
Detroit model encourages engagement by community
members with dual identities as nurses and midwives,
as well as advocacy for a Birth Justice agenda from all
involved in service to the BIPOC birthing community.

Limitations of this work are noted and include the
use of online surveys requiring technology access that
can serve as a barrier to respondents. To counter these
risks, qualitative interviews and launch events were also
held. Another challenge is that community organizing
is a time-intensive approach. The capacity to effec-
tively engage community volunteers while Birth Detroit
was forming and before funding was available for staff
challenged the momentum of the project at times. In-
equitable access to capital necessitates Birth Detroit
organizing as a nonprofit and requires competing with
other equally worthy organizations for grants and re-
sources Detroit’s communities need to thrive. Given
these challenges, the purpose of this article was to
share Birth Detroit’s approach to aid others who may
have similar goals and desires to be leaders and change
agents in their communities and to address health in-
equity using a community-informed birth center model
of care similar to Birth Detroit.

CONCLUSION
“Never ask permission to save your own life,” advises
GirlTrek, the largest public health nonprofit for Black
women and girls in the United States.39 Birth Detroit is
a demonstration of this advice in action and has adopted

The Journal of Perinatal & Neonatal Nursing www.jpnnjournal.com 147



the mantra, “We are no longer asking permission to save
our own lives.” Detroit’s first Black-led birth center, Birth
Detroit, is a model of deep equity and systems change,
shaped by science and evidence, and positioned as a
promising practice with strong potential to deconstruct
inequities in birth outcomes.
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