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Objectives: Racial disparities in health present a challenge to public health because of the
complexity of interacting social forces. The Harlem Birth Right Project sought to improve
understanding of these forces by using qualitative and community participatory methods.
In this paper we 1) describe the process of qualitative inquiry and community involvement,
2) evaluate the impact of community participation, and 3) present a brief summary of the
findings on social context as it relates to pregnancy outcomes of women in Harlem. Methods:
We operationalized the qualitative method by combining participant observation, longitudi-
nal case studies, and focus groups. An ethnographic survey was used to verify and triangulate
findings across methods of data collection. We involved the community in the design, imple-
mentation, and analysis by collaborating with community-based organizations, setting up a
community advisory board, and the use of dialogue groups and community meetings. Results:
The use of qualitative methods and community partnership uncovered important aspects of
the social context of women’s lives that may not have emerged through traditional epidemi-
ologic research. We found that pregnancy may serve as a catalyst to increase perception of
the magnitude of preexisting social stressors. Several stressors and chronic strains associated
with structural forces were identified. For example, the high percentage of households headed
by women is seen as one consequence of larger structural forces. While social support net-
works serve as an important coping mechanism to buffer against the stress caused by these
structural forces, the types of support women seek differs by social strata, and some strategies
were identified as being substantially more effective than others. Conclusions: Qualitative and
community participatory research can be successfully conducted to support public health goals
and can derive important new information on the social context of women’s lives.
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Regardless of their socioeconomic position,
African American women fare worse in birth out-
comes as compared with white women at every
economic and education level. (1) Traditional epi-
demiological methods are limited in their ability to
address the complexities of public health (2), and,
while quantitative data analysis is extremely useful
in forming predictive models (3), it can be limited

1092-7875/01/0600-0085$19.50/0 © 2001 Plenum Publishing Corporation



86 Mullings, Wali, McLean, Mitchell, Prince, Thomas, and Tovar

in its explanatory capacity since it strives to define
single-factor explanations for complex phenomena.
Wise (4) observed

...aremarkable proliferation of studies reporting as-
sociations between infant mortality and a vast array
of singular variables or risks. . .. with little regard for
their respective prevalence or how these risks inter-
act to actually determine infant mortality patterns in
the real world.

Furthermore, Wise (4) suggests that

...the uncritical interpretation of singular risk as-

[T t]

sociations has led to a kind of tyranny of the “p
value by which statistically significant risk associ-
ations push the public debate to the margins and
frame the public understanding of infant mortality
as the product of deviant maternal behavior. Not
only has this “marginalization” played into destruc-
tive stereotypes of maternal responsibility for infant
death, but it has also helped generate in many com-
munities a host of specialized programs designed
to provide services to a relatively small group of
“high-risk” women. Although these programs are
greatly needed, they distract attention and resources
from the basic infrastructure of comprehensive
health care and social service provision in these same
communities.

The Harlem Birth Right Project sought to iden-
tify the social, economic, and political variables that
may lead to greater vulnerability to high rates of infant
mortality and adverse pregnancy outcomes among
African American populations and was designed to
examine the broad social context of reproductive
health. As the research evolved, exploration of the
potential sources of stress and chronic strain became
a key focus. The researchers hypothesized that sys-
temic stressors and strains contribute significantly to
the overall level of stress women in Harlem experi-
ence. To explore how these factors affect the health
of African American women, the research team de-
signed an ethnographic study that incorporated stan-
dard qualitative research tools, and in addition, de-
veloped a strategy for community participation in the
research process. The specific objectives of the Project
were to 1) use ethnographic inquiry to identify the
broad social context of gender roles and pregnancy
outcomes in Harlem, 2) involve community mem-
bers in this research, and 3) to evaluate the commu-
nity participation process with respect to its utility
and impact on data collection. The complete findings
from the Harlem Birth Right Project are reported ina
forthcoming publication (5). This paper describes the
study methodology in detail, and briefly summarizes

some of the findings that pertain to pregnancy out-
comes.

METHODS

The Harlem Birth Right Project was conducted
in Central Harlem, a predominantly African Amer-
ican community with population of approximately
100,000 and located in northern Manhattan, New
York City. It is a diverse community, containing his-
toric institutions, families with many years of resi-
dency, and a stable, if relatively small, and middle
class. Though shaped by segregation and discrim-
ination, Harlem has been a vibrant social, politi-
cal, and cultural axis for African Americans of all
classes. Harlem has historically experienced cycles of
flourescence and decline. In the 1970s, 80s, and 90s,
Harlem—along with the rest of New York City—was
profoundly affected by the processes of global eco-
nomic restructuring, which was reflected in the shift
from an industrial-based economy to one based on
the information and service sector. Loss of manufac-
turing jobs led to decline in the unionized sector of
the labor force. These processes interacted with long-
standing patterns of racial discrimination, and at the
time we conducted the study (1993-1997), Harlem
residents faced major challenges, including signifi-
cant levels of housing displacement (6), dispropor-
tionately high rates of unemployment (approximately
60% of residents and 16 years and older were not in
the labor force) (7), high poverty levels (more than
one third of all households had incomes below the
federal poverty level (7), and infant mortality rates
that were more than twice that of New York City as
a whole (8).

Operationalizing Community Participation

Participatory action research, the theoretical ap-
proach that guided community involvement in the
Harlem Birth Right Project, seeks to involve the com-
munity in design, implementation, and analysis of
research (9-16). When the Project was initiated in
1993, participatory action research was still a some-
what novel concept, although the need for promoting
such an approach was generally recognized (17-18).
We used four approaches for organizing community
participation: 1) recruitment of organizations and re-
searchers with longstanding relationships and com-
mitment to the community, 2) development of a
community advisory board, 3) community dialogue
groups, and 4) community meetings.
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Recruitment of Organizations and Researchers with
Longstanding Relationships and Commitment
to the Community

The New York Urban League was chosen as
the general contractor for the Harlem Birth Right
Project because of its long-term links with the Harlem
community and its involvement in a number of
other health-related projects, including overseeing
the Harlem Healthy Start program. In addition, all
four principal investigators had long histories of resi-
dence, activism, or work in Harlem.

Development of a Community Advisory Board

To involve a broad cross-section of the com-
munity, the research team established a 24-member
Community Advisory Board (CAB). This Board was
composed of Harlem residents, who met quarterly
with the researchers throughout the 4-year research
period. In constituting the CAB, the researchers
attempted to make it representative of the socioeco-
nomic, occupational, gender, religious, age, and ethnic
heterogeneity of Central Harlem. To operationalize
this, CAB members were recruited from commu-
nity organizations, unions, youth programs, and ser-
vice organizations, and participated as individuals and
not as representatives of their organizations. Some
members were unaffiliated persons encountered in
the course of fieldwork. The CAB actively partic-
ipated in all phases of the research, including de-
signing and facilitating the research (e.g., selection
of the research sites, and development of the fo-
cus groups and the ethnographic questionnaire), fa-
cilitating research contacts and entry into research
sites, representing the project at various public func-
tions, serving as resources in the hiring of personnel
(e.g., interviewers) from the community, and help-
ing develop strategies for public dissemination of the
project objectives and results. Furthermore, the CAB
maintained continuous dialogue with the researchers,
providing insight into research problems on the basis
of their experiences as long-term residents or workers
in Harlem.

Community Dialogue Groups

In addition to the CAB, several Community
Dialogue Groups (CDGs) of 5-10 persons each were
convened during the active field research to dis-
cuss specific issues, such as selection of the sites for

87

intensive ethnographic data collection, selection and
recruitment of longitudinal participants, focus group
criteria, structure and content of the ethnographic
questionnaire, and improved community participa-
tion. The CDGs allowed the researchers to involve
an even broader group of Harlem residents in the
Project, to discuss specific issues in greater depth and
to avoid overburdening the CAB members.

Community Meetings

Additional participation was elicited through
two general community meetings open to the pub-
lic, which were held to provide information about
the Harlem Birth Right Project and to solicit advice.
Moreover, ethnographers provided persons at all par-
ticipant observations sites and public meetings with
detailed explanations about the research.

Operationalizing Qualitative Research

In collaboration with the CAB and the CDG, the
researchers developed an ethnographic research de-
sign with four components: participant observation,
longitudinal case studies, focus groups, and ethno-
graphic questionnaire. A thorough literature review
and pilot fieldwork were conducted over the 6 months
prior to initial data collection. Analysis of media re-
ports, archival information, public documents, and
academic literature was undertaken throughout the
research to situate the Harlem data in a broader so-
cial and political context.

Participation Observation

Participant observation was conducted at 10sites,
including 3 neighborhood sites, 6 work sites, and the
housing court. The 3 neighborhood sites were cho-
sen to reflect differing income and infant mortality
rates. The first was a low-income community with the
second-highest infant mortality rate in Harlem (the
highest rate is in the area that includes Harlem Hos-
pital and is not representative of residents in the area).
The second site had a slightly higher income level and
a lower level of infant mortality; it included a section
of historically elite residents in Harlem. The third site
was characterized by occupation and income profiles
of the average range in Harlem and one of the low-
est rates of infant mortality; this site included a public
housing project.
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The five original work sites reflected the occupa-
tional categories in which African American women
are found nationally as well as locally. These sites
were a fast-food restaurant (service workers), an of-
fice site (clerical and professional workers), a street
vending site (informal sector workers), and two social
service sites (service and professional workers). After
consultation with the Community Advisory Board,
two additional locations, the large public hospital
and housing court were added as sites for participant
observation. Five ethnographers (a senior ethnogra-
pher, three graduate student ethnographers, and one
of the principal investigators) conducted the ethno-
graphic fieldwork primarily between summer 1993
and fall 1995, generally spending 3-4 months at each
site.

At most of the 10 participant observation sites,
a team of two ethnographers participated in daily
activities and neighborhood events, observed behav-
ior and organizational patterns, conducted structured
and open-ended interviews, and collected and ana-
lyzed social networks data, life histories, and genealo-
gies. Participant observation in the neighborhood
sites facilitated analysis of patterns of family structure,
types of stressors, and social support systems and fa-
cilitated contact with women not currently employed,
on public assistance, or working in the informal sector
(that sector of the economy where goods and services
are produced and/or sold outside of the regulatory
apparatus—e.g., taxation, health and safety, minimum
wage laws). Participant observation at the five work
sites allowed researchers to directly observe condi-
tions, types of stressors, and coping mechanisms of
African American women in different occupational
sectors. Both the neighborhood and work sites al-
lowed observation of interactions across work, family,
and community settings.

Team ethnography—in which two ethnographers
were stationed at each site—allowed comparison of
observations and strengthened assessment of valid-
ity. Further, it allowed for the interaction of multiple
perspectives of “insider/outsider.” The team approach
and multiple perspectives allowed for cross-checking
of data, comparison of observations, enhanced valid-
ity, and increased reliability. The ethnographers met
regularly to exchange information and plan strategies.

Longitudinal Case Studies

After 3-4 months of participant observation at
the various sites, 26 women of African descent with

varied demographic and socioeconomic characteris-
tics were recruited from the neighborhood and work
sites to participate in longitudinal case studies. An
ethnographer conducted a preliminary interview with
each woman to explain the study and obtain informed
consent. Subsequently, the ethnographers interacted
with the women and observed their experiences at
home and at work, conducted formal and informal
interviews, and elicited support network data. These
extended case studies were based on maintaining con-
tact over approximately 1 year; 6-20 contacts were
made with each participant. Contacts included mak-
ing home visits, attending health care appointments,
visiting prisons, attending various rituals, and meet-
ing at work. Because of circumstances beyond their
control (e.g., moving or illness), 4 of the nonpregnant
women were not able to complete the study, leaving
a final sample of 22 women in the longitudinal study.
Of these, 11 were pregnant at the time of recruitment
and were followed throughout their pregnancies and
some part of the postpartum period.

Focus Groups

Toward the end of the participant observation
phase of the research, 11 focus groups were held,
in which some of the longitudinal participants also
participated. Other focus group participants were re-
cruited from the 10 field sites and from the broader
community through flyers, word-of-mouth, and sign-
up sheets at block parties, street fairs, and other public
events. The mixed composition of the groups enabled
the ethnographers to cross-check validity of their field
observations and to obtain additional insights into res-
ident’s experiences.

The focus groups generally included 5-10 par-
ticipants. Topics covered a range of social experi-
ences, for example, budget cuts, bereavement and loss,
birth experiences, culture, housing, men, research in
the African American community, women heads of
households, and youth.

Ethnographic Questionnaire

On the basis of the results from participant obser-
vation and focus groups, the researchers developed an
open-ended interview that was to be administered to
100 randomly selected women in Central Harlem. A
total of 83 participants completed the questionnaire.
Development of the questionnaire involved collabo-
ration across the investigative team, the CAB and the
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CDGs. The process began with a discussion among the
ethnographers and principal investigators of relevant
areas to be researched. After an extensive literature
review of each topic area, the Project’s ethnographic
data was reviewed and the topic areas were further
expanded based on ethnographic observations. The
research team then developed open-ended questions
and probes that addressed these topic areas, each time
going back to the ethnographic field notes and expe-
riences for insight and additional data. In addition,
a CDG was convened to review topics suggested for
the questionnaire and to develop specific items within
each topic.

Because the questionnaire was based on infor-
mation from the actual lives of women in the commu-
nity, this survey likely captured a broad spectrum of
the experiences of these women. The final version of
the questionnaire covered a range of topics, including
social and demographic characteristics, work, family,
pregnancy, stress, health, perceptions of the environ-
ment, and political participation.

Two different sampling strategies were used to
identify potential participants for the ethnographic
questionnaire. First, a random sample of 57 women
aged 18-65 years who had originally participated in
the Harlem Health Survey, a random, population-
based survey of households in Central Harlem, was
selected. Women were selected randomly from sub-
samples of women with specific levels of educational
achievement (less than a high school degree, a high
school degree or General Equivalency Degree, and
more than a high school degree) to attain diversity in
the sample. Second, women were also randomly se-
lected from Harlem Health Survey participants who
lived in neighborhoods that were part of the ethno-
graphic field sites. Other women were given the ques-
tionnaire at a homeless shelter and at the work sites.

Analysis Strategies

Social strata were determined by education level,
occupation, and income. For example, middle stratum
(or middle class) was used to refer to persons in
professional and managerial positions in the occu-
pational structure, persons who have some degree
of income security, and persons with postsecondary
education pursuing professional careers. Because the
preponderance of ethnographic research focuses on
low-income populations (19, 20), a unique feature of
Harlem Birth Right Project was to also explore the
lives of middle-income women to gain insight into
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possible risk factors as they affect women across so-
cioeconomic strata, as well as variation within socioe-
conomic strata.

Throughout the Harlem Birth Right Project, the
research design involved maximizing validity by us-
ing a range of research operations and methodolog-
ical strategies (participant observation, longitudinal
case studies, focus groups, questionnaires) to facilitate
cross-checking of data, observations, and conclusions.
Traditional ethnographic techniques of establishing
the accuracy of statements and their reliability (ver-
ification, validation, triangulation, proof, inference,
replication, repetition, and comparison with other
studies) were incorporated into the study. Data were
assessed through the use of internal triangulation
(eliciting the same data in a different way from the
same informants) and by comparing accounts given
by different study participants and the observations
of the ethnographers.

During the field research, the field notes, inter-
views, and focus group transcripts were coded based
on a list of topics developed by the research team.
These topics (initially defined narrowly to provide
maximum detail) were indexed and cross-referenced.
Preliminary analysis of the coded data served to fur-
ther focus field research and to develop the ethno-
graphic questionnaire. During the analysis phase, the
coded data were examined for patterns or themes,
and re-sorted into broader categories, such as “so-
cial support” or “housing problems.” Once the data
were coded and sorted, validity was further assessed
through cross-checking field data with data gathered
in the focus groups and through the ethnographic
questionnaire.

RESULTS

Women in Harlem experience substantial stres-
sors and chronic strains associated with the environ-
ment, housing, economic concerns, health care, and
social service delivery. The effects of economic con-
ditions are not clearly distinguishable from the social
and political conditions. For example, for low-income
women, the effort to piece together income and bene-
fits from a number of sources was a source of chronic
strain. For middle-income women, a dominant theme
was fragility of status due in part to their dispro-
portionate concentration in the public sector, which
is particularly vulnerable to cuts in Federal and
state funding, downsizing, and privatization. Many
middle-stratum participants appeared to be willing to
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exchange one set of stressors for another in that they
were willing to live under conditions of systematic ne-
glect of community in exchange for the protective fea-
tures of living in a black community, including more
limited exposure to racism in their neighborhoods.

Also, in the context of these stressors and chronic
strains, pregnancy may serve as a catalyst to increase
the magnitude of actual and perceived severity of
stress. The mechanism appears to be multiplicative
rather than additive. The case material demonstrated
how pregnancy served to mobilize greater action by
women to address housing, environmental, economic,
and other social stressors that existed before preg-
nancy. Active attempts to assess adequate income,
job benefits, nutrition, child care, access to quality
health care, and a safe environment intensified dur-
ing pregnancy.

Social networks play an important partin Harlem
women’s lives. We found that women develop broad
networks, often women-centered, that strongly influ-
ence economic survival and childbearing decisions.
The research identified decline in the percentage of
women who are married and rise in the percentage of
households headed by women as two consequences
of the larger structural forces and changes in the
Harlem area. Social support networks are an impor-
tant adaptative coping mechanism for these conse-
quences. The support systems offer women instru-
mental, emotional, and informational support, and
they help women cope with pregnancy. Family, part-
ners, and extended networks play an important role
in the process of decision making. Family and peers,
in particular, participate in decisions about pregnancy
and influence the context within which pregnancy and
childbearing occur. The importance of this social con-
text seems to hold across social strata.

Recruitment of social support networks ap-
peared to differ by social strata. Middle-stratum
women tend to rely more on friends and hence may
be unable to access the type of instrumental sup-
port (such as childcare) more likely to be offered
by families. In contrast, low-income women may rely
primarily on families, but find that due to resource
scarcity generated by worsening economic conditions,
all family members have less to give, thereby straining
networks. Any intervention from women’s reproduc-
tive health should be sensitive to the fragility of these
support networks and should incorporate resources
that reinforce network ties.

We observed that women relate to men in various
ways, including through their own consanguineal net-
works. Despite perceptions in popular media and the

health field concerning relationships among African
American women and men, our research suggests
that men, themselves strained by economic and so-
cial conditions, play more important roles in the
lives of women than is frequently recognized. There-
fore, interventions to improve reproductive health
for women must include men and address men’s
conditions.

In examining women’s experiences with health
care delivery, we found that prenatal medical care
is only one of multiple strategies for self-care, but it
is an important one. All pregnant longitudinal study
participants and 91% of respondents to the ethno-
graphic questionnaire who had, at some time, been
pregnant reported receiving prenatal medical care.
No discernible pattern indicating preference for type
of prenatal care facility emerged, nor did there seem
to be any significant cross-strata variation in the type
of prenatal care facility chosen.

Our data from the longitudinal sample indicated
that bureaucratic procedures for obtaining insurance
and for enrolling in prenatal care programs at ambula-
tory clinics and in-hospital clinics could delay the start
of proper prenatal medical care for up to 4 weeks. This
observation is especially true for low-income women
who are working and thus may be just above the upper
limit for Medicaid eligibility, but who are not provided
health insurance through their place of employment.
For these reasons, many study participants frequently
did not enter medical prenatal care until their second
trimester.

Across social strata, all the women who partici-
pated in our study expected quality prenatal care and
sought facilities throughout New York City that of-
fered what they perceived as quality care. Perceptions
of “quality” varied widely, however, and the case ma-
terial suggests that the search for quality prenatal care
may delay entering into prenatal medical care, and
may lead women to transfer from one care setting to
another delaying care even further.

We found that health care providers’ per-
ceptions of their patients’ attitudes and behaviors
may be shaped by a complex set of factors, including
providers’ lack of understanding of the social context
in which Harlem women operate (particularly true of
low-income women); the providers’ own constraints
of having to work with limited resources (particularly
true at public hospitals and clinics where the ma-
jority of our study participants went for care); and
providers’ assumptions that individual behavior, in-
cluding high-risk behavior, can be isolated and treated
separately from the wider social conditions. These
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perceptions were most clearly illustrated in health
care providers’ inability to understand why their pa-
tients might miss prenatal care appointments.

The patients, on the other hand, did not always
understand that noncompliance (e.g., missing prena-
tal care visits) might place them at risk for poor preg-
nancy outcomes, because they place medical care in
the larger context of all their self-care efforts. Harlem
women were as likely to be noncompliant for struc-
tural reasons (e.g., difficulty in attending clinic at
the scheduled hours or bureaucratic obstructions) as
for other reasons, including unpredictable life events
(e.g., family or job responsibilities, or transportation
problems).

Another finding was the substantial variation
across social strata in levels of distrust and engage-
ment with the medical system. Among the longitudi-
nal study participants, African American women with
more than a high school education seemed more likely
to vocalize concerns about the quality of medical care,
to control their engagement, and to seek alternative
care. In contrast, African American women with less
than a high school education seemed less likely to
vocalize distrust but to be passive in their use (e.g.,
through noncompliance) of medical care.

DISCUSSION

As Baum notes, “Public health has, then, both
to describe and to understand communities” (2). The
approach taken in the Harlem Birth Right Project—
incorporating community participation and quali-
tative research methodologies—advances that en-
deavor. In this Project, community participation was
critical to achieving new theoretical and methodolog-
ical insights, and assisted in the ways in which mate-
rial was prepared for presentation to the community.
As many proponents have pointed out, community
participation has an important role to play in facili-
tating access, trust, and implementation. But the in-
corporation of community participation also has real
implications for addressing biases in traditional pub-
lic health and social science research. The experi-
ence in this study forcefully underscored the often
implicit emphasis on deficit models and the implica-
tions of this emphasis for the community. For exam-
ple, at one CAB meeting, board members emphasized
the importance of presenting a balanced picture of
the community instead of using the traditional deficit
model approach. The resulting community profile in-
cluded a balanced representation of what the CAB
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members thought were positive indicators (e.g., per-
centage of persons living above the poverty line) and
negative ones (e.g., percentage of persons living be-
low the poverty line). This profile was seen as useful to
the community beyond the research project and was
widely used in slide shows and fact sheets by CAB
members and other members of the community.

CAB members also encouraged the researchers
to examine housing court as an additional important
site for participant observation. This arena provided
the opportunity to observe the tenants who lodged
housing complaints, and their lawyers, thereby, yield-
ing a cross-occupational perspective on how the con-
tingencies and problems of daily life of one group (e.g.,
low-income women, women at risk for homelessness)
can affect those of another group (e.g., women lawyers
who advocate for the poor) and the resulting poten-
tial for exposure to stress or chronic strain for both
groups.

Community members encountered by the re-
searchers were generally supportive of the study’s ap-
proach, which embedded infant mortality within the
larger social and economic context, but on several oc-
casions community residents asked why pressing con-
cerns such as high rates of unemployment or income
insecurity, the poor quality of education and social
services, and environmental problems—rather than
infant mortality—were not being addressed. The par-
ticipation of community members led to important
changes in the research design and project implemen-
tation. For example, sites for participant observation
were added, the sample for longitudinal observation
was expanded (e.g., to include women of different eth-
nic groups), and topic areas for investigation were
amplified. Community participation also broadened
our areas of inquiry and provided the research team
with multiple critical perspectives from which to view
health-related exposures and health care delivery. The
CAB also contributed to the community profile.

Qualitative research is generally not designed to
form predictive models or to determine correlations
and causal relationships between variables; neverthe-
less qualitative data and their analysis can, in ad-
dition to producing data as described earlier, guide
quantitative data collection by pointing to possible
relationships among variables that may then be ex-
plored uniformly and systematically. The process of
developing the ethnographic questionnaire illustrates
how qualitative and quantitative approaches, along
with community participation, can be productively
used to improve the quality of the overall research.
Ethnographic observations allowed the investigative
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team to ask questions and explore areas we would
not have been familiar with without qualitative
research. Consequently, the construction of the ques-
tionnaire involved development of a theoretical ma-
trix that broadened the original topic areas and the
“concepts of life stress paradigm” previously consid-
ered in stress research (21, 22, 23), including the new
topic of community life, an expansion of the concept
of personal dispositions and coping, a stronger focus
on women'’s resources and obstructions to prenatal
health care, and an expansion of the concept of social
networks to include assessment of the broader ways
that women participate in many social arenas.

The data collected during the Harlem Birth Right
Project suggest that to understand the greater vul-
nerability of African American women to poor preg-
nancy outcomes, it is important to consider the larger
system of social relationships in which these women
are embedded. That is, interventions that focus only
on single behaviors (e.g., abstaining, early prenatal
care, or “planning” a pregnancy) or isolate physiolog-
ical or behavioral risks (e.g., risk of vaginal infection,
or substance abuse) likely will not be effective because
women may be unable to comply with these narrow
interventions unless social factors are also addressed.

Thus, in designing public health interventions for
the Central Harlem community, the combined ef-
fects of various types of social hierarchies (of race,
class, and gender) on the lives of residents must be
taken into account. In addition, public health inter-
ventions must confront the multiple sources of strain
women face. These sources include the ways in which
gender inequity, racial discrimination, and class in-
equality impose limitations on access to health care
and, perhaps more important, on secure jobs, ade-
quate housing, good nutrition, adequate child care, a
safe and healthy environment, and necessary social
services—all of which are necessary for good health.
Such interventions must also build on and support
the protective mechanisms that women and men have
developed, such as individual and collective coping
strategies around housing, family, and community.

Central Harlem already has a range of com-
munity organizations and institutions that overcome
tremendous obstacles to render valuable services.
Programs developed without reference to the institu-
tions, organizations, and historical and cultural con-
text of Harlem are less likely to be successful and
may miss the opportunity to build on the strengths
of the community. Intervention programs that listen
to the voices of the community and especially the
women themselves—both through their own words

and through documentation of their actions—and
attempt to address the community’s multiple con-
cerns may be the most successful in improving preg-
nancy outcomes among African American women in
Harlem.
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