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EXECUTIVE SUMMARY

On October 23, 2019, the South Dakota Advisory Committee (Committee) to the U.S. Commission
on Civil Rights voted unanimously to take up a proposal to study maternal mortality of Native
American women in South Dakota. To reflect current terminology used in public health settings
and data collection,1 the Committee chose to use the term “American Indian” rather than “Native
American.” The Committee’s study focused on understanding the factors that may contribute to
American Indian maternal mortality, and includes findings related to maternal health. This report
is informed by virtual public briefings held on July 14, 2020; September 16, 2020; November 18,
2020; a virtual public community forum on December 16, 2020; and written testimony from
American Indian women, researchers, advocates, and other related stakeholders. As part of this
study, the Committee also asked briefing participants a voluntary briefing follow-up question
around what was working well that could potentially be improved but received no responses to
this question.2
Significant concerns raised in the report include a lack of consistent funding for efforts to track
and address issues that contribute to disproportionately high American Indian maternal mortality
rates, a lack of support for traditional birth practices to support maternal health of American Indian
women, and ongoing and pervasive neglect in addressing living conditions and standards of care
for American Indians that collectively contribute to maternal mortality rates. In response to these
concerns, the Committee urges policy makers and relevant stakeholders to fund and develop health
care programs and resources that (a) are informed by a comprehensive understanding of living
conditions and resources for American Indians through ongoing consultation with Tribal members,
(b) incorporate traditional birth practices and cultural competency in health care settings and health
care provision, and (c) ensure health care standards and resources for American Indians are aligned
with national standards. A full list of the Committee’s findings and recommendations from this
study follows. This report and the recommendations included within it were adopted by a vote of
7 to 0 by the Committee on May 19, 2021.
1. Findings Maternal Mortality and Health Disparities
a. Maternal mortality is defined as a death related to pregnancy, which can be
caused by infection, heart disease, pulmonary embolism, and postpartum

1

Indian Health Service, About IHS, (n.d.), https://www.ihs.gov/aboutihs/ (accessed May 12, 2021); Centers for
Disease Control and Prevention, Health Disparities¸(December 21, 2018), https://www.cdc.gov/Tribal/dataresources/health-disparities/index.html (accessed May 12, 2021).
2

Follow-up Question to Briefing Speakers, February 2021.
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hemorrhage.3 Maternal morbidity is defined as any physical illness or disability
that is directly linked to childbirth and/or pregnancy.4
b. Sixty percent of maternal deaths are preventable.5 Preventive efforts include
researching and responding to factors that contribute to disproportionate maternal
mortality rates of American Indian mothers, including social determinants of
health, social injustice, and structural racism.6
c. There are substantial maternal health disparities between American Indian, Alaska
Native, and White mothers.7 The national maternal mortality and maternal
morbidity rates of American Indian and Alaska Native women are double that of
White women.8
d. Comprehensive data to determine maternal mortality rates for small populations
across different states is challenging to access.9 The Centers for Disease Control’s
state maternal mortality tables do not include maternal mortality rates for South
Dakota because the population size is small,10 which makes it difficult to easily
assess the severity of the issue.
e. Using the number of maternal deaths to calculate the maternal mortality rates for
South Dakota, a panelist shared that American Indian women in South Dakota
3

Stephanie Big Crow, MD, Written Statement for the December Briefing before the South Dakota Advisory
Committee to the U.S. Commission on Civil Rights, Dec. 16, 2020, at 2 (hereinafter Big Crow Statement).
4

Ibid.

5

Big Crow Statement, at 4; See also Centers for Disease Control, Pregnancy Mortality Surveillance System, Centers
for Disease Control and Prevention, https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancymortality-surveillance-system.htm (accessed May 10, 2021).
6

Big Crow Statement, at 4.

7

Linda Littlefield, testimony, Briefing Before the South Dakota Advisory Committee to the U.S. Commission on
Civil Rights, Sep 16, 2020, transcript, p. 13 (hereinafter September Briefing), Ms. Littlefield noted that
comprehensive data for maternal mortality rates across states can be challenging to access, is not consistently
collected, and has limits due to the small population sizes of those studied. Data shared at the time of the briefing
was calculated based on data compiled through a data request submitted previously for births by race to the South
Dakota Department of Vital Records alongside 2010-2018 data from the South Dakota Department of Health
regarding pregnancy related deaths; See also South Dakota Department of Health, Maternal Mortality, (n.d.),
https://doh.sd.gov/statistics/maternalmortality.aspx?;Centers for Disease Control, Maternal Mortality, (n.d.),
https://www.cdc.gov/nchs/maternal-mortality/index.htm.
8

Big Crow Statement at 1; Centers for Disease Control and Prevention, Pregnancy Mortality Surveillance System,
(n.d.), https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
(accessed May 10, 2021).
9

Centers for Disease Control, Maternal Mortality by State, 2018, (2018), https://www.cdc.gov/nchs/maternalmortality/MMR-2018-State-Data-508.pdf (accessed May 12, 2021).
10

Centers for Disease Control, Maternal Mortality by State, 2018, (2018), https://www.cdc.gov/nchs/maternalmortality/MMR-2018-State-Data-508.pdf (accessed May 12, 2021).
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have a mortality rate of 121.77 maternal deaths per 100,000 births, which is
nearly seven times the 2018 national maternal mortality rate (17.9 maternal deaths
per 100,000 births), and is also far greater than the state’s maternal mortality rate
(59 maternal deaths per 100,000 births), and the maternal mortality rate for White
women in South Dakota (44 maternal deaths per 100,000 births).11 This is
especially concerning considering that American Indian women make up only
18% of births within the state, while White women make up 75% of births in
South Dakota.12
f. Access to prenatal care is essential to the health of American Indian mothers.
Counties which have reservations within their boundaries or which overlap with
Tribal lands experience disparities regarding access to prenatal care.13 According
to the CDC’s Pregnancy Risk Assessment Monitoring System (PRAMS) data,
27% of American Indian mothers reported not having access to transportation
needed for pre-natal appointments, 27.5% of American Indian mothers were
unable to access prenatal care due to lack of access to childcare, and 19.1% of
American Indian mothers reported being unable to get an appointment with their
healthcare provider.14
g. Disparities regarding access to prenatal care are especially prominent for
American Indian mothers between the ages of 15-19.15 American Indian teens
experience a disproportionate lack of prenatal care compared to their White
counterparts in the same age bracket.16 Within this age group, 55.4% of American
Indian mothers received late or no prenatal care compared to 21.8% of White teen
mothers.17
2. Lack of Comprehensive Data on Maternal Health Disparities

11

Littlefield Testimony, September Briefing, p. 13, Ms. Littlefield noted that comprehensive data for maternal
mortality rates across states can be challenging to access, is not consistently collected, and has limits due to the
small population sizes of those studied. Data shared at the time of the briefing was calculated based on data
compiled through a data request submitted previously for births by race to the South Dakota Department of Vital
Records alongside 2010-2018 data from the South Dakota Department of Health regarding pregnancy related deaths;
See also South Dakota Department of Health, Maternal Mortality, (n.d.),
https://doh.sd.gov/statistics/maternalmortality.aspx?; Centers for Disease Control, Maternal Mortality, (n.d.),
https://www.cdc.gov/nchs/maternal-mortality/index.htm.
12

Ibid.

13

McKay Testimony, September Briefing, pp. 2-3.

14

Littlefield Testimony, September Briefing, p. 14.

15

Ibid.

16

Ibid.

17

Ibid.
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a. There is a lack of consistent, comprehensive data available regarding the maternal
health of American Indian populations in South Dakota.18 This lack of data makes
it difficult to develop explanations for the present maternal health disparities
within the state.
b. Historically, the maternal and child health of American Indians in South Dakota
was largely uninvestigated. It was not until the 1990s that the Centers for Disease
Control began to study the infant mortality and maternal health rates of American
Indians in South Dakota.19
c. There needs to be a concerted effort to include Tribal Nation representation on a
South Dakota Maternal Mortality Review Committee to ensure that Tribal
Nations have state-level support to collect and analyze data specific to the
maternal health within their communities.20
d. National and South Dakota data indicate that American Indian mothers experience
maternal health issues at a higher rate than White mothers, despite the fact that
they make up a lower percentage of the population.21 However, despite current
data revealing these disparities, a comprehensive, research-based explanation as
to why these disparities exist in South Dakota has yet to be developed.
e. As a result, the lack of a clear explanation for these disparities makes it difficult
for South Dakota Tribal Nations to take the necessary steps to address the
disparities experienced by American Indian women in their communities.22
3. Barriers to Accessibility
a. Pregnant American Indian women, especially those living in rural areas,
experience a multitude of compounding barriers that make it difficult to receive
pre-natal and routine maternal health care. There is a need to establish better

18

Big Crow Statement, at 2.

19

Amy Elliott, testimony, Briefing Before the South Dakota Advisory Committee to the U.S. Commission on Civil
Rights, Nov. 18, 2020, transcript, pp. 3-4 (hereinafter November Briefing).
20

Littlefield Testimony, September Briefing, p. 18; Steffens Testimony, September Briefing, p. 17; Sandra Wilcox,
testimony, Briefing Before the South Dakota Advisory Committee to the U.S. Commission on Civil Rights. July 14,
2020, transcript, p. 10 (hereinafter July Briefing).
21

Big Crow Statement at 2; Elliott Testimony, November Briefing, pp. 3-4; Littlefield Testimony, September
Briefing, pp. 12-13; “South Dakota Population 2021.” World Population Review.
https://worldpopulationreview.com/states/south-dakota-population (accessed March 3, 2020).
22

Littlefield Testimony, September Briefing, p. 18; Steffens Testimony, September Briefing, p. 17; Wilcox
Testimony, July Briefing, p. 10.
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health care, transportation services, housing, employment opportunities, food
access and education on American Indian reservations.23
b. Many American Indian women living on reservations in rural South Dakota lack
access to water, sewage, housing, employment, and technology.24 This lack of
technological access includes the unavailability of phones, internet, and
computers.25 These aspects make it especially difficult for pregnant American
Indian women to schedule appointments, contact medical providers and sign-up
for Medicaid.26
i. Access to Medicaid was highlighted as a barrier for American Indian
women living in rural South Dakota.27
ii. In order to apply for and access to Medicaid, American Indian women
usually need to have access to a phone, car, and internet service.28
c. American Indian women also lack access to reliable and consistent forms of
transportation (both personal vehicles and public transit) as well as access to
roads.29 The lack of transportation makes it difficult for American Indian women
to travel to maternal health appointments and their deliveries.30
d. The locations of birthing centers require American Indian women to travel long
distances from their homes on reservations.31 These women often have to travel
anywhere from one to four hours in order to get to their appointments and to give
birth.32

23

Steffens Testimony, September Briefing, p. 17.

24

Antoine Testimony, July Briefing, p. 6-13; Big Crow Statement at 2; Wilcox Testimony, July Briefing, pp.9-10.

25

Wilcox Testimony, July Briefing, p. 9.

26

McKay Testimony, September Briefing, p. 4.; Wilcox Testimony, July Briefing, p. 9.

27

McKay Testimony, September Briefing, p. 4.

28

Ibid.

29

Antoine Testimony, July Briefing, p. 12; Arielle Deutsch, testimony, Briefing Before the South Dakota Advisory
Committee to the U.S. Commission on Civil Rights, Dec. 16, 2020, transcript, p. 16 (hereinafter December Briefing);
McKay Testimony, September Briefing, p. 14; Wilcox Testimony, July Briefing, p. 9.
30

Deutsch Testimony, December Briefing, p. 16; McKay Testimony, September Briefing, p. 14; Wilcox Testimony,
July Briefing, p. 9.
31

Antoine Testimony, July Briefing, p. 7; Kingman Testimony, December Briefing, p. 23; Locke Testimony,
December Briefing, pp. 5-7; Wilcox Testimony, July Briefing, p. 9-11.
32

Antoine Testimony, July Briefing, p. 7.; Locke Testimony, December Briefing, pp. 5-6.; Wilcox Testimony, July
Briefing, p. 9.
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e. These infrastructural barriers impact American Indian women’s social
determinants of health, which are defined as the environmental conditions in
which individuals are born, work, and live.33 Access to early and routine pre-natal
care is the main factor which lowers the risk of maternal morbidity and maternal
mortality.34 Each of these barriers compounds upon the other, creating enormous
challenges for American Indian women to overcome in order to gain access to
pre-natal and routine maternal health services.35
4. Traditional Birthing Practices
a. Regardless of the location or mode of birthing, American Indian mothers need to
have access to traditional practices before and during birth.36 Birth and the
birthing process is a sacred event where cultural teachings and ceremonies take
place.37 American Indian women need the opportunity to participate in these
practices, which include having family members present during birth.38 Due to the
distance of birthing centers, and a lack of transportation access on reservations, it
is difficult for family members to be present during the time of birth, which
results in American Indian mothers giving birth alone and missing out on
traditional practices.39
b. The testimony received indicated that European maternal health practices were
forced upon Native people during colonization.40 These practices do not align
with the traditional beliefs and practices of American Indian people.41 Precolonization, American Indian tribes invested in maternal health because it was a
pillar of health and success for their communities.42 Even today, Lakota tradition
holds women to the highest respect by supporting a mother’s decisions about her

33

Big Crow Statement at 2.

34

Ibid., 3.

35

McKay Testimony, September Briefing, pp. 2-3.

36

Antoine Testimony, July Briefing, p. 7; Big Crow Statement, at 3; Wilcox Testimony, July Briefing, pp. 9-11;
Locke Testimony, December Briefing, p. 6.
37

Big Crow Statement, at 4; Wilcox Testimony, July Briefing, p. 9.

38

Ibid.

39

Wilcox Testimony, July Briefing, pp. 9-11.

40

Big Crow Statement, at 4; Wilcox Testimony, July Briefing, p. 9.

41

Ibid.

42

Jennifer Giroux, MD, MPH, Written Statement for the September Briefing before the South Dakota Advisory
Committee to the U.S. Commission on Civil Rights, Sep. 16, 2020, at 2 (hereinafter Giroux Statement). Opinions
expressed are those of Dr. Giroux and do not necessarily reflect the views of the Indian Health Service.
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baby and her body.43 The Lakota tradition includes honoring fathers within the
birthing process and not immediately cutting the umbilical cord post-birth,
indicating that fathers should be considered as part of comprehensive efforts to
address maternal health.44
5. Cultural Competency
a. American Indian women need access to culturally competent services. Cultural
competence is defined as the incorporation and transference of knowledge about
persons and groups of people into particular policies, attitudes, standards, and
practices used to increase the quality and outcomes of services for all groups and
peoples.45
b. The Committee heard testimony that health care providers, institutions and
practices do not reflect the values of American Indian women.46 The testimony
reflected that many hospitals in the state do not allow American Indian women to
participate in traditional birthing ceremonies. 47 This lack of cultural freedom is
associated with spiritual harm towards the baby and the family.48
c. Within the testimony, panelists shared that the health care institutions are
informed by western ideals that are connected to the infringement of American
Indian cultural traditions.49 These healthcare institutions were referenced as
“culturally-biased” systems that do not recognize the cultural framework of
American Indian women.50 This lack of recognition was linked to the systemic
oppression, structural racism and cultural erasure of American Indian people.51
d. There is a dislocation between institutional maternal health and traditional healing
practices.52 Institutional rules and guidelines pre-natal care and maternal health

43

Locke Testimony, December Briefing, p. 8.

44

Ibid.

45

Centers for Disease Control and Prevention, Cultural Competence in Health and Human Services, (n.d.),
https://npin.cdc.gov/pages/cultural-competence#what (accessed May 10, 2021).
46

Deutsch Testimony, December Briefing, p. 16.

47

Big Crow Statement, at 4.

48

Ibid.

49

Ibid.

50

Ibid.

51

Big Crow Statement, at 4.

52

New Holy Testimony, December Briefing, pp. 18-19.
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restrict the ways in which American Indian women can experience their
traditional modes of healing.53
e. American Indian women can feel stigmatized, stereotyped, and dismissed by the
current medical system, which can deter them from seeking maternal health
services.54 This lack of cultural understanding, specifically within health
institutions, could potentially be a barrier for American Indian women seeking
healthcare.55 This is especially true if American Indian women are receiving care
from a primarily White health institution that does not support or enforce cultural
competency efforts.56
6. Birthing Centers, Home Births and Traditional Practices
a. American Indian women need access to healthcare that supports their right to
choose the maternal health services that best fit their individual needs. This
includes access to reservation-based birthing centers, home births and traditional
birthing practices.
b. There is a lack of accessible birthing centers for American Indian women living
on South Dakota reservations.57 The Committee heard testimony which
highlighted the suggestion that reservation-based birthing centers could act as a
solution to accessibility barriers.58 American Indian women are in need of
reservation-based birthing centers to alleviate transportation barriers and exercise
their traditional practices.59
c. Home births are another alternative to institutionalized health care for American
Indian women.60 This type of birth allows for American Indian women to avoid
transportation barriers and experience an empowering, alternative mode of
healing.61

53

Ibid.

54

Deutsch Testimony, December Briefing, p. 16.

55

Ibid.

56

Ibid.

57

Antoine Testimony, July Briefing, p. 7.; Kingman Testimony, December Briefing, p. 23.; Locke Testimony,
December Briefing, pp. 5-7.; Wilcox Testimony, July Briefing, p. 9-11.
58

Ibid.

59

Antoine Testimony, July Briefing, p. 7.; Wilcox Testimony, July Briefing, p. 9.

60

Locke Testimony, December Briefing, pp. 5-8.

61

Ibid.
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7. Institutional Racism
a. Institutional racism is defined as structural policies, practices, and laws that create
differential access to resources, goods, services and opportunities for individuals
and groups of people based on race.62
b. Institutionalized racism is often evident as inaction in the face of need.63
Institutional racism is structurally embedded within society, institutions and laws
which makes it difficult to identify one single cause for its existence.64 Despite the
difficulty in identifying a single cause of institutional racism, institutional racism
was suggested as directly, negatively impacting the health disparities experienced
by American Indian women in South Dakota.65
c. Prejudice, discrimination, and racism are associated with institutional racism.66
These factors associated with institutional racism increase the levels of anxiety
experienced by American Indian and Alaska Native people because they are
associated with colonization, forced migration, genocide, cultural erasure and
forced boarding schools.67
d. Institutional racism creates a traumatic environment for American Indian women,
which negatively impacts their human development.68 Institutional racism can
cause intergenerational trauma, adverse childhood experiences, and toxic stress.69
These factors can compound with the lack of available resources caused by
institutional racism and create health implications for American Indian women in
the state of South Dakota.70
8. Mandated Reporting and Drug Testing

62

Littlefield Testimony, September Briefing, p.11.

63

Steffens Testimony, September Briefing, p. 11.

64

Ibid.

65

Giroux Statement, at 3-5.

66

Big Crow Statement, at 3; Littlefield Testimony, September Briefing, p.11.

67

Big Crow Statement, at 3.

68

Littlefield Testimony, September Briefing, p.11; Giroux Statement at 6-7.; Steffens Testimony, September
Briefing, p. 11; Giroux Statement, at 3-5.
69

Giroux Statement at 6-7.

70

Ibid.
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a. More White women drink during pregnancy than American Indian women, but
when American Indian women drink during pregnancy, they are more likely to
binge drink.71
b. American Indian mothers experience more trauma and adverse childhood
experiences than White mothers in the state.72 These factors can increase their
likelihood of developing substance use disorder.73 As compared to White women
in the state, American Indian women in South Dakota are disproportionately
affected by substance use as well as preconceptions around substance use.74
c. In South Dakota law, health care staff who suspect drug use can order a drug
test.75 This suspicion is a barrier for American Indian women seeking prenatal
care because they can fear being stereotyped and drug tested by healthcare staff
who bring their stereotypes into their medical practice.76 The Committee heard
testimony that American Indian women are often drug screened randomly because
of perceptions about their lifestyle based on the color of their skin.77
d. American Indian mothers in South Dakota can also be drug tested for “noncompliance” if they sign up for Medicaid later into their pregnancy.78 American
Indian women face barriers in applying for Medicaid [phone, transportation,
internet services], which may influence the date in which they can apply.79 This
late uptake of Medicaid can be perceived as a risk for maternal drug use by
medical professionals.80
e. Mandated reporting law in South Dakota requires that pregnant mothers be
reported for drug use.81 For American Indian mothers dealing with substance use,
71

Elliott Testimony, November Briefing, p. 6.

72

Steffens Testimony, September Briefing, p. 15.

73

Ibid.

74

Ibid.

75

McKay Testimony, September Briefing, p. 4; See S.D. Codified Laws § 26-8A-2(9) (classifying abusive prenatal
drug or alcohol use as child abuse); S.D. Codified Laws § 26-8A-3 (2021) (mandatory reporting of suspected child
abuse by physicians).
76

Ibid., 4-8.

77

Ibid., 7-8.

78

Ibid., 4.

79

Ibid.

80

Ibid.

81

Giroux Statement, at 6; See S.D. Codified Laws § 26-8A-2(9) (classifying abusive prenatal drug or alcohol use as
child abuse); S.D. Codified Laws § 26-8A-3 (2021) (mandatory reporting of suspected child abuse by physicians);
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this law can be a barrier to their pre-natal care because there is fear of the legal
repercussions connected to this law.82
f. There is a lack of supportive services for American Indian mothers experiencing
substance use.83 Specifically on the Rosebud Reservation, there is only one
substance use treatment center, but it has a long waiting list of clients.84
g. Access to substance use treatment programs via telemedicine is important to
provide, especially during COVID-19.85
h. Without access to supportive services for substance use treatment, American
Indian mothers are more likely to become involved with the judicial system.86
i. The Committee heard testimony that that harsh laws surrounding pregnant
substance use further alienates American Indian mothers in need of supportive
services and pushes them into the hands of the state’s judicial system.87
9. Maternal Healthcare for Incarcerated Native Women
a. In 2020, 52% of women incarcerated in South Dakota were American Indian,
however American Indian women only account for about 8% of the state’s
population.88
b. American Indian women in prison do not receive adequate maternal healthcare
which can affect the maternal and child health rates for this population.89

see also S.D. Codified Laws § 34-20A-63(3) (permitting involuntary civil commitments of intoxicated mothers who
are “pregnant and abusing alcohol or drugs”).
82

Deutsch Testimony, December Briefing, p. 16.

83

McKay Testimony, September Briefing, p. 4.; Wilcox Testimony, July Briefing, p. 10; Elliott Testimony,
November Briefing, p. 5.
84

Wilcox Testimony, July Briefing, p. 10.

85

Elliott Testimony, November Briefing, p. 7.

86

Steffens Testimony, September Briefing, p. 15.

87

Giroux Statement, at 6.

88

Ibid.

89

Labonte Testimony, December Briefing, p.14.
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c. Incarcerated mothers are not allowed visitors during their birth, which is
obstructive to the traditional practices of American Indian mothers.90 These
practices are vital to the cultural well-being of American Indian mothers.91
d. The Committee heard testimony that unlike in Alabama, Tennessee and Florida,
incarcerated women are not allowed a bonding period with their child post-birth.92
This time is essential for mother-child bonding and for mothers to provide
necessary anti-bodies to their babies via breastfeeding.93
10. The Impacts of COVID-19
a. American Indians living in South Dakota are disproportionately impacted by the
COVID-19 pandemic.94 American Indians in the state have higher rates of
positive COVID-19 tests, hospitalization, and death as compared to White
individuals.95

90

Big Crow Statement, at 4; Locke Testimony, December Briefing, pp. 14-15; Wilcox Testimony, July Briefing, p.
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b. COVID-19 has worsened issues that were already impacting reservations in the
state of South Dakota.96 The pandemic has compounded unemployment,
overcrowding in homes, inaccessible healthcare, and a lack of resources.97 This
additional barrier makes it harder for Tribal Nations to work towards healthier
communities.98
c. The pandemic has also made it difficult for maternal healthcare providers to
deliver services to American Indian women.99 During the time in which testimony
was received, the U.S. Department of Health and Human Services’ Maternal and
Child Health Project Launch Program had to suspend home visits and
transportation for their American Indian clients.100 Without these services, it is
harder for American Indian women in the program to travel to maternal health
appointments and to receive maternal health education.101
d. Telemedicine appointments are a potential solution for maternal health care
providers who cannot see patients in person.102 Telemedicine appointments are
conducted via computer, webcam, smartphone or tablet and allow patients to
virtually speak with their healthcare provider.103 These appointments could help
provide necessary pre-natal education and could help healthcare providers keep
track of their patient’s health.104 However, American Indian women often do not
have access to the technology necessary for these appointments.105
11. Indian Health Service – Standards of Care
a. The Committee heard testimony that Indian Health Service hospitals do not
provide a standard of care that is equal to other national-level healthcare systems,
due to the underfunding.106 The underfunding of Indian Health Service hospitals

96

Antoine Testimony, July Briefing, pp. 6-8.

97

Ibid.

98

Antoine Testimony, July Briefing, pp. 7-8.

99

Wilcox Testimony, July Briefing, p. 18.

100

Ibid., 8-9.

101

Ibid., 8-10.

102

Elliott Testimony, November Briefing, pp. 6-7.

“For Patients: What is Telemedicine?” U Health.
https://healthcare.utah.edu/telehealth/patients.php#:~:text=A%20telemedicine%20appointment%20is%20just,are%2
0also%20called%20virtual%20visits (accessed March 3, 2021).
103

104

Elliott Testimony, November Briefing, pp. 6-7.

105

Wilcox Testimony, July Briefing, p. 9.

106

Big Crow Statement at 3.

Executive Summary

16

was linked to a lack of adequate maternal care, poor quality equipment, low
staffing levels, and outdated medical facilities.107
b. Based on panelist testimony, the low standards of care provided by Indian Health
Service are not sufficient for an American Indian mother to experience a healthy
birth.108
c. The lack of quality health care provided by Indian Health Service hospitals was
connected to the anxiety experienced by American Indian and Alaska Native
women receiving care at these facilities.109
12. Trauma
a. American Indian mothers experience a disproportionate amount of trauma, which
impacts the health of their babies and can lead to intergenerational trauma.110
Trauma impacts the brain development of a fetus and has an effect on a genetic
level.111 Trauma is a root cause of issues with the pregnancy such as premature
births, morbidity and mortality.112
b. American Indian women in South Dakota experience trauma resulting from
racism, poverty, discrimination, and prejudice within their lived environment.113
The trauma related to these factors has serious implications on the health and
wellness of this population.114
c. Historical trauma caused by institutional racism continues to impact the health of
American Indian women today.115 Panelists identified the Family Planning
Services and Population Research Act of 1970 and the construction of the
Keystone XL pipeline as examples of institutional racism that historically and
currently impacts the health of American Indians.116
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d. The Committee heard testimony that many hospitals in South Dakota do not foster
or encourage the traditional birthing practices of American Indian women, which
is associated with the historical trauma related to the cultural destruction of Native
cultural and traditions.117
Recommendations
1. The U.S. Commission on Civil Rights should send this report to the U.S. Congress and
issue recommendations for it to:
a. Provide increased and appropriate funding to the U.S. Department of Health and
Human Services Indian Health Service so that it can ensure a standard of care that
is equivalent to other national healthcare systems in order to guarantee that
American Indian mothers experience a healthy birth. This funding should include:
i. Allocations to improve maternal health care by implementing high-quality
medical equipment, adequate staffing levels, and updated medical
facilities.
ii. A data research program focused on the maternal health of American
Indian women. This program should ensure that data related to the
maternal health of American Indian women is reported on a consistent
basis in order to investigate and address barriers to maternal health care as
well as any preventative measures for maternal morbidity and maternal
mortality.
iii. Evaluative tools to track and improve the standard of care for maternal
health services at Indian Health Service hospitals specifically, as well as
state and private hospitals and clinics to ensure parity with national health
systems. Such data will provide insight as to whether maternal mortality
issues are universal regardless of the facility, or whether medical practices,
cultural training, or billing practices affect maternal mortality statistics.
b. Ensure that services provided through Indian Health Service facilities are
developed in coordination with Tribal members and promote and respect the
cultural and spiritual practices of American Indian women. It is essential that
American Indian women have autonomy over the type of maternal health services
that they receive through Indian Health Service facilities, which includes
choosing how and where they would like to give birth.

117

Big Crow Statement, at 4.

Executive Summary

18

c. Provide increased and appropriate funding to the U.S. Department of Health and
Human Services, Center for Disease Control’s Office of Tribal Affairs and
Strategic Alliances, Indian Health Service, the Indian Health Service Division of
Facilities Operations, and the Office of Minority Health. These agencies should
collaborate, in coordination with South Dakota Tribal members, to construct and
develop American Indian reservation-based birthing centers for each of the
American Indian reservations in South Dakota to ensure that American Indian
mothers living on reservations have access to birthing centers that are easily
accessible for pre-natal care and delivery. This funding should support:
i. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services, and funds for continued proper maintenance and
updates to facilities.
ii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
iii. Policies that ensure that American Indian mothers have access to pre-natal
care and birthing practices that meet their health, spiritual, and cultural
needs, as well as specific resources to help birthing center staff members
gain access to the resources necessary to meet these needs.
iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to birthing centers
during scheduled appointments and during the birthing process.
d. Provide increased and appropriate funding to the U.S. Department of Health and
Human Services, Indian Health Service Division of Behavioral Health to develop
a program dedicated to mental health and substance use services for American
Indian mothers in consultation with South Dakota Tribal members in order to
remedy the lack of mental health and substance use services available to these
mothers on South Dakota reservations. This may include collaboration with the
U.S. Department of Health and Human Services Office of Minority Health, which
offers free e-learning programs for maternal health care providers with cultural
and linguistically appropriate services which could be a model for further
distribution in coordination with South Dakota’s Tribal members. This funding
should support:
i. Accessible mental health centers on every American Indian reservation in
the state of South Dakota.
ii. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services and funds for proper building maintenance and updates.

Executive Summary

19

iii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to mental health
services.
e. Supply and dedicate funding to the U.S. Department of Health and Human
Services, Center for Disease Control’s Office of Tribal Affairs and Strategic
Alliance, Indian Health Service, the Indian Health Service Division of Behavioral
Health, and the U.S. Department of the Interior Indian Affairs Division of
Economic Development’s National Tribal Broadband Grant program specifically
in order to support telemedicine services for maternal health and mental health
appointments. Telemedicine appointments are essential to ensuring that American
Indian mothers have access to essential health services despite transportation and
COVID-19 barriers.
f. Revise Medicaid reimbursement eligibility standards to include all healthcare
provision settings in the state to reimburse a maternal health case manager who
should have appropriate qualifications. Training for case managers should be
developed consultation with Tribal members.
g. Revise Medicaid access eligibility to include more American Indian mothers.
Provide funding for developing best practices to revise and expand Medicaid
eligibility to include more American Indian mothers in consultation with Tribal
members.
h. Provide funding to the U.S. Department of Health and Human Services National
Institute on Minority Health and Health Disparities in order to further the research
of maternal health disparities experienced by American Indian women in South
Dakota. This research is needed to gather further data that can be used to support
and strengthen local efforts to reduce maternal mortality and maternal morbidity.
i. Consider establishing a joint task force between the U.S. Department of Health
and Human Services, Indian Health Service, U.S. Department of Health and
Human Services Office of Minority Health, and the U.S. Department of the
Interior Indian Affairs Division of Economic Development and Housing
Improvement Programs in order to address the intersections between health,
housing and employment needs among American Indian populations in South
Dakota.
j. Review the Maternal Health Quality Improvement Act of 2020 alongside the
recommendations in this report and consider drafting new legislation to ensure
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that American Indian mothers receive the appropriate healthcare resources to
reduce concerning health disparities between Indian Americans and other
populations across the United States.
2. The U.S. Commission on Civil Rights should send this report to the U.S. Department of
Health and Human Services Indian Health Service and its Division of Behavioral Health
and Division of Facilities Operations, U.S. Department of Health and Human Services’
Office of Minority Health and the Centers for Disease Control and Prevention’s Office of
Tribal Affairs and Strategic Alliances, and issue recommendations for these agencies to:
a. Collaborate to ensure a standard of care that is equivalent to other national
healthcare systems in order to guarantee that American Indian mothers experience
a healthy birth. This effort should include programs and monitoring that include:
i. Programs to improve maternal health care by implementing high-quality
medical equipment, adequate staffing levels, and updated medical
facilities.
ii. A data research program focused on the maternal health of American
Indian women. This program should ensure that data related to the
maternal health of American Indian women is reported on a consistent
basis in order to investigate and address barriers to maternal health care as
well as any preventative measures for maternal morbidity and maternal
mortality.
iii. Evaluative tools to track and improve the standard of care for maternal
health services at Indian Health Service hospitals specifically, as well as
state and private hospitals and clinics to ensure parity with national health
systems. Such data will provide insight as to whether maternal mortality
issues are universal regardless of the facility, or whether medical practices,
cultural training, or billing practices affect maternal mortality statistics.
b. Ensure that services provided through Indian Health Service facilities are
developed in coordination with Tribal members and promote and respect the
cultural and spiritual practices of American Indian women. It is essential that
American Indian women have autonomy over the type of maternal health services
that they receive through Indian Health Service facilities, which includes
choosing how and where they would like to give birth (including home births).
c. The U.S. Department of Health and Human Services, Center for Disease
Control’s Office of Tribal Affairs and Strategic Alliances, Indian Health Service,
the Indian Health Service’s Division of Facilities Operations, and the Office of
Minority Health should collaborate, in coordination with South Dakota Tribal
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members, to construct and develop American Indian reservation-based birthing
centers for each of the American Indian reservations in South Dakota to ensure
that American Indian mothers living on reservations have access to birthing
centers that are easily accessible for pre-natal care and delivery. These programs
should support:
i. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services, and funds for continued proper maintenance and
updates to facilities.
ii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
iii. Policies that ensure that American Indian mothers have access to pre-natal
care and birthing practices that meet their health, spiritual, and cultural
needs, as well as specific resources to help birthing center staff members
gain access to the resources necessary to meet these needs.
iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to birthing centers
during scheduled appointments and during the birthing process.
d. Develop programs dedicated to mental health and substance use services for
American Indian mothers in consultation with South Dakota Tribal members in
order to remedy the lack of mental health and substance use services available to
these mothers on South Dakota reservations. This may include leveraging the U.S.
Department of Health and Human Services Office of Minority Health’s Culturally
and Linguistically Appropriate Services (CLAS) programming that offers free elearning programs for maternal health care providers as a model for further
distribution in coordination with South Dakota’s Tribal members. This may also
include collaborating with the CDC’s Maternal Mortality Review Committees
(MMRCS) to reduce disparities in maternal mortality. These efforts should
support:
i. Accessible mental health centers on each American Indian reservation in
the state of South Dakota.
ii. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services and funds for proper building maintenance and updates.
iii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
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iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to mental health
services.
e. Collaboration between the U.S. Department of Health and Human Services,
Center for Disease Control’s Office of Tribal Affairs and Strategic Alliance,
Indian Health Service, the Indian Health Service Division of Behavioral Health,
and the U.S. Department of the Interior Indian Affairs Division of Economic
Development’s National Tribal Broadband Grant program specifically in order to
support telemedicine services for maternal health and mental health appointments.
Telemedicine appointments are essential to ensuring that American Indian
mothers have access to essential health services despite transportation and
COVID-19 barriers.
f. Review Medicaid reimbursement eligibility standards to include all healthcare
provision settings in the state to reimburse a maternal health case manager who
should have appropriate qualifications. Training for case managers should be
developed consultation with Tribal members.
g. Review Medicaid access eligibility to include more American Indian mothers and
develop best practices to expand Medicaid eligibility to include more American
Indian mothers in consultation with Tribal members. Best practices for expanding
eligibility should be conducted in consultation with Tribal members.
h. Develop programming with the U.S. Department of Health and Human Services
National Institute on Minority Health and Health Disparities in order to further the
research of maternal health disparities experienced by American Indian women in
South Dakota. This research is needed to gather further data that can be used to
support and strengthen local efforts to reduce maternal mortality and maternal
morbidity.
i. Develop a joint task force between the U.S. Department of Health and Human
Services, Indian Health Service, U.S. Department of Health and Human Services
Office of Minority Health, and the U.S. Department of the Interior Indian Affairs
Division of Economic Development and Housing Improvement Programs in order
to address the intersections between health, housing and employment needs
among American Indian populations in South Dakota.
j. Review the Maternal Health Quality Improvement Act of 2020 alongside the
recommendations in this report and consider developing programs to ensure that
American Indian mothers receive the appropriate healthcare resources to reduce
concerning health disparities between Indian Americans and other populations
across the United States.
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3. The U.S. Commission on Civil Rights should send this report to the U.S. Department of
Transportation Federal Highway Administration’s Federals Lands Highway Office and
the U.S. Department of the Interior Indian Affairs Division of Transportation and issue
recommendations for it to:
a. Collaborate in providing funds from the Tribal Transportation Program to the
Great Plains Regional Division so that the Division may increase funding for road
building and maintenance to the nine American Indian reservations in the state of
South Dakota in order to improve transportation conditions that prevent American
Indian mothers from receiving timely maternal health care.
4. The U.S. Commission on Civil Rights should send this report to the South Dakota
Legislature and issue recommendations for it to:
a. Allocate state funding to the Great Plains Tribal Chairmen’s Health Board, the
South Dakota Department of Social Services Division of Child Protective
Services and South Dakota State Agencies who monitor licensing requirements
for healthcare professionals in order to develop and implement cultural
competency training. This funding should be utilized as follows:
i. To supply funding to the Great Plains Tribal Chairmen’s Health Board for
the purpose of researching and developing cultural competency training
for South Dakota healthcare professionals.
ii. To supply funding to the South Dakota Department of Social Services
Division of Child Protective Services so that it can provide cultural
competency training, that is developed by the Great Plains Tribal
Chairmen’s Health Board, for case workers who provide services to
American Indian mothers.
iii. To supply state funding to South Dakota State Agencies who monitor
licensing requirements for healthcare professionals to implement cultural
competency training that is developed by the Great Plains Tribal
Chairmen’s Health Board.
b. Provide increased and appropriate funding for the South Dakota Department of
Social Services Division of Child Protective Services so that it can provide
American Indian mothers with the option to meet with advocates, aside from their
case workers, who can help them maintain custody of their children by advocating
for their rights and connecting the with resources. Advocates should receive
cultural competency training informed by Tribal members.
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c. Provide and allocate funding for the South Dakota Department of Social Services
to further research resources and safety measures for homebirths in consultation
with South Dakota Tribal members to support American Indian birth preferences
and connect American Indian mothers with resources that will support healthy athome births that meet their cultural needs. These resources and safety measures
should address the benefits and risks of home births for healthy and high-risk
pregnancies.
d. Research and consider the maternal health benefits and fiscal impacts of paid
maternity leave models for mothers, fathers, and same-sex couples in order to
promote the health of American Indian parents and infants.
5. The U.S. Commission on Civil Rights should send this report to the South Dakota Board
of Medical Examiners, SD Board of Nursing, SD Association of Healthcare
Organizations, the SD State Medical Association, and the South Dakota Perinatal Quality
Collaborative and issue recommendations for each entity to:
i. Establish relationships with American Indians living in South Dakota who
are experts on birthing practices.
ii. Develop and implement cultural competency training to all healthcare
professionals involved in maternal health regarding American Indian
birthing practices.
iii. Develop criteria to include American Indian cultural competency in South
Dakota Healthcare Professional licensing requirements.
iv. Monitor the implementation of cultural competency trainings and impact
on American Indian maternal mortality.
6. The U.S. Commission on Civil Rights should send this report to the South Dakota
Department of Health and issue recommendations for it to:
a. Reimburse maternal health case managers who would provide social services and
address social issues for pregnant women and new mothers in order to, for
example, facilitate needs such as travel to and from appointments and food or
shelter insecurity.
b. Enforce the inclusion and participation of representatives from the Great Plains
Tribal Chairmen’s Health Board and from each of the nine American Indian
Tribes within the state of South Dakota [Cheyenne River Sioux Tribe, Crow
Creek Sioux Tribe, Flandreau Santee Sioux Tribe, Lower Brule Sioux Tribe,
Oglala Sioux Tribe, Rosebud Sioux Tribe, Sisseton Wahpeton Oyate, Standing
Rock Sioux Tribe, Yankton Sioux Tribe] on the South Dakota Maternal Mortality
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Review Committee. This inclusion and participation is essential in ensuring that
Tribal concerns and needs are met through the work of this Committee.
c. Provide funding to the South Dakota Maternal Mortality Review Committee so
that it can ensure that Tribal representatives have adequate access to technological
tools (such as internet services) as well as data and subject matter expertise
related to the maternal health issues faced by their communities so that these
representatives can fully participate in Committee procedures.
d. Establish a sub-committee specifically for American Indian Tribal representatives
on the South Dakota Maternal Mortality Review Committee to ensure that Tribal
representatives on the Committee have adequate time and resources to meet
separately from the larger Committee to discuss Tribal-specific concerns related
to maternal mortality. This development is essential to make certain that Tribal
representatives have the opportunity to organize and prepare Tribal-related
concerns for the larger Committee.
e. Provide funding to the South Dakota Maternal Mortality Review Committee that
can be allocated towards efforts to communicate the public health
recommendations and findings of the Committee to American Indian populations.
Communication processes should be created in consultation with South Dakota
Tribal members to ensure that the findings and recommendations of the
Committee are appropriately shared with populations most affected by maternal
mortality issues.
7. The U.S. Commission on Civil Rights should send this report to the Congressional
Leadership Conference for The American College of Obstetricians and Gynecologists
and issue recommendations for it to:
a. Use this report to provide further evidence for the need for Congress to pass the
Maternal Health Quality Improvement Act, which confronts racism and bias in
healthcare through implicit bias training programs and provides funding.
8. The U.S. Commission on Civil Rights should send this report to the National Alaska
Native American Indian Nurses Association and issue recommendations for it to:
a. Develop American Indian maternal healthcare trainings (pre-natal, birthing, and
post-natal) for healthcare professionals across the United States and work directly
with the Great Plains Tribal Chairmen's Health Board and state-led agencies who
license and monitor healthcare professionals.
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The U.S. Commission on Civil Rights should send this report to South Dakota’s Tribal
presidents and Tribal health directors for their awareness of the findings and
recommendations raised in this report.
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INTRODUCTION AND BACKGROUND

The U.S. Commission on Civil Rights (Commission) is an independent, bipartisan agency
established by Congress and directed to study and collect information relating to discrimination or
a denial of equal protection of the laws under the Constitution because of race, color, religion, sex,
age, disability, national origin, or in the administration of justice. The Commission has established
advisory committees in each of the 50 states and the District of Columbia. These Advisory
Committees advise the Commission of civil rights issues in their states that are within the
Commission’s jurisdiction.
On October 23, 2019, the South Dakota Advisory Committee (Committee) to the U.S. Commission
on Civil Rights voted unanimously to take up a proposal to examine the disparities in the maternal
mortality rates experienced by American Indian women in South Dakota. American Indian women
in South Dakota receive health care from a variety of sources, including the Indian Health Service,
which is a federal agency within the Department of Health and Human Services; Urban Indian
Organizations, which receive contracts under Title V of the Indian Health Care Improvement
Act;118 and other health care organizations that receive Title X and Medicaid funding. With this in
mind, pursuant to 42 U.S.C. § 1975(a) this topic falls under the Commission and Committee’s
jurisdiction to study discrimination based on the denial of equal protection under the law, as well
as its authority to review a federal agency’s enforcement of civil rights law.. See 45 C.F.R. § 703.3
(noting that the “[s]cope of the subject matter to be dealt with by Advisory Committees shall be
those subjects of inquiry or study with which the Commission itself is authorized to investigate,
pursuant to 42 U.S.C. 1975(a).”) The Committee also sought to understand the work of state and
local agencies that work to support American Indian health.
An area of growing concern among policy makers is the maternal mortality rate experienced by
women of color around the country. According to data collected by the Centers for Disease
Prevention and Control between 2011 and 2015, pregnant Black women had the highest
pregnancy-related mortality ratio in the United States with a rate of 42.8 deaths per 100,000
women.119 However, American Indian and Alaska Native women had the second-highest rate at
32.5 deaths per 100,000 women.120 This rate is 2.5 times the rate that White women experience.121
According to a United Health Foundation Report in in 2018, South Dakota had one of the highest
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maternal mortality rates in the nation – 28 per 100,000 pregnancies.122 The concern about racial
disparities in South Dakota generally largely reduces to a focus on the mortality rate experienced
by American Indian women in South Dakota. Statistics show that in South Dakota, from 20102018, White women experienced 55.4% of pregnancy-associated deaths and make up 85% of
state’s female population.123 However, American Indian women experienced 36.9% pregnancyrelated deaths while making up approximately 8% of state’s female population.124 The maternal
death rate for American Indian women in South Dakota is grossly disproportionate to their
population numbers.
It is not immediately clear why this discrepancy exists, in part because of the limited nature of the
information that is currently available. Data reveals specific causes of death, but it typically does
not speak comprehensively to the underlying, systemic forces that might contribute to the problem.
Examples of these forces might include poverty, the difficulties attendant upon rurality (especially
in light of the wide swathe of maternal health deserts that exists across the state), and/or health
inequities that have a uniquely pernicious effect on Native women. The establishment of a statelevel Maternal Mortality Review Committee (or, perhaps, one housed somewhere else, e.g., in a
university) has the potential to explore and identify some of these possibilities.
Recent examples of pregnant women of color who died or had near-death experiences in childbirth,
like the story reported by professional tennis legend Serena Williams, have drawn attention to
disparities in treatment for pregnant Black women, even across lines of education and class. The
call to investigate this issue, however, has not focused on the experiences of American Indian
women in a meaningful way.
It appears that there is only limited sustained attention to this issue in South Dakota. Between 2016
and 2018, the CDC provided funding to state125 and local126 organizations to conduct the
Pregnancy Risk Assessment Monitoring (PRAMS) Surveys, and in 2019, the state received a grant
from the Centers for Disease Control and Prevention to implement a South Dakota Violent Death
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Reporting System.127 As this data becomes available, it may help provide more insight into
understanding what is contributing to maternal death rates.
As foundational to its study, the South Dakota Advisory Committee to the U.S. Commission on
Civil Rights recognizes the sovereignty of Indian Tribes and the unique government-togovernment relationship South Dakota’s Indian nations and tribes have with the United States.
Indian Tribes are prior sovereigns and Federally Recognized Indian Tribes reserved their inherent
right to self-government in treaties with the United States. Tribal Governments are the governing
bodies of Federally Recognized Indian tribes.
Indian nations and tribes are the original American sovereigns. For thousands of years prior to the
formation of the United States, Indian nations were independent sovereign nations, and Indian
nations, spread across what is now the United States, had inherent sovereignty over their lands and
their peoples, and practiced full self-governance. Under the Articles of Confederation,128 for
example, the United States entered into 16 treaties, 9 treaties with Indian nations and 7 treaties
with foreign nations.
Pertinent to this Committee’s Report, the tribes in the western half of what is now South Dakota
entered into the 1868 Ft. Laramie Treaty129 with the United States Government. This Treaty sought
to end warfare with the signatories by promising many things in exchange, including a permanent
land base and various resources and health care.
Importantly, United States District Judge Roberto Lange, in the District of South Dakota, recently
found that:
The United States does owe the Tribe some duty to provide health care to its members,
even if the fiduciary duty judicially enforceable is just competent physician-led health
care based on the construction of the 1868 Treaty of Fort Laramie.130
Judge Lange went on to hold that “[b]ecause the 1868 Treaty of Fort Laramie specifically
addressed health care for the Tribe including “that such appropriations shall be made from time
to time... as will be sufficient to employ such persons,” the money allocated to Rosebud IHS
Hospital represents, at least in some measure, the performance of a treaty obligation, and
therefore a trust duty attaches.131
The determinations of our Tribal governments concerning the relationship between public health
and safety, economic relief, and Tribal general welfare are entitled to deference under prevailing
Federal law and policy and should be respected. See, 26 U.S.C. § 139E note (Statutory
127
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construction. Act Sept. 26, 2014, Pub. L. No. 113-168, § 2(c), 128 Stat. 1884) (providing that,
under the Tribal General Welfare Exclusion Act, “deference shall be given to Indian Tribal
governments for the programs administered and authorized by the tribe to benefit the general
welfare of the Tribal community”).
President Biden has said that, “it is a priority of my Administration to make respect for Tribal
sovereignty and self-governance, commitment to fulfilling Federal trust and treaty
responsibilities to Tribal Nations, and regular, meaningful, and robust consultation with Tribal
Nations cornerstones of Federal Indian policy.”132
Reflecting on these treaty obligations, the Committee draws attention to Article XIII of the Fort
Laramie Treaty, which states: “The United States hereby agrees to furnish annually to the Indians
the physician, teachers, carpenter, miller, engineer, farmer, and blacksmiths, as herein
contemplated, and that such appropriations shall be made from time to time, on the estimate of the
Secretary of the Interior, as will be sufficient to employ such persons.”133 This article outlines the
obligations of the federal government to provide sufficient individuals to support the infrastructure
of American Indian reservations. Another article of interest is Article II, which designates
American Indians to rural locations to live on reservations.134
Despite the language in the Fort Laramie treaty, the U.S. Commission on Civil Rights, Broken
Promises report found that the federal government had not been fulfilling its treaty obligations
towards the health care of American Indians.135 According this report, the federal government has
failed their treaty obligations by not providing sufficient health care funding to Tribal Nations,
which was directly linked to the health disparities between American Indians and other groups,
including American Indian infant mortality rates.136 In this report, funding for the Indian Health
Service was found to be inequitable and unequal, as its budget has not kept pace with inflation, or
its backlog of maintenance for facilities.137 It was also found that the rural location of American
132
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Indian reservations impacted their infrastructural issues, including the functioning of Indian Health
Service hospitals.138 The federal government’s lack of treaty fulfillment was also linked to a
deficiency in housing, economic development, criminal justice, and Tribal sovereignty.139
The Committee undertook its study with a goal to understand the broad factors contributing to
maternal deaths of pregnant American Indian women in South Dakota specifically, and also heard
testimony that included the deaths of infants that might be related to poor maternal health over the
course of its briefings. To help guide its findings and recommendations to the Commission, this
report includes a summary of the testimony heard during its briefings on July 14, 2020; September
16, 2020; November 18, 2020; and a public community forum on December 16, 2020. The
Committee also received written testimony as part of its study, which has been included in the
summary of testimony as well. As part of their study, the Committee also asked speakers a
voluntary follow-up question to ask if they could highlight what was working well that could
potentially be improved upon, but received no responses to this question.140 The findings presented
in this report highlight the themes in the testimony the Committee received, and the
recommendations seek to address the issues the Committee sought to undertake as part of its
project.
It should be recognized that the COVID-19 pandemic began as this Committee was beginning to
plan its briefings on this topic, which impacted the Committee’s original intended goal of hearing
testimony in-person to support the inclusion of American Indian voices. Committee members
worked hard to share the Committee’s study and include voices from individuals impacted by this
issue in its virtual briefings. It is important to consider this study in the context that American
Indian communities in South Dakota have been particularly affected by COVID-19 due to the
longstanding issues related to adequate healthcare, access to health resources, and access to virtual
platforms, particularly by those who live in reservations within South Dakota.141 In this context,
the Committee submits its report on maternal mortality and health disparities of Native American
women to the U.S. Commission on Civil Rights.

III.

SUMMARY OF PANEL TESTIMONY

The virtual public meetings (briefings) held on July 14, 2020; September 16, 2020; November 18,
2020; and December 16, 2020 included testimony from American Indian women, researchers,
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advocates, and other relevant stakeholders. Written testimony provided in connection with the
Committee’s briefings has also been included within the Committee’s summary of testimony.

A.

Historical Background

Captain Jennifer Giroux, MD, MPH, medical epidemiologist, employed by the U.S. Department
of Health and Human Services Indian Health Service and assigned to the Great Plains Tribal
Chairmen’s Health Board to provide public health expertise and leadership, drew attention to the
historical importance of the 1868 Treaty of Fort Laramie (Sioux Treaty).142 According to Dr.
Giroux, this treaty represents, “the beginning of the United States breaking treaties and promises
with on-going attacks on the indigenous people and their way of life in the northern plains.”143
This treaty designated the western part of South Dakota as Sioux Country, however, this did not
last.144 As pointed out by Dr. Giroux, “the US Amy launched a campaign to slaughter the bison,
the primary food source of many northern plain tribes.”145 Dr. Giroux drew attention to the fact
that after 1872, it was estimated that over 30 million bison were killed.146 In 1874, gold was
discovered in the Black Hills, which led to further violations of the 1868 treaty. 147 Dr. Stephanie
Big Crow, a Lakota woman who studies epigenetics, pointed out that American Indians received
no monetary gains from the excavation of the natural resources on their reservations due to the
mismanagement of American Indian finances by the Bureau of Land Management.148 During
1879, five years after gold was discovered in the Black Hills, the federal government funded the
Carlisle Boarding School whose slogan was, “Kill the Indian, Save the Man.”149 This boarding
school assimilated indigenous tribes, stripping them of their social customs, norms and cultural
parenting practices.150 In a written statement to the Committee, Dr. Giroux shared, “This loss [of
culture] can be associated with loss of health in American Indian communities today.”151
The 1980 U.S. Supreme Court case, United States vs. the Sioux Nation of Indians, recognized that
the 1868 Treaty of Fort Laramie was broken by the United States and found that the involved tribes
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should be compensated.152 American Indian tribes have not accepted this compensation and have
instead requested a return of their land, which, according to Dr. Giroux, has not been granted to
this day.153
Dr. Giroux called on the 2018 report by the U.S. Commission on Civil Rights titled Broken
Promises.154 She included an excerpt from the recommendations of this report which suggested
that the United States should live up to their treaty expectations, and that Congress should pass a
spending packages to address the unmet needs of American Indian tribes including infrastructural
needs such as electricity, water, telecommunications, and roads.155
1.

Pre-Colonial, American Indian Maternal Health

In the words of Dr. Giroux, “Pre-colonized tribes in the northern plains highly valued and invested
in maternal childhood development.”156 Dr. Giroux explained that the Lakota people had
“winulas,” midwives, that helped deliver American Indian children.157 To demonstrate this, Dr.
Giroux shared an excerpt from Luther Standing Bear’s Land of Spotted Eagle.158 In this excerpt,
Luther Standing Bear, a Sicangu and Oglala Lakota chief and author, described that the Lakota
people considered a weak or sick baby to be evidence that a mother was not giving their baby
proper attention and not fulfilling her duty to the tribe.159 Moreover, this was evidence that the
mother was not using her social supports or following the tribe’s traditions.160 Dr. Giroux shared
that, according to Lakota traditions, a child will have six years of un-restricted attention from their
mother, and that no other child be born to that mother within those six years.161 Any mother who
broke this law, would lose the respect of her tribe for both herself and the child’s father.162
Dr. Giroux utilized this example to show that, for American Indians in South Dakota, an early
attention to maternal and child health as well as early childhood development made up the
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foundation for healthy Tribal members.163 She stated, “If this traditional wisdom was reimplemented, we contend that in 1-2 generations, American Indians could regain healthier life
spans.”164
Waniya Locke, a member of the public and a doula from Standing Rock Reservation, expanded
on the Lakota perspective of maternal and child health.165 Ms. Locke shared her understanding that
the Lakota tradition holds women to the highest respect by supporting the mother’s decisions about
their body and their baby.166 Ms. Locke added that prior to the colonization, Lakota fathers were
upheld in the same way as mothers and a large part of the birthing and bonding process.167 Ms.
Locke stated that “…compared to European concepts that have been forced upon us…We value
the women so much and their choices, understanding that they're the backbone of the people.”168
The focus on bonding is, in the words of Ms. Locke, “…something that is really important to the
Lakota people.”169 According to the Lakota tradition, the umbilical cord is not immediately cut
from the placenta in order to give the baby extra nutrients.170 This practice also allows for bonding
between the mother and child, as it allows them to be connected outside of the body;
acknowledging the baby as an individual.171

A.

Disparities Between White and Native Mothers
1.

Historical Health Disparities for Native Populations

The U.S. Department of Health and Humans Services Centers for Disease Control and Prevention
(CDC), which was created in the 1950s, provides states and communities with funding, as well as
disease surveillance; however, according to Dr. Giroux, American Indian tribes were not included
in this public health system.172 Due to this, there is not a systematic process for tribes to receive
categorical funding and shared resources.173 Dr. Giroux pointed out that American Indian tribes
received categorical funding from the CDC, in the 1990s for Tribal Breast and Cervical Cancer
163
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Early Detection programs, however, much of the public health efforts for American Indian tribes
varies largely from state to state; with some developing “subcontracts” with tribes, some paying
contractors to work with tribes and some doing nothing in their state.174
Ten years ago, the Great Plains Tribal Epidemiology Center investigated the mortality rates for
each Tribal reservation in the regions of South Dakota, North Dakota, Nebraska and Iowa.175
According to Ms. Steffens, this was the first time that each tribe had data on their communities’
own leading causes of death and cancer rates.176 This data was tallied and compared to White
individuals in the same counties and it was found that within a thirteen year period, “heart disease
mortality ranged from 1.3 to 2.5 times higher for American Indian, cancers were 1.3 to 2.1 times
higher, and diabetes with 3.1 to 9.1 times higher.”177 The term “White” also refers to “Caucasian”
in this report. The Tribal Health Directors and the Tribal Epidemiology Center conducted meetings
with American Indian tribes, their respective state health department, and experts to evaluate the
risk factors that were associated with the leading causes of death found in the study.178 As Ms.
Steffens pointed out, as a result of these meetings, it was found that risk factors such as, “smoking,
poor nutrition lack of exercise and obesity,” did not account for the magnitude of racial health
disparities.
Ms. Steffens shared Matthew Christiansen and Lon Kightlinger’s research that represented the
difference in mortality patterns between white and American Indian populations [see Figure 1].179
She and Dr. Giroux both highlighted that based off of their research, they found that compared to
other ethnic and racial groups, American Indian individuals living in South Dakota had the highest
“pre-mature mortality” rates in the country.180 Additionally, it was found that the high mortality
rates exist across all ages of American Indian individuals.181 Ms. Steffens emphasized that
according to a summary of the findings, “70% of American Indians die before the age of 70 years
of age versus 70% of White[s] die after the age of 70 years.”182
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183

Source: Christensen and Kightlinger, Premature Mortality Patterns Among American
Indians in South Dakota, 2000-2010
Figure 1
2.

Health Disparities for American Indian Infants and Mothers
a)

Infant Mortality

Ms. Littlefield outlined the disparities in infant mortality rates between White and American Indian
infants and discussed the implications that these rates have on Native communities. Ms. Littlefield
drew data from the CDC, stating that between 2005 and 2014, it was found that the infant mortality
rate had declined for every single race except for American Indian women. According to Ms.
Littlefield, an indicator for the overall health of a community is their rates of infant mortality.184
In 2018, the national infant mortality rate was 5.66 per 1,000 live births, as found by Ms.
Littlefield’s research.185 Based off of South Dakota’s records from 2010 to 2018, the infant
mortality rate was found to be higher overall compared to the national average.186 Specifically, the
infant mortality rate for White women was 5.4, however, the rate for American Indian women was
11.4, which is two times the rate of the nation and South Dakota.187 From Ms. Littlefield’s
professional experience, she has found that the infant mortality rate for American Indian women
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is even higher than this within some communities.188 She has found that some communities have
experienced, “an infant mortality rate of 17 or more.”189
Dr. Amy Elliott, Chief Clinical Research Officer for Avera McKennan Hospital, also discussed
the historical disparities in infant mortality between American Indian and White mothers.190 In the
90s, American Indian babies experienced an infant mortality rate that was two and a half times
that of White babies in South Dakota [as seen in Figure Two].191 This disparity was so pronounced
that American Indian tribes approached the CDC and the National Institutes of Health and asked
for their help to understand why such a disparity existed.192 The Aberdeen Area Infant Mortality
study was born from this collaboration and they found that half of the deaths that occurred in the
tribes were considered Sudden Infant Death Syndrome (SIDS).193 With further research, they
discovered that if a woman drank three months before to three months after conception (also
known as the periconception period), it increases a babies chances of dying from SIDS by
eightfold.194 According to Dr. Elliott, this discovery was new to researchers and it hadn’t been
previously reported in scientific literature.195 Following this research, the NIH formed the PASS
Network (prenatal, alcohol, SIDS, and stillbirth), who spent the next 14 years developing and
conducting a study on these phenomenon.196
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197

Source: Safe Passage Study Report - Prenatal Alcohol, Smoking and Adverse Outcomes
Figure 2
Within the PASS Network study, over 12,000 baby-mom pairs were enrolled from all around the
world.198 The women were put into groups based on if and when they had smoke or drank during
the first, second or third trimester of their pregnancy.199 They found that there was a synergistic
effect between smoking and drinking.200 Specifically, when the two substances are used together
beyond the first trimester, there is greater risk of SIDS than when one substance is used alone.201
If a woman drank only beyond the first trimester, the risk of her baby dying due to SIDS increased
fourfold.202 If a woman smoked only at a point beyond the first trimester, the risk was raised up to
just under fivefold.203 However, when a woman both drank and smoked beyond the first trimester,
the risk of the baby dying due to SIDS was raised twelvefold.204
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Researchers, including Dr. Elliott, were able to compare the experiences of 2,124 American Indian
women to 2,753 White women in the study.205 They found that prenatal exposure to alcohol use
differs across race.206 According to her research, using a wide sample, Dr. Elliot found that more
White women drink during pregnancy than American Indian women, 207 but that of the American
Indian women that do drink during pregnancy, they are more likely to binge drink.208
Dr. Elliott stressed that there are still a lot of misconceptions surrounding the alcohol use of
American Indian women, making the finding that White women drink more during pregnancy an
underappreciated fact.209 She shared that these gaps have been improving over the last few years,
due to efforts on the part of American Indian tribes.210 Within the last few years, the gap between
the rates of infant deaths for White and American Indian babies has started to get smaller.211
However, Dr. Elliott warns that these improvements in maternal health does not indicate that
supports that have been put into place need to be removed.212 She warns that if these supports were
removed, due to perceived improvements, infant mortality rates could end up going back to where
they were before efforts were made.213
b)

Maternal Morbidity and Maternal Mortality

Dr. Big Crow pointed out that the maternal morbidity and maternal mortality rates of American
Indian and Alaska Native women are double that of White women. 214 She explained that the
poorer health status and pre-existing conditions experienced by pregnant American Indian and
Native Alaska women make them vulnerable to pregnancy-related health issues.215
Maternal morbidity, according to Dr. Big Crow, is a term referring to any disability or physical
illness that is directly linked to childbirth and/or pregnancy.216 These are non-life-threatening
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conditions that have a significant impact on a mother’s quality of life.217 Maternal morbidity
conditions include hysterectomy, postpartum hemorrhage, onset of diabetes and/or hypertension,
pre-eclampsia, and pre-term labor.218 Dr. Big Crow explained that, “Because of the overall poorer
health status of expectant AI/AN women, they are more prone to subsequent physical illness or
disability as a result of their pregnancy.”219
Maternal mortality, on the other hand, is a death related to pregnancy, which can be caused by
pulmonary embolism, infection, heart disease, and postpartum hemorrhage.220 Dr. Big Crow
shared that maternal mortality has more than doubled over the past 30 years, yet the cause of this
increase is still not clear, according to a report from the Center for Disease Control.221 Similar to
maternal morbidity, Dr. Big Crow attributed the poor health status of mothers as a factor in the
rates of maternal mortality.222 Chronic diseases that contribute to the mortality of American
Indians and Alaska Native include heart disease, obesity, hypertension, and diabetes.223 These are
many of the health issues that American Indian women experience within South Dakota.224
Ms. Littlefield highlighted that there are significant maternal mortality disparities between White
and American Indian mothers in South Dakota. 225 The Centers for Disease Control’s state maternal
mortality tables do not include maternal mortality rates for South Dakota because the population
size is small,226 which makes it difficult to easily assess the severity of the issue. Using the number
of maternal deaths to calculate the maternal mortality rates for South Dakota, Ms. Littlefield shared
that American Indian women in South Dakota have a mortality rate of 121.77 maternal deaths per
100,000 births, which is far greater than the 2018 national maternal mortality rate (17.9 maternal
deaths per 100,000 births), the state’s maternal mortality rate (59 maternal deaths per 100,000
births), and the maternal mortality rate for White women in South Dakota (44 maternal deaths per
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100,000 births).227 She noted the majority of births in South Dakota are White and American
Indian, at approximately 75% and 18% of births, respectively.228 South Dakota’s state maternal
mortality rate and the maternal mortality rate for White mothers in South Dakota are both far
higher than the national maternal mortality rate, but the maternal mortality rate for American
Indian women in South Dakota is nearly seven times the national maternal mortality rate.229
Dr. Big Crow emphasized that the CDC notes “as many as 60% of maternal deaths are
preventable,”230 noting that factors such as social determinants of health, social injustice, and
structural racism must be considered in order to prevent these deaths.231 Additionally, the lack of
data that is available regarding this issue contributes to the high rates of maternal health disparities
for American Indian and Native Alaska people in South Dakota.232

B.

Indian Health Service

Dr. Big Crow emphasized that, “Social injustice among [pregnant American Indian and Native
Alaska women] …comes in the form of…[the] underfunded Indian Health Service.”233 Indian
Health Service is a system of health care organized by the federal government. Social injustice, as
defined by Dr. Big Crow, is, unjustified actions against individuals in a protected group or the lack
of protection for individuals who are the most vulnerable.234 In the eyes of Dr. Big Crow, Indian
Health Service has not been providing a standard of care equal to other health care systems on a
national level, due to underfunding.235 Dr. Big Crow connects this underfunding to the low staffing
levels, lack of adequate maternal care, poor quality equipment, and outdated medical facilities
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experienced by the Indian Health Service.236 Dr. Big Crow shared that the low standards of care
provided by the Indian Health Service are not adequate enough to provide the quality of care
needed for a Native mother to experience a healthy birth.237
Dr. Big Crow connects this lack of quality to the reasons why American Indian and Alaska Native
mothers experience anxiety when receiving services at Indian Health Service facilities.238 She
pointed out that this anxiety comes from a lack of trust towards western systems of healthcare
which stems from a history of unethical research practices utilized on American Indian and Alaska
Native people.239

C.

Infrastructure

The lack of infrastructure and its effect on Tribal wellness was a recurring theme within the
testimony the Committee received.240 Committee member Paula Antoine, a Sicangu, Lakota
woman and member of the Oceti Sakowin tribe, drew attention to the fact that many American
Indians living on Rosebud reservation do not have access to water, sewage services, electricity, or
adequate healthcare.241 Within Rosebud, residents live within a “food desert,” with some people
living as far as two to two and a half hours away from a grocery store.242 As highlighted by Ms.
Antoine, the lack of infrastructure experienced by American Indians does little to support their
communities’ traditional, self-sustaining way of life.243 Dr. Big Crow explained that American
Indians in South Dakota also face high rates of unemployment.244 She shared that the
unemployment rate on the Pine Ridge Indian Reservation is around 89%.245 These factors
combined with a lack of Tribal resources make it difficult for American Indians to gain access to
necessary resources for their health and wellness.246
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Dr. Big Crow connected infrastructural issues to lower education levels and poverty, stating that
these factors are social determinants of health. 247 She shared that the Office of Disease Prevention
and Health Promotion defines social determinants of health as the environmental conditions where
individuals are born, work, live, learn and play.248 These conditions compound upon each other
and impact the attitudes and behaviors of the individuals that live in a certain environment, which
has an effect on people’s access to healthcare services.249 Dr. Big Crow explained that early prenatal and routine care are the main factors which lower risks for maternal morbidity and
mortality.250 However, American Indians and Alaska Natives face challenges involved with
receiving this care due to the social determinants of health within their communities.251
1.

Housing

Several panelists highlighted that housing was an essential area where there were infrastructural
concerns.252 Sandra Wilcox, a Licensed Practical Nurse and director of the Maternal and Child
Health Project Launch Program for the Rosebud Sioux Tribe, presented testimony to the South
Dakota Committee. The Maternal and Child Health Project Launch Program, a grant-based
program, funded by the U.S. Department of Health and Human services, supports the development
and wellness of children within the Rosebud Sioux tribe from the time they are born until they are
eight years old.253 The program addresses social, physical and emotional cognitive and behavioral
development.254 Ms. Wilcox stated that at times, two or three generations of families live within
the same home, leading to overcrowding.255 Ms. Antoine referenced statistical data that found
approximately 1,000 homes were available to 35,000 members living on Rosebud reservation.256
Ms. Wilcox noted that the lack of available housing leads to many families not having a
comfortable or safe place to raise their children.257
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Technology and Roads

The Committee heard testimony regarding the lack of access to technological services and roads
among American Indian communities.258 Ms. Wilcox stated that many of the women in the
Maternal and Child Health Project Launch Program do not have access to telephone or internet
services.259 As Ms. Wilcox points out, many women do not have the monetary funds to afford such
services, which leaves them in a vulnerable position of not being able to communicate with the
Maternal and Child Health Project Launch Program.260 As a result, many soon-to-be mothers could
possibly be missing out on education programs that assist them with having a healthy pregnancy.261
Access to roads also creates a barrier to services for pregnant Native women. Ms. Antoine
explained that some homes do not have access to roads for transpiration.262 Ms. Antoine stated that
a proportion of American Indians on the Rosebud Reservation have to drive across fields to get
from house to house.263 She points out that transportation within these conditions are worsened by
weather events.264

D.

Barriers to Prenatal Care

Panelists pointed to transportation as a barrier to American Indian mothers’ access to reproductive
care.265 Dr. Kimberly McKay, Clinical Vice President of the OB Service Line at Avera Health,
presented data from the Pregnancy Risk Assessment and Monitoring System (PRAMS).266 Avera
Health is a, “faith-based healthcare” provider that offers a variety of health services, including
maternal care, in Sioux Falls, South Dakota.267 The Pregnancy Risk Assessment and Monitoring
System allocates vital statistics collected by the South Dakota Department of health.268 Dr. McKay
258

Antoine Testimony, July Briefing, p. 12.; Wilcox Testimony, July Briefing, p. 9.

259

Wilcox Testimony, July Briefing, p. 9.

260

Ibid., 9.

261

Ibid., 9.

262

Antoine Testimony, July Briefing, p. 12.

263

Ibid., 12.

264

Ibid., 12.

265

Deutsch Testimony, December Briefing, p. 16; Antoine Testimony, July Briefing, p. 7; Kingman Testimony, p.
23 (hereinafter December Briefing); McKay Testimony, September Briefing, pp. 2-14; Locke Testimony, December
Briefing, pp. 5-7; Wilcox Testimony, July Briefing, pp. 9-11.
McKay Testimony, September Briefing, p. 2; Great Plains Tribal Chairmen’s Health Board Maternal and Child
Health Department, Great Plains Tribal Epidemiology Center, 2017 South Dakota Tribal Pregnancy Risk
Assessment Monitoring System Surveillance Report, Rapid City, SD: 2017. https://mch.gptchb.org/wpcontent/uploads/2020/04/FINAL-SD-Tribal-PRAMS-Aggregate-Final-with-IRB-11-22-19.pdf
266

267

“About Avera Health.” Avera. https://www.avera.org/about/ (accessed March 3, 2021).

268

McKay Testimony, September Briefing, p. 2.

Maternal Mortality and Health Disparities of American Indian Women

45

pointed out that areas where pregnancy outcomes tend to be the poorest are located rurally, have
lower household income and contain the largest populations of American Indians in South
Dakota.269 Ms. Littlefield pointed out that according to 2017 PRAMS data, 51.5% of American
Indian moms surveyed reported an income of $16,000 or less a year.270 Dr. McKay explained that
counties which contain American Indian reservations (Dewey County, Stanley County, Oglala
County) experience great disparities in terms of access to prenatal care.271 According to PRAMS
data, 27.5% of American Indian mothers were unable to access prenatal care due to lack of access
to childcare.272 Another 19.1% of American Indian mothers reported being unable to get an
appointment with their healthcare provider.273 Without access to prenatal care, there are
consequences to the mother’s state of health which can determine when the baby will be
delivered.274
Based on South Dakota Vital Records on Maternal and Child Health between 2010-2018, Ms.
Littlefield emphasized the connection between teenage pregnancy among American Indian women
and a lack of access to essential prenatal care. 275 Within South Dakota, 13.4% of American Indian
women were teenage mothers.276 According to South Dakota Vital Records from 2010 to 2018,
55.4% of American Indian mothers, ages 15 to 19, received late or no prenatal compared to 21.8%
of White mothers in the same age group.277 Within this percentage, 13.4% of teenage American
Indian mothers received no prenatal care during their pregnancy and 30.3% of teenage American
Indian mothers did not receive prenatal care until the second trimester.278 Ms. Littlefield pointed
out that this data draws attention to the fact that teenage American Indian mothers are especially
vulnerable to missing out on essential prenatal care.279
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Source: 2018 South Dakota Vital Statistics Report – A State and County Comparison of
Leading Health Indicators
Figure 5
1.

Access to Transportation

The Committee received testimony stating that the rurality of reservations combined with a lack
of access to transportation has negative impacts for American Indian mothers.283 According to
Pregnancy Risk Assessment and Monitoring System data, 27% of American Indian mothers
reported not having access to transportation needed for pre-natal appointments.284 Ms. Wilcox
stated that many women in the U.S. Department of Health and Human Services Maternal and Child
Health Project Launch Program had no access to reliable transpiration for medical appointments;
an essential component to having a healthy delivery and baby.285 Arielle Deutsch, PhD, a member
of the public and a research scientist who works with American Indian women, pointed out that in
the state of South Dakota, there is a lack of public transportation services available for Native
women to get to their medical appointments.286 Dr. McKay also addressed this issue, stating that,
according to the Pregnancy Risk Assessment and Monitoring System data, 27% of Native women
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in South Dakota reported having no transportation to get to prenatal care.287 In Dr. McKay’s
experience, some American Indian women who come to Avera Health travel up to 100 miles to
deliver their babies, making transportation a vital factor in addressing prenatal care.288
2.

Location of Birth Centers

The location of birthing centers was a major concern within the testimony that the Committee
received.289 The Rosebud Reservation is about one million acres, taking four hours to completely
drive across.290 Native women living on the Rosebud Reservation receive maternal care from a
Indian Health Services facility on the Rosebud Reservation and a health facility in Sioux Falls,
SD.291 It can take some women an hour to an hour and a half to reach the location on Rosebud
Reservation.292 Additionally, the Sioux Falls location is a four-and-a-half hour drive from where
most women live on Rosebud Reservation.293 [see Figure 6]294
However, deliveries no longer take place in the Indian Health Services facility on Rosebud, and
women are instead transferred to a location about forty-five minutes away in Winner, SD, a
location thirty-five minutes away in Valentine, Nebraska, or to a health facility four-and-a-halfhours away in Sioux Falls, SD. 295 For the employees of the U.S. Department of Health and Human
Services’ Maternal and Child Health Project Launch Program, providing transportation of Native
mothers on Rosebud can be a 130–140-mile round trip to help mothers gain access to prenatal
care.296 The below maps include the locations of health facilities mentioned by panelists that
address American Indian maternal care. However, these maps do not represent the exact location
of these health facilities. Instead, they represent the exact location of the cities and towns in which
the health facilities were mentioned as residing [see Figure 6].297
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Ms. Locke pointed out that there are no birthing centers or hospitals located on the South Dakota
side of the Standing Rock Reservation.298 Native Women living on the South Dakota end of
Standing Rock have to drive one-hundred miles to get to each of the nearest hospitals, which are
located in Bismarck, North Dakota, Pierre, South Dakota and Aberdeen, South Dakota.299 [see
Figure 7].300
Birthing centers were highlighted as a possible solution for the maternal health issues faced by
American Indian women. Ms. Antoine pointed out that without access to a communal birthing
center, American Indian mothers are often overwhelmed by the health issues surrounding
pregnancy.301 Ms. Wilcox shared in Ms. Antoine’s focus on a reservation based birthing center.302
Ms. Wilcox explained that a goal of the Maternal and Child Health Project is to establish a birthing
center on Rosebud Reservation.303 This would give the American Indian women on Rosebud
Reservation a culturally appropriate place to deliver, where their family is present during and after
the birth.304 In the opinion of Ms. Wilcox, establishing a birthing center would have a positive
influence on the mother of the baby, mother, father and extended family.305 A birthing center would
help to foster traditional ways of birthing that have gone on for generations.306
Ms. Locke brought up the fact that there has only been one independent, American Indian
reservation-based birthing center within the United States.307 It was located in Arizona but was
shut down due to lack of funding and because it was located in an asbestos building.308 Committee
member Arlouiine Gay Kingman, who is also a member of the Cheyenne River Sioux tribe,
mentioned that the South Dakota based Cheyenne River Sioux tribe had a birthing center within
their hospital.309 However, it was excluded from Indian Health Service funding and the women of
the tribe had to receive services in Pierre, South Dakota.310
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Lack of Access to Traditional Birthing Practices

Multiple panelists spoke about the trauma experienced by American Indian mothers as being
associated with a dislocation from traditional ways of giving birth.311 According to Ms. Wilcox,
the lack of transportation access and the location of birthing centers makes it difficult for American
Indian mothers to know if they will have any family members present during their birth.312
According to Ms. Wilcox, it is common for Native mothers enrolled in the Maternal and Child
Health Launch Program, a program funded by the Department of Health and Human Services, to
give birth alone due to the distant locations of birthing centers in Winner, SD and Sioux Falls, SD,
or across the state border in Valentine, NB.313 Ms. Antoine mentioned the potential trauma of
Native mothers having to give birth alone due to the lack of support from family members and
increased stress experienced by mothers.314
Ms. Wilcox stressed that it is culturally important for Native mothers to have their family present
during their birth.315 As explained by Ms. Locke, “it has been scientifically proven that the more
support the mother has, the easier, the less complications [during] birth.”316 Traditionally, while
family members are present at the time of birth, cultural teachings and ceremonies will take
place.317 Dr. Big Crow shared that birthing ceremonies are historically held in high honor by
indigenous nations.318 She emphasized this by adding that, “Each birth considered a sacred event,
to bare life, overseen by a sacred ceremony utilizing the natural elements of biodiversity and
metaphysical energies by all within the family and tribe.”319 Traditionally, midwives would
provide spiritual and emotional guidance to the mother as well as the child who has arrived into
“Unci Maka (Mother Earth).”320 According to Ms. Wilcox, these cultural traditions cannot take
place, due to the distance of these hospitals from the Rosebud Reservation, which is not conducive
to the cultural expression of American Indian mothers.321
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Maternal and Child Health Project Launch Program

Ms. Wilcox spoke in detail about the work of the U.S. Department of Health and Human Services’
Maternal and Child Health Project Launch Program. The Maternal and Child Health Project
Launch Program consists of two case managers, one who is a certified nursing assistant and the
other who is taking nursing classes.322 These individuals provide services to high-risk prenatal
women, postpartum women, pregnant teenagers, infants and toddlers across three counties (Todd,
Mellette, and Tripp) and twenty-two communities within and surrounding the Rosebud
Reservation.323 The services provided by the Maternal and Child Health Project Launch Program
consist of home visits, health education, transportation for medical appointments, and connections
to other needed health services.324
The Maternal and Child Health Project Launch Program is responsible for transporting pregnant
American Indian women to and from delivery, which can often take up half of the day.325
According to Ms. Wilcox, the Maternal and Child Health Project Launch Program is small
compared to the number of individuals served, meaning that they must provide transportation
across a span of many miles.326 Ms. Wilcox demonstrated this distance by reflecting on her
transportation experiences with American Indian women living in outlying areas of their
community.327 Providers of the Maternal and Child Health Project Launch Program often have to
drive one-hundred and thirty to one-hundred and forty miles round-trip to assist women in getting
to their maternal health appointments.328 Ms. Wilcox clarified that this level of distance and
transportation is also required when American Indian women deliver their children.329 As
mentioned earlier, the Maternal and Child Health Project Launch Program is currently serving only
those clients who are considered high-risk.330 According to Ms. Wilcox, “I think and I know we
should be doing all of our American Indian women a service, so they can get access to healthy
prenatal care and healthy babies or deliveries.”331
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Other Barriers to Care [Both Prenatal and Post-Birth]
1.

Insurance

Within the testimony, panelists referenced barriers to care during both the prenatal and perinatal
periods of pregnancy.332 Dr. McKay discussed how insurance coverage, specifically lagging
coverage, can lead to postponed prenatal care for women, creating “downstream” effects for
patients.333 As pointed out earlier, areas within the South Dakota PRAMS database with the lowest
healthcare outcomes for pregnant women are also the areas with lower household incomes and the
highest populations of American Indians.334 According to Dr. McKay, these also to be areas with
higher Medicaid populations.335 In order to gain access to Medicaid, Native women will need
access to a car, phone, or internet service; all of which are not supported by the general
infrastructure discussed previously.336 When Native mothers gain access to Medicaid later into
their pregnancy, their delay in obtaining insurance can be perceived as “non-compliance,” or a
perceived risk around drug use by medical professionals.337
Dr. McKay explained that within the health care field, maternity care is reimbursed in a bundle as
a global fee; meaning that health care providers have to take care of their patients with a certain
amount of cost savings in mind.338 As bundled care becomes more popular within the healthcare
industry, particularly federally, hospital providers must think about how they are spending, so that
they can save money.339 This is due to the fact that bundled care doesn’t cover high value services
and does not encourage coordination between healthcare providers and other entities. 340 In the
healthcare world, providers of maternal healthcare are poorly reimbursed and are expected to
achieve cost savings, which, according to Dr. McKay, can create a “lock leader on the ledger for
hospital systems,”341 leading to barriers of wraparound services for mothers utilizing Medicaid.342
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Discrimination and Drug Testing
a)

Discrimination

Panelists pointed to drug testing and discrimination as an additional barrier to maternal health care
for American Indian mothers.343 Dr. McKay shared that clinicians can order a drug test based on
a suspicion of drug use, and don’t necessarily need to get permission to order it.344 Being late to
access Medicaid can be cause for a drug test to be ordered on a pregnant, Native woman. 345 As
stated earlier, many American Indian women in South Dakota do not have access to transportation,
phones, or internet service; each of which is usually needed to sign up for Medicaid in a timely
manner.346 Dr. McKay mentioned that when women gain access to Medicaid later in their
pregnancy, a health provider’s perception of that late uptake may come across as “noncompliance” and prompt a drug test to be taken.347
Dr. Big Crow related these barriers to Medicaid to what she called “structural racism,” which she
defined as ideologies, social forces, systems, and policies that interact to construct and support
inequality among racial groups.348 Similar to Dr. McKay, she explained that applying for Medicaid
requires Native women to overcome barriers such as understanding a difficult application,
traveling long distances to Medicaid offices, and locating complicated financial documents.349 The
Medicaid application system interacts with other inequities such as lower education levels, lack of
transportation access, financial difficulties and lack of child care.350
Dr. McKay pointed out that American Indian women are often given drug tests because of the
harmful stereotypes held about American Indian people.351 In Dr. McKay’s opinion, “…patients
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get drug screened randomly because of the perception of that they’re at risk because of where
they’re from and the color of their skin.”352
The Committee heard testimony raising concerns about the cultural competency of White health
care providers.353 Dr. Deutsch emphasized that the American Indian women she works with often
feel stigmatized, stereotyped and dismissed by the medical system, which makes them hesitant
towards accessing necessary healthcare.354 According to Dr. Deutsch, “…the health institutions
are primarily White and there's very little in terms of any kind of cultural competence or cultural
resources, it's an imposing place that you, when you are pregnant and highly vulnerable, do not
necessarily want to go to.”355
Dr. Big Crow categorized these types of stigmatization based on race as social injustice towards
American Indian women.356 American Indian and Alaska Native mothers may avoid seeking
maternal healthcare because their healthcare provider holds assumptions about Native people
and/or acts in a prejudicial or discriminatory manner.357 Native mothers face health repercussions
related to the social injustices they face because these factors cause chronic stress and anxiety.358
Dr. Big Crow points out that these stressors have been shown to, “increase maternal cortisol levels
causing preterm labor or also affecting the baby’s brain development or immune system.”359
b)

Mandatory Reporting and Substance Use

Dr. Giroux highlighted that South Dakota has a mandatory reporting law360 that can be used for
pregnant moms suspected of substance use.361 In Dr. Giroux’s opinion, this law is a barrier to
prenatal care and substance use services for Native mothers.362 Dr. Deutsch, also expressed
concern over mandated reporting, pointing out that it acts as a barrier to Native women receiving
352
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healthcare and damages the relationship between healthcare provider and client. Stating that,
“there never is…that genuine relationship between somebody who’s using [and their healthcare
provider], if they fear that they’re going to be thrown into jail if they actually open up.”363 Dr.
McKay also listed drug testing as a diversion to care, as it detrimental to the mother who may have
to navigate the consequences if they receive a positive test.364
As stated by Jennilea Steffens, MPH of the Great Plains Tribal Chairman's Health Board, maternal
substance use disorder is a known epidemic within Tribal communities.365 Ms. Steffens compared
South Dakota state PRAMS data with South Dakota Tribal PRAMS data to illustrate that illicit
drug use before pregnancy, for Native women, is over three times the rate of white women in the
state.366 Dr. Giroux pointed out that in 2014, South Dakota tribes anecdotally reported that 50-70%
of prenatal Native mothers were using a non-prescribed drug.367 Dr. Giroux shared that in 2014,
South Dakota tribes anecdotally reported that 50-70% of prenatal American Indian mothers were
using a non-prescribed drug, and a follow-up inquiry by the CDC with local tribes in 2016
confirmed Tribal leader perspectives that 60% of the delivering mothers were using a nonprescribed drug.368
According to Ms. Steffens, contributing factors for drug use are captured by Native women’s
Adverse Childhood Experience (ACE) scores.369 Ms. Steffens explained that, “23.2% of White
mothers in South Dakota had an ACE score of four or more whereas 39.6% of American Indian
mothers in South Dakota had an ACE score of four or more.”370 According to Ms. Steffens,
Adverse Childhood Experiences, combined with toxic stress and trauma can lead to the
development of substance use disorder.371
According to Dr. McKay, there are not a lot of wraparound services for women experiencing drug
addiction.372 Specifically, Dr. McKay asserted that there is no “data-driven…objective way to do
a risk assessment around any kind of addiction…[or] services to support addiction care so that
women can overcome and start to abstain from their addiction.”373 Ms. Wilcox also pointed to the
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lack of substance use services available to American Indian mothers, stating, that there is only one
treatment center on the Rosebud Reservation.374 According to Ms. Wilcox, the treatment center,
“has a lot of clients,” as well as a waiting list.375
Furthermore, Ms. Antoine also pointed to the lack of support experienced by Native Mothers who
become involved with social services due to substance use, mental health, or economic
struggles.376 According to Ms. Antoine, mothers who lose custody of their children will become
involved with Department of Social Services.377 During this time, American Indian mothers have
access to caseworkers378 however, the case workers lack a cultural understanding of the values and
experiences of American Indian women.379 Additionally, Ms. Antoine highlighted that American
Indian women lack access to advocates who can help them to acquire the resources necessary to
gain back the custody of their children.380 As explained by Ms. Antoine, many Native Mothers are
given long lists of tasks and goals by their caseworkers and struggle to complete these tasks due
to the lack of resources on the Rosebud Reservation.
According to Ms. Steffens, if a American Indian mother receives no substance use treatment, it
can lead to that mother being involved in the judicial system, due to the criminalization of maternal
substance use in the state.381 Dr. Giroux also spoke of the harsh South Dakota laws surrounding
maternal drug use. Dr. Giroux asserted that a mother’s use of drugs while pregnant can “further
alienate” Native mothers who are already living in poverty and place these women who need
support into the hands of the criminal justice system.382 Dr. Giroux pointed to the fact that in South
Dakota, on the 31st of July in 2020, 52% of women in prison were American Indian, although
Native women only account for about 8% of the state’s population.383
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The State of Health Care for Incarcerated Women

It is important to note that three members of the public pointed out that maternal health care for
women within the judicial system is not adequate, which is important to note because this lack of
care has impacts on the maternal and child health rates for American Indian women in the state.384
Katherine Labonte, a member of the public with prior experience supporting Native populations,
stated that the maternal health support for American Indian women in South Dakota state
institutions is “non-existent,” which affects American Indian birth rates and infant mortality. 385
Ms. Locke stated that she has witnessed women in prison “get the lowest prenatal care, ” due to
lack of emotional support given to incarcerated women.386 Ms. Locke shared, “the baby is
immediately removed from the mother’s care,” which draws a stark contrast, in Ms. Locke’s
opinion, to states that allow bonding periods, such as Alabama, Tennessee, and Florida.387 Jean
Roach, a member of the Cheyenne River Sioux tribe and a grassroots activist from Rapid City,
South Dakota, called this kind of treatment, “inhumane,” pointing out that women are treated as
“subhuman. ” She explained that Native women in prison need time to not only bond with their
child but provide them important anti-bodies from nursing.388 According to Ms. Locke, unlike
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other states, South Dakota does not allow any outside individuals to be present during and inmates
birth to provide emotional and moral support during birth.389
However, Dr. Giroux clarified that under South Dakota women’s prison policy, women who are
pregnant upon arriving to prison may be allowed to take part in the Mother-Infant program, which
allows the mother to keep her child at a South Dakota Women’s prison for up to 30 days. 390 In
order for a mother to take part in this program, parenting classes must be completed by the
mother.391
The effects of incarceration on American Indian women can impact their maternal health and
wellbeing after being released.392 Ms. Steffens pointed out that even after a mother is relieved from
incarceration, she will receive no supportive, wraparound services, such as “medically assisted
treatment for her substance abuse disorder, reproductive health education, and treatment for
unresolved trauma.”393 This lack of wraparound services, according to Ms. Steffens, can lead to
further risk-taking and thus, continued substance use, incarceration and separation from their
child.394 Ms. Steffens asserted that this situation becomes cyclical and can happen multiple times
to mothers experiencing substance use disorder.395

F.

Trauma
1.

Intergenerational Trauma

Throughout multiple panels, the discussion of intergenerational trauma was brought to the
Committee’s attention. According to Ms. Steffens, trauma can stem from the experience of
poverty, racism, environmental disasters, family accidents, the sudden death of a loved one and
disability.396 Ms. Steffens pointed out that Native people in South Dakota experience a
disproportionate amount of trauma and that the trauma experienced by Native mothers can impact
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the development of a fetus’ brain.397 According to Ms. Steffens’ research, babies who are born to
mothers who have experienced toxic stress during their pregnancy, can have brains that are a third
smaller.398 Ms. Steffens asserted that, “Traumas are the root cause of premature [births] and
morbidity and mortality.”399 The levels of trauma experienced by American Indian mothers can
lead to intergenerational trauma for their child.400
Dr. Deutsch also drew attention to the effects of trauma and stress on mother and child stating, “in
terms of research…maternal stress is one of the biggest indicators for causes and consequences
that facilitates health disparities, lifelong.”401 Dr. Deutsch explained that a mother’s stress has
consequences at the genetic level, pointing out that stress is, “one of the biggest causes of
methylating genes,” which determine gene expression.402 American Indian women face historical
and intergenerational trauma, this combined with a lack of mental health and other health services
can lead to issues with pregnancy that are carried on into future generations.403
Dr. Giroux and Dr. Big Crow both explained that intergenerational trauma can impact early
childhood development and into adulthood. 404 Dr. Giroux stressed that the first few years of child’s
existence, “contribute to about half of the health outcomes,” throughout the rest of their life.405 Dr.
Big Crow described how childhood trauma, resulting from the experience of racism or
discrimination, can increase the methylation in genetic variants, which can trigger gene
expressions and contribute to disease phenotypes.406 According to Dr. Big Crow, this process can
have lasting impacts that carry into adulthood.407
2.

Effects of Institutionalized Racism

Multiple panelists brought up the impact that racism-related trauma has on the health of American
Indian mothers in South Dakota.408 According to Dr. Giroux, racism, “traumatizes
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development…negatively impacts human potential,” and can lead to, “toxic stress, adverse
childhood experiences, and intergenerational trauma.”409 She expanded on this further, stating
that, if trauma is untreated, it can compound up on factors such as a lack of resources during early
childhood development, which can affect the health of every U.S. citizen, however, “racism
disproportionately disadvantage[s] American Indians.”410
Ms. Steffens testified that “[r]acism is a fundamental cause of racial and ethnic disparities and
health outcomes, such as American Indian maternal mortality. Institutional racism is a system of
structuring opportunity and assigned value based on a social interpretation of how one looks.”411
Cynthia New Holy, a member of the public and a long-time educator on several South Dakota
reservations, including Rosebud and Pine Ridge, identified historical trauma stemming from
institutionalized racism as connected to the health of Native communities today.412 Ms. New Holy
drew attention to the Family Planning Services and Population Research Act from 1970,413 which,
“took away 25%...of Native women due to sterilization.”414 According to Ms. New Holy, this was
a form of trauma that contributes to the violence and alcoholism experienced by Native people to
this day.415 Ms. New Holy points out that the Keystone XL pipeline is another form of racism that
affects American Indian people, as well.416
Other Panelists also connected the trauma and health concerns that impact American Indian
populations to the racism that they experience.417 In the opinion of Dr. Giroux, American Indians
in South Dakota experience both traumatic and racist environments, which contributes more
directly to, “morbidity and mortality over a lifetime than access and quality of health care.” 418
Linda Littlefield, MSW, with the Great Plains Tribal Chairman’s Health Board, also spoke to the
effects that trauma and racism have on American Indian communities in South Dakota. She called
specifically on the work of Dr. Camara Jones, a physician and epidemiologist who specializes in
studying the ways in which racism and social inequity affect health. 419 Ms. Littlefield connected
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the disparities experienced by American Indian people in South Dakota to the presence of
institutional racism. She shared the work of Dr. Jones who defines institutional racism as, “the
structures, policies, practices and norms resulting in differential access to goods and services and
opportunities as a society by race.”420 Specifically, Ms. Littlefield pointed to the lack of
opportunities available to American Indian people in South Dakota as being a result of institutional
racism.421
Ms. Steffens pointed to institutional racism as, “a fundamental cause of racial and ethnic disparities
and health outcomes,” including maternal mortality.422 Ms. Steffens emphasized that institutional
racism impacts a person’s access to healthcare based on their race, as well as, the quality of that
healthcare.423 It was also pointed out that this type of racism is often structural, meaning it is
difficult to identify one culprit who is responsible for institutional racism as a whole.424 Instead, it
is a type of racism that is embedded, “into our institutions of custom, practice and law.”425
According to Ms. Steffens, the evidence of institutional racism is often shown through a lack of
action, “in the face of need.”426
Dr. Giroux and Dr. Big Crow echoed these sentiments, pointing to the connection between racial
health disparities and institutional racism.427 Dr. Big Crow emphasized that prejudice and
discrimination increase the levels of anxiety in American Indian and Alaska Native people because
they are directly related to colonization, forced migration, genocide, cultural erasure and forced
boarding schools.428 Dr. Giroux focused on the work of Dr. Jones, which has highlighted that there
is a historical connection between racial injustices faced by certain groups of people and the health
disparities that they face, stating that, “There would be no racial health disparities if there was
racial equality.”429
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Lack of Access to Comprehensive Health Services

The Committee received testimony that highlighted the need for maternal health services that
honor traditional health practices and support the mother’s mental health.430 Dr. Big Crow drew
attention to the fact that many hospitals do not allow Native mothers the opportunity to participate
in traditional birthing ceremonies, which harms the family because it creates cultural and spiritual
harm to the child.431 She shared that the western ideals which frame systems of health care stem
from the historical infringing of the cultural practices of indigenous women.432 This creates
“culturally-biased systems,” which do not allow for or understand traditional birthing practices of
Native people.433 As stated by Dr. Big Crow, “…culturally-biased systems that do not understand
the ancient birthing practices of indigenous peoples have led to systemic oppression, structural
racism, thus, aiding to the cultural demise of first peoples, as the Lakota. It is under these
frameworks that we find our indigenous women estranged, cultural vitality stagnant, and a dying
way of life, our reality.”434
Included in this conversation was the need for culturally relevant healthcare. Maymangwa Flying
Eagle, a member of the public and the Standing Rock community, clarified that culturally relevant
healthcare includes American Indian women having access to a person that they trust throughout
their pregnancy, at the time of birth and post-delivery.435 This person could help protect the health
of the mother by ensuring that they have access to the care supports their needs, financial help, and
transportation services.436 Ms. Flying Eagle stated that, “I think that would be one of the things
that…would be most important in ensuring that a pregnant native woman doesn't die during her
pregnancy.”437
Ms. Wilcox advocated for American Indian to have a place to deliver that is culturally appropriate
and where they can be with their family.438 In her opinion, this could lead to positive outcomes for
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the baby, mother, father and their extended family.439 Traditional modes of healing have been
utilized for generations and Ms. Wilcox asserted that they need to continue into the future.440
She also brought up the lack of postpartum mental health services for American Indian women
living on the Rosebud Reservation. According to Ms. Wilcox, “Mental health services
for…prenatal [and] postpartum women experiencing depression, stress and other issues are…not
adequate because mental health services here are so limited.”441 Ms. Wilcox pointed out the fact
that there is one mental health program available on the Rosebud Reservation, however, “their
primary focus is suicide.”442
Ms. Locke brought up the need for destigmatizing home births in South Dakota.443 Within her
work as a doula, she has witnessed the empowering nature of an American Indian woman giving
birth without medications or hospital assistance.444 She noted that:
[H]ome births are not illegal, but there is a stigma with it that CPS and other forms
of investigation is [sic] done upon any family, not just indigenous families. This
is including non-indigenous families within the state of South Dakota are
immediately investigated upon, with a home birth. That stigma can be really
detrimental, to creating a prison pipeline system. That's one thing I really wanted
to bring to everyone's knowledge; that we can have home births without stigma,
we can have home births that will be quality care, and, another option for
women.445

G.

COVID-19 Impacts

Ms. Antoine spoke to the ways in which the COVID-19 pandemic has compounded issues that
were already present on reservations, as well as how it has impacted a key financial source. 446 She
explained that reservations are communities that have historically experienced and continue to
experience isolation from access to resources, which leads to high rates of unemployment, limited
access to transportation, overcrowded homes and limited access to health care. 447 These issues
have been compounded further by the devastation of the COVID-19 pandemic, making it difficult
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for reservations to work towards a healthier community.448 Ms. Antoine also pointed out the effects
that the pandemic has had on funding sources such as the reservation’s casino.449 Revenues from
the casino go towards educational development for students who want to seek educational
opportunities outside of the reservation, however, the casino is currently close due to the pandemic,
meaning a loss in this funding source.450
Ms. Wilcox brought up the impacts that the pandemic has had on their organizations and their
access to the American Indian mothers that they work with.451 She spoke specifically about the
ways in which the pandemic has impacted the service delivery of the U.S. Department of Health
and Human Services’ Maternal and Child Health Project Launch Program, which provides services
to high risk prenatal and postpartum Native women in twenty-two communities within South
Dakota.452 Ms. Wilcox emphasized how the presence of the pandemic has made it difficult to do
outreach with their clients.453The Maternal and Child Health Project Launch Program provides
home visits and transportation for these women, however both of these services have been
suspended do to COVID-19.454
Ms. Antoine spoke to the ways in which the pandemic has made it even more difficult for American
Indian mothers to work through Child Protective Services requirements.455 The barriers that Native
mothers face within the Child Protective Services system, such as inexperienced case workers and
a lack of support, have been exacerbated by COVID-19.456 Specifically, employment requirements
have become harder to fulfill, with the pandemic worsening the already sparce employment
opportunities for American Indian women living on reservations.457 Without access to steady
employment, American Indian women are at higher risk for losing custody of their child due to
the inability to meet work requirements.458
The Committee heard testimony that outlined additional concerns for the impacts that the COVID19 pandemic has had on incarcerated, American Indian women.459 This is a group that may include
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pregnant American Indian women who need access to health services, outside of COVID services.
Ms. Roach shared her frustration that the state has not taken necessary steps to appropriately
address the COVID-19 health crisis within prisons, which further exacerbates pre-existing health
issues for American Indian women who are pregnant.460 She brought up the case of Andrea Circle
Bear, a pregnant woman and member of the Cheyenne River Sioux tribe who died from COVID,
after contracting it within a South Dakota federal prison.461
Dr. Bonny Specker, Professor at South Dakota State University, utilized state data462 that was
collected until November 12th, 2020 to outline the impact that COVID-19 has had on American
Indian communities.463 According to Dr. Specker, COVID-19 rates have increasingly gotten worse
since the Smithfield outbreak in the spring of 2020 [see Figure 3].464 Disparities can be seen
between White and American Indian individuals when COVID-19 diagnosis rates are categorized
by race and age [see Figure 4].465 Among individuals aged less than 30 years, 6.8% of American
Indian individuals have tested positive compared to 4.6% of White individuals.466 Among
individuals between 30 and 59 years of age, 14.5% American Indian have tested positive compared
to 6.2% among the White population.467 Finally, for individuals 60 years of age and above, 12.5%
of American Indian individuals and 5.5% of White individuals have tested positive.468
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Source: South Dakota Department of Health – COVID-19 Demographics
Figure 9
Rates for American Indian populations were higher regarding hospitalization and death. Dr.
Specker reported that after comparing the percentage of COVID-19 cases that experienced
hospitalization, it was found that hospitalization rates for all age groups are higher for American
Indians as compared to Whites [see Figure 5].471 According to Dr. Specker, this may indicate that
American Indians are experiencing a more severe case of the disease than White populations.472
In terms of fatality, or those who have been diagnosed with COVID-19 and die, racial disparities
were present [see Figure 6].473 Dr. Specker reported that 0.8% of American Indians have died
between the age of 30 and 59 compared to 0.1% of Whites in the same age bracket. 474 For
individuals over 60, 5.7% of American Indians passed from COVID-19 compared to 4% of White
individuals.475
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Figure 10
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H.

Recommendations for the Committee’s Consideration
1.

Equity and Supportive Services

The Committee heard testimony that drew attention to the need to create racial equity and
supportive services for American Indian people in South Dakota.478 In order to work towards racial
equity, Ms. Steffens suggested the need to increase the awareness of institutional racism,
decriminalize behavioral health disorders, increase American Indian’s access to the quality health
care through supportive services, and improve American Indian’s environmental conditions.479 In
relation to improving health care through supportive services, Ms. Locke drew attention to the
need for economic development and community services on reservations.480 Economic
development was highlighted as a tool that could help improve American Indian women’s access
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to gas money and transportation, which in turn would help them get to their maternal health
appointments.481
Ms. Antoine addressed the need for South Dakota Department of Social Services to better train
their case workers generally, but especially those individuals working with American Indian
mothers who have had their child taken by Child Protective Services.482 Additionally, Ms. Antoine
brought up the need for American Indian mothers to have advocates in addition to the South Dakota
Department of Social Services case workers.483 These advocates should be available to help these
mothers gain access to services and supports that will help them gain custody to their children.484
Ms. Steffens brought up the need for justice in order to achieve racial equity.485 In order to create
justice, it was suggested that inequity be monitored in order to expose areas of opportunity as well
as areas where disparities exist.486 Monitoring inequity would also include the examination of
societal structures, policy practices, norms, values, attention to systems of power and interventions
on societal structures.487 Additionally, it was suggested that American Indian’s living in South
Dakota should be able to lead and make decisions related to maternal and child health concerns.488
On the federal level, Ms. Steffens advocated for coordination with American Indians to establish
better housing, food access, health care, transportation, education, and job opportunities.489 By
doing so, the federal government could help create opportunities for American Indians to
overcome equity barriers as well as, “improve the social determinants of health,” for American
Indian women.490
2.

Maternal Mortality Review Board and Access to State-wide Data

Multiple panelists highlighted the need for a maternal mortality review board and American Indian
involvement within current maternal mortality review committees.491 Ms. Wilcox testified that in
order to open up the discussion on maternal mortality, it is necessary to establish a maternal and
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infant mortality review board that includes all American Indian tribes in South Dakota, the Indian
Health Service, and the South Dakota state government.492 This type of collaboration was
presented as a way to create preventative measures which could improve the health outcomes for
American Indian women and their babies.493
Ms. Steffens brought up the need for American Indian tribes to lead and make their own decisions
regarding maternal and child health.494 She advocated for the representation of the Great Plains
Tribal Chairmen’s Health Board and American Indian tribes on the South Dakota Infant and
Maternal Mortality Review Committee.495 She mentioned that the state of South Dakota should
provide technical assistance as well as data and subject matter expertise to help ensure that Tribal
leadership is effectively informed about process of the state’s maternal mortality review board and
their results.496 Additionally, it was suggested that data and public health recommendations from
the South Dakota Infant and Maternal Mortality Review Committee be communicated to American
Indian tribes.497 Ms. Littlefield touched on the importance of making sure that American Indian
tribes have access to health-related data so that they can make their own decisions regarding the
health of their community.498 Ms. Littlefield explained that every Tribal community is different,
and that the severity of issues faced by American Indians vary across tribes.499 It was suggested
that if American Indian tribes have access to the data from their respective communities they will
have a better opportunity to address the issues facing their community.500
3.

Birthing Center

Reservation-based birth centers were emphasized as a solution to the Maternal health issues faced
by American Indian women.501 Birthing centers based on reservations could provide culturally
appropriate care and allow for family members to be present during and after birth.502 Having a
reservation-based birthing center would cut down on travel times mentioned by panelists and
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reduce the stress of American Indian mothers facing health issues during their pregnancy.503 In
regard to financing this effort, Ms. Kingman recommended that Indian Health Service provide
adequate funding for reservation-based birthing centers.504
Dr. McKay was hesitant to endorse birthing centers due to the lack of funding given rural hospitals
as well as the higher rates of neonatal complications associated with birth centers.505 Dr. McKay
mentioned the possibility of instead, establishing a birth center model within established hospital
systems.506
4.

Traditional Understanding of Healing and Birthing

Many panelists referred to the need to nourish traditional understandings of healing and birthing
within and outside of the health care system. Ms. New Holy addressed that Indian Health Service
needs to develop programs that support American Indian women’s emotional healing and maternal
health outside of the technical, medical view of healing. 507 She asserted that there must be a
connection developed between the traditional and modern views of emotional and maternal health
and healing.508 The rules and guidelines surrounding prenatal care restrict the ways in which
women can experience traditional modes of healthcare and a direct healthcare plan that can address
healthcare needs as well as generational trauma is needed.509 An important aspect of culturally
relevant healthcare would include Native Mothers having access to an advocate that could help
provide access to transportation, care supports and financial assistance.510
Valeriah Big-Eagle, a member of the public from the American Indian Nursing Education Center
of South Dakota State University, highlighted that Oyate Health and Monument Health are two
examples of hospitals incorporating aspects of traditional healing.511 Oyate Health incorporates
traditional healing as a treatment option, while Monument Health has implemented a sage and
smudging policy.512 This incorporation of traditional modalities of healing within the health care
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system are the start of culturally relevant healthcare, but there needs to be more incorporations of
this healing across the state of South Dakota.513
It was recommended Child Protective Services destigmatize their understandings of home births,
by avoiding any stigmatization of mothers who choose this birthing option.514 Home births offer
an opportunity for American Indian mothers to experience the birthing process without hospital
assistance or medications.515 Home births can provide an opportunity for alternative modes of
healing, while avoiding the transportation issues mentioned by panelists.516
5.

Mental Health Services

Attention was drawn to the need for improved mental health services access for American Indian
women in South Dakota.517 These services should support American Indian women’s pregnancy,
while addressing and healing generational trauma.518 These efforts to improve the effects of
generational trauma could have an impact on an epigenetic level and improve the long-term health
of American Indian women.519
6.

Insurance Policy

Dr. McKay recommended needed improvements to insurance policy as a way to remove barriers
to American Indian women’s access to maternal healthcare.520 According to Dr. McKay, “current
reimbursement strategies [of insurances companies] do not cover additional net services necessary
to create a value-based purchasing model.”521 In order to cover mother’s needs, Dr. McKay
suggested that this model needs to be explored further to identify other services needed for mothers
and their costs.522 Additionally, it was suggested that insurance payment models investigate the
ways in which specialized medical institutions and health systems can support rural hospitals and
clinics, Indian Health Service facilities and Federally Qualified Health Centers.523 Additionally, it
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is important that insurance policy recognize that a mother is not just a vessel for a child.524 By
doing so, health systems could help implement healthy strategies and habits that a woman can
sustain throughout her lifetime, such as opportunities to address obesity, healthy eating, exercise,
and smoking.525 Dr. McKay asserted that this investment in the health of women over their lifetime
is an investment in the health of their children.526
7.

Telemedicine Services

The need for telemedicine services focused on substance use treatment, prenatal appointments and
case management was highlighted.527 There is evidence that drinking, smoking and drug use has
increased during the COVID-19 pandemic.528 Telemedicine services could increase the ability for
virtual case management and help prenatal clinics keep in contact with women who are missing
appointments.529 Dr. Elliott pointed out that prenatal appointments are essential for women to
receive education on prenatal health and telemedicine services can increase access to this type of
education.530
8.

Maternity/Paternity Leave

Paid maternity and paternity leave for American Indian parents was recommended to the
Committee.531 It is important for fathers to be present for the first four weeks of the baby’s life
without having to worry about financial repercussions of missing work.532 In this way, the baby
has a chance to bond with their father, which can help prevent social ideas of toxic masculinity
and help solidify the father as a significant role model for the child.533 Ms. Locke spoke to the
need for same-sex parents to have access to maternity or paternity leave to bond with their
baby.534 If same-sex parents have adopted a child, it is essential that they receive time to bond
with their new child in order to solidify good parenting techniques and a good foundation for
their child.535 In the opinion of Ms. Locke, having these services available to all parents will
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have long term effects, which improve society.536 Dr. Giroux shared she, “…contends that paid
maternal leave and an infusion of traditional wisdom and investing heavily in the early childhood
development is the single most valuable upstream intervention for American Indians to regain
pre-colonized health and to reduce mortality disparities across the life span, including maternal
mortality.”537

IV.

FINDINGS AND RECOMMENDATIONS
A.

Findings

In keeping with their duty to inform the Commission of (1) matters related to discrimination or a
denial of equal protection of the laws; and (2) matters of mutual concern in the preparation of
reports of the Commission to the President and the Congress,538 the South Dakota Advisory
Committee submits the following findings to the Commission regarding maternal health of
American Indian women in South Dakota. This report is intended to highlight salient civil rights
themes as they emerged in testimony during the Committee’s inquiry. The following findings
result directly from the testimony received and reflect the views of the cited panelists. While each
assertion has not been independently verified by the Committee, panelists were chosen to testify
due to their professional experience, academic credentials, subject expertise, and/or firsthand
knowledge of the topics at hand. The complete meeting transcripts are included at the link in the
Appendix for further reference.
1. Maternal Mortality and Health Disparities
a. Maternal mortality is defined as a death related to pregnancy, which can be
caused by infection, heart disease, pulmonary embolism, and postpartum
hemorrhage.539 Maternal morbidity is defined as any physical illness or disability
that is directly linked to childbirth and/or pregnancy.540
b. Sixty percent of maternal deaths are preventable.541 Preventive efforts include
researching and responding to factors that contribute to disproportionate maternal
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mortality rates of American Indian mothers, including social determinants of
health, social injustice, and structural racism.542
c. There are substantial maternal health disparities between American Indian, Alaska
Native, and White mothers.543 The national maternal mortality and maternal
morbidity rates of American Indian and Alaska Native women are double that of
White women.544
d. Comprehensive data to determine maternal mortality rates for small populations
across different states is challenging to access.545 The Centers for Disease
Control’s state maternal mortality tables do not include maternal mortality rates
for South Dakota because the population size is small,546 which makes it difficult
to easily assess the severity of the issue.
e. Using the number of maternal deaths to calculate the maternal mortality rates for
South Dakota, a panelist shared that American Indian women in South Dakota
have a mortality rate of 121.77 maternal deaths per 100,000 births, which is
nearly seven times the 2018 national maternal mortality rate (17.9 maternal deaths
per 100,000 births), and is also far greater than the state’s maternal mortality rate
(59 maternal deaths per 100,000 births), and the maternal mortality rate for White
women in South Dakota (44 maternal deaths per 100,000 births).547 This is
542

Big Crow Statement, at 4.

543

Littlefield Testimony, September Briefing, p. 13, Ms. Littlefield noted that comprehensive data for maternal
mortality rates across states can be challenging to access, is not consistently collected, and has limits due to the
small population sizes of those studied. Data shared at the time of the briefing was calculated based on data
compiled through a data request submitted previously for births by race to the South Dakota Department of Vital
Records alongside 2010-2018 data from the South Dakota Department of Health regarding pregnancy related deaths;
See also South Dakota Department of Health, Maternal Mortality, (n.d.),
https://doh.sd.gov/statistics/maternalmortality.aspx? and Centers for Disease Control, Maternal Mortality, (n.d.),
https://www.cdc.gov/nchs/maternal-mortality/index.htm.
544

Big Crow Statement at 1; Centers for Disease Control and Prevention, Pregnancy Mortality Surveillance System,
(n.d.), https://www.cdc.gov/reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm
(accessed May 10, 2021).
545

Centers for Disease Control, Maternal Mortality by State, 2018, (2018), https://www.cdc.gov/nchs/maternalmortality/MMR-2018-State-Data-508.pdf (accessed May 12, 2021).
546

Centers for Disease Control, Maternal Mortality by State, 2018, (2018), https://www.cdc.gov/nchs/maternalmortality/MMR-2018-State-Data-508.pdf (accessed May 12, 2021).
547

Littlefield Testimony, September Briefing, p. 13, Ms. Littlefield noted that comprehensive data for maternal
mortality rates across states can be challenging to access, is not consistently collected, and has limits due to the
small population sizes of those studied. Data shared at the time of the briefing was calculated based on data
compiled through a data request submitted previously for births by race to the South Dakota Department of Vital
Records alongside 2010-2018 data from the South Dakota Department of Health regarding pregnancy related deaths;
See also South Dakota Department of Health, Maternal Mortality, (n.d.),
https://doh.sd.gov/statistics/maternalmortality.aspx? and Centers for Disease Control, Maternal Mortality, (n.d.),
https://www.cdc.gov/nchs/maternal-mortality/index.htm.

Maternal Mortality and Health Disparities of American Indian Women

78

especially concerning considering that American Indian women make up only
18% of births within the state, while White women make up 75% of births in
South Dakota.548
f. Access to prenatal care is essential to the health of American Indian mothers.
Counties which have reservations within their boundaries or which overlap with
Tribal lands experience disparities regarding access to prenatal care.549 According
to the CDC’s Pregnancy Risk Assessment Monitoring System (PRAMS) data,
27% of American Indian mothers reported not having access to transportation
needed for pre-natal appointments, 27.5% of American Indian mothers were
unable to access prenatal care due to lack of access to childcare, and 19.1% of
American Indian mothers reported being unable to get an appointment with their
healthcare provider.550
g. Disparities regarding access to prenatal care are especially prominent for
American Indian mothers between the ages of 15-19.551 American Indian teens
experience a disproportionate lack of prenatal care compared to their White
counterparts in the same age bracket.552 Within this age group, 55.4% of
American Indian mothers received late or no prenatal care compared to 21.8% of
White teen mothers.553
2. Lack of Comprehensive Data on Maternal Health Disparities
a. There is a lack of consistent, comprehensive data available regarding the maternal
health of American Indian populations in South Dakota.554 This lack of data
makes it difficult to develop explanations for the present maternal health
disparities within the state.
b. Historically, the maternal and child health of American Indians in South Dakota
was largely uninvestigated. It was not until the 1990s that the Centers for Disease
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Control began to study the infant mortality and maternal health rates of American
Indians in South Dakota.555
c. There needs to be a concerted effort to include Tribal Nation representation on a
South Dakota Maternal Mortality Review Committee to ensure that Tribal
Nations have state-level support to collect and analyze data specific to the
maternal health within their communities.556
d. National and South Dakota data indicate that American Indian mothers experience
maternal health issues at a higher rate than White mothers, despite the fact that
they make up a lower percentage of the population.557 However, despite current
data revealing these disparities, a comprehensive, research-based explanation as
to why these disparities exist in South Dakota has yet to be developed.
e. As a result, the lack of a clear explanation for these disparities makes it difficult
for South Dakota Tribal Nations to take the necessary steps to address the
disparities experienced by American Indian women in their communities.558
3. Barriers to Accessibility
a. Pregnant American Indian women, especially those living in rural areas,
experience a multitude of compounding barriers that make it difficult to receive
pre-natal and routine maternal health care. There is a need to establish better
health care, transportation services, housing, employment opportunities, food
access and education on American Indian reservations.559
b. Many American Indian women living on reservations in rural South Dakota lack
access to water, sewage, housing, employment, and technology.560 This lack of
technological access includes the unavailability of phones, internet, and
computers.561 These aspects make it especially difficult for pregnant American
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Indian women to schedule appointments, contact medical providers and sign-up
for Medicaid.562
i. Access to Medicaid was highlighted as a barrier for American Indian
women living in rural South Dakota.563
ii. In order to apply for and access to Medicaid, American Indian women
usually need to have access to a phone, car, and internet service.564
c. American Indian women also lack access to reliable and consistent forms of
transportation (both personal vehicles and public transit) as well as access to
roads.565 The lack of transportation makes it difficult for American Indian women
to travel to maternal health appointments and their deliveries.566
d. The locations of birthing centers require American Indian women to travel long
distances from their homes on reservations.567 These women often have to travel
anywhere from one to four hours in order to get to their appointments and to give
birth.568
e. These infrastructural barriers impact American Indian women’s social
determinants of health, which are defined as the environmental conditions in
which individuals are born, work, and live.569 Access to early and routine prenatal care is the main factor which lowers the risk of maternal morbidity and
maternal mortality.570 Each of these barriers compounds upon the other, creating
enormous challenges for American Indian women to overcome in order to gain
access to pre-natal and routine maternal health services.571
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4. Traditional Birthing Practices
a. Regardless of the location or mode of birthing, American Indian mothers need to
have access to traditional practices before and during birth.572 Birth and the
birthing process is a sacred event where cultural teachings and ceremonies take
place.573 American Indian women need the opportunity to participate in these
practices, which include having family members present during birth.574 Due to
the distance of birthing centers, and a lack of transportation access on
reservations, it is difficult for family members to be present during the time of
birth, which results in American Indian mothers giving birth alone and missing
out on traditional practices.575
b. The testimony received indicated that European maternal health practices were
forced upon Native people during colonization.576 These practices do not align
with the traditional beliefs and practices of American Indian people.577 Precolonization, American Indian tribes invested in maternal health because it was a
pillar of health and success for their communities.578 Even today, Lakota tradition
holds women to the highest respect by supporting a mother’s decisions about her
baby and her body.579 The Lakota tradition includes honoring fathers within the
birthing process and not immediately cutting the umbilical cord post-birth,
indicating that fathers should be considered as part of comprehensive efforts to
address maternal health.580
5. Cultural Competency
a. American Indian women need access to culturally competent services. Cultural
competence is defined as the incorporation and transference of knowledge about
persons and groups of people into particular policies, attitudes, standards, and
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practices used to increase the quality and outcomes of services for all groups and
peoples.581
b. The Committee heard testimony that health care providers, institutions and
practices do not reflect the values of American Indian women.582 The testimony
reflected that many hospitals in the state do not allow American Indian women to
participate in traditional birthing ceremonies. 583This lack of cultural freedom is
associated with spiritual harm towards the baby and the family.584
c. Within the testimony, panelists shared that the health care institutions are
informed by western ideals that are connected to the infringement of American
Indian cultural traditions.585 These healthcare institutions were referenced as
“culturally-biased” systems that do not recognize the cultural framework of
American Indian women.586 This lack of recognition was linked to the systemic
oppression, structural racism and cultural erasure of American Indian people.587
d. There is a dislocation between institutional maternal health and traditional healing
practices.588 Institutional rules and guidelines pre-natal care and maternal health
restrict the ways in which American Indian women can experience their
traditional modes of healing.589
e. American Indian women can feel stigmatized, stereotyped, and dismissed by the
current medical system, which can deter them from seeking maternal health
services.590 This lack of cultural understanding, specifically within health
institutions, could potentially be a barrier for American Indian women seeking
healthcare.591 This is especially true if American Indian women are receiving care
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from a primarily White health institution that does not support or enforce cultural
competency efforts.592
6. Birthing Centers, Home Births and Traditional Practices
a. American Indian women need access to healthcare that supports their right to
choose the maternal health services that best fit their individual needs. This
includes access to reservation-based birthing centers, home births and traditional
birthing practices.
b. There is a lack of accessible birthing centers for American Indian women living
on South Dakota reservations.593 The Committee heard testimony which
highlighted the suggestion that reservation-based birthing centers could act as a
solution to accessibility barriers.594 American Indian women are in need of
reservation-based birthing centers to alleviate transportation barriers and exercise
their traditional practices.595
c. Home births are another alternative to institutionalized health care for American
Indian women.596 This type of birth allows for American Indian women to avoid
transportation barriers and experience an empowering, alternative mode of
healing.597
7. Institutional Racism
a. Institutional racism is defined as structural policies, practices, and laws that create
differential access to resources, goods, services and opportunities for individuals
and groups of people based on race.598
b. Institutionalized racism is often evident as inaction in the face of need.599
Institutional racism is structurally embedded within society, institutions and laws
which makes it difficult to identify one single cause for its existence.600 Despite
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the difficulty in identifying a single cause of institutional racism, institutional
racism was suggested as directly, negatively impacting the health disparities
experienced by American Indian women in South Dakota.601
c. Prejudice, discrimination, and racism are associated with institutional racism.602
These factors associated with institutional racism increase the levels of anxiety
experienced by American Indian and Alaska Native people because they are
associated with colonization, forced migration, genocide, cultural erasure and
forced boarding schools.603
d. Institutional racism creates a traumatic environment for American Indian women,
which negatively impacts their human development.604 Institutional racism can
cause intergenerational trauma, adverse childhood experiences, and toxic stress.605
These factors can compound with the lack of available resources caused by
institutional racism and create health implications for American Indian women in
the state of South Dakota.606
8. Mandated Reporting and Drug Testing
a. More White women drink during pregnancy than American Indian women, but
when American Indian women drink during pregnancy, they are more likely to
binge drink.607
b. American Indian mothers experience more trauma and adverse childhood
experiences than White mothers in the state.608 These factors can increase their
likelihood of developing substance use disorder.609 As compared to White women
in the state, American Indian women in South Dakota are disproportionately
affected by substance use as well as preconceptions around substance use.610
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c. In South Dakota law, health care staff who suspect drug use can order a drug
test.611 This suspicion is a barrier for American Indian women seeking prenatal
care because they can fear being stereotyped and drug tested by healthcare staff
who bring their stereotypes into their medical practice.612 The Committee heard
testimony that American Indian women are often drug screened randomly because
of perceptions about their lifestyle based on the color of their skin.613
d. American Indian mothers in South Dakota can also be drug tested for “noncompliance” if they sign up for Medicaid later into their pregnancy.614 American
Indian women face barriers in applying for Medicaid [phone, transportation,
internet services], which may influence the date in which they can apply.615 This
late uptake of Medicaid can be perceived as a risk for maternal drug use by
medical professionals.616
e. Mandated reporting law in South Dakota requires that pregnant mothers be
reported for drug use.617 For American Indian mothers dealing with substance use,
this law can be a barrier to their pre-natal care because there is fear of the legal
repercussions connected to this law.618
f. There is a lack of supportive services for American Indian mothers experiencing
substance use.619 Specifically on the Rosebud Reservation, there is only one
substance use treatment center, but it has a long waiting list of clients.620
g. Access to substance use treatment programs via telemedicine is important to
provide, especially during COVID-19.621
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h. Without access to supportive services for substance use treatment, American
Indian mothers are more likely to become involved with the judicial system.622
i. The Committee heard testimony that that harsh laws surrounding pregnant
substance use further alienates American Indian mothers in need of supportive
services and pushes them into the hands of the state’s judicial system.623
9. Maternal Healthcare for Incarcerated Native Women
a. In 2020, 52% of women incarcerated in South Dakota were American Indian,
however American Indian women only account for about 8% of the state’s
population.624
b. American Indian women in prison do not receive adequate maternal healthcare
which can affect the maternal and child health rates for this population.625
c. Incarcerated mothers are not allowed visitors during their birth, which is
obstructive to the traditional practices of American Indian mothers.626 These
practices are vital to the cultural well-being of American Indian mothers.627
d. The Committee heard testimony that unlike in Alabama, Tennessee and Florida,
incarcerated women are not allowed a bonding period with their child post-
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birth.628 This time is essential for mother-child bonding and for mothers to
provide necessary anti-bodies to their babies via breastfeeding.629
10. The Impacts of COVID-19
a. American Indians living in South Dakota are disproportionately impacted by the
COVID-19 pandemic.630 American Indians in the state have higher rates of
positive COVID-19 tests, hospitalization, and death as compared to White
individuals.631
b. COVID-19 has worsened issues that were already impacting reservations in the
state of South Dakota.632 The pandemic has compounded unemployment,
overcrowding in homes, inaccessible healthcare, and a lack of resources.633 This
additional barrier makes it harder for Tribal Nations to work towards healthier
communities.634
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c. The pandemic has also made it difficult for maternal healthcare providers to
deliver services to American Indian women.635 During the time in which
testimony was received, the U.S. Department of Health and Human Services’
Maternal and Child Health Project Launch Program had to suspend home visits
and transportation for their American Indian clients.636 Without these services, it
is harder for American Indian women in the program to travel to maternal health
appointments and to receive maternal health education.637
d. Telemedicine appointments are a potential solution for maternal health care
providers who cannot see patients in person.638 Telemedicine appointments are
conducted via computer, webcam, smartphone or tablet and allow patients to
virtually speak with their healthcare provider.639 These appointments could help
provide necessary pre-natal education and could help healthcare providers keep
track of their patient’s health.640 However, American Indian women often do not
have access to the technology necessary for these appointments.641
11. Indian Health Service – Standards of Care
a. The Committee heard testimony that Indian Health Service hospitals do not
provide a standard of care that is equal to other national-level healthcare systems,
due to the underfunding.642 The underfunding of Indian Health Service hospitals
was linked to a lack of adequate maternal care, poor quality equipment, low
staffing levels, and outdated medical facilities.643
b. Based on panelist testimony, the low standards of care provided by Indian Health
Service are not sufficient for a American Indian mother to experience a healthy
birth.644
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c. The lack of quality health care provided by Indian Health Service hospitals was
connected to the anxiety experienced by American Indian and Alaska Native
women receiving care at these facilities.645
12. Trauma
a. American Indian mothers experience a disproportionate amount of trauma, which
impacts the health of their babies and can lead to intergenerational trauma.646
Trauma impacts the brain development of a fetus and has an effect on a genetic
level.647 Trauma is a root cause of issues with the pregnancy such as premature
births, morbidity and mortality.648
b. American Indian women in South Dakota experience trauma resulting from
racism, poverty, discrimination, and prejudice within their lived environment.649
The trauma related to these factors has serious implications on the health and
wellness of this population.650
c. Historical trauma caused by institutional racism continues to impact the health of
American Indian women today.651 Panelists identified the Family Planning
Services and Population Research Act of 1970 and the construction of the
Keystone XL pipeline as examples of institutional racism that historically and
currently impacts the health of American Indians.652
d. The Committee heard testimony that many hospitals in South Dakota do not foster
or encourage the traditional birthing practices of American Indian women, which
is associated with the historical trauma related to the cultural destruction of Native
cultural and traditions.653
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Recommendations

Among their duties, advisory committees of the Commission are authorized to advise the Agency
(1) concerning matters related to discrimination or a denial of equal protection of the laws under
the Constitution and the effect of the laws and policies of the Federal Government with respect to
equal protection of the laws, and (2) upon matters of mutual concern in the preparation of reports
of the Commission to the President and the Congress.654 In keeping with these responsibilities,
and in light of the testimony received on this topic, the South Dakota Advisory Committee submits
the following recommendations to the Commission.
1. The U.S. Commission on Civil Rights should send this report to the U.S. Congress and
issue recommendations for it to:
a. Provide increased and appropriate funding to the U.S. Department of Health and
Human Services Indian Health Service so that it can ensure a standard of care that
is equivalent to other national healthcare systems in order to guarantee that
American Indian mothers experience a healthy birth. This funding should include:
i. Allocations to improve maternal health care by implementing high-quality
medical equipment, adequate staffing levels, and updated medical
facilities.
ii. A data research program focused on the maternal health of American
Indian women. This program should ensure that data related to the
maternal health of American Indian women is reported on a consistent
basis in order to investigate and address barriers to maternal health care as
well as any preventative measures for maternal morbidity and maternal
mortality.
iii. Evaluative tools to track and improve the standard of care for maternal
health services at Indian Health Service hospitals specifically, as well as
state and private hospitals and clinics to ensure parity with national health
systems. Such data will provide insight as to whether maternal mortality
issues are universal regardless of the facility, or whether medical practices,
cultural training, or billing practices affect maternal mortality statistics.
b. Ensure that services provided through Indian Health Service facilities are
developed in coordination with Tribal members and promote and respect the
cultural and spiritual practices of American Indian women. It is essential that
American Indian women have autonomy over the type of maternal health services

654

45 C.F.R. § 703.2.

Maternal Mortality and Health Disparities of American Indian Women

91

that they receive through Indian Health Service facilities, which includes
choosing how and where they would like to give birth.
c. Provide increased and appropriate funding to the U.S. Department of Health and
Human Services, Center for Disease Control’s Office of Tribal Affairs and
Strategic Alliances, Indian Health Service, the Indian Health Service Division of
Facilities Operations, and the Office of Minority Health. These agencies should
collaborate, in coordination with South Dakota Tribal members, to construct and
develop American Indian reservation-based birthing centers for each of the
American Indian reservations in South Dakota to ensure that American Indian
mothers living on reservations have access to birthing centers that are easily
accessible for pre-natal care and delivery. This funding should support:
i. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services, and funds for continued proper maintenance and
updates to facilities.
ii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
iii. Policies that ensure that American Indian mothers have access to pre-natal
care and birthing practices that meet their health, spiritual, and cultural
needs, as well as specific resources to help birthing center staff members
gain access to the resources necessary to meet these needs.
iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to birthing centers
during scheduled appointments and during the birthing process.
d. Provide increased and appropriate funding to the U.S. Department of Health and
Human Services, Indian Health Service Division of Behavioral Health to develop
a program dedicated to mental health and substance use services for American
Indian mothers in consultation with South Dakota Tribal members in order to
remedy the lack of mental health and substance use services available to these
mothers on South Dakota reservations. This may include collaboration with the
U.S. Department of Health and Human Services Office of Minority Health, which
offers free e-learning programs for maternal health care providers with cultural
and linguistically appropriate services which could be a model for further
distribution in coordination with South Dakota’s Tribal members. This funding
should support:
i. Accessible mental health centers on every American Indian reservation in
the state of South Dakota.
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ii. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services and funds for proper building maintenance and updates.
iii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to mental health
services.
e. Supply and dedicate funding to the U.S. Department of Health and Human
Services, Center for Disease Control’s Office of Tribal Affairs and Strategic
Alliance, Indian Health Service, the Indian Health Service Division of Behavioral
Health, and the U.S. Department of the Interior Indian Affairs Division of
Economic Development’s National Tribal Broadband Grant program specifically
in order to support telemedicine services for maternal health and mental health
appointments. Telemedicine appointments are essential to ensuring that American
Indian mothers have access to essential health services despite transportation and
COVID-19 barriers.
f. Revise Medicaid reimbursement eligibility standards to include all healthcare
provision settings in the state to reimburse a maternal health case manager who
should have appropriate qualifications. Training for case managers should be
developed consultation with Tribal members.
g. Revise Medicaid access eligibility to include more American Indian mothers.
Provide funding for developing best practices to revise and expand Medicaid
eligibility to include more American Indian mothers in consultation with Tribal
members.
h. Provide funding to the U.S. Department of Health and Human Services National
Institute on Minority Health and Health Disparities in order to further the research
of maternal health disparities experienced by American Indian women in South
Dakota. This research is needed to gather further data that can be used to support
and strengthen local efforts to reduce maternal mortality and maternal morbidity.
i. Consider establishing a joint task force between the U.S. Department of Health
and Human Services, Indian Health Service, U.S. Department of Health and
Human Services Office of Minority Health, and the U.S. Department of the
Interior Indian Affairs Division of Economic Development and Housing
Improvement Programs in order to address the intersections between health,
housing and employment needs among American Indian populations in South
Dakota.
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j. Review the Maternal Health Quality Improvement Act of 2020 alongside the
recommendations in this report and consider drafting new legislation to ensure
that American Indian mothers receive the appropriate healthcare resources to
reduce concerning health disparities between Indian Americans and other
populations across the United States.
2. The U.S. Commission on Civil Rights should send this report to the U.S. Department of
Health and Human Services Indian Health Service and its Division of Behavioral Health
and Division of Facilities Operations, U.S. Department of Health and Human Services’
Office of Minority Health and the Centers for Disease Control and Prevention’s Office of
Tribal Affairs and Strategic Alliances, and issue recommendations for these agencies to:
a. Collaborate to ensure a standard of care that is equivalent to other national
healthcare systems in order to guarantee that American Indian mothers experience
a healthy birth. This effort should include programs and monitoring that include:
i. Programs to improve maternal health care by implementing high-quality
medical equipment, adequate staffing levels, and updated medical
facilities.
ii. A data research program focused on the maternal health of American
Indian women. This program should ensure that data related to the
maternal health of American Indian women is reported on a consistent
basis in order to investigate and address barriers to maternal health care as
well as any preventative measures for maternal morbidity and maternal
mortality.
iii. Evaluative tools to track and improve the standard of care for maternal
health services at Indian Health Service hospitals specifically, as well as
state and private hospitals and clinics to ensure parity with national health
systems. Such data will provide insight as to whether maternal mortality
issues are universal regardless of the facility, or whether medical practices,
cultural training, or billing practices affect maternal mortality statistics.
b. Ensure that services provided through Indian Health Service facilities are
developed in coordination with Tribal members and promote and respect the
cultural and spiritual practices of American Indian women. It is essential that
American Indian women have autonomy over the type of maternal health services
that they receive through Indian Health Service facilities, which includes
choosing how and where they would like to give birth (including home births).
c. The U.S. Department of Health and Human Services, Center for Disease
Control’s Office of Tribal Affairs and Strategic Alliances, Indian Health Service,

Maternal Mortality and Health Disparities of American Indian Women

94

the Indian Health Service’s Division of Facilities Operations, and the Office of
Minority Health should collaborate, in coordination with South Dakota Tribal
members, to construct and develop American Indian reservation-based birthing
centers for each of the American Indian reservations in South Dakota to ensure
that American Indian mothers living on reservations have access to birthing
centers that are easily accessible for pre-natal care and delivery. These programs
should support:
i. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services, and funds for continued proper maintenance and
updates to facilities.
ii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
iii. Policies that ensure that American Indian mothers have access to pre-natal
care and birthing practices that meet their health, spiritual, and cultural
needs, as well as specific resources to help birthing center staff members
gain access to the resources necessary to meet these needs.
iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to birthing centers
during scheduled appointments and during the birthing process.
d. Develop programs dedicated to mental health and substance use services for
American Indian mothers in consultation with South Dakota Tribal members in
order to remedy the lack of mental health and substance use services available to
these mothers on South Dakota reservations. This may include leveraging the U.S.
Department of Health and Human Services Office of Minority Health’s Culturally
and Linguistically Appropriate Services (CLAS) programming that offers free elearning programs for maternal health care providers as a model for further
distribution in coordination with South Dakota’s Tribal members. This may also
include collaborating with the CDC’s Maternal Mortality Review Committees
(MMRCS) to reduce disparities in maternal mortality. These efforts should
support:
i. Accessible mental health centers on each American Indian reservation in
the state of South Dakota.
ii. Adequate staffing levels, high-quality medical equipment, appropriate
sanitation services and funds for proper building maintenance and updates.
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iii. Cultural competency training for all staff in order to ensure that they are
properly educated in working with American Indian populations.
iv. Transportation services for American Indian women living on reservations
to ensure that American Indian mothers have access to mental health
services.
e. Collaboration between the U.S. Department of Health and Human Services,
Center for Disease Control’s Office of Tribal Affairs and Strategic Alliance,
Indian Health Service, the Indian Health Service Division of Behavioral Health,
and the U.S. Department of the Interior Indian Affairs Division of Economic
Development’s National Tribal Broadband Grant program specifically in order to
support telemedicine services for maternal health and mental health appointments.
Telemedicine appointments are essential to ensuring that American Indian
mothers have access to essential health services despite transportation and
COVID-19 barriers.
f. Review Medicaid reimbursement eligibility standards to include all healthcare
provision settings in the state to reimburse a maternal health case manager who
should have appropriate qualifications. Training for case managers should be
developed consultation with Tribal members.
g. Review Medicaid access eligibility to include more American Indian mothers and
develop best practices to expand Medicaid eligibility to include more American
Indian mothers in consultation with Tribal members. Best practices for expanding
eligibility should be conducted in consultation with Tribal members.
h. Develop programming with the U.S. Department of Health and Human Services
National Institute on Minority Health and Health Disparities in order to further the
research of maternal health disparities experienced by American Indian women in
South Dakota. This research is needed to gather further data that can be used to
support and strengthen local efforts to reduce maternal mortality and maternal
morbidity.
i. Develop a joint task force between the U.S. Department of Health and Human
Services, Indian Health Service, U.S. Department of Health and Human Services
Office of Minority Health, and the U.S. Department of the Interior Indian Affairs
Division of Economic Development and Housing Improvement Programs in order
to address the intersections between health, housing and employment needs
among American Indian populations in South Dakota.
j. Review the Maternal Health Quality Improvement Act of 2020 alongside the
recommendations in this report and consider developing programs to ensure that

Maternal Mortality and Health Disparities of American Indian Women

96

American Indian mothers receive the appropriate healthcare resources to reduce
concerning health disparities between Indian Americans and other populations
across the United States.
3. The U.S. Commission on Civil Rights should send this report to the U.S. Department of
Transportation Federal Highway Administration’s Federals Lands Highway Office and
the U.S. Department of the Interior Indian Affairs Division of Transportation and issue
recommendations for it to:
a. Collaborate in providing funds from the Tribal Transportation Program to the
Great Plains Regional Division so that the Division may increase funding for road
building and maintenance to the nine American Indian reservations in the state of
South Dakota in order to improve transportation conditions that prevent American
Indian mothers from receiving timely maternal health care.
4. The U.S. Commission on Civil Rights should send this report to the South Dakota
Legislature and issue recommendations for it to:
a. Allocate state funding to the Great Plains Tribal Chairmen’s Health Board, the
South Dakota Department of Social Services Division of Child Protective
Services and South Dakota State Agencies who monitor licensing requirements
for healthcare professionals in order to develop and implement cultural
competency training. This funding should be utilized as follows:
i. To supply funding to the Great Plains Tribal Chairmen’s Health Board for
the purpose of researching and developing cultural competency training
for South Dakota healthcare professionals.
ii. To supply funding to the South Dakota Department of Social Services
Division of Child Protective Services so that it can provide cultural
competency training, that is developed by the Great Plains Tribal
Chairmen’s Health Board, for case workers who provide services to
American Indian mothers.
iii. To supply state funding to South Dakota State Agencies who monitor
licensing requirements for healthcare professionals to implement cultural
competency training that is developed by the Great Plains Tribal
Chairmen’s Health Board.
b. Provide increased and appropriate funding for the South Dakota Department of
Social Services Division of Child Protective Services so that it can provide
American Indian mothers with the option to meet with advocates, aside from their
case workers, who can help them maintain custody of their children by advocating
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for their rights and connecting the with resources. Advocates should receive
cultural competency training informed by Tribal members.
c. Provide and allocate funding for the South Dakota Department of Social Services
to further research resources and safety measures for homebirths in consultation
with South Dakota Tribal members to support American Indian birth preferences
and connect American Indian mothers with resources that will support healthy athome births that meet their cultural needs. These resources and safety measures
should address the benefits and risks of home births for healthy and high-risk
pregnancies.
d. Research and consider the maternal health benefits and fiscal impacts of paid
maternity leave models for mothers, fathers, and same-sex couples in order to
promote the health of American Indian parents and infants.
5. The U.S. Commission on Civil Rights should send this report to the South Dakota Board
of Medical Examiners, SD Board of Nursing, SD Association of Healthcare
Organizations, the SD State Medical Association, and the South Dakota Perinatal Quality
Collaborative and issue recommendations for each entity to:
i. Establish relationships with American Indians living in South Dakota who
are experts on birthing practices.
ii. Develop and implement cultural competency training to all healthcare
professionals involved in maternal health regarding American Indian
birthing practices.
iii. Develop criteria to include American Indian cultural competency in South
Dakota Healthcare Professional licensing requirements.
iv. Monitor the implementation of cultural competency trainings and impact
on American Indian maternal mortality.
6. The U.S. Commission on Civil Rights should send this report to the South Dakota
Department of Health and issue recommendations for it to:
a. Reimburse maternal health case managers who would provide social services and
address social issues for pregnant women and new mothers in order to, for
example, facilitate needs such as travel to and from appointments and food or
shelter insecurity.
b. Enforce the inclusion and participation of representatives from the Great Plains
Tribal Chairmen’s Health Board and from each of the nine American Indian
Tribes within the state of South Dakota [Cheyenne River Sioux Tribe, Crow
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Creek Sioux Tribe, Flandreau Santee Sioux Tribe, Lower Brule Sioux Tribe,
Oglala Sioux Tribe, Rosebud Sioux Tribe, Sisseton Wahpeton Oyate, Standing
Rock Sioux Tribe, Yankton Sioux Tribe] on the South Dakota Maternal Mortality
Review Committee. This inclusion and participation is essential in ensuring that
Tribal concerns and needs are met through the work of this Committee.
c. Provide funding to the South Dakota Maternal Mortality Review Committee so
that it can ensure that Tribal representatives have adequate access to technological
tools (such as internet services) as well as data and subject matter expertise
related to the maternal health issues faced by their communities so that these
representatives can fully participate in Committee procedures.
d. Establish a sub-committee specifically for American Indian Tribal representatives
on the South Dakota Maternal Mortality Review Committee to ensure that Tribal
representatives on the Committee have adequate time and resources to meet
separately from the larger Committee to discuss Tribal-specific concerns related
to maternal mortality. This development is essential to make certain that Tribal
representatives have the opportunity to organize and prepare Tribal-related
concerns for the larger Committee.
e. Provide funding to the South Dakota Maternal Mortality Review Committee that
can be allocated towards efforts to communicate the public health
recommendations and findings of the Committee to American Indian populations.
Communication processes should be created in consultation with South Dakota
Tribal members to ensure that the findings and recommendations of the
Committee are appropriately shared with populations most affected by maternal
mortality issues.
7. The U.S. Commission on Civil Rights should send this report to the Congressional
Leadership Conference for The American College of Obstetricians and Gynecologists
and issue recommendations for it to:
a. Utilize this report to provide further evidence for the need for Congress to pass
the Maternal Health Quality Improvement Act, which confronts racism and bias
in healthcare through implicit bias training programs and provides funding.
8. The U.S. Commission on Civil Rights should send this report to the National Alaska
Native American Indian Nurses Association and issue recommendations for it to:
a. Develop American Indian maternal healthcare trainings (pre-natal, birthing, and
post-natal) for healthcare professionals across the United States and work directly
with the Great Plains Tribal Chairmen's Health Board and state-led agencies who
license and monitor healthcare professionals.
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The U.S. Commission on Civil Rights should send this report to South Dakota’s Tribal
presidents and Tribal health directors for their awareness of the findings and
recommendations raised in this report.
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APPENDIX

The following materials related to the Committee’s project on maternal health disparities of
American Indian Women are located at the following link:
https://securisync.intermedia.net/us2/s/folder?public_share=409J0xbKeIQ2vuMJBvQond0011ef
58&id=L1NEL05hdGl2ZSBBbWVyaWNhbiBNYXRlcm5hbCBIZWFsdGg%3D
7.14.20 Meeting Records: Flyer, Agenda, Minutes, Transcript
9.16.20 Meeting Records: Flyer, Agenda, Minutes, Slides, Transcript
11.18.20 Meeting Records: Flyer, Agenda, Minutes, Slides, Transcript
12.16.20 Meeting Records: Flyer, Press Release, Agenda, Minutes, Transcript
Jennifer Giroux Written Testimony
Jennifer Giroux Response to Report Draft
Stephanie Big Crow Written Testimony
Waniya Locke Written Testimony
Follow-Up Question to Briefing Speakers
South Dakota Cities Where Birthing Centers are Located
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