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Executive Summary

High rates of preterm birth, low birth weight, and late initiation of prenatal care can be a
sign of poor health and high levels of social risk factors in a community. On the other
hand, early entry into prenatal care and better-than-expected birth outcomes can signal
a supportive community environment. We identified six counties in North Carolina with
better-than- and worse-than-expected birth outcomes among Medicaid members
(Bladen, Catawba, Cumberland, Halifax, Orange, and Wayne; Johnston et al.,
forthcoming) and interviewed public health officials and health care and social service
providers in each county to examine community-level strengths and challenges to
optimal maternal and infant health. As North Carolina looks to improve birth outcomes
and reduce health disparities in its new Medicaid managed care program, findings from

this study can provide useful insights.

Challenges to Maternal Health

= |nconsistent access to health insurance coverage

»  Key informants shared that while most pregnant and postpartum people have health
insurance through pregnancy-related Medicaid, because North Carolina has not expanded
Medicaid,! many people have inconsistent access to health insurance and high rates of
uninsurance outside of pregnancy. Immigrant populations experience greater barriers to
Medicaid coverage, including barriers during pregnancy.

»  Among people eligible for pregnancy-related Medicaid, key informants noted that some

experience difficulty enrolling in and maintaining Medicaid coverage.

= Highunmet social needs and inadequate community resources and infrastructure

»  Across all counties, informants described lack of transportation, lack of stable and
affordable housing, limited affordable child care options, and food insecurity as the most
common unmet social needs among families living in poverty.

»  Insome counties, we heard that social services and supports are inadequate to meet the
needs of community members, particularly for housing assistance. In others, we heard that
while various programs and resources exist, it can be difficult to connect people to the help

they need.
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»

An underfunded public education system, limited employment opportunities with good
wages and benefits, unreliable internet connections, limited recreation options, and rising

crime rates were cited as additional challenges to good health.

= Limited access to health care services and poor population health

»

In all study counties, prenatal care for those with Medicaid and those uninsured was
available through the county health department, but informants in some counties noted
that staffing turnover and shortages, as well as limited ability to provide interpretation and
translation services, posed barriers to care.

Most commonly, key informants believed that more effective education could lead to
better engagement in prenatal care. Key informants also cited a host of structural barriers,
such as lack of sick leave and paid time off or limited transportation, that contribute to
delayed or sporadic prenatal care visits.

In describing access to other health care services for Medicaid members, key informants
voiced concerns, particularly with shortages of behavioral and specialty care.

Diabetes, hypertension, heart disease, substance use, obesity, and stress and other mental
health concerns were identified as common health conditions and risk factors for pregnant

and postpartum women.

Supports for Maternal Health

= Access to quality and continuous maternity care

»

In some counties, county health departments have undertaken creative approaches to
invest in and support positive birth outcomes for Medicaid families by establishing
partnerships with local maternity care clinics and birthing hospitals, through which the
hospital or private practice clinicians provide high-quality and continuous prenatal care to
patients at a health department clinic.

Key informants spoke highly of the midwifery model of care, which involves a holistic and
wellness approach to pregnancy and birth with an emphasis on comprehensive education
and patient-centered care. Midwifery was identified as a promising practice for supporting
good birth outcomes through person-centered care that relies on establishing rapport and

trust between midwives and patients.

= Connections to social services and care coordination

vi
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»  Besides clinical perinatal services, county health departments support positive birth
outcomes by offering other services and programming in-house to support women'’s health
in the pregnancy and postpartum period, employing dedicated staff to serve as care
managers, maintaining relationships with other supports and services in the community,
and using these relationships to connect patients to needed services.

»  When working well, in-house services and supports and relationships and referrals to
external partners help county health departments provide comprehensive and coordinated
care to pregnant women that meets physical health, behavioral health, and social needs.
However, as discussed earlier, these additional programs and supports are often

underfunded and thus may not be available to all who need them.

= Collaborative community dynamics and extended social supports

»  Several key informants pointed out that the strength of the social networks and supports
that exist at home and in the community could protect maternal health. According to some,
established relationships and community trust in the health care and social services system

promote engagement in care and could positively affect birth outcomes.

Policy Implications

Our findings suggest that families with low incomes across North Carolina counties face similar
challenges that affect their ability to access health care and other resources, and even counties with
better-than-expected birth outcomes face consistent challenges. To improve maternal and infant health

outcomes, we propose the following multisector and multilevel changes:

1. Implementing Medicaid policies to expand eligibility and improve quality of care;
2. Expanding access to the midwifery model of care;

3. Investing in public health and the social sector;

4. Examining and working to eliminate economic inequality and racial inequity;

5. Recognizing and eliminating structural barriers to care while addressing potential unconscious

bias among some providers; and

6. Engaging Medicaid members to identify maternal health needs and preferred solutions.
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These key findings are insightful, but not surprising. Poverty and limited resources to meet one’s
basic needs for food, shelter, transportation, and health care pose challenges to the optimal health and
well-being of families, including pregnant and postpartum women and their infants. Alone, reforming
clinical approaches or improving the coverage and access of maternity care services funded by
Medicaid will not likely improve health and eradicate disparities in maternal and infant health outcomes
in this country. Serious, systemic, and large-scale changes are also needed at the local, state, and federal

levels to address structural inequalities and inequities in the United States.
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Community Health Is
Maternal Health

Poor maternal and child health outcomes are of alarming concern in the United States. In 2020, the
national maternal mortality rate was 23.8 per 100,000 live births, with rates rising annually compared
with 2019 (20.1 deaths per 100,000) and 2018 (17.4 per 100,000; Hoyert 2020). Among other similar
high-income countries, the United States ranks as one of the worst countries for maternal health
(Tikkanen et al. 2020). However, not all women? are affected the same—different racialized groups
exhibit large disparities in maternal and infant health outcomes. For example, Black women and
American Indian and Alaska Native women?® are more likely to die from pregnancy-related causes than
white women (Petersen et al. 2019). Infants born to Black women have more than twice the mortality
rate of infants born to white women,* and rates of preterm birth and low birth weight are higher among
Black births than white or Hispanic births (Hill, Artiga, and Ranji 2022). Promoting good birth outcomes
supports children’s overall health and well-being, as children born prematurely or at low birth weight

can have serious health problems (Behrman et al. 2007; Paneth 1995).

Disparities in maternal and child health outcomes also exist at the state level. Black mothersin
North Carolina are more likely to die from pregnancy-related causes than white mothers.> In 2020,
North Carolina had the 8th-highest low birth weight rate and the 12th-highest preterm birth rate in the
country.® In 2019, the infant mortality rate in North Carolina was at an all-time low (6.8 deaths per
1,000), yet the Black infant mortality rate was 12.5 per 1,000 live births and the non-Hispanic American
Indian infant mortality rate was 12 per 1,000 live births (Pettiford 2021). Considering births paid for by
North Carolina’s Medicaid program, in 2018, rates of preterm birth (11.8 percent) and low birth weight
(11.7 percent) were significantly higher than the Healthy People 2020 goals of 9.4 percent and 7.8
percent, respectively. Furthermore, low birth weight rates were significantly higher for Black infants
than for white infants born to Medicaid members in North Carolina (Alvarez Caraveo and Johnston

2023).

Understanding disparities in birth outcomes within Medicaid is critical, as the program covers 4 in
10 births in North Carolina and pays for more than two-thirds of births among Black and American
Indian or Alaska Native residents (Alvarez Caraveo and Johnston 2023). Though poor maternal and
infant health outcomes and disparities in outcomes by race, ethnicity, and income are well documented,
solutions to these challenges are not. Increasingly, Medicaid programs across the country have been

developing new interventions to improve maternal and infant health outcomes, such as designing



payment and delivery models that incentivize improvements in maternal care and outcomes and
expanding Medicaid-covered prenatal services to include behavioral health, dental, home visiting, and

doula services’ (Artiga et al. 2020).

Over the last decade, the North Carolina Medicaid program (NC Medicaid) implemented several
initiatives aimed at better supporting maternal and infant health. In 2011, the state launched the
Pregnancy Medical Home program (to provide comprehensive and coordinated maternity care for
Medicaid-enrolled pregnant women statewide, including enhanced case management services for
women with high-risk pregnancies).® Beginning in July 2021, NC Medicaid and the state’s Children’s
Health Insurance Program transitioned from a fee-for-service system to risk-based managed care for
most members, including most parents, children, and pregnant women.? As part of this shift to managed
care, Pregnancy Medical Home transitioned to the Pregnancy Management Program (NC Medicaid
2018).7° To promote improvements in health outcomes, managed care organizations are required to
report their performance on selected measures by race, ethnicity, and various other demographic and
socioeconomic characteristics and must address any identified disparities of more than 10 percent.
Three of the measures managed care organizations can choose from pertain to maternal and infant
health: (1) low birth weight, (2) prenatal and postnatal care, and (3) rate of screening for pregnancy risk
(NC DHHS 2021).

As North Carolina looks ahead to opportunities to improve birth outcomes and reduce disparities in
its new Medicaid managed care program, we studied North Carolina counties with better-than-
expected and worse-than-expected birth outcomes for Medicaid members to identify community-level
challenges and solutions. Higher-than-expected rates of poor health at birth can be a sign of poor health
and high levels of social risk factors in a community, while better-than-expected birth outcomes can

signal a supportive community environment that may have solutions to share.

Building on related analysis, we identified counties in North Carolina with better-than- and worse-
than-expected birth outcomes, such as preterm birth, low birth weight, and late initiation of prenatal
care, among Medicaid members. We then conducted interviews with key informants in six counties
(Bladen, Catawba, Cumberland, Halifax, Orange, and Wayne; Johnston et al., forthcoming). The county
selection and interview process are described in the methods section, which is followed by discussion of
key findings and their implications for programs and policy. Lessons learned from these counties
highlight the role of community characteristics, resources, and infrastructure in contributing to birth
outcomes and inform the current and future maternal and infant health programs and policies in North

Carolina and elsewhere.
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Methods

County Selection Process

We selected the six counties included in this case study analysis based on the results of our quantitative
Bright Spots analysis (Johnston et al., forthcoming). In this analysis, we constructed a model to estimate
expected birth outcomes for North Carolina counties based on county-level socioeconomic, household,
and health system characteristics, then identified North Carolina counties with better-than-expected or
worse-than-expected birth outcomes (preterm birth, low birth weight, and late initiation of prenatal
care)!! for all women and separately for Black, Hispanic, and white women. All analyses consider
outcomes among mothers residing in a county, regardless of delivery location. For example, outcomesin
Orange County include all mothers residing in Orange County, regardless of where their child’s birth
occurred, but do not include births occurring in Orange County among mothers residing outside of the

county.

Our primary analysis focused on outcomes for births paid for by Medicaid and, because of data
limitations, was restricted to the 27 North Carolina counties with at least 100,000 residents. From this
analysis, we identified two large counties (Catawba and Wayne) with better-than-expected Medicaid
birth outcomes and two large counties (Cumberland and Orange) with worse-than-expected Medicaid
birth outcomes (figure 1; table 1). We also investigated outcomes among all births for the remaining 73
smaller North Carolina counties. From this analysis, we identified one small county (Bladen) with better-
than-expected birth outcomes overall, and one small county (Halifax) with worse-than-expected birth
outcomes overall (figure 1; table 2). Key county characteristics for all case study counties are presented
in table 3. More information on the county selection process, including data sources and how “expected
outcomes” are determined, is presented in appendix A and more details about each selected county are

presented in appendix B.
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FIGURE 1
Map of North Carolina Case Study Counties

Hot spot—small county
Hot spot
Bright spot—small county
Bright spot
Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database and
healthypeople.gov.
Notes: “Bright spots” are counties with better-than-expected birth outcomes and “hot spots” are counties with worse-than-expected birth
outcomes. Dark blue counties (Catawba and Wayne) have more than 100,000 residents and better-than-expected birth outcomes. Light
blue county (Bladen) has fewer than 100,000 residents and better-than-expected birth outcomes. Dark gray counties (Cumberland and

Orange) have more than 100,000 residents and worse-than-expected birth outcomes. Light gray county (Halifax) has fewer than 100,000
residents and worse-than-expected birth outcomes.

TABLE 1
County and State Comparison of Birth and Pregnancy Outcomes for Medicaid Births, 2018

Counties with
Better-Than- Counties with Among 27 Largest
Expected Worse-Than-Expected North Carolina
Outcomes Outcomes Counties Healthy
People
Catawba Wayne Cumberland Orange North Highest Lowest 2020
County County County County Carolina county county goal
Preterm birth 10.5 10.2 144 124 11.8 155 9.2 9.4
rate
Low birth 9.4 11.4 14.1 134 11.7 14.4 9.3 7.8
weight rate
Rate of late 26.7 34.3 35.8 371 35.6 545 14.1 15.2
prenatal care
initiation

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database and
healthypeople.gov.

Notes: Highest county and lowest county estimates are among the 27 North Carolina counties with at least 100,000 residents in the 2010
Census. Preterm birth is birth before 37 weeks. Low birth weight is weight below 2,500 grams. Late prenatal care initiation is prenatal care
not initiated until after the first trimester.
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TABLE 2
County and State Comparison of Birth and Pregnancy Outcomes for All Births, 2019

Among All North Carolina

Counties
Healthy
Bladen Halifax North Highest Lowest People
County County Carolina county county 2020 goal
Preterm birth rate 9.9 16.2 10.6 17.3 5.9 9.4
Low birth weight rate 7.3 16.6 9.3 16.6 4.8 7.8
Rate of late prenatal 38.7 27.4 314 46.6 12.5 15.2

care initiation

Source: Authors’ analysis of 2019 birth data from the 2021 North Carolina County Health Data Book and healthypeople.gov.
Notes: Highest county and lowest county estimates are among all North Carolina counties. Preterm birth is birth before 37 weeks. Low
birth weight is weight below 2,500 grams. Late prenatal care initiation is prenatal care not initiated until after the first trimester.
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TABLE 3
Case Study Counties at Glance, 2018

Racial and
ethnic
Share of composition of County racial Maternity care
NC Urban births paid Medicaid or all and ethnic Economic health system
County Population region status by Medicaid births? composition® characteristics® characteristics?
Counties with better-than-expected birth outcomes
. = 14% Black = 9% Black o = 0.01FQHCs
Catawba 159,000  NW Rfi%;ogf | 68% = 14%Hispanic = 10%Hispanic 70/ gg;eglgyment = 0.49 providers
, suburb " >9% white " /5% white $27,000 income * HasNICU
= 13% other = 6% other ’
= 45%Black = 31%Black
. . . . 21% povert = 0.05FQHCs
Wayne 123,000 E Rural 64% " 19%Hispanic = 12%Hispanic , go/ demplgyment = 026 p?oviders
’ " 33%white " S3%white = $24,000 income = 37NICU distance
= 3% other = 4% other ’
o)
- ﬁ; ﬁ'i‘;d;nic 26% poverty = 0.03FQHCs
Bladen 33,000 SE Rural 75% °° P 7% unemployment = 0.18 providers
" 49%white $21,000 income = 35NICU distance
= 4% other ’
Counties with worse-than-expected birth outcomes
. = 30% Black = 11% Black o = 0.01FQHCs
Orange 146,000 NE Rfi%;ogf | 42% " 18%Hispanic = 9% Hispanic oty gg;eglgyment = 1.39 providers
, suburb " 40% white " 69% white = $41,000 income * HasNICU
= 12% other = 12% other ’
. = 54% Black = 37%Black o = 0.01FQHCs
Cumberland 332,000 SE Rfi%;/ogf | 47% " 12%Hispanic = 12%Hispanic ;%Eg;eprltgyment = 0.53 providers
’ suburb " 23%white " 43% white = $24,000 income * HasNICU
= 11% other = 9% other ’
O,
- 3«%?!"’251& 25% poverty = 0.26 FQHCs
Halifax 51,000 E Rural 80% °° P: 9% unemployment  ® 0.26 providers
" 35% white $21,000 income = 57 NICU distance
= 4% other ’

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North Carolina County Health Data Book; 2018 CDC/ATSDR Social
Vulnerability Index; 2018 American Community Survey; and 2018 HRSA Area Health Resources Files.
a Maternal race and ethnicity among Medicaid births in Catawba, Wayne, Orange, and Cumberland counties. Maternal race and ethnicity among all births in Bladen and Halifax counties.
bCounty-level race and ethnicity data not available for counties with fewer than 100,000 residents. ¢ Income is annual per capita. ¢ FQHCs are federally qualified health centers per 1,000
residents. Providers are the number of obstetricians and gynecologists (OB/GYNs), midwives, and family medicine physicians per 1,000 residents. NICU distance is the distance in miles to the
center of the closest county with a neonatal intensive care unit (NICU).
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Key Informant Interviews

Between September and November 2022, we conducted 13 semi-structured virtual interviews with key
informants across the six counties: one each in Bladen and Halifax; two each from Catawba,
Cumberland, and Orange; and five in Wayne. The interview protocol is presented in appendix C.
Informants included those knowledgeable about their respective community’s health and social
resources, specifically county public health officials, prenatal care providers and pediatricians, social
service providers, consumer advocates, and one Medicaid member. We identified these informants
through internet searches, input from our community advisory board members, existing relationships
with North Carolina—based stakeholders, and referrals from those already interviewed. The interviews
explored key informants’ insights and experiences regarding the birth outcomes of Medicaid-covered
babies bornin their respective counties, access to and quality of local health care and social services,
and other key resources and infrastructure that may promote or harm the health and well-being of
pregnant women and infants. The research team recorded and transcribed all interviews then analyzed

them to identify key insights and common themes.

Throughout our research project, we consulted with members of our community advisory board.
The board consisted of five community members from North Carolina who have lived experience with
the Medicaid program. Throughout the project period, we met four times virtually to seek guidance on
various parts of the study, including the proposed research approach, interview questions, key
informant selection, and interpretation of findings. Community advisory board members were
instrumental in helping the research team understand the local dynamics, contextualize birth outcomes
data, select case study counties, and facilitate connections with organizations in North Carolina for

recruitment in interviews.

Limitations

Given the small number of key informants and members who participated, some important perspectives
and experiences may not be captured and others may be overrepresented. The study was designed to
include five key informant interviews in each county, but we were unable to achieve this level of
participation. We only achieved five interviews in Wayne County, speaking with two informants each in
three other counties and only one informant each in the remaining two counties. Similarly, we intended
to conduct as many as six focus groups with Medicaid-enrolled pregnant and postpartum people, but

recruitment challenges meant we were only able to interview a single Medicaid member. Therefore, we
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are unable to make policy inferences from the direct input from Medicaid members about the ways they
experience or would prefer to experience comprehensive maternity care and other related supports.
This experience points to the challenges in engaging community stakeholders and Medicaid membersin
research projects and highlights the importance of building trust and meaningfully engaging
communities in all efforts to better understand and address maternal and infant health outcomes.
Finally, this analysis was not designed to objectively assess differences among counties, such as whether
supporting systems were stronger in counties with better-than-expected birth outcomes or whether
challenges were more pressing in counties with worse-than-expected birth outcomes. Our findings and

conclusions should therefore be interpreted with these limitations in mind.

Findings

In the following section, we discuss major findings from the study in detail. We start with a description
of factors that key informants characterized as challenges to good maternal and infant health in their

respective communities and follow with a discussion of factors described as supporting maternal health.

Challenges to Maternal and Infant Health

Key informants spoke frankly about numerous structural and community-wide challenges and barriers
they think affect the overall health and well-being of community members and contribute to poor birth
outcomes among Medicaid members. These barriers broadly fall into the following three categories of
community well-being: (1) inconsistent access to health insurance, (2) poor population health and
limited access to health care services, and (3) high unmet social needs and inadequate community
resources and infrastructure. We consistently heard these barriers from key informants in counties
with better-than-expected birth outcomes as well as those in counties with worse-than-expected birth

outcomes.

INCONSISTENT ACCESS TO HEALTH INSURANCE COVERAGE

The first barrier to good birth outcomes was a lack of health insurance. Key informants reported that
few employment opportunities in their respective counties offered, as one informant put it, “living
wages” with benefits. Furthermore, as North Carolina has not adopted the Affordable Care Act’s
Medicaid expansion,? many adults with low incomes have limited access to and experience with health
insurance coverage. Key informants reported that limited access to and familiarity with health

insurance affected the pregnant and postpartum women they serve in two major ways: (1) inconsistent
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access to health insurance and high rates of uninsurance overall and specifically among immigrant

populations, and (2) difficulty enrolling in and maintaining Medicaid coverage among those eligible.

Uninsurance. Key informants shared that the public health insurance eligibility landscape in North
Carolina (box 1) results in uninsurance for many nonpregnant women with modest incomes. Most
informants did not know or think uninsurance rates were high among pregnant and postpartum women
in their respective counties, likely because of more generous Medicaid eligibility during pregnancy and
the ability to maintain pregnancy-related Medicaid coverage postpartum during the COVID-19 public

health emergency.

However, a few informants noted a high uninsurance rate among Hispanic immigrant mothers,
including those without documentation, during and surrounding pregnancy. North Carolina does allow
lawfully present immigrants who are state residents to enroll in Medicaid without a five-year waiting
period, but immigrants without documentation are not eligible for pregnancy-related Medicaid. Some
key informants noted that immigrants without documentation are able to receive two months of
coverage through presumptive eligibility. Otherwise, informants noted that immigrant mothers without
documentation may obtain free or sliding-fee-based care, but the need to pay out of pocket may also
contribute to forgone or delayed care. Beyond eligibility barriers, key informants speculated that high
uninsurance among Hispanic immigrant mothers may be attributed to general distrust of the
government, fueled by anti-immigrant rhetoric. For example, some immigrant women may choose not

to enroll in Medicaid even if they are eligible.

BOX1
Medicaid Eligibility in North Carolina

Pregnancy-Related Medicaid Eligibility*

= Pregnant women in North Carolina with incomes up to 201 percent of the federal poverty level
(FPL; $55,777.50 a year for a family of four in 2022) are eligible for Medicaid coverage.?

= Beginning April 1,2022, NC Medicaid extended eligibility for pregnancy-related Medicaid
coverage from 60 days following the end of pregnancy to 12 months.

= North Carolina covers all income-eligible pregnant women lawfully residing in the state without
the typical five-year waiting period for Medicaid eligibility among immigrants.

Presumptive Eligibility and Emergency Medicaid?®

= Presumptive eligibility allows pregnant women to receive care if they are likely to be eligible for
Medicaid before an official eligibility decision is made. While income and immigration eligibility

COMMUNITY HEALTH IS MATERNAL HEALTH 9



requirements are the same as for pregnancy-related Medicaid, presumptive eligibility decisions
cannot be held up pending verification of immigration status. Presumptive eligibility begins on
the day anindividual is determined to be presumptively eligible for a provider and lasts until the
individual transfers to regular Medicaid or, if deemed ineligible for Medicaid, until the last day of
the second month. Only ambulatory prenatal care services are covered by presumptive eligibility.

= Immigrants without documentation who do not receive presumptive eligibility may qualify for
emergency coverage if they meet income eligibility requirements. Medicaid emergency medical
services are limited to labor and delivery and do not cover prenatal or postpartum care.

Medicaid Eligibility for Nonpregnant Adults?

= As anonexpansion state, North Carolina’s Medicaid income eligibility limits for nonpregnant
adults are low compared with expansion states. Only parents with incomes up to 39 percent of
the FPL ($10,822.50 a year for a family of four in 2022) are eligible for Medicaid, while
nondisabled adults without children are not eligible for the program.

= North Carolinians with incomes between 100 and 400 percent of FPL may be eligible for
subsidized coverage through the Marketplace, but this coverage may still be unaffordable for
some.

= North Carolinians living below the FPL fall into the so-called coverage gap and are not eligible for
any type of subsidized health insurance.

Public Health Emergency*

e Under the public health emergency declared in response to the COVID-19 pandemic, states
must maintain continuous enrollment for people enrolled in Medicaid to receive enhanced
federal matching funds. Thus, people whose coverage would have otherwise been terminated
following a renewal or redetermination, including some whose pregnancy-related Medicaid
coverage would otherwise have expired after 60 days postpartum, would stay enrolled until the
continuous enrollment requirement ended on March 31, 2023.

1 Jennifer M. Haley, Emily M. Johnston, lan Hill, Genevieve M. Kenney, and Tyler W. Thomas, The Public Health Insurance Landscape
for Pregnant and Postpartum Women: State and Federal Policies in 2020 (Washington, DC: Urban Institute, 2021).

2 Assistant Secretary for Planning and Evaluation, “2022 HHS Poverty Guidelines: 48 Contiguous States (All States Except Alaska
and Hawaii)” (Washington, DC: US Department of Health and Human Services).

3 Carolyn McClanahan, Sheila Platts, and Liz O’'Dell, “Presumptive Eligibility for Pregnant Women,” presentation (Raleigh: North
Carolina Department of Health and Human Services); Fabidla Carrion and Courtney Mendoza, “Presumptive Eligibility and
Abortion” (Washington, DC: National Health Law Program, 2020); MACPAC, “Report to Congress on Medicaid and CHIP,” June
(Washington, DC: MACPAC, 2013).

“Emily M. Johnston, Jennifer M. Haley, and Tyler W. Thomas, Promoting Continuous Coverage during the Postpartum Period: Lessons
Learned from Medicaid Coverage Transitions and the Public Health Emergency (Washington, DC: Urban Institute, 2021); CMCS
Informational Bulletin, “Key Dates Related to the Medicaid Continuous Enrollment Condition Provisions in the Consolidated
Appropriations Act, 2023” (Baltimore: Center for Medicaid and CHIP Services, January 5, 2023).
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https://www.urban.org/research/publication/public-health-insurance-landscape-pregnant-and-postpartum-women
https://www.urban.org/research/publication/public-health-insurance-landscape-pregnant-and-postpartum-women
https://aspe.hhs.gov/sites/default/files/documents/4b515876c4674466423975826ac57583/Guidelines-2022.pdf
https://aspe.hhs.gov/sites/default/files/documents/4b515876c4674466423975826ac57583/Guidelines-2022.pdf
https://files.nc.gov/ncdma/documents/files/Pregnancy_Presumptive_Eligibility.pdf
https://healthlaw.org/wp-content/uploads/2020/03/Presumptive-Eligibility-and-Abortion_final.pdf
https://healthlaw.org/wp-content/uploads/2020/03/Presumptive-Eligibility-and-Abortion_final.pdf
https://www.macpac.gov/wp-content/uploads/2013/06/Maternity-Services-Examining-Eligibility-and-Coverage-in-Medicaid-and-CHIP.pdf
https://www.urban.org/research/publication/promoting-continuous-coverage-during-postpartum-period
https://www.urban.org/research/publication/promoting-continuous-coverage-during-postpartum-period
https://www.medicaid.gov/federal-policy-guidance/downloads/cib010523.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib010523.pdf

Difficulty Enrolling and Staying Enrolled in Medicaid. Key informants reported that some pregnant women
face challenges enrolling and staying enrolled in pregnancy-related Medicaid coverage. Multiple
informants stated that pregnancy-related Medicaid is not widely advertised, and, as such, many
potentially eligible participants may not be aware they could obtain coverage. Furthermore, some
informants also noted there is a stigma associated with Medicaid, which may make some women
hesitant to enroll in the program. Still, knowledge about the program is only one factor and may not be
enough—eligible recipients must also know whom to contact for enrollment assistance. While some
informants stated that the enrollment process itself is not difficult, others thought it was cumbersome
and that many women need help completing it. While larger clinics, hospitals, and county health and
social service departments typically have case workers and navigators to help people enroll in available
benefits, some informants reported that staffing shortages may limit the availability and timeliness of
enrollment assistance. Furthermore, at least one informant noted that smaller clinics may not
necessarily have staff hours to help people enroll in Medicaid and may avoid accepting new patients

who are not enrolled yet.

It’s difficult for residents to access Medicaid in many counties. The process for signing up for
Medicaid is not straightforward and there’s just a lot of paperwork and red tape they have to
go through...It'’s always been challenging for community practices, with those barriers in
place, getting people signed up [in Medicaid], and it’s been a bit of a problem for them to
accept Medicaid individuals because there are so many barriers for them to get signed up for
coverage.

—Key informant

HIGH UNMET SOCIAL NEEDS AND INADEQUATE COMMUNITY RESOURCES AND
INFRASTRUCTURE

Across the case study counties, key informants suggested that high poverty rates and limited or hard-
to-access community resources and infrastructure are often underlying factors that affect the health
and well-being of women long before, during, and after they are pregnant and may contribute to poor
birth outcomes. Most informants described their respective counties as “low resourced,” with
inadequate infrastructure and community resources. Key informants who lived in supposedly “better-

resourced counties” acknowledged that access to resources was not equitable because of low
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awareness and other barriers to access among families with low incomes. Furthermore, some key
informants stated that racial and ethnic disparities in access to economic opportunities and other
resources existed because of systemic racism, but noted that acknowledgement of racism as a root

cause of disparities was not widely accepted and could even be controversial in some communities.

High Unmet Social Needs. Across all counties, informants described transportation, stable and
affordable housing, affordable child care options, and food security as the most common unmet social
needs among families with low incomes. Many informants noted the lack of reliable public
transportation as a major barrier to care. For example, bus routes tend to be located in major towns and
do not reach all parts of the county, which leaves many who do not own a car without options to travel
to care. Medicaid covers nonemergency medical transportation services. However, people must
schedule aride and transportation can arrive hours early and pick up hours late, making it a nonviable
option for people who are employed or have caregiving responsibilities. Key informants reported that
food access is also a high unmet social need and acknowledged that food deserts exist even in more
urban and well-resourced counties. Depending on where people live, they may be 20 miles from a
grocery store. Additionally, some informants stated that there is a lack of knowledge about the Women,
Infants, and Children (WIC) program that offers food benefits to eligible pregnant and parenting
women, so families not connected to health and social service organizations may not be enrolled.
Several key informants noted that the high cost of child care often posed barriers for women to get or
maintain jobs or attend prenatal care appointments. Finally, key informants highlighted that growing
housing costs were also a widespread problem. Several counties experienced high rates of housing
instability and homelessness but had limited shelters or transitional housing options. For example, one
key informant reported that domestic violence survivors had to be referred to a shelter in a neighboring

county.

Poverty is one of the huge factors here in our community. And the disparity that we have in
poverty...The outcome for a child can be predicted based on the race of the child. When you
look at the poverty indicators in our community, some 50 percent of African American
children and 60 percent of Hispanic/Latino children are in poverty, versus 12 percent of their
white counterpatrts.

—Key informant
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Difficulty Accessing Social Services. Informants identified several sources of support and resources
available for families, including publicly sponsored services such as WIC programs and other benefits
administered by local departments of social services. Most counties in our case study also had
community-based organizations offering early childhood development supports, such as child care
assistance, food banks, employment training opportunities, and other supports aimed at improving
economic opportunities for families with low incomes. However, key informants noted that services
tend to be concentrated in larger towns and cities and may not be as accessible to people in more

remote areas of the county.

Informants also noted that outreach and education to families about available resources was
challenging in many places. For example, county departments and community-based organizations have
limited budgets to advertise or hire outreach workers. In some counties, we heard that social services
and supports are inadequate to meet the needs of community members, particularly with housing
assistance. In others, we heard that while various programs and resources exist, it can be difficult to
connect people to the help they need. One informant stated, “Even though we have the resources
available, people aren’t necessarily accessing them.” It is not clear whether these resources do not
match the needs of community members or whether there are other barriers to accessing them, such as

lack of awareness, distrust, or stigma about seeking assistance.

Key informants were not aware of any programs or initiatives specifically designed to support
healthy pregnancies and healthy babies other than services and supports available from local health
departments. But informants noted that health department services are subject to availability and often
inadequately funded, resulting in restrictions on who can access them (such as requiring Medicaid
eligibility or being a first-time mother), or they may be suspended or discontinued at any time. For
example, some mentioned that programs for lactation support or childhood immunizations are no
longer available because of lack of funding. Informants were also not aware of any emotional support

services for pregnant and postpartum women, such as mother support groups.

Other Infrastructure and Resources. Informants named additional challenges that could negatively
affect access to economic opportunities and resources and have consequences for maternal and child
health. For example, several informants described underfunded public education systems, and one
informant observed disparities in education because of a “fragmented and segregated” school system.
Another informant serves a county in one of the state’s lowest-rated public education systems, which
has many difficulties because funding is insufficient. Other challenges included limited employment
opportunities with good wages and benefits, unreliable internet connections (especially in more rural

areas), and limited recreation options. A few informants also mentioned rising crime rates as a concern.
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Finally, we consistently heard in all counties that limited health care resources, particularly shortages of
behavioral and specialty care providers who take Medicaid, were contributing to poor population health
and maternal health outcomes. The health care challenges are discussed in more detail in the following

section.

LIMITED ACCESS TO HEALTH CARE SERVICES AND POOR POPULATION HEALTH

Key informants across all six counties shared similar observations about challenges with the availability
and quality of maternity care and other health care services and possible reasons for delayed entry into
prenatal care. Furthermore, key informants noted that the lack of health insurance, limited access to
care, and poor population health (such as high levels of obesity and chronic health conditions)

contributed to increased health risks for women during pregnancy.

Access to Prenatal Care. County health departments were a common source of prenatal care for
women enrolled in Medicaid and those without insurance coverage in all six counties. However,
informants in some counties noted that staffing turnover and shortages at their county health
department, as well as limited ability to provide interpretation and translation services, sometimes
posed barriers to care. For example, there could be long wait times to get an appointment, or some
programming may be suspended or limited in scope because of staffing shortages. Similarly, informants
in some counties remarked that there are often few, if any, clinicians and staff who speak Spanish and
other languages. In contrast, other key informants highlighted county health departments as vital

supports for good birth outcomes in their county.

Except for two suburban counties (Cumberland and Orange), options for prenatal care services
covered by Medicaid outside of county health departments were limited. For example, some counties
only had one private practice and one hospital where women can seek care and deliver babies;
otherwise, they would need to travel outside the county boundaries. Informants reported that local
hospitals often lacked capacity to treat complicated conditions among mothers and infants, and, as such,
some patients were forced to travel outside of the county to access specialist prenatal care or NICU
services. In some counties, key informants shared that pregnancy resource centers—also referred to as
crisis pregnancy centers and anti-abortion counseling centers'®—provide some pregnancy-related
services and supports such as early ultrasounds to confirm pregnancy but do not offer clinical care.
While several informants reported doulas, who provide emotional support to women during pregnancy
and birth, were available in their communities, they were not sure whether Medicaid members could
afford them. NC Medicaid does not provide doula coverage and key informants were not aware of any

grant funding available to help offset the cost of doula services for women with low incomes.
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Key informants’ views on the quality of perinatal care for Medicaid members varied across counties.
For example, in counties with limited options for prenatal care, informants were more likely to report
that the same level of care and attention was given to all pregnant women regardless of insurance status
because most everyone received services from the same providers and delivered in the same hospital.
However, several key informants speculated that in counties with more options for prenatal care there
could be some segregation in care, whereby Medicaid members predominately receive prenatal
services at a health department or clinic while privately insured patients receive care from private
practices. One informant thought that prenatal care for patients who rely on Medicaid may not be as
high quality as for patients covered by private insurance, likely because of the discrepancy in resources

that health departments can offer versus those of private and hospital-affiliated clinics.

Late Entry into Prenatal Care. Late initiation of prenatal care (defined as beginning care after the first
trimester) can contribute to poor maternal and infant health outcomes. When we asked key participants
for their perspectives on why some women in their communities may delay or completely forego
prenatal care, we heard that the burden of initiating care often falls on the patient. While most key
informants acknowledged they had limited data to support their statements, particularly direct input

from women themselves, they shared several opinions that reflected this burden.

Most commonly, key informants thought that some women did not know how important prenatal
care was and believed that more effective education could lead to better engagement in care. Some
responses blamed individual patients for not accessing care. For example, we heard providers often
interpret late initiation of prenatal care or missed appointments as indicating a woman did not know
how to take care of herself or her baby. This may suggest unconscious bias on the part of some
providers in thinking that low engagement in prenatal and postnatal care was solely attributable to a
need for education, rather than to structural barriers such as lack of insurance, sick leave, or
transportation. It is also possible that prenatal education was the greatest priority for most providers

because education is the primary resource they could offer or have in their control.

Many key informants also cited a host of structural barriers that contribute to delayed or sporadic
prenatal care visits. Structural barriers cited by informants included a lack of health insurance or delays
in enrolling in Medicaid coverage. For example, some informants noted that even after successfully
enrolling into the program, enrollees may not receive their Medicaid card immediately. One informant
said that “a lot of local offices refuse to see the patients until they have insurance, which causes late
prenatal care.” Some informants noted that county-provided prenatal care services are typically housed
within a government building, which may discourage immigrants who do not have documentation from

accessing those services from fear of being discovered and deported. Other structural barriers to early

COMMUNITY HEALTH IS MATERNAL HEALTH 15



or regular prenatal care that informants mentioned included limited paid time off and sick leave, and
lack of reliable transportation and child care. Finally, some key informants also hypothesized that
patients may not know that they are pregnant in the first trimester, or may be in denial or afraid to seek

care because of issues such as unhealthy substance use.

As a public health practitioner, that’s the most frustrating thing is you know that there’s
women out there who need prenatal care right now. And they either don’t know or they are
in that state of denial, where they’re not getting care.

—Key informant

Limited Access to Behavioral and Specialty Care. In describing access to other health care services for
Medicaid members, key informants voiced concerns, particularly with behavioral and specialty care.
According to key informants, behavioral health services in their counties were limited to begin with, but
even fewer behavioral health providers accept Medicaid because of factors such as administrative
burden related to billing for services and low reimbursement rates. Medicaid members seeking
behavioral health care tend to experience long wait times for appointments or may have to travel
outside the county. Although substance use was mentioned as a concern among expecting mothers in all
counties, key informants in only one county reported having an outpatient treatment program for
pregnant women with substance use disorder. Furthermore, informants reported a lack of transitional
housing for mothers in treatment and recovery. Other types of specialty care, including dental care, are

also in short supply and challenging for pregnant Medicaid enrollees to access.

Underlying Health Risks. Diabetes, high blood pressure, heart disease, unhealthy substance use,
obesity, and stress and other mental health concerns were identified as common health conditions and
risk factors for pregnant and postpartum women in the six case study counties. Informants’ assessments
of disparities in health status based on race and ethnicity varied—while some believed these health risks
were common across all populations, others thought women from racial and ethnic minority groups had
higher rates of poor health.** Some informants also noted that uninsurance contributed to poor health
among pregnant women. For example, women without insurance may forgo preventative care and as a
result enter pregnancy in worse health, which can lead to complications and high-risk pregnancy. One
informant observed that the overall health of pregnant women in their county has been getting worse

over time, with a growing prevalence of obesity and chronic conditions.
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Supports for Maternal Health

Key informants suggested that several factors play an important role in supporting pregnant and
postpartum women. These factors can be broadly summarized in four categories. First, key informants
discussed health system factors that support positive maternal and infant health outcomes, citing the
importance of access to quality and continuous perinatal care, including free or low-cost perinatal care
through county health departments and midwifery models of care. Second, we heard that additional
supports, such as care coordination and links to social services, were helpful. Third, key informants also
highlighted the importance of collaborative and trusting relationships across health care and social
service providers and family supports. Finally, informants shared other community and social supports
beyond the health care system that can support positive health. According to key informants, the most
necessary changes to improve birth outcomes included (1) more education and awareness about
maternal health and prenatal care, (2) amore accessible and culturally/linguistically effective health
care system, (3) increased funding for health department prenatal care clinics and programs, (4)

affordable housing options, and (5) public transportation.

ACCESS TO QUALITY AND CONTINUOUS MATERNITY CARE

As mentioned above, across case study counties, local health departments were an important, and often
the only, source of perinatal care for women enrolled in Medicaid and those without insurance. While
key informants in some counties shared challenges associated with health department care, key
informants in Catawba and Wayne counties highlighted their county health departments as critical to
supporting positive birth outcomes for Medicaid families (box 2). In both counties, health departments
established successful partnerships with local maternity care clinics and maternity units at local
hospitals, through which hospitals and private practice clinicians provide high-quality prenatal care to
patients at a health department clinic. This type of collaboration supports continuity of care, whereby
pregnant women can see the same providers for prenatal care visits and hospital delivery and the same
trusted providers for subsequent pregnancies. Other health departments typically employ clinicians
who deliver prenatal and postpartum care services in-house but do not necessarily integrate with

hospital delivery care.
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BOX 2
Lessons Learned from the Catawba County Public Health Department and Catawba Valley
Medical Center Partnership

We identified Catawba County as a bright spot for birth outcomes among Medicaid births, with
= better-than-expected rates of preterm birth and low birth weight among Medicaid births overall,
= better-than-expected rates of preterm birth among Medicaid births to Black mothers.

= better-than-expected rates of low birth weight among Medicaid births to Black and white
mothers, and

= better-than-expected initiation of prenatal care among Medicaid births to Hispanic mothers.

Key informants shared the unique partnership between the Catawba County Public Health Department
and the Catawba Valley Medical Center:

= The Public Health Department passes the state funding they receive to provide prenatal care to
Catawba Valley Medical Center to support their prenatal care clinic.

= The Catawba Valley Medical Center prenatal care clinic is located in the health department
building and staffed by medical center providers. The clinic

o offers a midwifery model of care provided by Catawba Valley Medical Center midwives
and nurses;

0 has physicians come to the clinic twice per week to see high-risk patients; and

o offers Centering Pregnancy, a group-based model of prenatal care, for patients
interested in group care.

= The clinic sees all patients, regardless of ability to pay, and offers sliding scale payment.
= The clinic serves high-risk patients and offers care management services whereby
0 all patients are categorized by level of risk,

0 high-risk patients are seenin-house by Catawba Valley Medical Center physicians
without being referred out for care,

0 high-risk patients meet monthly with physicians and midwives to review their care
plans, and

0 two care managers connect patients to needed medical and social services.

We also heard that the type of maternity care matters. Key informants spoke highly of the
midwifery model of care, which involves a holistic and wellness approach to pregnancy and birth with an

emphasis on comprehensive education and patient-centered care (Hill et al. 2018). Midwives are health
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care professionals specialized in providing prenatal, birthing, and postpartum services to women with
uncomplicated pregnancies. Catawba, Cumberland, and Wayne counties provide wide access to the
midwifery model of care for Medicaid members. For example, private practice-based midwives provide
prenatal care to women who receive services at the Wayne County Health Department. Several
informants noted that the midwifery model of care is particularly promising for supporting good birth
outcomes through person-centered care that relies on establishing rapport and trust between midwives

and patients.

| still feel very strongly that our midwife-led model is a great thing. We recently won
recognition as being one of the best hospitals in the country to have a baby. We have an
incredibly low C-section rate; it's about 12 percent. We're very proud of that. Our midwife-
led teams help improve continuity of care.

—Key informant

CONNECTIONS TO SOCIAL SERVICES AND CARE COORDINATION

Besides clinical perinatal services, county health departments support positive birth outcomes by
offering other services and programming in-house to support women during the pregnancy and
postpartum period, such as case management services for women with high-risk pregnancies, early
childhood home visiting programs such as nurse-family partnership, childbirth preparation, nutrition
education, parenting classes, and lactation counseling. Some health departments have dedicated staff
serving as care managers who connect prenatal care patients with available resources and social
services offered by the health department and in the community. These wraparound services help

county health departments meet patients’ social needs while providing clinical medical care.

County health departments also maintain relationships with other supports and services in the
community and use these relationships to connect patients to needed services. These departments are
frequently collocated with other public benefits programs, such as the county social services
department, which also administers Medicaid enrollment, WIC offices, and Head Start and Early Head
Start programs. Several of our case study counties also have various private nonprofit community-
based organizations that assist families with child care, food and nutrition, and economic

empowerment, such as Partnership for Children and Families> and Wages.1®
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When working well, in-house services and supports and relationships and referrals to external
partners help county health departments provide comprehensive and coordinated care for pregnant
women that meets physical health, behavioral health, and social needs. However, as discussed earlier,
these additional programs and supports are often underfunded and thus may not be available to all who

need them.

COLLABORATIVE COMMUNITY DYNAMICS AND EXTENDED SOCIAL SUPPORTS

Several key informants pointed out that the strength of the social networks and supports that exist in
the community and at home could protect maternal health. For example, community dynamics were
described as exceptionally collaborative in one county where local officials, health care and social
services providers, and consumer advocates and community leaders have a history of working together
to address pressing community problems. Informants described concerted efforts to improve childhood
immunization rates and to lower teen pregnancy rates, which have been successful because of close
collaborative relationships among key community stakeholders. In another example, this type of
collaboration extended to maternal and child health when a local prenatal care clinic, hospital, and
pediatric clinic coordinated to exchange patient information and conduct warm handoffs as families
move through the health care system. According to some informants, established relationships and
trust of the community in the health care and social services system promote engagement in care and
could positively affect birth outcomes. Finally, one informant thought that extended family support
played a key role in maternal and infant health and well-being, particularly in more rural counties where

generations of families live in close-knit communities.

OTHER SUPPORTS THAT ARE NEEDED

We asked the key informants to tell us what other supports or changes would be beneficial in their
communities to better support maternal and child health and improve birth outcomes. Most frequently,
informants believed that better understanding and awareness of community members about the
importance of prenatal care was a top priority for them and could greatly support better birth
outcomes. Furthermore, key informants highlighted that more attention and resources were needed to
expand access to comprehensive physical and behavioral health care services in their communities. This
would include increased funding for local health departments to expand their prenatal care clinics and
enhance language interpretation and other capacities to provide more culturally effective care. Finally,
key informants also identified broader infrastructure and resource investments that they believed
would support population health and in turn lead to better birth outcomes, such as higher-income jobs,

affordable housing, and reliable public transportation.
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Discussion and Policy Implications

Our findings suggest that families with low incomes across North Carolina counties face similar
challenges that affect their ability to access health care and other resources. Even counties with better-
than-expected birth outcomes face consistent challenges. Many of these challenges relate to larger
structural factors such as uninsurance; underfunding of public health, education, infrastructure, and
social service sectors; wage stagnation; and systemic racism (Braveman et al. 2022; Kresge 2015; TFAH
2020).Y7 County health departments play a critical role in supporting maternal and infant health
outcomes for the Medicaid population. In some counties, we heard about limitations and challenges to
providing high-quality care at health departments, while other counties cited innovative approaches
and high-quality care offered at their health department as a key to positive outcomes. To improve
maternal and infant health outcomes in NC Medicaid and beyond, multisector and multilevel changes

are needed. Specifically, our findings highlight the following areas for consideration:

1. Implementing Medicaid policies to expand eligibility and improve quality of care;

N

Expanding access to the midwifery model of care;
3. Investing in public health and the social sector;
4. Examining and working to eliminate economic inequality and racial inequity;

5. Recognizing and eliminating structural barriers to care while addressing potential unconscious

bias among some providers; and

6. Engaging Medicaid members to identify maternal health needs and preferred solutions.

Implementing Medicaid Policies to Expand Eligibility and Improve Quality of Care

NC Medicaid has recently taken several steps toward improving birth outcomes and eliminating racial
and ethnic disparities in maternal health. These include extending Medicaid postpartum coverage and
incorporating maternal health-related incentive metrics in managed care contracts (NH DHHS 2021).18
NC Medicaid’s transition to managed care presents an opportunity to improve maternal and infant
health outcomes if managed care organizations provide additional services and supports, such as care
coordination and social services, beyond those experienced in North Carolina’s traditional Medicaid
program. However, the transition to Medicaid managed care could worsen maternal and infant health
outcomes if members experience challenges enrolling in a managed care plan and finding an in-network

primary care provider or if incentive structures lead managed care plans to ration services, potentially
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making it more difficult for members to get needed referrals or to access specialty services. The state is
also operating a long-standing pregnancy medical home model for women with complex risk factors,
though in our earlier work we uncovered some concerns about the ability of managed care plans to
maintain the integrity of the model (Allen et al. 2022). State Medicaid officials, managed care plans, and
participating maternity care providers need to collaborate closely in order to ensure wide access to

high-quality wraparound services through managed care and the Pregnancy Management Program.

North Carolina could make further strides to improve maternal health. First and foremost, access to
health insurance coverage can help decrease maternal health disparities by increasing access to health
care even before a woman becomes pregnant. Research shows women living in states that expanded
Medicaid under the Affordable Care Act have better access to preventive care, experience fewer
adverse health outcomes during and after pregnancy, and have lower maternal mortality rates than
women living in states that did not expand Medicaid (Searing and Ross 2019). Our case studies took
place before North Carolina expanded Medicaid, and adopting the Medicaid expansion was highlighted
as a policy priority by key informants. With a new bill signed on March 27, 2023, that expands Medicaid,
North Carolina is one step away from improving access to health care for about 600,000 state
residents.!? Several states have implemented or are pursuing Medicaid coverage of doula services, and
are experimenting with other enhanced prenatal care models (Ranji et al. 2022, table 14).2° Study of

these initiatives can inform approaches in North Carolina.

Improving Access to Midwifery Model of Care

Expansion of the midwifery model of care, which is already covered by NC Medicaid, is another
opportunity to improve birth outcomes. In counties where midwives provide prenatal care to Medicaid
members, key informants spoke encouragingly about the positive impacts of midwife-led care on
experiences and outcomes of Medicaid-enrolled women. Encouraging evidence shows that the
midwifery model of care improves outcomes and could help address racial and ethnic disparities in
maternal and infant health (Renfrew et al. 2014; Sandall et al. 2016). In contrast to obstetricians,
midwives spend more time on average with pregnant and postpartum women during visits, provide
individualized education and counseling on pregnancy and other health-related matters, and offer
culturally sensitive, holistic care in which women share decisionmaking (Hill et al. 2018).2* Available
research also suggests that Medicaid members with uncomplicated pregnancies who received
midwifery care in birth centers have better outcomes at a lower cost than women with uncomplicated
pregnancies who receive traditional hospital-based care (Benatar et al. 2013; Centers for Medicare and

Medicaid Innovation-2018; Dubay et al. 2020; Howell et al. 2014). Maintaining and expanding Medicaid
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enrollees’ access to midwifery and birth center models of care thus presents an opportunity for North
Carolina to further improve the quality of maternity care in the state. The Institute for Medicaid
Innovation launched a national learning collaborative and developed a webinar series and other
resources to assist states in improving access to midwifery in Medicaid (Institute for Medicaid

Innovation 2020).22

Investing in Public Health and the Social Sector

Key informants offered several examples of how local infrastructure and public and private resources
often did not have the capacity to serve all people who needed them. For example, public health
departments were often the only source of maternity care for women enrolled in Medicaid and women
without insurance in the six case study counties but, according to key informants, were often
understaffed and underfunded. Furthermore, we observed some variation across counties in how well
local health departments coordinate with other health care providers in the community to stretch their
limited resources and provide the best care possible. For policymakers and health care payers, it will be
important to understand and address the challenges health departments face and expand and replicate
successful strategies (box 2). Increased funding for staff and services at the local health departments

may be a promising way to engage and better serve women who are most at risk of poor birth outcomes.

Furthermore, for families living in poverty, constant stress from not having enough resources to
make ends meet has detrimental effects on health and well-being.2® The health care sector has
recognized that unmet social needs have negative effects on health and consequently, health care
organizations have been exploring ways to better address patients’ needs outside of clinical care
(Kenney et al. 2019). For example, NC Medicaid has recently launched Healthy Opportunities pilots in
three regions of the state: Medicaid funds are used to deliver housing and nutritional assistance,
transportation, and interpersonal violence interventions.2* However, it is not clear that health care
dollars are aviable or efficient source for ensuring all communities have the resources to meet the
needs of residents with low incomes. To improve the availability and capacity of public health and social
services sectors, including funding for housing, nutritional assistance, transportation, and child care,
considerable investments are essential at the federal, state, and local levels. A recent study found that
county investments in building infrastructure and social services were associated with higher life

expectancy of county residents (Cardona et al. 2021).

Finally, it is also important to eliminate barriers that immigrant populations face in accessing public

programs and benefits, such as language and cultural barriers and the fear of immigration enforcement.
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These challenges often deter families eligible for assistance from accessing benefits that could help
improve their health and financial well-being (ASPE 2012a; Haley, Gonzalez, and Kenney 2022). Prior
research suggests that trusted community-based organizations address these barriers and help
immigrant families enroll in programs and benefits they are eligible for (ASPE 2012b; Chaudry, Fortuny,
and Pedroza 2014).

Examining and Working to Eliminate Economic Inequality and Racial Inequity

Poverty and lack of economic opportunities, including well-paid jobs that offer health insurance
coverage and other benefits, were common challenges facing the uninsured and Medicaid enrollees in
case study counties. Growing income inequality has been a long-standing problem in the US, drivenin
part by a stagnant federal minimum wage, slow wage growth for workers versus those in executive
positions, and the decline in unions.?> In 2019, the top 1 percent of US families owned 75 percent of US
wealth while the bottom 50 percent of families owned just 1 percent.?é Furthermore, there are large
disparities in economic security and wealth by race and ethnicity in the US, driven by institutional
policies that systemically exclude large segments of the population from economic opportunity.?’
Families with the lowest incomes often face tough decisions on how to spread their limited resources
around, and paying for nutritious foods and medical services may not always be possible. Research
shows that economic insecurity and racism have negative impacts on mental health and well-being and
negatively affect one’s ability to pursue higher education, purchase a home, start a business, or access
high-quality health care (Kopasker, Montagna, and Bender 2018; Rhode et al. 2016).28 Thus, examining
and eliminating racism and other structural barriers is necessary to help individuals and families achieve

greater economic security and, consequently, better health.

Recognizing and Eliminating Structural Barriers to Care while Addressing Potential
Unconscious Bias among Some Providers

In many ways, insights and experiences of our health and social services providers painted a compelling
picture of how structural barriers, such as lack of well-paid jobs or limited public transportation, affect
the ability of many pregnant women in their communities to thrive and deliver healthy babies. Yet, when
asked about the most important changes needed to improve birth outcomes, most key informants said
that women need better education about the importance of early and regular prenatal care.
Furthermore, many informants also expressed frustration about not being able to conduct outreach and

engage women in care and other supports more effectively.
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A focus on patient behavior may not be effective, as evidence shows that individuals face myriad
systemic and structural barriers to care. Though prenatal education is the primary support providers
can offer, these suggestions may also reflect unconscious bias among some providers. Negative
sentiments about patients can affect relationships between providers and patients, leading to mistrust
and miscommunication. A large national study found that about 1in 6 women in the US reported
experiencing some form of mistreatment during pregnancy or delivery, with women of color more likely
exposed to mistreatment than white women (Vedam et al. 2019). Recognizing and eliminating
unconscious bias in maternity care while refocusing attention on structural barriers can help more

women to have healthy pregnancies and healthy babies.?’

Engaging Medicaid Members to Identify Maternal Health Needs and Preferred
Solutions

Often missing in maternal and infant health efforts are the voices of pregnant and parenting women.
Including Medicaid members in developing and implementing interventions can be challenging unless
providers can invest time and resources to establish relationships and build trust with women and the
community-based organizations that serve them. A case in point is this study, in which, despite multiple
attempts and strategies, we were unable to effectively engage Medicaid-enrolled women and their local
service providers in our research. This experience highlights the importance of finding effective ways to
partner with communities in all efforts to improve health, from research to development,

implementation, and evaluation of solutions (Allen et al. 2021).

Conclusions

Maternal health and disparities in maternal and infant health outcomes reflect overall population health
and inequitable health care. Our conversations with health and social service providers who serve
Medicaid-covered and uninsured pregnant and postpartum women have been insightful, but not
surprising. Poverty and limited resources to meet one’s basic needs for food, shelter, transportation,
and health care pose challenges to families’ optimal health and well-being, including pregnant and
postpartum women and their infants. Reforming clinical approaches or improving the coverage and
access of maternity care services funded by Medicaid alone are not likely enough to improve health and
eradicate disparities in maternal and infant health outcomes in this country. Serious, systemic, and
large-scale changes are also needed at the local, state, and federal levels to address structural

inequalities and inequities in the United States.
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Appendix A. Methodology of North
Carolina Medicaid Perinatal Health
Bright Spots Analysis

Our quantitative Bright Spots analysis (Johnston et al., forthcoming) identified counties that
experienced better-than-expected or worse-than-expected birth outcomes among women enrolled in
NC Medicaid, on the basis of county-level socioeconomic, household, and health system characteristics.
Supplemental analysis of smaller counties identified those with better-than or worse-than-expected
outcomes among all births. From these findings, we selected six counties to investigate in greater detail
through qualitative case studies to better understand the factors affecting the health of moms and new

babies served by Medicaid in North Carolina.

Data

For this analysis, we use 2018 vital statistics Natality data accessed through the CDC WONDER online
database. This database uses birth certificate data to report on almost all live births to US residents
occurring within the United States. We compile county-level characteristics from the 2018
CDC/ATSDR Social Vulnerability Index, the 2018 American Community Survey, and the 2018 HRSA

Area Health Resources Files.

Analytic Sample

County-level birth data from CDC WONDER are available only for the 27 North Carolina counties with
at least 100,000 residents as of the 2010 Census. Our primary analytic sample is limited to these larger
counties and to births paid for by Medicaid and occurring in 2018. We analyze outcomes for all births
and separately for racial and ethnic groups. To include the 73 smaller North Carolina counties, we
conducted additional analysis of all births (not only births paid for by Medicaid) occurring in these

smaller counties in 2019.
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Outcomes

We look at three outcomes:

= the share of births that are preterm (before 37 weeks of pregnancy)
= the share of births that have low birth weight (less than 2,500 grams)

= the share of births for which the mother started prenatal care late (after the first three months

of pregnancy)

Because each outcome measured is a poor health outcome, a lower share is considered positive.

County Characteristics

We selected county characteristics that might indicate whether a county is more or less likely to have

the resources needed to help promote good health for moms and babies.

= Socioeconomic status
»  share of county residents living in poverty
»  share of county residents ages 16 and older who are unemployed
»  share of county residents ages 25 and older without a high school diploma

»  county per capitaincome

= Household characteristics
»  share of county residents ages 65 and older
»  share of county residents ages 17 and younger
»  share of county residents with a disability

»  share of households with a single parent and children under age 18

= Health system characteristics
»  the number of federally qualified health centers (FQHCs) per 1,000 county residents
»  the number of OB/GYNs, advanced practice nurse midwives, and family medicine provers
per 1,000 county residents

»  distance to the nearest county with a neonatal intensive care unit (NICU) in miles

Many other factors may impact the health of moms and babies covered by Medicaid. We do not

include measures of social determinants of health (such as access to housing, food, or transportation)
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because we plan to investigate how these factors differ across counties with better-than-expected and

worse-than-expected outcomes in our case studies.

Analysis

For each outcome, we use linear regression models to estimate the relationship between each county
characteristic and the outcome. We then use these values along with each county’s measured
characteristics to estimate the expected rate of the outcome for each county. We then compare the
expected outcome with the actual outcome to identify counties with better-than-expected and worse-
than-expected outcomes. We repeat this analysis for each outcome for all Medicaid births and for

Medicaid births to non-Hispanic Black, non-Hispanic white, and Hispanic women.

We selected two counties with better-than-expected outcomes and two with worse-than-expected
outcomes to study further in qualitative case studies, along with two smaller counties not included in
this analysis because they were not identifiable in the WONDER data. These case studies include key
informant interviews with community leaders and focus groups with community residents. Our goal is
to understand the community perspective for why their county is achieving better-than-expected or

worse-than-expected outcomes after accounting for the factors in the model.
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Appendix B. County Profiles

Bladen County

This profile summarizes 2018 Bladen County characteristics and key birth and pregnancy outcomes for

all births to Bladen County residents.

Bladen County Characteristics, 2018

= Rural county with 33,000 residents located in southeastern NC and home to Elizabethtown
= Economic characteristics

»  $21,000 per capita annual income

» 26 percent of county residents live below the federal poverty level°

» 7 percent unemployment rate

» 20 percent of county residents do not have a high school diploma

=  Birth characteristics
» 300 births®!
» 31 percent Black mothers?2
» 16 percent Hispanic mothers? 2
» 49 percent white mothers?
» 4 percent other mothers?

» 75 percent paid for by Medicaid

= Maternal health care system
» 35 miles from the nearest county with a neonatal intensive care unit (NICU)
» 0.18 maternal health care providers per 1,000 county residents

»  0.03federally qualified health centers per 1,000 county residents

Bladen County Birth and Pregnancy Outcomes for All Births, 2019

As described in Appendix A, we classified county outcomes as better than or worse than expected on

the basis of each county’s socioeconomic, household, and maternal health care system characteristics.32
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=  Bladen County had better-than-expected outcomes for
»  low birth weight for all births
»  preterm birth for births to Black and white mothers

»  low birth weight for births to Black and white mothers

Tables B.1 and B.2 present birth and pregnancy outcomes for births paid in Bladen County in 2019
as well as comparisons with North Carolina overall, other North Carolina counties, and Healthy People
2020 goals.

TABLEB.1
County and State Comparison of Birth and Pregnancy Outcomes for All Births, 2019

Bladen North Highest Lowest  Healthy People

County Carolina  county county 2020 goal
Preterm birth rate 9.9 10.6 17.3 5.9 9.4
Low birth weight rate 7.3 9.3 16.6 4.8 7.8
Rate of late prenatal care initiation 38.7 314 46.6 12.5 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate better-than-expected outcomes. Highest county and lowest county estimates are among the counties with at
least 100 births in 2019.

TABLEB.2
Birth and Pregnancy Outcomes for All Births, by Race and Ethnicity, 2019

Bladen North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birthrate
Black births 9.4 14.3 204 9.4 9.4
Hispanic births — 9.4 16.3 4.3 9.4
White births 7.6 9.5 15.8 5.8 9.4
Low birth weight rate
Black births 8.5 15.0 19.9 8.5 7.8
Hispanic births — 7.3 12.2 0.9 7.8
White births 7.1 7.4 12.8 5.0 7.8
Rate of late prenatal care initiation
Black births 425 38.0 57.6 184 15.2
Hispanic births - 42.6 72.9 24.1 15.2
White births 34.7 24.8 42.7 12.7 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate better-than-expected outcomes. Highest county and lowest county estimates are among the counties with at
least 100 births in 2019.

— = estimate is suppressed because of small sample size.
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Catawba County

This profile summarizes 2018 Catawba County characteristics and key birth and pregnancy outcomes

for Catawba County residents with births paid for by Medicaid.

Catawba County Characteristics, 2018

= Regional city or suburban county with 159,000 residents located in northwestern North
Carolina and home to Hickory and Catawba Valley Medical Center
= Economic characteristics
»  $27,000 per capita annual income
» 13 percent of county residents live below the federal poverty level3?
» 7 percent unemployment rate

» 15 percent of county residents do not have a high school diploma

= Race and ethnicity of county residents
» 9 percent Black
» 10 percent Hispanic
» 75 percent white

» 6 percent another or multiple races

=  Birth characteristics
» 1,700 births3
» 68 percent paid for by Medicaid
= 14 percent Black mothers?2
= 15 percent Hispanic mothers? 3
= 59 percent white mothers?

= 13 percent other mothers?

= Maternal health care system
»  Neonatal intensive care unit (NICU) at Catawba Valley Medical Center
»  0.49 maternal health care providers per 1,000 county residents

»  0.01federally qualified health centers per 1,000 county residents
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Catawba County Birth and Pregnancy Outcomes for Medicaid Births, 2018

As described in Appendix A, we classified county outcomes as better-than or worse-than expected on

the basis of each county’s socioeconomic, household, and maternal health care system characteristics.3®

= Catawba County had better-than-expected outcomes for
»  preterm birth and low birth weight for all Medicaid births
»  preterm birth for births to Black mothers
»  low birth weight for births to Black and white mothers

»  prenatal care initiation for Hispanic mothers

Tables B.3 and B.4 present birth and pregnancy outcomes for births paid for by Medicaid in
Catawba County in 2018 as well as comparisons to North Carolina overall, other North Carolina

counties, and Healthy People 2020 goals.

TABLEB.3
County and State Comparison of Birth and Pregnancy Outcomes for Medicaid Births, 2018

Catawba North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birth rate 10.5 118 15.5 9.2 9.4
Low birth weight rate 9.4 11.7 14.4 9.3 7.8
Rate of late prenatal care initiation 26.7 35.6 54.5 14.1 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate better-than-expected outcomes. Highest county and lowest county estimates are among the 27 North
Carolina counties with at least 100,000 residents in the 2010 Census.

TABLEB.4
Birth and Pregnancy Outcomes for Births Paid for by Medicaid, by Race and Ethnicity, 2018

Catawba North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birthrate
Black Medicaid births 10.1 13.8 184 9.7 9.4
Hispanic Medicaid births - 9.4 14.4 5.1 9.4
White Medicaid births 12.1 10.9 15.2 7.9 9.4
Low birth weight rate
Black Medicaid births 10.1 14.9 21.9 10.1 7.8
Hispanic Medicaid births 8.3 8.1 12.3 6.8 7.8
White Medicaid births 104 10.1 15.5 6.2 7.8
Rate of late prenatal care initiation
Black Medicaid births 25.7 39.1 57.3 16.0 15.2
Hispanic Medicaid births 28.1 38.7 56.7 11.8 15.2
White Medicaid births 25.3 30.0 51.3 14.4 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate better-than-expected outcomes. Highest county and lowest county estimates are among the counties with at
least 100 births in 2019. — = estimate is suppressed because of small sample size.
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Cumberland County

This profile summarizes 2018 Cumberland County characteristics and key birth and pregnancy

outcomes for Cumberland County residents with births paid for by Medicaid.

Cumberland County Characteristics, 2018

Regional city or suburban county with 332,000 residents located in southeastern North

Carolina and home to Fayetteville and one of four counties home to Fort Bragg

Economic characteristics

»  $24,000 per capita income

» 18 percent of county residents live below the federal poverty level3¢
» 9 percent unemployment rate

» 9 percent of county residents do not have a high school diploma

Race and ethnicity of county residents
» 37 percent Black

» 12 percent Hispanic

» 43 percent white

» 9 percent another or multiple races

Birth characteristics

» 5,500 births®”

» 47 percent paid for by Medicaid
= 54 percent Black mothers?2
= 12 percent Hispanic mothers??3
= 23 percent white mothers?

= 11 percent other mothers?

Maternal health care system
»  Neonatal intensive care unit (NICU) at Cape Fear Valley Medical Center
» 0.53 maternal health care providers per 1,000 county residents

»  0.01federally qualified health centers per 1,000 county residents
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Cumberland County Birth and Pregnancy Outcomes for Medicaid Births, 2018

As described in Appendix A, we classified county outcomes as better-than or worse-than-expected on

the basis of each county’s socioeconomic, household, and maternal health care system characteristics.3®

= Cumberland County had worse-than-expected outcomes for
»  preterm birth and low birth weight for all births
»  preterm birth for births to Hispanic mothers

»  low birth weight for births to Hispanic and white mothers

Tables 1 and 2 present birth and pregnancy outcomes for births paid for by Medicaid in Catawba
County in 2018 as well as comparisons to North Carolina overall, other North Carolina counties, and

Healthy People 2020 goals.

TABLE 1
County and State Comparison of Birth and Pregnancy Outcomes for Medicaid Births, 2018

Cumberland North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birth rate 14.4 118 15.5 9.2 9.4
Low birth weight rate 14.1 11.7 14.4 9.3 7.8
Rate of late prenatal care initiation 35.8 35.6 54.5 14.1 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate worse-than-expected outcomes. Highest county and lowest county estimates are among the 27 North
Carolina counties with at least 100,000 residents in the 2010 Census.

TABLE 2
Birth and Pregnancy Outcomes for Births Paid for by Medicaid, by Race and Ethnicity, 2018

Cumberland North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birthrate
Black Medicaid births 15.5 13.8 184 9.7 9.4
Hispanic Medicaid births 12.6 9.4 14.4 5.1 9.4
White Medicaid births 13.0 10.9 15.2 7.9 9.4
Low birth weight rate
Black Medicaid births 15.1 14.9 21.9 10.1 7.8
Hispanic Medicaid births 12.3 8.1 12.3 6.8 7.8
White Medicaid births 12.6 10.1 15.5 6.2 7.8
Rate of late prenatal care initiation
Black Medicaid births 25.8 39.1 57.3 16.0 15.2
Hispanic Medicaid births 36.5 38.7 56.7 11.8 15.2
White Medicaid births 33.9 30.0 51.3 14.4 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate worse-than-expected outcomes. Highest county and lowest county estimates are among the 27 North
Carolina counties with at least 100,000 residents in the 2010 Census.
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Halifax County

This profile summarizes 2018 Halifax County characteristics and key birth and pregnancy outcomes for

all births to Halifax County residents.

Halifax County Characteristics, 2018

Rural county with 51,000 residents located in Eastern North Carolina and home to Roanoke
Rapids

Economic characteristics

»  $21,000 per capita annual income

» 25 percent of county residents live below the federal poverty level®?

» 9 percent unemployment rate

» 23 percent of county residents do not have a high school diploma

Birth characteristics

» 500 births*

» 57 percent Black mothers?2

» 3 percent Hispanic mothers?3
» 35 percent white mothers?

» 4 percent other mothers?

» 80 percent paid for by Medicaid

Maternal health care system
» 57 miles to the nearest county with a neonatal intensive care unit (NICU)
» 0.26 maternal health care providers per 1,000 county residents

»  0.26 federally qualified health centers per 1,000 county residents

Halifax County Birth and Pregnancy Outcomes for All Births, 2019

As described in Appendix A, we classified county outcomes as better-than or worse-than-expected on

the basis of each county’s socioeconomic, household, and maternal health care system characteristics.**

Halifax County had worse-than-expected outcomes for
»  low birth weight for all births

»  preterm birth for births to white mothers
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»  low birth weight for births to Black and white mothers

Tables B.5 and B.6 present birth and pregnancy outcomes for births in Halifax County in 2019 as
well as comparisons to North Carolina overall, other North Carolina counties, and Healthy People 2020

goals.

TABLEB.5
County and State Comparison of Birth and Pregnancy Outcomes for All Births, 2019

Halifax North Highest Lowest  Healthy People

County Carolina  county county 2020 goal
Preterm birth rate 16.2 10.6 17.3 5.9 9.4
Low birth weight rate 16.6 9.3 16.6 4.8 7.8
Rate of late prenatal care initiation 27.4 314 46.6 12.5 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate worse-than-expected outcomes. Highest county and lowest county estimates are among the counties with at
least 100 births in 2019.

TABLEB.6
Birth and Pregnancy Outcomes for All Births, by Race and Ethnicity, 2019

Halifax North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birthrate
Black births 19.0 14.3 204 9.4 9.4
Hispanic births — 9.4 16.3 4.3 9.4
White births 13.2 9.5 15.8 5.8 9.4
Low birth weight rate
Black births 19.9 15.0 19.9 8.5 7.8
Hispanic births — 7.3 12.2 0.9 7.8
White births 12.6 7.4 12.8 5.0 7.8
Rate of late prenatal care initiation
Black births 32.9 38.0 57.6 184 15.2
Hispanic births - 42.6 72.9 24.1 15.2
White births 18.4 24.8 42.7 12.7 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate worse-than-expected outcomes. Highest county and lowest county estimates are among the counties with at
least 100 births in the race/ethnicity subgroup in 2019.

— estimate suppressed because of small sample size.
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Orange County

This profile summarizes 2018 Orange County characteristics and key birth and pregnancy outcomes for

Orange County residents with births paid for by Medicaid.

Orange County Characteristics, 2018

= Regional city or suburban county with 146,000 residents located in Northeastern North
Carolina and home to Chapel Hill, Carrboro, and UNC-Chapel Hill
=  Economic characteristics
»  $41,000 per capita annual income
» 13 percent of county residents live below the federal poverty level*?
» 4 percent unemployment rate

» 7 percent of county residents do not have a high school diploma

= Race and ethnicity of county residents
» 11 percent Black
» 9 percent Hispanic
» 69 percent white

» 12 percent another or multiple races

=  Birth characteristics
» 1,200 births*
» 42 percent paid for by Medicaid
= 30 percent Black mothers?2
= 18 percent Hispanic mothers??3
= 40 percent white mothers?

= 12 percent other mothers?

= Maternal health care system
»  Neonatal intensive care unit (NICU) at Children’s Health of Orange County Hospital
»  1.39 maternal health care providers per 1,000 county residents

»  0.01federally qualified health centers per 1,000 county residents
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Orange County Birth and Pregnancy Outcomes for Medicaid Births, 2018

As described in Appendix A, we classified county outcomes as better-than or worse-than-expected on

the basis of each county’s socioeconomic, household, and maternal health care system characteristics.**

=  Orange County had worse-than-expected outcomes for
»  preterm birth and prenatal care initiation for all Medicaid births

»  preterm birth for births to Black mothers
»  prenatal care initiation for Black, Hispanic, and white mothers

Tables B.7 and B.8 present birth and pregnancy outcomes for births paid for by Medicaid in Orange
County in 2018 as well as comparisons to North Carolina overall, other North Carolina counties, and

Healthy People 2020 goals.

TABLEB.7
County and State Comparison of Birth and Pregnancy Outcomes for Medicaid Births, 2018

Orange North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birth rate 12.4 118 15.5 9.2 9.4
Low birth weight rate 134 11.7 14.4 9.3 7.8
Rate of late prenatal care initiation 37.1 35.6 54.5 14.1 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate worse-than-expected outcomes. Highest county and lowest county estimates are among the 27 North
Carolina counties with at least 100,000 residents in the 2010 Census.

TABLEB.8
Birth and Pregnancy Outcomes for Births Paid for by Medicaid, by Race and Ethnicity, 2018

Orange North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birthrate
Black Medicaid births 16.9 13.8 184 9.7 9.4
Hispanic Medicaid births - 9.4 14.4 5.1 9.4
White Medicaid births 8.8 10.9 15.2 7.9 9.4
Low birth weight rate
Black Medicaid births 14.5 14.9 21.9 10.1 7.8
Hispanic Medicaid births — 8.1 12.3 6.8 7.8
White Medicaid births 12.3 10.1 15.5 6.2 7.8
Rate of late prenatal care initiation
Black Medicaid births 33.7 39.1 57.3 16.0 15.2
Hispanic Medicaid births 36.5 38.7 56.7 11.8 15.2
White Medicaid births 37.7 30.0 51.3 14.4 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate worse-than-expected outcomes. Highest county and lowest county estimates are among the 27 North
Carolina counties with at least 100,000 residents in the 2010 Census.

— estimate suppressed because of small sample size.
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Wayne County

This profile summarizes 2018 Wayne County characteristics and key birth and pregnancy outcomes for

Wayne County residents with births paid for by Medicaid.

Wayne County Characteristics, 2018

Rural county with 123,000 residents located in eastern North Carolina and home to Goldsboro,

Seymour Johnson Air Force Base, and Wayne UNC Health Care

Economic characteristics

»  $24,000 per capita annual income

» 21 percent of county residents live below the federal poverty level*
» 8 percent unemployment rate

» 16 percent of county residents do not have a high school diploma

Race and ethnicity of county residents
» 31 percent Black

» 12 percent Hispanic

» 23 percent white

» 4 percent another or multiple races

Birth characteristics

» 1,600 births*

» 64 percent paid for by Medicaid
= 45 percent Black mothers? 2
= 19 percent Hispanic mothers??3
= 33 percent white mothers??3

= 3 percent other mothers?

Maternal health care system
» 37 miles from the nearest county with a neonatal intensive care unit (NICU)
» 0.26 maternal health care providers per 1,000 county residents

»  0.05 federally qualified health centers per 1,000 county residents
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Wayne County Birth and Pregnancy Outcomes for Medicaid Births, 2018

As described in Appendix A, we classified county outcomes as better-than or worse-than-expected on

the basis of each county’s socioeconomic, household, and maternal health care system characteristics.*”

=  Wayne County had better-than-expected outcomes for
»  preterm birth, low birth weight, and prenatal care initiation for all Medicaid births
»  preterm birth for births to Hispanic and white mothers
»  low birth weight for births to Black and white mothers

»  prenatal care initiation for Black, Hispanic, and white mothers

Tables B.9 and B.10 present birth and pregnancy outcomes for births paid for by Medicaid in
Wayne County in 2018 as well as comparisons to North Carolina overall, other North Carolina counties,
and Healthy People 2020 goals.

TABLEB.9
County and State Comparison of Birth and Pregnancy Outcomes for Medicaid Births, 2018

Wayne North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birth rate 10.2 118 15.5 9.2 9.4
Low birth weight rate 114 11.7 14.4 9.3 7.8
Rate of late prenatal care initiation 34.3 35.6 54.5 14.1 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate better-than-expected outcomes. Highest county and lowest county estimates are among the 27 North
Carolina counties with at least 100,000 residents in the 2010 Census.

TABLEB.10
Birth and Pregnancy Outcomes for Births Paid for by Medicaid, by Race and Ethnicity, 2018

Wayne North Highest Lowest Healthy People

County Carolina county county 2020 goal
Preterm birthrate
Black Medicaid births 12.6 13.8 184 9.7 9.4
Hispanic Medicaid births 7.6 9.4 14.4 5.1 9.4
White Medicaid births 8.6 10.9 15.2 7.9 9.4
Low birth weight rate
Black Medicaid births 15.7 14.9 21.9 10.1 7.8
Hispanic Medicaid births 10.1 8.1 12.3 6.8 7.8
White Medicaid births 6.4 10.1 15.5 6.2 7.8
Rate of late prenatal care initiation
Black Medicaid births 37.6 39.1 57.3 16.0 15.2
Hispanic Medicaid births 36.6 38.7 56.7 11.8 15.2
White Medicaid births 39.9 30.0 51.3 14.4 15.2

Source: Authors’ analysis of 2018 vital statistics Natality data accessed through the CDC WONDER Online Database; 2021 North
Carolina County Health Data Book; 2018 CDC/ATSDR Social Vulnerability Index; 2018 American Community Survey; and 2018 HRSA
Area Health Resources Files.

Notes: Shaded cells indicate better-than-expected outcomes. Highest county and lowest county estimates are among the 27 North
Carolina counties with at least 100,000 residents in the 2010 Census. — estimate suppressed because of small sample size.
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Appendix C. Interview Protocol

Interviewee Background

1. Briefly describe the work your organization does and the responsibilities of your position.

a. How long have you been in this position? Are you also a resident of COUNTY?

b. [If not mentioned earlier] In what ways does your organization serve or support pregnant
women in COUNTY?

c. What language do you and your clients prefer to use when referring to pregnancy (e.g.,
pregnant women versus pregnant people)?

d. Inwhat ways does your organization serve or support new mothers and infants in
COUNTY?

e. Doesyour organization only serve residents of COUNTY or do you serve those in

neighboring counties, as well? If yes, can you name the counties?

Birth Outcomes

Note: Email a county-specific results handout to interviewees prior to the interview.

2. Aspart of this project, our research team analyzed outcomes among women and infants
covered by Medicaid in your county, which we shared via email. Have you had a chance to
review the results? We found COUNTY to have better-than-expected/worse-than-expected
rates of low birth weight/preterm birth/late initiation of prenatal care among Medicaid births
based on county socioeconomic, household, and health care system characteristics.

a. Whatisyour reaction to the rates of these outcomes in COUNTY? Are they expected?
Surprising?

b. Whatisyour reaction to how COUNTY’S results compare to Medicaid covered births
statewide and in other counties?

c. [If respondent had time to review outcomes beforehand] What do you think about birth
and pregnancy outcomes by race and ethnicity?

d. Howdoyou think these results compare with birth outcomes among women and

infants covered by private insurance? What makes you think that?
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Medicaid Enrollment

3. How easy or difficult is it for residents of COUNTY to enroll in the pregnancy Medicaid
program?
a. Areuninsured pregnant women generally aware they may be eligible for Medicaid
coverage for pregnancy? How do they typically find out?
b. How do pregnant people generally enroll in the program?
c.  What local resources are available to assist uninsured pregnant women in enrolling in
Medicaid coverage?
d. Do people enrolled in pregnancy Medicaid typically have insurance coverage prior to
their pregnancy?
e. What education is available to pregnant women to help them access and use benefits
available while pregnant?
f. How are women informed when their Medicaid coverage ends following birth?
4. How common is uninsurance among pregnant people in COUNTY?
a. What reasons are pregnant people uninsured (immigration status, income, unable to

enroll in Medicaid, etc.)?

Health and Health Care

5. Overall, how would you describe the overall health of COUNTY residents? What are the main
population health concerns in COUNTY (e.g., tobacco use, obesity, etc.)?
6. How would you characterize the overall health and health risks of women of childbearing age,
pregnant and postpartum women in COUNTY?
a. Isthe health of pregnant people with Medicaid in COUNTY similar to or different from
pregnant people overall?
b. What are some of the most common pregnancy-related conditions that you see in
pregnant women in COUNTY?
c.  What doyou think contributes to these health issues?
d. Haveyou observed differences in health status of pregnant people by race and
ethnicity?
7. What types of care are available to women with Medicaid benefitsin COUNTY or nearby (e.g.,
hospital, OB/GYN, midwife, birth center, doula, perinatal health workers, home visiting)?

a. How easy ordifficultis it to access perinatal care?
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b. For perinatal services not offered in COUNTY, which neighboring cities or counties do
people travel to get these services? How far do people have to travel to get care?

c. Howwould you rate the quality of perinatal care Medicaid members receive? What
makes you give this rating?

d. How easy or difficult is it to access behavioral health care, dental care, other specialty
care?

e. How would you rate the quality of these types of care for Medicaid members?

f. Haveyou observed any differences in access to and quality of perinatal services among
Medicaid-enrolled people by race/ethnicity?

8. What factors do you think contribute to delayed entry to prenatal care for people in COUNTY
with Medicaid paid deliveries? (e.g., delayed discovery of pregnancy, barriers to timely
enrollment in Medicaid, challenges accessing prenatal care)

9. What health care services are available to uninsured women who recently gave birth in
COUNTY? How easy or difficult is it to access these services? How would you rate the quality of

these services?

Social Needs and Services

10. What are some of the main unmet social needs among residents in COUNTY?

a. How are these needs similar or different among people enrolled in Medicaid?

b. What social needs are most common among pregnant and postpartum women who are
enrolled in Medicaid?

c. Haveyouobserved any differences in unmet social needs among Medicaid-enrolled
people by race/ethnicity?

11. What resources and assistance are available to address social needs of pregnant and
postpartum women enrolled in Medicaid in COUNTY?

a. How well do you think these resources meet the needs? What are the major gaps?

b. What would you say are the most commonly used resources?

c. Howdowomen learn about these resources? For example, do Medicaid health plans,
health care providers, or other service providers screen women for social needs? Are
plans and providers using NCCare360 to make referrals/connect people to social
services?

12. What types of education and emotional supports are available to pregnant and postpartum
women enrolled in Medicaid in COUNTY?
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a. Nutrition education

b. Mother’s self-care

c. Childbirth preparation

d. Newborn care/parenting classes

e. Lactation support

f. Domestic violence interventions

g. Momclubs, groups

h. Are any of these supports offered outside of the Medicaid program through

community organizations?
13. Are there any programs or initiatives in COUNTY to specifically support healthy pregnancies,
including addressing both health and social needs of women who are pregnant and postpartum?
a. What supports and services are available through these efforts?
b. Whois sponsoring these efforts?
c. How effective have they been in promoting the health of pregnant and postpartum

women?

Local Infrastructure and Environment

14. How would you describe the availability of or quality of key infrastructure and physical

environment in COUNTY in:

a. Education and employment opportunities
b. Housing

c. Food and nutrition

d. Transportation

Broadband internet
f. Recreation facilities
g. Crime and neighborhood safety
h. Environmental hazards
15. Inyour opinion, how, if at all, does the local infrastructure and environment we just discussed
affect the health and well-being of pregnant women in COUNTY?
16. Are there any other health, social, economic, or community factors we have not discussed yet

that you think affect the health of pregnant women and birth outcomes in COUNTY?
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Wrap-up

17.

18.

19.

20.

21.

22.

Is there anything unique about COUNTY that makes it a good [or not so good] place to be
pregnant and have a baby?

What do you think are the major strengths of COUNTY in supporting healthy pregnancies?
What are the major weaknesses or challenges?

Overall, what do you consider to be the most needed change to improve birth outcomes in
COUNTY?

What advice would you have for your county or state officials to improve birth outcomes in
COUNTY?

Who else should we reach out to in COUNTY to ask similar questions we discussed with you?
Specifically, we are looking to talk to health care providers, social service providers, advocates,
community leaders, and community-based organizations that serve pregnant and parenting
women.

We are also interested in hearing directly from pregnant and parenting women in COUNTY to
learn about their perspectives and experiences with health care and other community services
and resources or other factors that help them have healthy pregnancies. Do you have a

suggestion for an individual or organization that could help us organize a focus group?
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Notes

I While North Carolina has not expanded the Medicaid program as of April 2023, the state legislators reached a
deal in February 2023 to expand Medicaid by 2024. Gary D. Robertson, “N. Carolina Legislators Reach Medicaid
Expansion Deal,” AP News, March 2, 2023, https://apnews.com/article/medicaid-expansion-north-carolina-
agreement-legislature-237f261d1a4ac29a0d81481c3b745d81.

2 |n this report, we use “women” and “mothers” as shorthand for all people who might need pregnancy, birth, and
postpartum care. We recognize some people who become pregnant and give birth do not identify with these
terms, and we remain committed to using respectful, inclusive language.

3 In this report, we use the terms American Indian and Alaska Native, Black, and Hispanic. We recognize, however,
that these terms do not resonate with all people in these groups, and we remain committed to using respectful,
inclusive language.

4“Infant Mortality,” Centers for Disease Control and Prevention, accessed March 29, 2023,
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/infantmortality.htm#:~:text=About%20Infant%
20Mortality,-Infant%20mortality%20is&text=1n%202018%2C%20the%20infant%20mortality,the%20United
%20States%2C%202018.

5> “Maternal Mortality in North Carolina, United States,” America’s Health Rankings, accessed December 27, 2022,
https://www.americashealthrankings.org/explore/health-of-women-and-children/measure/maternal
_mortality_a/population/maternal_mortality_a_black/state/NC?edition-year=2019.

é“North Carolina,” National Center for Health Statistics, Centers for Disease Control and Prevention, accessed
December 27,2022, https://www.cdc.gov/nchs/pressroom/states/northcarolina/nc.htm.

7 The doula is trained to provide emotional, physical, and educational support to a woman during pregnancy;, in
childbirth, and after birth. Most often the term doula refers to the birth doula or labor support companion.
However, there are also antepartum doulas and postpartum doulas. Doulas can also be referred to as labor
companions, labor support specialists, labor support professionals, birth assistants, or labor assistants. For more
information, see “Having a Doula: What Are the Benefits?,” American Pregnancy Association,
https://americanpregnancy.org/healthy-pregnancy/labor-and-birth/having-a-doula/.

8 “Understanding Community Care of North Carolina,” North Carolina Institute of Medicine, https://nciom.org/wp-
content/uploads/2018/04/CCNC-Primer-FINAL-4-26-18.pdf.

? North Carolina Department of Health and Human Services, “NC Medicaid Managed Care to Launch Statewide on
July 1,” press release, June 30, 2021, https://www.ncdhhs.gov/news/press-releases/2021/06/30/nc-medicaid-
managed-care-launch-statewide-july-1.

10“Pregnancy Medical Home Transitioned to Pregnancy Management Program,” NC Medicaid, Division of Health
Benefits blog, October 19, 2021, https://medicaid.ncdhhs.gov/blog/2021/10/19/pregnancy-medical-home-
transitioned-pregnancy-management-program.

11 Preterm birth is defined as before 37 weeks, low birth weight is defined as less than 2,500 grams, and late
initiation of prenatal care is after the first trimester.

12While North Carolina has not expanded the Medicaid program as of May 2023, the state legislators reached a
deal in February 2023 to expand Medicaid by 2024. Gary D. Robertson, “N. Carolina Legislators Reach Medicaid
Expansion Deal,” AP News, March 2, 2023, https://apnews.com/article/medicaid-expansion-north-carolina-
agreement-legislature-237f261d1a4ac29a0d81481c3b745d81.

13 Associated Press, “Abortion Topical Guide,” AP Stylebook, https://www.apstylebook.com/topical_most_recent.
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https://apnews.com/article/medicaid-expansion-north-carolina-agreement-legislature-237f261d1a4ac29a0d81481c3b745d81
https://apnews.com/article/medicaid-expansion-north-carolina-agreement-legislature-237f261d1a4ac29a0d81481c3b745d81
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/infantmortality.htm#:%7E:text=About%20Infant%20Mortality,-Infant%20mortality%20is&text=In%202018%2C%20the%20infant%20mortality,the%20United%20States%2C%202018
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/infantmortality.htm#:%7E:text=About%20Infant%20Mortality,-Infant%20mortality%20is&text=In%202018%2C%20the%20infant%20mortality,the%20United%20States%2C%202018
https://www.cdc.gov/reproductivehealth/maternalinfanthealth/infantmortality.htm#:%7E:text=About%20Infant%20Mortality,-Infant%20mortality%20is&text=In%202018%2C%20the%20infant%20mortality,the%20United%20States%2C%202018
https://www.americashealthrankings.org/explore/health-of-women-and-children/measure/maternal_mortality_a/population/maternal_mortality_a_black/state/NC?edition-year=2019
https://www.americashealthrankings.org/explore/health-of-women-and-children/measure/maternal_mortality_a/population/maternal_mortality_a_black/state/NC?edition-year=2019
https://www.cdc.gov/nchs/pressroom/states/northcarolina/nc.htm
https://americanpregnancy.org/healthy-pregnancy/labor-and-birth/having-a-doula/
https://nciom.org/wp-content/uploads/2018/04/CCNC-Primer-FINAL-4-26-18.pdf
https://nciom.org/wp-content/uploads/2018/04/CCNC-Primer-FINAL-4-26-18.pdf
https://www.ncdhhs.gov/news/press-releases/2021/06/30/nc-medicaid-managed-care-launch-statewide-july-1
https://www.ncdhhs.gov/news/press-releases/2021/06/30/nc-medicaid-managed-care-launch-statewide-july-1
https://medicaid.ncdhhs.gov/blog/2021/10/19/pregnancy-medical-home-transitioned-pregnancy-management-program
https://medicaid.ncdhhs.gov/blog/2021/10/19/pregnancy-medical-home-transitioned-pregnancy-management-program
https://apnews.com/article/medicaid-expansion-north-carolina-agreement-legislature-237f261d1a4ac29a0d81481c3b745d81
https://apnews.com/article/medicaid-expansion-north-carolina-agreement-legislature-237f261d1a4ac29a0d81481c3b745d81
https://www.apstylebook.com/topical_most_recent

14 Data suggest that there are racial and ethnic disparities in health status and chronic disease prevalence in North
Carolina. See, for example, Luo and coauthors (2018) and NC DHHS (2018).

15 Partnership for Children and Families, http://www.pfcf.org/.
16 Wages, https://www.wagesnc.org/.

17“TCF Study Finds US Schools Underfunded by Nearly $150 Billion Annually,” Century Foundation,
announcement, July 22, 2020, https://tcf.org/content/about-tcf/tcf-study-finds-u-s-schools-underfunded-
nearly-150-billion-annually/; Juhohn Lee, “Why American Wages Haven’'t Grown Despite Increases in
Productivity,” CNBC web site, July 19, 2022, https://www.cnbc.com/2022/07/19/heres-how-labor-dynamism-
affects-wage-growth-in-america.html.

18 “Postpartum Coverage Extended to 12 Months for NC Medicaid Beneficiaries Beginning April 1,” North Carolina
Department of Health and Human Services, press release, March 31, 2022,
https://www.ncdhhs.gov/news/press-releases/2022/03/31/postpartum-coverage-extended-12-months-nc-
medicaid-beneficiaries-beginning-april-1.

19 Sheryl Gay Stolberg, “North Carolina Expands Medicaid after Republicans Abandon Their Opposition,” New York
Times, March 27, 20283, https://www.nytimes.com/2023/03/27/us/politics/north-carolina-medicaid-
expansion.html.

20 Tomas Guarnizo, “Doula Services in Medicaid: State Progress in 2022,” Say Ahhh! (blog), Center for Children and
Families, Georgetown University Health Policy Institute, June 2, 2022,
https://ccf.georgetown.edu/2022/06/02/doula-services-in-medicaid-state-progress-in-2022/.

21“QOur Philosophy of Care,” American College of Nurse Midwives, accessed April 9, 2022,
http://www.midwife.org/Our-Philosophy-of-Care.

22“\Women and Gender Health,” Institute for Medicaid Innovation, accessed April 21, 2023,
https://medicaidinnovation.org/womens-health/.

23 peter J. Cunningham, “Why Even Healthy Low-Income People Have Greater Health Risks Than Higher-Income
People,” Commonwealth Fund blog, September 27,2018,
https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks; Aric A.
Prather, “Stress Is a Key to Understanding Many Social Determinants of Health,” Forefront (blog), Health Affairs,
February 24, 2020, https://www.healthaffairs.org/do/10.1377/forefront.20200220.839562/.

24 “Healthy Opportunities Pilots,” North Carolina Department of Health and Human Services,
https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/healthy-opportunities-pilots.

25 “Income Inequality in the United States,” Inequality.org, https://inequality.org/facts/income-inequality/.

26 AnaHernandez Kent and Lowell R. Ricketts, “Has Wealth Inequality in America Changed over Time? Here Are
Key Statistics,” Open Vault (blog), Federal Reserve Bank of St. Louis, December 02, 2020,
https://www.stlouisfed.org/open-vault/2020/december/has-wealth-inequality-changed-over-time-key-
statistics.

27 Lisa Camner McKay, “How the Racial Wealth Gap Has Evolved—and Why It Persists,” Federal Reserve Bank of
Minneapolis blog, October 3, 2022, https://www.minneapolisfed.org/article/2022/how-the-racial-wealth-gap-
has-evolved-and-why-it-persists.

28 Joanne Lewsley and Rosie Slater, “What Are the Effects of Racism on Health and Mental Health?,” Medical News
Today, December 15, 2022, https://www.medicalnewstoday.com/articles/effects-of-racism#overview.
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https://www.wagesnc.org/
https://tcf.org/content/about-tcf/tcf-study-finds-u-s-schools-underfunded-nearly-150-billion-annually/
https://tcf.org/content/about-tcf/tcf-study-finds-u-s-schools-underfunded-nearly-150-billion-annually/
https://www.cnbc.com/2022/07/19/heres-how-labor-dynamism-affects-wage-growth-in-america.html
https://www.cnbc.com/2022/07/19/heres-how-labor-dynamism-affects-wage-growth-in-america.html
https://www.ncdhhs.gov/news/press-releases/2022/03/31/postpartum-coverage-extended-12-months-nc-medicaid-beneficiaries-beginning-april-1
https://www.ncdhhs.gov/news/press-releases/2022/03/31/postpartum-coverage-extended-12-months-nc-medicaid-beneficiaries-beginning-april-1
https://www.nytimes.com/2023/03/27/us/politics/north-carolina-medicaid-expansion.html
https://www.nytimes.com/2023/03/27/us/politics/north-carolina-medicaid-expansion.html
https://ccf.georgetown.edu/2022/06/02/doula-services-in-medicaid-state-progress-in-2022/
http://www.midwife.org/Our-Philosophy-of-Care
https://medicaidinnovation.org/womens-health/
https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks#:%7E:text=The%20health%20of%20people%20with,developing%20or%20worsening%20over%20time
https://www.healthaffairs.org/do/10.1377/forefront.20200220.839562/
https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/healthy-opportunities-pilots
https://inequality.org/facts/income-inequality/
https://www.stlouisfed.org/open-vault/2020/december/has-wealth-inequality-changed-over-time-key-statistics
https://www.stlouisfed.org/open-vault/2020/december/has-wealth-inequality-changed-over-time-key-statistics
https://www.minneapolisfed.org/article/2022/how-the-racial-wealth-gap-has-evolved-and-why-it-persists
https://www.minneapolisfed.org/article/2022/how-the-racial-wealth-gap-has-evolved-and-why-it-persists
https://www.medicalnewstoday.com/articles/effects-of-racism#overview

29 Kristin Gourlay, “Implicit Bias Hurts Maternal Health. This Training Can Help,” Health Equity blog, Blue Cross Blue
Shield, October 14, 2022, https://www.bcbs.com/the-health-of-america/healthequity/implicit-bias-hurts-
maternal-health-training-can-help.

30 The federal poverty level was defined as annual income of $27,750 for a family of four in 2022.
31Births in 2019

82 Characteristics include county-level measures of population, poverty, unemployment, education, single-parent
households, disability, age, per capitaincome, federally qualified health centers, OB/GYNs, advanced practice
nurse midwives, family medicine providers, and distance to a neonatal intensive care unit.

33 Federal poverty rate was defined as annual income of $27,750 for a family of four in 2022.
34 Births in 2019

35 Characteristics include county-level measures of population, poverty, unemployment, education, single-parent
households, disability, age, per capitaincome, federally qualified health centers, OB/GYNs, advanced practice
nurse midwives, family medicine providers, and distance to a neonatal intensive care unit.

36 Federal poverty rate was defined as annual income of $27,750 for a family of four in 2022.
37 Births in 2019

38 Characteristics include county-level measures of population, poverty, unemployment, education, single-parent
households, disability, age, per capitaincome, federally qualified health centers, OB/GYNs, advanced practice
nurse midwives, and family medicine providers, and distance to a neonatal intensive care unit.

39 Federal poverty rate was defined as annual income of $27,750 for a family of four in 2022.
40 Births in 2019

41 Characteristics include county-level measures of population, poverty, unemployment, education, single-parent
households, disability, age, per capitaincome, federally qualified health centers, OB/GYNs, advanced practice
nurse midwives, and family medicine providers, and distance to a neonatal intensive care unit.

42 Federal poverty rate was defined as annual income of $27,750 for a family of four in 2022.
43 Births in 2019

44 Characteristics include county-level measures of population, poverty, unemployment, education, single-parent
households, disability, age, per capitaincome, federally qualified health centers (FQHCs), OB/GYNs, advanced
practice nurse midwives, family medicine providers, and distance to a neonatal intensive care unit (NICU).

45 Federal poverty rate was defined as annual income of $27,750 for a family of four in 2022.
46 Births in 2019

47 Characteristics include county-level measures of population, poverty, unemployment, education, single-parent
households, disability, age, per capitaincome, federally qualified health centers (FQHCs), OB/GYNs, advanced
practice nurse midwives, and family medicine providers, and distance to a neonatal intensive care unit (NICU).

48 NOTES


https://www.bcbs.com/the-health-of-america/healthequity/implicit-bias-hurts-maternal-health-training-can-help
https://www.bcbs.com/the-health-of-america/healthequity/implicit-bias-hurts-maternal-health-training-can-help

References

Allen, Eva H., Jennifer M. Haley, Joshua Aarons, and DaQuan Lawrence. 2021. “Leveraging Community Expertise to
Advance Health Equity.” Washington, DC: Urban Institute.

Allen, Eva H., Emily M. Johnston, Brigette Courtot, Clara Alvarez Caraveo, Dulce Gonzalez, and Julia Long. 2022.
North Carolina Medicaid’s Transition to Risk-Based Managed Care: Findings from the Preimplementation Period.
Washington, DC: Urban Institute.

Alvarez Caraveo, Clara, and Emily M. Johnston. 2023. Perinatal Health among Medicaid Beneficiaries in North
Carolina, 2018. Washington, DC: Urban Institute.

Artiga, Samantha, Olivia Pham, Usha Ranji, and Kendal Orgera. 2020. “Medicaid Initiatives to Improve Maternal
and Infant Health and Address Racial Disparities.” San Francisco: Kaiser Family Foundation.

ASPE (Office of the assistant Secretary for Planning and Evaluation). 2012a. “Barriers to Immigrants’ Access to
Health and Human Services Programs.” Washington, DC: US Department of Health and Human Services.

———.2012b. “Promising Practices for Increasing Immigrants’ Access to Health and Human Services.” Washington,
DC: US Department of Health and Human Services.

Behrman, Richard E., Adrienne Stith Butler, and Institute of Medicine (US) Committee on Understanding Premature
Birth and Assuring Healthy Outcomes, eds. 2007. Preterm Birth: Causes, Consequences, and Prevention.
Washington, DC: National Academies Press.

Benatar, Sarah, A. Bowen Garrett, Embry Howell, and Ashley Palmer. 2013. “Midwifery Care at a Freestanding
Birth Center: A Safe and Effective Alternative to Conventional Maternity Care.” Health Services Research 48 (5):
1750—-68.

Braveman, Paula A,, Elaine Arkin, Dwayne Proctor, Tina Kauh, and Nicole Holm. 2022. “Systemic and Structural
Racism: Definitions, Examples, Health Damages, and Approaches to Dismantling.” Health Affairs 41 (2).

Cardona, Carolina, Neha Sahai Anand, Y. Natalia Alfonso, Jonathon P. Leider, J. Mac McCullough, Beth Resnick, and
David Bishai. 2021. “County Health Outcomes Linkage to County Spending on Social Services, Building
Infrastructure, and Law and Order.” SSM—Population Health 16: 100939.

Centers for Medicare and Medicaid Innovation. 2018. “Strong Start for Mothers and Newborns: Evaluation of Full
Performance Period.” Baltimore: Centers for Medicare and Medicaid Services.

Chaudry, Ajay, Karina Fortuny, and Juan Pedroza. 2014. “Improving Access of Low-Income Immigrant Families to
Health and Human Services.” Washington, DC: Urban Institute.

Dubay, Lisa, lan Hill, Bowen Garrett, Fredric Blavin, Emily M. Johnston, Embry Howell, Justin W. Morgan, et al.
2020. “Improving Birth Outcomes and Lowering Costs for Women on Medicaid: Impacts of ‘Strong Start for
Mothers and Newborns.” Health Affairs 39 (6): 1042—50.

Haley, Jennifer M., Dulce Gonzalez, and Genevieve M. Kenney. 2022. “Immigration Concerns Continued to Deter
Immigrant Families with Children from Safety Net Programs in 2021, Compounding Other Enrollment
Difficulties.” Washington, DC: Urban Institute.

Hill, Latoya, Samantha Artiga, and Usha Ranji. 2022. “Racial Disparities in Maternal and Infant Health: Current
Status and Efforts to Address Them.” San Francisco: Kaiser Family Foundation.

Hill, lan, Lisa Dubay, Brigette Courtot, Sarah Benatar, Bowen Garrett, Fred Blavin, Embry Howell, et al. 2018. Strong
Start for Mothers and Newborns Evaluation: Year 5 Project Synthesis, vol. 1, Cross-Cutting Findings. Washington, DC:
Urban Institute.

REFERENCES 49


https://www.urban.org/research/publication/leveraging-community-expertise-advance-health-equity
https://www.urban.org/research/publication/leveraging-community-expertise-advance-health-equity
https://www.urban.org/research/publication/north-carolina-medicaids-transition-risk-based-managed-care
https://www.urban.org/research/publication/perinatal-health-among-medicaid-beneficiaries-north-carolina-2018
https://www.urban.org/research/publication/perinatal-health-among-medicaid-beneficiaries-north-carolina-2018
https://www.kff.org/report-section/medicaid-initiatives-to-improve-maternal-and-infant-health-and-address-racial-disparities-issue-brief/
https://www.kff.org/report-section/medicaid-initiatives-to-improve-maternal-and-infant-health-and-address-racial-disparities-issue-brief/
https://aspe.hhs.gov/reports/barriers-immigrants-access-health-human-services-programs
https://aspe.hhs.gov/reports/barriers-immigrants-access-health-human-services-programs
https://aspe.hhs.gov/reports/promising-practices-increasing-immigrants-access-health-human-services
https://doi.org/10.17226/11622
https://doi.org/10.1111/1475-6773.12061
https://doi.org/10.1111/1475-6773.12061
https://www.healthaffairs.org/doi/10.1377/hlthaff.2021.01394
https://www.healthaffairs.org/doi/10.1377/hlthaff.2021.01394
https://www.sciencedirect.com/science/article/pii/S2352827321002056
https://www.sciencedirect.com/science/article/pii/S2352827321002056
https://innovation.cms.gov/files/reports/strongstart-prenatal-fg-finalevalrpt.pdf
https://innovation.cms.gov/files/reports/strongstart-prenatal-fg-finalevalrpt.pdf
https://www.urban.org/research/publication/improving-access-low-income-immigrant-families-health-and-human-services
https://www.urban.org/research/publication/improving-access-low-income-immigrant-families-health-and-human-services
https://doi.org/10.1377/hlthaff.2019.01042
https://doi.org/10.1377/hlthaff.2019.01042
https://www.urban.org/research/publication/immigration-concerns-continued-deter-immigrant-families-children-safety-net
https://www.urban.org/research/publication/immigration-concerns-continued-deter-immigrant-families-children-safety-net
https://www.urban.org/research/publication/immigration-concerns-continued-deter-immigrant-families-children-safety-net
https://www.kff.org/racial-equity-and-health-policy/issue-brief/racial-disparities-in-maternal-and-infant-health-current-status-and-efforts-to-address-them/
https://www.kff.org/racial-equity-and-health-policy/issue-brief/racial-disparities-in-maternal-and-infant-health-current-status-and-efforts-to-address-them/
https://innovation.cms.gov/files/cmmi/strongstart-prenatal-finalevalrpt-v1.pdf
https://innovation.cms.gov/files/cmmi/strongstart-prenatal-finalevalrpt-v1.pdf

Howell, Embry, Ashley Palmer, Sarah Benatar, and Bowen Garrett. 2014. “Potential Medicaid Cost Savings from
Maternity Care Based at a Freestanding Birth Center.” Medicare & Medicaid Research Review 4 (3): E1—E13.

Hoyert, Donna L. 2020. “Maternal Mortality Rates in the United States, 2019.” Atlanta, GA: Centers for Disease
Control and Prevention.

Institute for Medicaid Innovation. 2020. Improving Maternal Health Access, Coverage, and Outcomes in Medicaid.
Washington, DC: Institute for Medicaid Innovation.

Johnston, Emily M., Lisa Dubay, Clara Alvarez Caraveo, Julia Long, and Anuj Gangopadhyaya. Forthcoming. Bright
Spots for Perinatal Health in the Medicaid Program: Lessons Learned from North Carolina. Washington, DC: Urban
Institute.

Kenney, Genevieve M., Waidmann Timothy A., Laura Skopec L, and Eva H. Allen. 2019. “What Would It Take to
Reduce Inequities in Healthy Life Expectancy?” Washington, DC: Urban Institute.

Kopasker, Daniel, Catia Montagna, and Keith A. Bender. 2018. “Economic Insecurity: A Socioeconomic
Determinant of Mental Health.” SSM—Population Health 6: 184-194.

Kresge Foundation. 2015. “A Call for Action: Strengthening the Human Services Sector.” Troy, MI: Kresge
Foundation.

Luo, Huabin, Ronny A. Bell, Doyle M. Cummings, and Zhuo (Adam) Chen. 2018. “Diabetes Preventive Care Practices
in North Carolina, 2000-2015.” Preventing Chronic Disease 15.

NC DHHS (North Carolina Department of Health and Human Services). 2018. Racial and Ethnic Health Disparities in
North Carolina: North Carolina Health Equity Report 2018. Raleigh: NC DHHS.

———.2021.“North Carolina’s Medicaid Managed Care Quality Strategy.” Raleigh: NC DHHS.

NC Medicaid, Division of Health Benefits. 2018. “Program Guide: Management of High-Risk Pregnancies and At-
Risk Children in Managed Care.” Raleigh: North Carolina Department of Health and Human Services.

Paneth, Nigel S. 1995. “The Problem of Low Birth Weight.” Future of Children 5 (1): 19—34.

Petersen Emily E., Nicole L. Davis, David Goodman, Shanna Cox, Carla Syverson, Kristi Seed, Carrie Shapiro-
Mendoza, William M. Callaghan, and Wanda Barfield. 2019. “Racial/Ethnic Disparities in Pregnancy-Related
Deaths—United States, 2007-2016.” Morbidity and Mortality Weekly Report (MMWR) 68:762-765.

Pettiford, Belinda. 2021. “Maternal and Infant Mortality in North Carolina.” North Carolina Medical Journal 82 (3):
191—94.

Ranji, Usha, Ivette Gomez, Alina Salganicoff, Carrie Rosenzweig, Rebecca Kellenberg, and Kathy Gifford. 2022.
“Medicaid Coverage of Pregnancy-Related Services: Findings from a 2021 State Survey.” San Francisco: KFF.

Renfrew, Mary J., Alison McFadden, Maria Helena Bastos, James Campbell, Andrew Amos Channon, Ngai Fen
Cheung, Deborah Rachel Audebert Delage Silva, et al. 2014. “Midwifery and Quality Care: Findings from a New
Evidence-Informed Framework for Maternal and Newborn Care.” Lancet 384 (9948): 1129—45.

Rohde, Nicholas, K. K. Tang, Lars Osberg, and Prasada Rao. 2016. “The Effect of Economic Insecurity on Mental
Health: Recent Evidence from Australian Panel Data.” Social Science and Medicine 151: 250-58.

Sandall, Jane, Hora Soltani, Simon Gates, Andrew Shennan, Declan Devane, and Cochrane Pregnancy and
Childbirth Group. 2016. “Midwife-Led Continuity Models versus Other Models of Care for Childbearing
Women.” Cochrane Database of Systemic Reviews, no. 4, CD004667.

Searing, Adam, and Donna Cohen Ross. 2019. “Medicaid Expansion Fills Gaps in Maternal Health Coverage Leading
to Healthier Mothers and Babies.” Washington, DC: Center for Children and Families, Georgetown Health Policy
Institute.

50 REFERENCES


https://www.cms.gov/mmrr/Articles/A2014/MMRR2014_004_03_a06.html
https://www.cms.gov/mmrr/Articles/A2014/MMRR2014_004_03_a06.html
https://doi.org/10.15620/cdc:103855
https://maternalhealthlearning.org/wp-content/uploads/2020/11/2020-IMI-Improving_Maternal_Health_Access_Coverage_and_Outcomes-Report.pdf
https://www.urban.org/research/publication/what-would-it-take-reduce-inequities-healthy-life-expectancy
https://www.urban.org/research/publication/what-would-it-take-reduce-inequities-healthy-life-expectancy
https://doi.org/10.1016/j.ssmph.2018.09.006
https://doi.org/10.1016/j.ssmph.2018.09.006
https://kresge.org/resource/a-call-for-action-strengthening-the-human-services-sector/
https://www.cdc.gov/pcd/issues/2018/17_0316.htm
https://www.cdc.gov/pcd/issues/2018/17_0316.htm
https://schs.dph.ncdhhs.gov/SCHS/pdf/MinorityHealthReport_Web_2018.pdf
https://schs.dph.ncdhhs.gov/SCHS/pdf/MinorityHealthReport_Web_2018.pdf
https://medicaid.ncdhhs.gov/media/9968/download?attachment
https://files.nc.gov/ncdma/documents/Providers/Programs_Services/care_management/Program-Guide-High-Risk-Pregnancy-and-At-Risk-Children-11072018.pdf
https://files.nc.gov/ncdma/documents/Providers/Programs_Services/care_management/Program-Guide-High-Risk-Pregnancy-and-At-Risk-Children-11072018.pdf
http://dx.doi.org/10.15585/mmwr.mm6835a3
http://dx.doi.org/10.15585/mmwr.mm6835a3
https://www.kff.org/report-section/medicaid-coverage-of-pregnancy-related-services-findings-from-a-2021-state-survey-report/
https://doi.org/10.1016/S0140-6736(14)60789-3
https://doi.org/10.1016/S0140-6736(14)60789-3
https://doi.org/10.1016/j.socscimed.2015.12.014
https://doi.org/10.1016/j.socscimed.2015.12.014
https://dx.doi.org/10.1002%2F14651858.CD004667.pub5
https://dx.doi.org/10.1002%2F14651858.CD004667.pub5
https://ccf.georgetown.edu/wp-content/uploads/2019/05/Maternal-Health-3a.pdf
https://ccf.georgetown.edu/wp-content/uploads/2019/05/Maternal-Health-3a.pdf

TFAH (Trust for America’s Health). 2020. “The Impact of Chronic Underfunding on America’s Public Health System:
Trends, Risks, and Recommendations.” Washington, DC: TFAH.

Tikkanen, Roosa, Munira Z. Gunja, Molly Fitzgerald, and Laurie Zephyrin. 2020. “Maternal Mortality and Maternity
Carein the United States Compared to 10 Other Developed Countries.” New York: Commonwealth Fund.

Vedam, Saraswathi, Katherin Stoll, Tanya Khemet Taiwo, Nicholas Rubashkin, Melissa Cheyney, Nan Strauss,
Monica McLemore, et al. 2019. “The Giving Voice to Mothers Study: Inequity and Mistreatment during
Pregnancy and Childbirth in the United States.” Reproductive Health 16:77.

REFERENCES 51


https://www.tfah.org/report-details/funding-report-2022/
https://www.tfah.org/report-details/funding-report-2022/
https://doi.org/10.26099/411v-9255
https://doi.org/10.26099/411v-9255
https://doi.org/10.1186/s12978-019-0729-2
https://doi.org/10.1186/s12978-019-0729-2

About the Authors

Eva H. Allen is a senior research associate in the Urban Institute’s Health Policy Center, where her work
focuses on the effects of Medicaid policies and initiatives on marginalized populations, including people
with chronic physical and mental health conditions, pregnant and postpartum women, and people with
substance use disorders. Allen has played a key role in several federal demonstration evaluations, as
well as research projects on a range of topics, including opioid use disorder and treatment, health care

workforce development, and health equity.

Emily M. Johnston is a senior research associate in the Health Policy Center. She studies health
insurance coverage, access to care, Medicaid policy, reproductive health, and maternal and infant
health, with a focus on the effects of state and federal policies on the health and well-being of women

and families.

Alaisha Verdeflor is a research analyst in the Health Policy Center. Since joining Urban, Verdeflor has
used qualitative and community-engaged methods in projects focused on expanding vaccine access
among adults, managed-care implementation in Medicaid, and health equity. Before joining Urban, they
worked as a community health worker and as a policy and community engagement assistant as part of
the Drexel University Urban Health Collaborative. Verdeflor holds a bachelor’s degree in public health

from Rutgers University and a master’s degree in public health from Drexel University.

JuliaLong is aresearch assistant in the Health Policy Center, where her primary research focus is health
access and affordability for children and families. Her work has involved a range of research topics,
including the COVID-19 pandemic’s effects on low-income families, workforce diversity, and rural

health. Long holds a BSPH in health policy from the University of North Carolina at Chapel Hill.

52 ABOUT THE AUTHORS



STATEMENT OF INDEPENDENCE

The Urban Institute strives to meet the highest standards of integrity and quality in its research and analyses and in
the evidence-based policy recommendations offered by its researchers and experts. We believe that operating
consistent with the values of independence, rigor, and transparency is essential to maintaining those standards. As
an organization, the Urban Institute does not take positions onissues, but it does empower and support its experts
in sharing their own evidence-based views and policy recommendations that have been shaped by scholarship.
Funders do not determine our research findings or the insights and recommendations of our experts. Urban
scholars and experts are expected to be objective and follow the evidence wherever it may lead.



- ITNSTITWUTE -ELEVATE - -THE - -DEBATE

500 L’Enfant Plaza SW
Washington, DC 20024

www.urban.org



	Acknowledgments
	Executive Summary
	Challenges to Maternal Health
	Supports for Maternal Health
	Policy Implications

	Community Health IsMaternal Health
	Methods
	County Selection Process
	Key Informant Interviews
	Limitations

	Findings
	Challenges to Maternal and Infant Health
	INCONSISTENT ACCESS TO HEALTH INSURANCE COVERAGE 
	HIGH UNMET SOCIAL NEEDS AND INADEQUATE COMMUNITY RESOURCES AND INFRASTRUCTURE 
	LIMITED ACCESS TO HEALTH CARE SERVICES AND POOR POPULATION HEALTH 

	Supports for Maternal Health
	ACCESS TO QUALITY AND CONTINUOUS MATERNITY CARE 
	CONNECTIONS TO SOCIAL SERVICES AND CARE COORDINATION 
	COLLABORATIVE COMMUNITY DYNAMICS AND EXTENDED SOCIAL SUPPORTS 
	OTHER SUPPORTS THAT ARE NEEDED 


	Discussion and Policy Implications
	Implementing Medicaid Policies to Expand Eligibility and Improve Quality of Care
	Improving Access to Midwifery Model of Care
	Investing in Public Health and the Social Sector 
	Examining and Working to Eliminate Economic Inequality and Racial Inequity 
	Recognizing and Eliminating Structural Barriers to Care while Addressing Potential Unconscious Bias among Some Providers
	Engaging Medicaid Members to Identify Maternal Health Needs and Preferred Solutions

	Conclusions

	Appendix A. Methodology of North Carolina Medicaid Perinatal Health Bright Spots Analysis
	Data
	Analytic Sample
	Outcomes
	County Characteristics
	Analysis

	Appendix B. County Profiles
	Bladen County
	Bladen County Characteristics, 2018
	Bladen County Birth and Pregnancy Outcomes for All Births, 2019

	Catawba County
	Catawba County Characteristics, 2018
	Catawba County Birth and Pregnancy Outcomes for Medicaid Births, 2018

	Cumberland County
	Cumberland County Characteristics, 2018
	Cumberland County Birth and Pregnancy Outcomes for Medicaid Births, 2018

	Halifax County
	Halifax County Characteristics, 2018
	Halifax County Birth and Pregnancy Outcomes for All Births, 2019

	Orange County
	Orange County Characteristics, 2018
	Orange County Birth and Pregnancy Outcomes for Medicaid Births, 2018

	Wayne County
	Wayne County Characteristics, 2018
	Wayne County Birth and Pregnancy Outcomes for Medicaid Births, 2018


	Appendix C. Interview Protocol
	Interviewee Background
	Birth Outcomes
	Medicaid Enrollment 
	Health and Health Care
	Social Needs and Services
	Local Infrastructure and Environment 
	Wrap-up

	Notes
	References
	About the Authors

