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Medicaid and the Children’s Health Insurance Program (CHIP) are key sources of health
insurance coverage for pregnant and postpartum women,! covering over 4 in 10 of all
births in the US (CMS 2024a). States must provide women who are enrolled in the
programs continuous coverage throughout pregnancy, delivery, and at least 60 days
postpartum, regardless of changes in income and without requiring eligibility
redetermination.? Moreover, in the 49 states plus the District of Columbia that have
extended postpartum coverage, the continuous coverage period lasts for a full year
after the end of pregnancy.2 Although many pregnant and postpartum Medicaid
enrollees are enrolled in a pregnancy-related eligibility pathway, some have coverage
through other eligibility pathways, including the Affordable Care Act (ACA) expansion
category. The 2025 budget reconciliation law, the One Big Beautiful Bill Act (OBBBA),
introduced changes to Medicaid expansion coverage scheduled to begin in January
2027, requiring that expansion enrollees and applicants satisfy new work requirements
and undergo more frequent eligibility redeterminations.? Although the law exempts
pregnant and postpartum women enrolled in the ACA expansion pathway from

OBBBA'’s work requirements, and pregnant and postpartum women are not subject to
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semiannual eligibility checks because of pregnancy- and postpartum-related continuous
coverage requirements, they could still be at risk of disenrollment if, in practice, state
Medicaid agencies inadvertently subject them to the work requirements or semiannual
redeterminations. Loss of coverage for pregnant and postpartum women could, in turn,
compromise their health and health care access and cause financial and emotional
hardship for them and their families.

In this brief, we assess how many pregnant and postpartum women may be at risk of coverage
losses under OBBBA, analyzing 2022 Medicaid claims data from 36 of the 37 states (including DC) that
had expanded coverage under the ACA by 2022.> We also draw on existing literature and stakeholder
interviews with Medicaid policy experts, maternal health advocates, and state Medicaid officials to
identify challenges states may face in ensuring continuous coverage for pregnant and postpartum
enrollees under OBBBA, as well as potential solutions.®

Our key findings are as follows:

= Among Medicaid enrollees who gave birth in 36 expansion states in 2022, 15.6 percent, or over
137,000 individuals, were in the ACA expansion category during the month they delivered, and
15.9 percent were in the expansion category six months following delivery. This share was even
higher six months prior to delivery (23.8 percent in the expansion category).

= Theshare of enrollees in the expansion category during and after pregnancy varied
considerably across expansion states. For instance, during the month of delivery, the share
ranged from below 3 percent in Rhode Island (2.7 percent) and Utah (0.9 percent) to nearly 40
percent or higher in Louisiana (39.9 percent) and Montana (43.0 percent).

»  Enrollees in California, Kentucky, Louisiana, New York, and Pennsylvania represented
nearly half of all enrollees in the expansion category during the month of delivery.

= Historically, states have not needed to proactively track pregnancy among expansion enrollees,
which could hinder their ability to automatically exempt pregnant and postpartum women from
OBBBA'’s work requirements and more-frequent redeterminations. States also currently lack
guidance from the Centers for Medicare & Medicaid Services (CMS) on how to ensure that
pregnant and postpartum women do not inadvertently become subject to work requirements
and semiannual eligibility checks.

The following actions and strategies could help Medicaid programs ensure continuous coverage of
pregnant and postpartum expansion enrollees under OBBBA:

= State Medicaid agencies could make timely use of claims and encounter data to identify
enrollees with pregnancy-related exemptions from work requirements, such as by requiring
managed care plans to submit encounter data within a certain number of days and report
pregnancy status directly to the agency.
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= States could increase their rates of ex parte renewals and improve renewal processes, including
by ensuring that enrollees can self-report pregnancy or postpartum status during renewal.

= State agencies could educate enrollees, providers, and other key maternal health stakeholders
about OBBBA'’s changes to Medicaid eligibility and pregnant and postpartum women'’s
entitlement to continuous coverage in Medicaid without semiannual redeterminations and
their exemption from work requirements.

= CMScould release guidance on how states can ensure continuous coverage of pregnant and
postpartum enrollees, such as under what conditions states may automatically transition
pregnant and postpartum enrollees to the pregnancy eligibility category to eliminate the need
for establishing exemptions from work requirements and suspending renewals during the
perinatal period.”

= CMScould also update state enrollment reporting requirements to add timely public reporting
on how OBBBA eligibility and redetermination processes are affecting enrollment and
disenrollment, including reporting on pregnancy-related and postpartum exemptions from
work requirements and enrollment changes among pregnant and postpartum women and other
vulnerable populations.

Our findings suggest that pregnant and postpartum women with expansion coverage could be at
risk of inappropriate disenrollment from Medicaid as work requirements and semiannual
redeterminations become effective on January 1, 2027, which could threaten their coverage and access
to health care during a crucial period in their lives. The following sections provide background about
Medicaid coverage for pregnant and postpartum women and the relevant changes under OBBBA,
describe our data and methods, present findings from our analysis of Medicaid claims data and from key
informant interviews, and highlight strategies policymakers and maternal health stakeholders could
consider to ensure continuous coverage of pregnant and postpartum women under OBBBA.

Background

Medicaid’s Role During Pregnancy and the Postpartum Period

Pregnancy-related Medicaid/CHIP income eligibility is higher than other eligibility pathways for
parents or other adults,® with amedian upper-income limit of 213 percent of the federal poverty level
(FPL) compared with a median of 138 percent of FPL for adults in states that have adopted the ACA
Medicaid expansion and a median of 29 percent of FPL for adults in nonexpansion states (Brooks et al.
2025).7 In addition, pregnant and postpartum women who qualify for Medicaid/CHIP are entitled to
continuous coverage throughout the perinatal period. Since 1990, legislation has required that states
provide continuous coverage for women throughout pregnancy and through the 60-day postpartum
period, regardless of changes in income or assets.’® More recent federal legislation allows states to
extend postpartum Medicaid/CHIP for a full year after the end of pregnancy for people who were
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enrolled while pregnant.t! Forty-nine states and the District of Columbia have adopted the postpartum
extension as of March 2026.12

Medicaid programs enroll beneficiaries into different eligibility categories based on their
characteristics and income.'® Major eligibility categories include children, pregnant women, parents,
people with disabilities, low-income elderly people, and the ACA expansion for low-income adults.
Women who identify their pregnancy when applying for coverage should be enrolled in the pregnancy-
related eligibility category, but states are not required to change an enrollee’s eligibility category when
a person already enrolled in Medicaid under a different eligibility category becomes pregnant.** Some
states redetermine eligibility pathways when they become aware of enrollees’ pregnancy and move
them into the pregnancy-related pathway, which could provide them with more comprehensive
benefits, such as dental coverage.!®> Depending on the extent of data lags and other processes for
identifying pregnancy, these transitions to the pregnancy category could occur at any point during
pregnancy, at delivery, or during the postpartum period. Other states may choose to keep pregnant
enrollees in their existing eligibility group, potentially because a pregnancy-triggered eligibility review
could pose arisk of disenrollment and, in the case of the expansion category, because ACA expansion
enrollees are eligible for enhanced federal matching payments relative to other eligibility pathways.
CMS guidance indicates that either approach is permissible as long as states ensure continuous
coverage and full pregnancy-related benefits for pregnant and postpartum enrollees, regardless of
coverage pathway.1¢

States vary intheir approaches to transitioning pregnant and postpartum enrollees between
eligibility categories. A recent analysis of 2018 data across both expansion and nonexpansion states
revealed that just over half (56.2 percent) of all Medicaid/CHIP-covered births were to individuals
enrolled in pregnancy-related pathways, with the remainder enrolled in the parental category (29.5
percent), Medicaid expansion (8.2 percent), and other categories (6.1 percent) (Gordon et al. 2025).
Furthermore, the study found considerable variation among the ACA expansion states in the share of
2018 births to enrollees in the Medicaid expansion category, ranging from 1.3 percent in Massachusetts
to nearly half (49.3 percent) in Montana (Gordon et al. 2025).

Policy Changes Under OBBBA for ACA Medicaid Expansion Coverage

As described above, the 2025 budget reconciliation legislation introduced new semiannual
redeterminations and work requirements for enrollees and applicants in the ACA expansion eligibility
category (as well as some enrollees in nonexpansion states like Georgia and Wisconsin who adopted
limited expansions through waiver programs) starting January 1, 2027.7 Under OBBBA, expansion
coverage will be restricted to those who are identified as working or performing other qualifying
activities at least 80 hours per month, unless they are exempt based on characteristics such as medical
frailty, parenting children younger than age 14, pregnancy, or being eligible for postpartum coverage. In
addition, OBBBA mandates eligibility redeterminations every six months for all expansion enrollees,
effective January 1, 2027, in place of the annual redeterminations that were previously required for
nonpregnant, nondisabled adults. Work requirements and more frequent eligibility redeterminations
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are anticipated to lead to declines in Medicaid expansion enrollment (Buettgens et al. 2026a, 2026b).
Prior research has identified the importance of states using existing data sources (such as those related
to earnings and medical conditions) to automatically deem enrollees compliant or exempt to minimize
the number of enrollees who would have to take action to prove their compliance or exemption, which
places them at a high risk of disenrollment (Karpman et al. 2025). More frequent redeterminations also
pose arisk of procedural disenrollment because of issues like difficulty reaching enrollees and
administrative issues, such as missing paperwork or missed deadlines.'®

As noted, the OBBBA statute exempts pregnant women and those eligible for postpartum coverage
from the work requirement. Though the legislation does not list exceptions to semiannual
redeterminations, pregnant and postpartum enrollees are entitled to continuous coverage throughout
pregnancy and the postpartum period under preexisting laws.'? Nevertheless, expansion enrollees who
are pregnant and postpartum are at risk of coverage loss under both of these provisions if they are not
promptly identified as such in state data systems and flagged as exempt or moved to pregnancy-related
or parental eligibility categories.?°

Data and Methods

Medicaid Claims Data Analysis

We used data from the 2021-2023 T-MSIS Analytic Files (TAF), which contain standardized enrollment
and eligibility records, demographic characteristics, and claims and encounter records for all
Medicaid/CHIP enrollees in all states. Following prior literature, we identified enrollees with live-birth
deliveries covered by Medicaid in 2022 (Auty et al. 2024). For each enrollee, we observed their
Medicaid enrollment status and eligibility group code during the month of delivery, as well as six months
prior to delivery and six months following delivery. We classified eligibility group codes into five
categories: expansion, pregnancy, parent, other eligibility category (including enrollees with births
covered by CHIP), and not enrolled.?!

Our analytic sample included enrollees with 2022 deliveries in 36 states that had adopted ACA
Medicaid expansion as of January 2021 (lllinois was excluded because of previously documented
eligibility group code data quality issues).?2 We calculated the number and share of enrollees in each
eligibility category during three perinatal time periods: six months prior to delivery, the month of
delivery, and six months following delivery. We assessed state variation in the share of enrollees in the
expansion category at each time period, and we tabulated the characteristics of enrollees in the
expansion category, including age group (based on age at delivery), rurality (defined according to zip
code of residence at delivery),?® and diagnosed health conditions or complications during
pregnancy/birth. These conditions and complications were limited to diagnosed issues recorded on
claims within six months leading up to or during delivery and included preexisting (nongestational)
hypertension, diabetes, or obesity; behavioral health conditions (substance use disorder,
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anxiety/depression/mood disorders, and other mental/behavioral health conditions); preterm birth;
cesarean section; and other pregnancy/delivery complications (Smith et al. 2025).

Key Informant Interviews

In January and February 2026, we conducted six semistructured interviews with 11 key informants and
exchanged email correspondence with one additional informant representing Medicaid policy experts,
maternal health advocates, and state Medicaid eligibility officials to explore policies and practices
guiding pregnancy and postpartum coverage for Medicaid enrollees in the expansion category. Topics
included data sources and systems states are or could be using to identify pregnant enrollees in the
expansion category, policies and procedures for transitioning pregnant and postpartum enrollees into
the pregnancy-related eligibility category, implementation of postpartum extensions, states’ plans for
implementing OBBBA work requirements and semiannual eligibility checks, and information gaps and
research needs to monitor implementation of OBBBA and its effects on pregnant and postpartum
individuals. We then conducted a thematic analysis of the interview notes to identify common themes
and key insights. We also reviewed available CMS guidance and policy materials related to pregnancy
and postpartum coverage in Medicaid and CHIP.

Limitations

The findings from our analysis of TAF data reflect eligibility patterns for enrollees with Medicaid-paid
deliveries in 2022, as this was the most recent year TAF data are available to observe enrollees through
12 months postpartum. However, patterns from this study period may not represent what we could
expect to see for deliveries in 2027, when OBBBA work requirements and semiannual redeterminations
take effect. For example, the COVID-19 public health emergency’s continuous coverage provision,
which prohibited states from disenrolling enrollees between early 2020 and early 2023, was still in
effect during our study period, so some states may not have moved enrollees across eligibility
categories in the same way that they would have absent the continuous coverage provision. Thus, the
distribution of pregnant and postpartum enrollees across eligibility categories may not reflect patterns
observed in atypical year. It is also possible that, absent the continuous coverage requirement, some
enrollees would have lost their eligibility and therefore been disenrolled. However, prior analyses of
2018 deliveries (before the continuous coverage requirement) showed similar shares of enrollees in the
expansion category during the delivery month as we find in 2022 (Gordon et al. 2025). In addition,
eligibility category patterns in our data during the postpartum period may not reflect future patterns
because many states’ 12-month postpartum extensions were taking effect on a rolling basis during our
study period, which may impact the way states handle eligibility redeterminations and eligibility
categorizations for postpartum enrollees in the future. For example, under the extensions, states may
automatically keep enrollees in the pregnancy pathway through the end of their 12th postpartum
month, which could reduce the number of postpartum enrollees in the expansion category at six months
following delivery relative to what we found in this analysis.
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Second, we likely underestimate the number of pregnant and postpartum expansion enrollees for
several reasons. Our analysis omits expansion enrollees in the four states (Missouri, North Carolina,
Oklahoma, and South Dakota) that expanded Medicaid after January 2021, and, as noted above, we
exclude lllinois because of data quality concerns. Additionally, our analysis only includes deliveries with
live births; however, OBBBA'’s exemptions and pregnancy and postpartum coverage protections would
also apply to pregnant and postpartum enrollees without a live birth. We also do not assess Medicaid
enrollment for waiver enrollees in states like Wisconsin and Georgia, who will likely be subject to work
requirements, though CMS has not yet publicly indicated to which enrollees in states with limited
expansion through waivers the requirements will apply (Meuse 2025).24

Finally, the quality of the TAF data varies across states and years.?® In three of the included study
states—the District of Columbia, Hawaii, and New Jersey—the number of Medicaid-covered deliveries
that we identified in the TAF varied by more than 20 percent from natality data published by the
Centers for Disease Control and Prevention on the number of Medicaid-paid deliveries; results for
these states should be interpreted with caution. Our measures of physical and behavioral health
conditions, as well as pregnancy/birth complications, are limited to those that are observable on claims
during pregnancy or delivery and likely understate underlying health needs among the population.

In the qualitative analysis, we interviewed a limited number of key informants and, as such, some
important insights may be missing.

Findings

One in Seven Medicaid-Covered Live Births in Expansion States in 2022 Were to
Expansion Enrollees

We identified 878,214 enrollees with Medicaid-covered live births in 2022 in the 36 expansion states
(including the District of Columbia) we analyzed. Figure 1 depicts the shares of enrollees in each
eligibility category six months before delivery, during the month of delivery, and six months after
delivery. Six months prior to delivery, 23.8 percent of all pregnant Medicaid enrollees were in the
expansion category. During the month of delivery, 15.6 percent were in the expansion category. Six
months following delivery, 15.9 percent of postpartum enrollees were in the expansion category.

These patterns suggest significant movement of enrollees between eligibility categories over the
perinatal period. But they also indicate that, in 2022, 137,008 individuals (i.e., 15.6 percent of 878,214
enrollees) gave birth as expansion enrollees in these 36 states. This suggests that many pregnant and
postpartum women could be at risk of coverage loss if they are not automatically exempted from work
requirements and become subject to semiannual redeterminations under OBBBA.
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FIGURE 1
Eligibility Categories Before, During, and After Delivery Among Medicaid Enrollees
in Expansion States, 2022
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Source: Authors’ analysis of T-MSIS data in 36 expansion states (including the District of Columbia).
Notes: Sample includes 878,214 enrollees with a Medicaid/CHIP-covered live birthin 2022 in 36 states that had adopted the
Affordable Care Act Medicaid expansions as of 2021.

The Share of Pregnant and Postpartum Enrollees in the Expansion Eligibility
Category Varied Widely Across States

The share of enrollees in the expansion category at six months prior, in the month of, and six months
after delivery varied considerably across states. Figure 2 depicts this variation for the month of delivery.
During the month of delivery, the share of pregnant enrollees in the expansion category was below 3
percent in Rhode Island (2.7 percent) and Utah (0.9 percent) and below 10 percent in another 11
expansion states. In 12 states, the share of enrollees in the expansion category was over 20 percent, and
the share was over 30 percent in five states: Montana (43.0 percent), Louisiana (39.9 percent),
Kentucky (35.8 percent), Vermont (32.3 percent), and Oregon (31.7 percent).
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FIGURE 2

Share of Medicaid Enrollees in the ACA Expansion Eligibility Category During the
Month of Delivery, by State, 2022
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Source: Authors’ analysis of T-MSIS data in 36 expansion states (including the District of Columbia).
Notes: ACA = Affordable Care Act. Sample includes 878,214 enrollees with a Medicaid/CHIP-covered live birth in 2022. ~State
has potential data quality issues; results should be interpreted with caution.
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Similar to the month of delivery, states varied considerably in the share of enrollees in the
expansion category at six months before delivery and six months postpartum. Six months prior to
delivery, the share of enrollees in the expansion category was below 8 percent in Arkansas (7.9 percent),
Massachusetts (7.8 percent), and Indiana (2.6 percent) and was over 40 percent in Louisiana (49.9
percent), Montana (42.8 percent), and Vermont (41.4 percent; appendix figure A.1); the rank order of
states was similar six months before delivery to the month of delivery (figure 2). Six months after
delivery, the share of enrollees in the expansion category was below 2 percent in Minnesota (1.9
percent) and Connecticut (1.3 percent) and over 40 percent in Oregon (48.1 percent) and Montana
(42.7 percent; appendix figure A.2). The rank order of states six months after delivery was again mostly
similar to the month of delivery, with some exceptions. For example, in Idaho, only 7.6 percent of
enrollees were in the expansion category during the month of delivery (ranking 26th of the 36 states),
but this share was 33.6 percent at six months after delivery (ranking 6th of 36); in Connecticut, the
share was 9.1 percent during the month of delivery (ranking 25th of 36) but 1.3 percent six months after
delivery (ranking 36th of 36); and in Utah, the share was 0.9 percent during the month of delivery
(ranking 36th of 36) but 25.9 percent six months after delivery (ranking 10th of 36).

Differences across states in the share of enrollees in the ACA expansion category likely reflect
variation in the processes that states use to assign or transition enrollees across eligibility categories or
other differences in their eligibility and enrollment systems,?¢ and suggest that the number of pregnant
and postpartum women in the expansion group will vary substantially across states as they implement
OBBBA.

Table 1 shows the number of expansion-covered enrollees covered at the month of delivery by
state. Over 15 percent of all expansion-covered enrollees who gave birth were in California (21,209),
followed by 14,313 in Louisiana, 11,451 in New York, 10,445 in Pennsylvania, and 10,028 in Kentucky.
Together, these five states comprise nearly half (49.2 percent) of expansion enrollees who gave birth
across all 36 statesin our sample.
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TABLE 1
ACA Medicaid Expansion Enrollees During the Month of Delivery, by State, 2022

Number of expansion enrollees Cumulative share of expansion
with a live birth in state enrollees with a live birth (%)
California 21,209 15.5%
Louisiana 14,313 25.9%
New York 11,451 34.3%
Pennsylvania 10,445 41.9%
Kentucky 10,028 49.2%
Michigan 9,633 56.3%
Washington 9,255 63.0%
Virginia 7,532 68.5%
New Jersey” 5,912 72.8%
Oregon 5,690 77.0%
Arizona 3,735 79.7%
Maryland 3,132 82.0%
Ohio 2,936 84.1%
Colorado 2,491 86.0%
Nevada 1,855 87.3%
Montana 1,817 88.6%
lowa 1,763 89.9%
West Virginia 1,572 91.1%
Hawaii* 1,447 92.1%
Minnesota 1,336 93.1%
Indiana 1,333 94.1%
Connecticut 1,290 95.0%
Nebraska 988 95.7%
New Mexico 837 96.3%
Massachusetts 821 96.9%
New Hampshire 703 97.5%
Vermont 661 97.9%
Idaho 586 98.4%
Maine 563 98.8%
District of Columbia”® 478 99.1%
Arkansas 430 99.4%
North Dakota 291 99.7%
Delaware 149 99.8%
Alaska 123 99.9%
Utah 102 99.9%
Rhode Island 101 100.0%

Source: Authors’ analysis of T-MSIS data in 36 expansion states (including the District of Columbia).
Notes: ACA = Affordable Care Act. Expansion coverage refers to month of delivery. Sample includes 878,214 enrollees with a
Medicaid/CHIP-covered live birth in 2022. #State has potential data quality issues; results should be interpreted with caution.

Over Half of Pregnant Expansion Enrollees Had Chronic Physical and/or Behavioral
Health Conditions

Table 2 shows characteristics of enrollees in the expansion category during the month of delivery,
indicating that many pregnant and postpartum expansion enrollees who could be at risk of losing

coverage starting in 2027 under OBBBA face health issues. More than one-third (34.1 percent) were
younger than 25 years old. Approximately 52.1 percent had a chronic physical and/or behavioral health
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condition. This included 30.9 percent with preexisting diabetes, hypertension, or obesity; 31.4 percent
with a diagnosed behavioral health condition; and 10.2 percent with both (data not shown).
Furthermore, 12.2 percent of enrollees with expansion coverage had preterm birth; 28.0 percent had a
cesarean section; and 30.7 percent experienced another type of pregnancy or delivery complication.

TABLE 2
Characteristics of Medicaid Enrollees in the ACA Expansion Eligibility Category
During the Month of Delivery, 2022

Number Share (%)
Age in years (at delivery)
Younger than 25 46,727 34.1%
25-34 71,795 52.4%
35 orolder 18,486 13.5%
Urban/rural residence (at delivery)*
Urban 111,460 81.4%
Rural 25,231 18.4%
Health conditions during pregnancy (not mutually exclusive)
Preexisting (nongestational) diabetes, hypertension, or obesity 42,285 30.9%
Behavioral health diagnosis 43,081 31.4%
Any of the above conditions 71,381 52.1%
Pregnancy/delivery complications (not mutually exclusive)
Preterm birth 16,667 12.2%
Cesarean section 38,382 28.0%
Other complication 42,114 30.7%

Source: Authors’ analysis of T-MSIS data in 36 expansion states (including the District of Columbia).

Notes: ACA = Affordable Care Act. Sample includes 137,008 enrollees with a Medicaid/CHIP-covered live birth in 2022 who were
in the ACA expansion eligibility category during the month of delivery. #317 expansion enrollees (0.2 percent) had a missing value
for rurality.

Medicaid Agencies May Face Challenges to Ensuring Coverage Continuity for
Expansion Enrollees in the Perinatal Period Under OBBBA

As described earlier, under current Medicaid policy, states must provide eligible enrollees continuous
Medicaid coverage throughout pregnancy and the postpartum period (which is mandated to last
through at least 60 days after the end of pregnancy and that would last through 12 months postpartum
in all but one state),?” regardless of changes in income, and without requiring eligibility
redetermination.?® This means that expansion enrollees who become pregnant should not be subject to
either OBBBA’s semiannual redetermination schedule or work requirements until after their 12-month
postpartum coverage ends (and, if they still qualify for expansion coverage, should remain exempt from
work requirements while caring for a child younger than age 14).

However, successfully implementing this exemption and ensuring continuity of coverage requires
that state agencies are aware of enrollees’ pregnancy and postpartum status and maintain their
enrollment. Key informants we interviewed highlighted many potential challenges that Medicaid
agencies may experience that increase the risk of coverage loss for pregnant and postpartum expansion
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enrollees under OBBBA. We categorize these challenges into three areas: (1) challenges to timely
identification of pregnancy status among expansion enrollees; (2) challenges to timely identification of
postpartum status among expansion enrollees; and (3) incomplete guidance regarding OBBBA
implementation currently available from CMS.

Challenges to Timely Identification of Pregnancy Status among Expansion Enrollees

Key informants highlighted several issues and barriers that may prevent state agencies from promptly
identifying pregnant enrollees in the expansion group, including current policy and practice challenges,
system and data challenges, and limited and inconsistent uptake of enrollee and provider reporting
processes.

Policy and practice challenges. Key informants noted that current policy and practice do not
encourage state Medicaid agencies to promptly identify pregnancy among expansion enrollees. First,
states are not required to monitor expansion enrollees for pregnancy or transfer them to the
pregnancy-related eligibility category, though states are encouraged to inform enrollees of pregnancy
benefits and transition those who request a change in coverage category.?? According to some
informants, states may not have an incentive to shift pregnant expansion enrollees into the pregnancy
pathway because the benefits are usually the same, but states receive a higher federal match for
expansion enrollees. It is not clear how consistently states track when expansion enrollees get pregnant,
and states differ in their approaches to transitioning enrollees to pregnancy-related pathways. In fact,
one key informant raised privacy concerns regarding states automatically transitioning expansion
enrollees to pregnancy pathways based on claims data alone, without action by the enrollee. In addition,
some noted that transitions between eligibility groups could pose a risk of disenrollment in the event
that a transition triggers a need for additional information or verifications.

System and data challenges. According to key informants, claims and utilization data are a major
source of information for how states could identify if an enrollee becomes pregnant, but many described
significant data lags (of weeks, months, or more) between medical services rendered and utilization data
being reported to the Medicaid agency. Timeliness of claims data to identify pregnancy may be further
complicated by the fact that many Medicaid enrollees face barriers to timely access to prenatal care,
with only about 66 percent receiving prenatal care in their first trimester in 2022.3°Even if data are
transmitted to the state in a timely way, one informant pointed out that state claims databases often do
not directly interface with eligibility and enrollment systems, further delaying transmission of critical
information to activate appropriate flags or eligibility codes to ensure continuity of coverage for
pregnant and postpartum enrollees. And some noted that many states’ data systems are complex and
difficult to update. One key informant described states’ data systems as “kept in place with duct tape
and prayers,” noting challenges with operability and integration across various systems. Moreover, they
acknowledged that changes to data systems are also very expensive to implement, especially at a time
when state Medicaid agencies are stretched thin in terms of resources and staff capacity.

MEDICAID COVERAGE FOR PREGNANCY/POSTPARTUM UNDER OBBBA 13



“To say the problem is complicated is an understatement—there are too many moving
parts.”

—Key informant

Another key informant reported that while many states are planning to use claims data to identify
individuals who may be exempt from work requirements based on medical frailty or medical needs, it is
not clear that they will include pregnancy-related diagnostic codes in these searches. Furthermore,
many Medicaid programs pay for some maternity care in a single bundled payment (also known as a
global fee), which includes all care delivered during the perinatal period, with a claim usually submitted
at or shortly after the delivery.31 This means that if states rely on claims data to identify and exempt
pregnant enrollees from work requirements, some pregnant enrollees may not be recognized as such
until after they deliver. These scenarios illustrate the potential risk that some expansion enrollees who
become pregnant will not be promptly identified and could therefore be incorrectly subject to work
requirements and semiannual eligibility checks.

Enrollee and provider challenges related to the reporting of pregnancy status. States may be able to use
other sources of information to identify pregnancy, such as enrollee self-reports; provider notifications;
information from health plans and other state programs such as the Women, Infants, and Children
program and Supplemental Nutrition Assistance Program; and electronic health records, but little is
known about how consistent, comprehensive, and timely these approaches may be in identifying
pregnancy. As noted earlier, enrollees who become pregnant have the option to submit a change-in-
circumstances form to the Medicaid agency. For example, Missouri expressly encourages expansion
enrollees to report pregnancy, at which point the agency would determine a person’s eligibility for the
pregnancy-related pathway and transfer them out of expansion coverage.3? But according to key
informants, enrollees may not know about this option or may not think this step is important. For
instance, if there is no difference in benefits or if reporting a change of circumstances is administratively
challenging, some expansion enrollees may choose not to report their pregnancy.

Some states have processes for providers to report pregnancy and delivery directly to the agency.
For example, one key informant noted that in Washington State, providers can report a birth using a
specific form to expeditiously enroll a newborn in Medicaid. Ohio reportedly encourages prenatal care
providers to screen pregnant women at their first visit for health and social risks, which then allows the
agency to offer care coordination and other supports to enrollees who are determined to have high-risk
pregnancies.3® A key informant suggested this information could also be used to flag expansion
enrollees as exempt from work requirements and semiannual eligibility checks, but raised concerns that
providers may not be consistently using the forms. However, new reporting initiatives may require
considerable resources and attention to ensure widespread adoption and create concerns about new
administrative burdens for providers and health plans. For example, the initial low submission of the
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pregnancy risk assessments in Ohio reportedly prompted the state to introduce an incentive payment
to encourage more providers to complete the pregnancy risk assessments.3*

Finally, some interviewees also raised concerns that state pregnancy reporting systems could be
used for surveillance and criminalization of women who experience miscarriage or terminate a
pregnancy, and that protections would need to be built in to prevent that use. A similar concern could
include potential legal risks for enrollees in states that have enacted punitive policies related to
substance use during pregnancy. Key informants emphasized the need for strong safeguards and
concluded that pregnancy reporting systems have limitations and risks that should be carefully
considered by states and CMS.

Challenges to Timely Identification of Postpartum Status Among Expansion Enrollees

CMS guidance on postpartum extensions specifies that all Medicaid enrollees in states that adopted the
postpartum extension are entitled to 12 months of coverage following the end of pregnancy, regardless
of eligibility category, and that enrollees can remain enrolled in the eligibility group they had during
pregnancy through the end of the postpartum period.3> This means that expansion enrollees who
become pregnant and are not shifted to the pregnancy-related category can stay in the expansion
category throughout the 12 months postpartum. Limited information is available about how states
operationalized the postpartum extensions, including what data and policies agencies use to identify the
end of pregnancy and how they determine the end of the 12-month postpartum period.

As described in the previous section, there are many limitations to how quickly states can identify
pregnancy and delivery in the expansion group (or other eligibility groups outside of pregnancy
pathways). Postpartum individuals may be identified when a newborn is added to their household by
eligibility caseworkers. However, an analysis of 2010-18 CMS data found that, on average, more than
half a million infants with Medicaid-financed births were not continuously enrolled during the first year
of life, which suggests some states struggle with timely newborn enrollment processes (Johnson K
2021). This means not only that some infants erroneously lack coverage but that some are not attached
to their mothers’ eligibility cases, which would then prevent states from applying the extended
postpartum coverage and work requirement exemption to a new parent.

Because delivery is a high-cost service that also includes separate facility fees paid to hospitals and
birth centers, some key informants were hopeful that a state agency would learn shortly after delivery,
at the latest, that an enrollee s eligible for postpartum coverage and exemption from work
requirements. But once again, key informants noted instances when claims data may not be a timely
source of information about deliveries, such as deliveries with major complications and follow-up care
that may be billed weeks or even months later. Other potential challenges to identifying postpartum
status could include scenarios where a pregnancy does not end with a live birth or when an infant does
not reside with the birthing parent.

Anecdotal evidence, including a class action lawsuit in one state, suggests that some eligible
enrollees may inappropriately lose coverage in the postpartum year.%¢ This raises concerns that some
eligible enrollees may in fact not be identified as postpartum, meaning both that they may not receive
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12-month postpartum coverage in the states that have adopted that policy and that they could become
subject to OBBBA's work requirements and semiannual eligibility checks.

Insufficient CMS Guidance About OBBBA Implementation

As noted above, OBBBA specifies that CMS should release guidance on work requirements by June
2026, which is only a few months before notices will need to go out regarding the new policies and
implementation will begin. CMS has thus far provided only limited guidance on operationalizing work
requirements,®” and recently released guidance® on semiannual redeterminations did not specifically
mention pregnant and postpartum expansion enrollees or reiterate that they should not be subject to
redeterminations during the perinatal period.3? Given how little time there is until implementation,
states and their vendors are already making changes to their eligibility and enrollment systems, which
requires substantial time for programming, testing, and troubleshooting. They risk having to redo their
work if the guidance outlines conditions different from those they planned for. Thus, key informants
noted that the sooner CMS can provide additional detailed guidance, the better.

Informants identified some areas related specifically to pregnancy and postpartum enrollees where
guidance would be particularly helpful. For instance, they hoped CMS would clarify that the new
semiannual eligibility redetermination policy does not apply to pregnant and postpartum individuals
who are enrolled in the expansion category, given the preexisting coverage continuity protections for
them. They also hoped CMS would require states to implement procedures to ensure that coverage not
be discontinued during pregnancy or the postpartum period and that renewal processes specifically
assess enrollees’ pregnancy status. In addition, several key informants encouraged CMS to allow for
self-reporting of pregnancy and postpartum status for the purposes of identifying enrollees who are
exempt from the work requirement.

Actions That Can Promote Continuous Coverage During the Perinatal Period Under
OBBBA

Key informants noted that some pregnant and postpartum enrollees may be at greater risk of coverage
losses. When required to proactively manually verify their eligibility, pregnant and postpartum
enrollees who face health challenges—such as mothers with serious physical and mental health
challenges and delivery complications, as well as those whose infants are born prematurely or with
health concerns and admitted to NICUs—may experience problems responding in a timely way to
agency requests for information or documentation. Another group of enrollees who may be at a higher
risk of procedural disenrollment are those whose pregnancy does not end with a live birth or whose
infants are going into foster care or adoption.

Recognizing potential areas of concern and uncertainty in the current systems and processes, key
informants believed state and federal policymakers and other maternal health stakeholders should
proactively address challenges to continuous coverage for pregnant and postpartum women under
OBBBA. Drawing on available literature as well as on concerns and suggestions made by key
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informants, we identified the following set of actions for helping pregnant and postpartum women
maintain coverage under OBBBA, which are grouped by stakeholder type.

Actions for State Medicaid Agencies

Improve the timeliness of data reporting to automate exemptions. Multiple key informants
indicated that improving information management systems should be states’ top priority. To
promptly identify pregnancy and other conditions that are eligible for exemptions from work
requirements, states could consider several strategies to obtain claims data on faster timelines,
including requiring managed care organizations to submit encounter data within 30 days and
report pregnancy status directly to the agency, and establish connections with statewide health
information exchange systems to obtain real-time claims data, where possible. Moreover,
states could ensure that information management systems are well-maintained and
interoperable—such that a medical claim identifying pregnancy or information about pregnancy
from another public program in the state would automatically exempt a person from Medicaid
work requirements and suspend redeterminations.

Increase use of ex parte renewals and improve renewal processes. To streamline and strengthen
renewal processes, states can adopt several strategies to increase the rates of ex parte
renewals, in which states can automatically assess eligibility using available data, such as wage
data or information from other human service agencies, without the need for beneficiary action
(CMS 2024b).4° In addition, key informants recommended that states revise their current
renewal forms and expressly ensure that enrollees can easily self-identify pregnancy during
renewal.

If permitted by CMS and feasible without causing disruptions in coverage or care, consider
transitioning all pregnant and postpartum enrollees to the pregnancy eligibility category. Moving all
identified pregnant and postpartum enrollees from expansion to pregnancy-related coverage
could be administratively simpler for states to ensure coverage continuity among pregnant and
postpartum women, as that would eliminate the need for exempting them from work
requirements and establishing exceptions from semiannual renewals during the perinatal
period. On conclusion of the 12-month postpartum period, however, states would need to
conduct redeterminations and ensure that enrollees who are found eligible to transition to the
expansion group automatically qualify for the parental exemption from work requirements,
when applicable.

Educate enrollees, providers, and other maternal health stakeholders about OBBBA changes to
Medicaid eligibility. As part of the planning for OBBBA, states could regularly convene key
stakeholders—including other state agencies, provider groups, health plans, legal aid
organizations, community-based organizations, and other organizations that have contact with
women during the perinatal period—to provide updates about federal guidance and obtain
input on state implementation choices. Medicaid agencies could also work with state maternal
health coalitions, early childhood and/or home visiting systems, and other maternal-related
working groups to codevelop educational materials and outreach strategies that ensure
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enrollees and health and social service agencies and providers who serve them are aware that
pregnant and postpartum women are entitled to continuous coverage in Medicaid and exempt
from work requirements and semiannual redeterminations. They could also develop materials
explaining how exemptions will be implemented, including how pregnancy and postpartum
status will be assessed, how pregnant and postpartum women or their health care providers can
confirm exemption status or report a pregnancy, and how enrollees can appeal or reapply in the
case of erroneous disenrollment.

Monitor implementation of OBBBA eligibility policies. Even in the absence of federal
requirements, states could adapt reporting practices from the recent unwinding of the
Medicaid continuous coverage requirement*! to track how enrollment in the programis
changing under OBBBA, such as how many enrollees obtain exemptions and for which
circumstances, how many comply with work requirements, and the reasons for program
disenrollment.*? Additionally, monitoring enrollment changes by enrollee characteristics,
particularly for vulnerable populations—such as pregnant and postpartum women, people with
chronic behavioral or physical health conditions, rural populations, and people from racial and
ethnic minority groups—would allow state agencies and other stakeholders to identify
populations that may need additional support and inform systems changes that help ensure
they can successfully obtain allowable exemptions or report compliance activities.

Actions for CMS

Expedite comprehensive OBBBA implementation guidance to states and allow self-reporting of
pregnancy for purposes of exemptions from work requirements. Key informants noted that the
more time states have to set up their systems and processes and educate enrollees and key
stakeholders about OBBBA changes and how they apply to pregnant and postpartum enrollees,
the more successful implementation will be. They believed guidance should specifically
reinforce that expansion enrollees who are pregnant or eligible for the 12-month postpartum
period are not subject to semiannual eligibility checks and should identify steps and processes
states must take to ensure continuous coverage of pregnant and postpartum people. It will be
important for CMS to remind states that they must use available data to assess enrollees’
eligibility for pregnancy- or postpartum-related exemptions, inquire about pregnancy status as
part of semiannual eligibility checks, and allow enrollees to self-report pregnancy to gain an
exemption from work requirements. Further guidance is needed regarding how often states
must review or reestablish an exemption and under what circumstances states will be
permitted to automatically transition expansion enrollees who become pregnant into
pregnancy-related pathways, drawing on best practices and examples from states that identify
pregnancy status among enrollees and/or transition pregnant expansion enrollees efficiently. In
addition, one informant suggested the guidance should be comprehensive and transparent, and
include decisions and information CMS has communicated to states in the interim period.

Monitor state implementation of OBBBA through mandatory public reporting. CMS could consider
mandatory monthly public reporting by states to allow the agency and key stakeholders to
monitor how enrollment and disenrollment patterns are changing as Medicaid agencies
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implement work requirements and semiannual eligibility checks. This reporting could be
incorporated into the existing Medicaid and CHIP Eligibility Processing Data Reports by adding
additional metrics relevant to work requirements.* These indicators could be disaggregated by
specific populations that are eligible for exemptions from work requirements, including
pregnant and postpartum women, as well as other characteristics such as urban/rural
residence, diagnosed health conditions, and race and ethnicity.

Actions for Advocates, Providers, Researchers, and Other Maternal Health Stakeholders
= Educate patients and community members. Trusted messengers such as providers and

representatives of organizations that serve pregnant women and new parents could share
information about the availability of pregnancy-related coverage and coverage protections for
pregnant and postpartum women, including how enrollees can find out if the Medicaid program
has provided them with an exemption from work requirements. Ideally, these groups would
collaborate with and inform state Medicaid agencies and managed care organizations on
developing simple and effective messaging and outreach strategies.

= Monitor implementation and establish early-warning systems. State advocacy and watchdog
groups and broader stakeholder coalitions could establish feedback loops with Medicaid
agencies or county-level eligibility offices to promptly raise awareness about systemic issues
and develop expedited processes for reinstating any eligible pregnant and postpartum women
who may be inadvertedly disenrolled.

= Proactively support Medicaid enrollees in navigating new requirements. Organizations could train
staff and/or provide referrals to community-based navigation services to help Medicaid
enrollees navigate semiannual renewals, work requirements, exemption requests, and appeals
in the event people erroneously lose coverage.

= Advocate for transparency on the implementation of OBBBA. Groups promoting coverage and
access to care for perinatal populations could highlight the need for states to provide regular
updates on data sources and other processes they are using for implementation and on
program enrollment changes.

=  Prioritize research on how OBBBA daffects coverage of pregnant and postpartum enrollees.
Research will be needed on how states assess pregnancy/postpartum status and ensure
exemption from work requirements and protections from redeterminations during pregnancy
and through the postpartum period under OBBBA and 12-month postpartum extensions.

Conclusion

Our analysis suggests that well over 100,000 pregnant and postpartum women are likely to be in the
Medicaid expansion eligibility category in 2027 and, if not automatically identified as pregnant or
postpartum by state Medicaid agencies, could be at risk of disenrollment under OBBBA’s work
requirements and redetermination requirements. Analyzing Medicaid claims data from 36 ACA
Medicaid expansion states, we found that just over one-quarter of individuals with Medicaid-covered
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live births in 2022 were enrolled in the expansion eligibility category six months prior to giving birth,
and that nearly 16 percent—or over 130,000 individuals—were enrolled in the expansion category in
the month they gave birth. This number is likely an underestimate since it excludes enrollees from
Illinois because of data quality concerns and from the four states (Missouri, North Carolina, Oklahoma,
and South Dakota) that expanded Medicaid after our study period.

Although pregnancy qualifies as an exemption from the new work requirements that will apply to
expansion enrollees under OBBBA, pregnant enrollees in the expansion category may be incorrectly
subjected to this policy—and at risk of losing their coverage during semiannual redeterminations—if the
state is not aware of their pregnancy status. Our findings indicate that some states could face serious
challenges in promptly identifying pregnancy among expansion enrollees, raising concerns about the
extent of potential coverage losses for pregnant Medicaid enrollees under the new law.

Postpartum expansion enrollees may also be at risk for OBBBA-related coverage loss. All but one
expansion state has extended pregnancy-related Medicaid coverage through 12 months postpartum,
which means postpartum enrollees should remain exempt from work requirements and semiannual
redeterminations at least through this 12-month period. Our analysis shows that nearly 16 percent of
enrollees with live births in 2022 were in the expansion eligibility pathway at six months following
delivery. It is unclear how effectively or in what variety of ways states have operationalized the 12-
month postpartum coverage extension, but challenges that prevent timely identification of pregnancy
may well extend to the postpartum period. If expansion enrollees are not promptly identified in state
systems as postpartum, they may risk disenrollment under work requirements and semiannual
redeterminations.

We document considerable differences by state in the share of pregnant and postpartum enrollees
in the expansion category, suggesting coverage risks under OBBBA will be a much greater threatin
some states than others. For example, five states (Montana, Louisiana, Kentucky, Vermont, and Oregon)
had more than 30 percent of enrollees in the expansion category during the month of delivery, while
seven states (Utah, Rhode Island, Massachusetts, Arkansas, Delaware, Alaska, and Indiana) had less
than 5 percent. Overall, half of all births to enrollees with ACA expansion coverage occurred in just five
states: California, Kentucky, Louisiana, New York, and Pennsylvania. This wide variation likely reflects
differences in the processes that states use to assign or transition enrollees across eligibility categories,
and may present an important opportunity for states to learn from each other. Identifying and
disseminating best practices for efficiently and effectively identifying pregnant expansion enrollees so
they can be protected from disenrollment under OBBBA's provisions may help mitigate coverage
disruptions.

We also find that more than half of expansion enrollees who were pregnant in 2022 had diagnosed
physical and/or behavioral health conditions—and likely many more enrollees experienced undiagnosed
issues—suggesting that any gaps in coverage for pregnant enrollees could undermine their overall
health and well-being and increase risks for poor maternal and infant health outcomes.** This could
compound the harms for low-income pregnant and postpartum women that are anticipated from other
changes in health care access and nutrition assistance under OBBBA related to Medicaid and SNAP
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eligibility restrictions for certain immigrants and financing cuts to Medicaid and SNAP programs
(Giannarelli et al. 2025) 45

State Medicaid agencies will need to act quickly to improve their data, systems, and processes to
allow for the timely identification of pregnancy and increase ex parte redeterminations, while managing
complex privacy and legal risks. It will also be important for state Medicaid agencies to educate
enrollees, providers, and other maternal health stakeholders about the continuous coverage
protections during the perinatal period and the exemptions for pregnant and postpartum women from
work requirements, and to develop feedback loops and early-warning systems to quickly resolve any
inappropriate disenrollments among eligible pregnant and postpartum enrollees. Timely public
reporting and enrollment dashboards will be critical for allowing agencies and partner organizations to
monitor the effects of OBBBA on enrollment changes among pregnant and postpartum women and
other vulnerable groups, and use this information to improve systems, procedures, and outreach to
enrollees experiencing high rates of disenrollment.

OBBBA introduces new risks for coverage and continuity of care in the perinatal period, which
could worsen already poor maternal health outcomes in the US and stall recent progress on maternal
and infant health improvement efforts (Artiga et al. 2020; Harris 2023). However, broad awareness of
these challenges and proactive steps by state and federal policymakers and other maternal health
stakeholders could help mitigate these risks. Further progress on improving maternal health will likely
depend on states’ continued provision of comprehensive perinatal coverage and benefits, including by
maintaining or expanding income eligibility for pregnancy-related Medicaid and effectively
implementing postpartum coverage extensions.*¢
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Appendix A. Supplemental Figures

FIGUREA.1

Share of Medicaid Enrollees in the ACA Expansion Eligibility Category Six Months
Prior to Delivery, by State, 2022
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Source: Authors’ analysis of T-MSIS data in 36 expansion states (including the District of Columbia).
Notes: ACA = Affordable Care Act. Sample includes 878,214 enrollees with a Medicaid/Children’s Health Insurance Program-
covered live birth in 2022. ~ State has potential data quality issues; results should be interpreted with caution.
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FIGUREA.2
Share of Medicaid Enrollees in the ACA Expansion Eligibility Category Six Months
After Delivery, by State, 2022
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covered live birth in 2022. » State has potential data quality issues; results should be interpreted with caution.
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