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Disparities in postpartum contraceptive use among
immigrant women with restricted Medicaid benefits

Maria I. Rodriguez, MD; K. John McConnell, PhD; Megan Skye, MPH; Menolly Kaufman, MPH; Aaron B. Caughey, PhD;
Ana Lopez-Defede, PhD; Blair G. Darney, PhD
BACKGROUND: The Emergency Medicaid program offers restricted Medicaid benefits for people who meet the same financial eligibility cri-
teria as Traditional Medicaid recipients but do not meet the citizenship requirements for enrollment in Traditional Medicaid. By federal law, Emer-
gency Medicaid covers care for life-threatening emergencies or a hospital admission for childbirth. No prenatal or postpartum care is covered.
Most of the women enrolled in Emergency Medicaid are Latina.
OBJECTIVE: We assessed postpartum visits and receipt of postpartum contraception and compared the outcomes for Emergency (restricted
benefit) Medicaid recipients with those of Traditional (full-benefit) Medicaid recipients in Oregon and South Carolina, 2 states with similar-sized
immigrant populations.
STUDY DESIGN: We conducted a retrospective cohort study using linked Medicaid claims and birth certificate data of live births covered by
Medicaid (Traditional and Emergency) between January 1, 2010 and September 30, 2017, in Oregon and South Carolina. Our analysis was at
the individual level. Primary outcomes were postpartum visit attendance and receipt of postpartum contraception within 2 months. We examined
differences in demographic and delivery characteristics by Medicaid type. If women received postpartum contraception, we compared the timing
of receipt (immediate postpartum, ≤1 month, 1−2 months, and 2−6 months after delivery) by the type of Medicaid. Among women using con-
traception, we described the type of contraceptive received at each time point, stratified by Medicaid type. Associations between Medicaid type
(Traditional vs Emergency) and postpartum visit attendance and contraception use were assessed using adjusted absolute predicted probabilities
from logistic regression models. We ran models for the entire cohort and conducted a subanalysis restricted to only Latina women.
RESULTS: Our study included 375,544 live births to 288,234 women, with 12.7% of births among Emergency Medicaid recipients. Women
enrolled in Emergency Medicaid tended to be older (age >35 years; 18.1% vs 7.2%; P<.001) and were more likely to be multiparous (76.8% vs
60.8%; P<.001) and Latina (80.3% vs 9.5%; P<.001) than their Traditional Medicaid peers. Among women enrolled in Emergency Medicaid, the
probability of having a postpartum visit was 6.1% (95% confidence interval, 5.9−6.4) compared with 58.8% (95% confidence interval, 58.6−58.9)
for women covered by Traditional Medicaid. After 6 months following delivery, 97.6% of Emergency Medicaid recipients had no evidence of contracep-
tive use compared with 55.6% of Traditional Medicaid enrollees (P<.001). In our adjusted model, Emergency Medicaid recipients were also signifi-
cantly less likely to receive postpartum contraception than Traditional Medicaid enrollees (1.9% vs 35.5%; 95% confidence interval, [1.8−2.1] vs
[35.4−35.7]). We examined the role that race may play in postpartum contraceptive use by conducting a subanalysis restricted to Latina women only.
Latinas with births covered by Emergency Medicaid had a 1.9% (95% confidence interval, 1.8−2.0) adjusted probability of postpartum contra-
ception use within 2 months compared with 39.8% (95% confidence interval, 38.7−39.9) among Latinas enrolled in Traditional Medicaid.
CONCLUSION: Women enrolled in Emergency Medicaid experience large disparities in postpartum care and contraceptive use. Policies that
restrict Medicaid coverage following delivery exacerbate inequities in postpartum care, potentially leading to worse health outcomes for low-
income immigrants and their children.
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Introduction
The postpartum period is critical for
both maternal and newborn health.1
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Why was this study conducted?
This study aimed to understand how differences in the type of Medicaid (Tradi-
tional vs Emergency) are associated with postpartum care attendance and con-
traceptive use.

Key findings
Emergency Medicaid recipients were significantly less likely to both attend a
postpartum visit (6.1% vs 58.8%) and receive postpartum contraception (1.9%
vs 35.5%) than Traditional Medicaid enrollees.

What does this add to what is known?
Disparities in postpartum contraception use for women with births covered by
Emergency Medicaid are explained by the restricted healthcare benefits and not
by racial or ethnic differences; Latinas enrolled in Traditional Medicaid are
nearly 20-fold more likely to receive an effective form of postpartum contracep-
tion than their Latina Emergency Medicaid peers.
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psychological well-being, including, ide-
ally, a discussion of birth spacing rec-
ommendations and opportunities to
provide contraceptive information and
services.1 However, many women do
not receive postpartum care, which may
be because of loss of health insurance
coverage postpartum.2−7

One population that may be at partic-
ular risk for suboptimal postpartum
care is low-income immigrant women.
These women are often covered by a
program known as “Emergency Medic-
aid.” Emergency Medicaid recipients
meet the same financial eligibility crite-
ria as full-benefit or Traditional Medic-
aid recipients but do not meet the
citizenship requirements for enrollment
in Traditional Medicaid.8 Under federal
law, recent (<5 years) and unauthorized
immigrants are only eligible for Emer-
gency Medicaid.8 Emergency Medicaid
is a restricted benefit package that
includes coverage for life-threatening
illnesses and hospitalization for child-
birth, but no prenatal or postpartum
care, including contraception.8 In con-
trast, Traditional Medicaid covers pre-
natal, intrapartum, and postpartum
care, including full coverage for all
approved contraceptive methods.
Most Emergency Medicaid recipients

are Latina and female, and more than
80% of Emergency Medicaid spending
is for obstetrical care.8,9 Latinas also
experience significant disparities in
2 AJOG Global Reports February 2022
contraceptive use.10−12 We hypothe-
sized that Emergency Medicaid may
exacerbate known disparities in con-
traceptive use. The purpose of this study
was to understand the differences in
postpartum care among women whose
births were covered by the restricted
benefit Emergency Medicaid program
vs the Traditional, full-benefit program
using data from Oregon and South Car-
olina. We hypothesized that women
covered by Emergency Medicaid would
be less likely to have a postpartum visit
or receive postpartum contraception
than women in Traditional Medicaid.

Materials and Methods
Study population and data
We conducted a retrospective cohort
study using linked Medicaid claims and
birth certificate data from Oregon and
South Carolina from January 1, 2010 to
March 31, 2018. Our study sample was
live births covered by Medicaid (Tradi-
tional and Emergency Medicaid)
between January 1, 2010 and September
30, 2017. Women were followed for 6
months postpartum to evaluate post-
partum care and contraceptive use.
Women enrolled in Traditional Medic-
aid received a minimum of 60 days of
postpartum coverage. Our study was
restricted to singleton births with gesta-
tional ages between 23 and 44 weeks to
women aged 15 through 44 years
(Figure).
Data were obtained under data use
agreements with the South Carolina
Revenue and Fiscal Affairs Office, the
Oregon Health Authority, and the vital
records departments in both states. The
study was approved by the institutional
review board at the Oregon Health &
Science University. We followed the
Strengthening the Reporting of Obser-
vational Studies in Epidemiology
(STROBE) reporting guidelines.13

Variables
Our outcomes were the presence of any
postpartum visit and the receipt of post-
partum contraception within 60 days.
We calculated the timing of the postpar-
tum visit as the difference in days
between the date of the first postpartum
visit claim and the date of delivery.
Birth and date of delivery were identi-
fied using a previously published algo-
rithm.9 We categorized visit timing as
occurring within 1 month, >1 month to
2 months, or >2 months to 6 months
postpartum. Women with outpatient
claims, including diagnosis codes indic-
ative of postpartum care or preventative
gynecologic care, were classified as hav-
ing a postpartum visit (Table A.1).
We classified postpartum contracep-

tion methods as sterilization, long-act-
ing reversible contraception (LARC)
(intrauterine devices [IUDs] and
implants), and short-acting hormonal
methods (progestin injectables, oral
contraception, patch, and ring). Sterili-
zation, LARC, and injectable progestin
were identified through inpatient or
outpatient Medicaid procedure claims.
Other short-acting methods were iden-
tified through Medicaid pharmacy
claims for oral contraception, patch, or
ring.
We calculated the timing of receipt of

contraception as the number of days
between the date of the contraception
claim and the date of delivery. We cre-
ated the following 4 categories: immedi-
ately postpartum (IPP) (within 4 days),
within 1 month, >1 month to 2 months,
or >2 to 6 months postpartum. Among
women with multiple claims for revers-
ible contraception, we used the first
claim to determine the timing of receipt
of postpartum contraception. Women
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FIGURE
Study Cohort Creation
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without evidence of postpartum contra-
ceptives were classified into 1 of the fol-
lowing 2 categories: women who had a
postpartum visit but did not receive
contraception and women with no evi-
dence of any visit in the 6 months fol-
lowing delivery.
Our independent variables included

Medicaid eligibility type (Emergency or
Traditional), maternal age (<20 years,
20−34 years, 35 or older), parity before
delivery, race or ethnicity, county of res-
idence (metropolitan, nonmetropolitan,
missing), and state. Maternal race and
ethnicity were self-reported on the
infant’s birth certificate. Latina race or
ethnicity was defined as individuals
who self-identified as Latina for race
and/or Hispanic for ethnicity. We
included clinical variables that may
impact postpartum care attendance or
contraceptive use. These included the
number of prenatal visits, mode of
delivery, weeks of gestation, and preg-
nancy complications. We defined ade-
quate prenatal care as having 7 or more
prenatal visits.14 Preterm birth was
defined as birth before 37 weeks’ gesta-
tion. We created a single binary indica-
tor variable for pregnancy
complications, defined as the presence
of any of the following: preexisting dia-
betes, preexisting hypertension, gesta-
tional diabetes, and gestational
hypertensive disorders, collapsed into a
binary indicator.
Statistical analysis
We conducted our analysis at the indi-
vidual level. We compared the differen-
ces in demographic and delivery
characteristics among women with Tra-
ditional vs Emergency Medicaid using
chi-square tests. We examined the soci-
odemographic differences between
those with complete and missing data
(Table A.2). Next, we determined the
presence of any postpartum visits and
postpartum contraceptive use among
women with Traditional Medicaid and
those with Emergency Medicaid. If
women received postpartum contracep-
tion, we compared the timing of receipt
(IPP, ≤1 month, 1−2 months, and 2−6
months) by type of Medicaid. Among
February 2022 AJOG Global Reports 3
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the women using contraception, we
described the type of contraceptive
received at each time point, stratified by
Medicaid type.
We used logistic regression to assess

the association of Medicaid type (Emer-
gency or Traditional) with the following
2 binary outcomes: (1) attending a post-
partum visit within 60 days of delivery
and (2) receipt of contraception within
60 days of delivery. We chose 60 days
because Traditional Medicaid coverage
ends 60 days after delivery and because
60 days aligns with the standard post-
partum schedule of a 6-week visit. We
adjusted for the following covariates in
both of our models: maternal age, par-
ity, race, ethnicity, county of residence,
state, adequate prenatal care, pregnancy
complications, preterm birth, and mode
of delivery. We calculated predicted
probabilities from our logistic regres-
sion models to improve interpretabil-
ity.15 Standard errors were clustered at
the individual level to account for mul-
tiple births by the same woman (23.2%
of the sample had more than 1 birth in
the dataset). We also conducted a sensi-
tivity analysis by stratifying our models
by repeat birth status, namely women
with 1 birth in the dataset and women
with multiple births. The results were
unchanged, and only the main model is
presented.
Nationally, most of the Emergency

Medicaid recipients are Latina and
female. Latinas also experience signifi-
cant disparities in contraceptive use.10
−12 We therefore, conducted 1 set of
subanalyses that restricted the study
population to Latina women. All
hypothesis tests were 2-sided, and we
considered a P value of <.05 to be statis-
tically significant. We used R version
3.6.2 (R Project for Statistical Comput-
ing, R Core Group, Vienna, Austria) for
all analyses.

Results
Our study sample included 375,544 live
births among 288,234 women (Table 1).
Most of the births in our sample were
covered by Traditional Medicaid
(87.3%, n=333,153 individuals) when
compared with Emergency Medicaid
(12.7%, n=42,391 individuals). A larger
4 AJOG Global Reports February 2022
proportion of Emergency Medicaid
births occurred in South Carolina
than in Oregon (61.0% vs 39.0%;
P<.001). Most of the births occurred
with adequate prenatal care (88.5%),
were delivered vaginally (70.4%), and
did not have pregnancy complications
(85.7%).

Most women who delivered under
Emergency Medicaid were Latina
women (80.3% vs 9.5% Latina in Tradi-
tional Medicaid; P<.001). Women cov-
ered by Emergency Medicaid were
more likely to be ≥35 years (18.1% vs
7.2% in Traditional Medicaid; P<.001)
and to be multiparous (76.8% vs 60.8%
Traditional Medicaid; P<.001). Women
covered by Emergency Medicaid were
more likely to have inadequate prenatal
care (14.7% vs 11.1% in Traditional
Medicaid; P<.001) and pregnancy com-
plications (16.0% vs 14.1% Traditional
Medicaid; P<.001).

Women in Emergency Medicaid were
significantly and substantially less likely
to have any postpartum care. Among
births to women receiving Emergency
Medicaid, only 5.6% had any postpar-
tum visit compared with 63.0% of
women in Traditional Medicaid
(P<.001) (Table 2). This disparity per-
sisted when we examined contraceptive
use. Women with restricted benefits in
Emergency Medicaid were significantly
and markedly less likely to receive post-
partum contraception. Six months fol-
lowing delivery, 97.6% of Emergency
Medicaid recipients had no evidence of
contraceptive use compared with 55.6%
of Traditional Medicaid enrollees
(P<.001) Table 3.

After adjusting for relevant demo-
graphic and delivery characteristics,
women covered by Emergency Medic-
aid had a 6.1% (95% confidence interval
[CI], 5.9−6.4) adjusted probability of a
postpartum visit compared with an
adjusted probability of 58.8% (95% CI,
58.6−58.9) among women covered by
Traditional Medicaid (Table 4). Women
with Emergency Medicaid had a 1.9%
(95% CI, 1.8−2.1) adjusted probability
of receiving postpartum contraception
by 2 months compared with an adjusted
probability of 35.5% (95% CI, 35.4
−35.7) among women with Traditional
Medicaid (Table A.3 provides the full
models).
We then examined the role of race in

postpartum care and contraceptive use
in a subanalysis that focused exclusively
on Latina women (Table A.4 displays
the sociodemographics of the Latina
subgroup). Latinas with births covered
by Emergency Medicaid had a 4.2%
(95% CI, 4.0−4.4) adjusted probability
of attending a postpartum visit com-
pared with 47.6% (95% CI, 47.0−48.2)
for Latinas enrolled in Traditional Med-
icaid. The same disparity persisted
when we examined postpartum con-
traceptive use. Latinas with births cov-
ered by Emergency Medicaid had a
1.9% (95% CI, 1.8−2.0) adjusted proba-
bility of postpartum contraception use
within 2 months of birth compared
with 39.8% (95% CI, 38.7−39.9) among
Latinas enrolled in Traditional Medic-
aid (Table A.3 provides the full mod-
els).

Comment
Principal findings
Women with restricted Medicaid bene-
fits (Emergency Medicaid) experience
stark disparities in receipt of basic post-
partum healthcare and contraception.
Most Emergency Medicaid recipients
are Latina when compared with Tradi-
tional Medicaid beneficiaries. Women
enrolled in Traditional Medicaid with
full benefits were almost 10-fold more
likely to receive postpartum care than
women receiving Emergency Medicaid.
This disparity persisted when we exam-
ined postpartum contraceptive use. This
disparity in receipt of postpartum con-
traception is explained by restricted
healthcare benefits and not by racial or
ethnic differences: Latinas enrolled in
Traditional Medicaid are nearly 20-fold
more likely to receive an effective form
of postpartum contraception than their
Emergency Medicaid peers. These find-
ings suggest lifelong, adverse conse-
quences for both women and infants
covered by Emergency Medicaid.1

Results in the context of what is
known
The literature is clear on the role that
contraception plays in both
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TABLE 1
Sociodemographic and clinical characteristics of patients per birth by type of Medicaid, 2010 to 2017
Characteristics Traditional Medicaida(n=333,153) Emergency Medicaida(n=42,391) Overall birthsa(n=375,544)

Number of women 255,205 33,029 288,234

Maternal age at birth (y)b

<20 43,338 (13.0) 2341 (5.52) 45,679 (12.2)

20−34 266,003 (79.8) 32,358 (76.3) 298,361 (79.4)

≥35 23,812 (7.2) 7692 (18.1) 31,504 (8.4)

Multiparousb 202,660 (60.8) 32,549 (76.8) 235,209 (62.6)

Raceb

White 185,797 (55.8) 1449 (3.42) 187,246 (49.9)

Black 94,108 (28.2) 585 (1.4) 94,693 (25.2)

Latina 31,569 (9.5) 34,045 (80.3) 65,614 (17.5)

Asianc 4103 (1.2) 922 (4.5) 6025 (1.6)

American Indian or Alaska Native 3399 (1.0) 69 (0.2) 3468 (0.9)

Native Hawaiian or Pacific Islanderd 905 (0.3) 743 (1.8) 1648 (0.4)

Other or unknowne 13,272 (4.0) 3578 (8.4) 16,850 (4.5)

County of residenceb

Metropolitan 198,082 (59.5) 31,666 (74.7) 229,748 (61.2)

Non-metropolitan 75,775 (22.7) 7172 (16.9) 82,947 (22.1)

Missing 59,296 (17.8) 3553 (8.4) 62,849 (16.7)

Stateb

Oregon 135,013 (40.5) 25,847 (61.0) 160,860 (42.8)

South Carolina 198,140 (59.5) 16,544 (39.0) 214,684 (57.2)

Adequate prenatal careb,f 293,252 (88.9) 35,539 (85.3) 328,791 (88.5)

Pregnancy complicationsb,g 46,985 (14.1) 6793 (16.0) 53,778 (14.3)

Preterm birthb,h 29,935 (9.0) 3075 (7.3) 33,010 (8.79)

Cesarean deliveryb 99,880 (30.0) 11,460 (27.0) 111,340 (29.6)
Data are presented as number (percentage).
a Individual variable denominators differ depending on missingness. Fewer than 2.1% of variables are missing; b Significant difference at P<.001 by Medicaid type; c This category includes the vari-
able reported subgroups “Asian Indian,” “Chinese,” “Filipino,” “Japanese,” “Korean,” “Vietnamese,” and “Other Asian;” dThis category includes the variable reported subgroups “Native Hawaiian,”
“Gaumanaian or Chamorro,” “Samoan,” and “Other Pacific Islander”; e This category includes the variable reported subgroups “other” and “unknown”; f Adequate prenatal care defined as ≥7 visits; g

Pregnancy complications included gestational and preexisting diabetes or hypertension; h Preterm births included all deliveries <37 weeks’ gestation.
Rodriguez. Disparities in postpartum care by Medicaid type. Am J Obstet Gynecol Glob Rep 2022.

ajog.org Original Research
reproductive justice and the promotion
of maternal health.1,16 Contraception
allows individuals to determine if and
when they want to conceive; unintended
pregnancies carry meaningful health
risks and opportunity costs for both the
woman and infant.17 Unintended preg-
nancy is associated with a significantly
increased risk for preterm birth and low
birthweight infants, which can have life-
long consequences for both the woman
and child.17−19 Nationally, Latina
women are less likely to use effective
postpartum contraception and more
likely to experience unintended preg-
nancy than White women.11,12,20,21

Postpartum contraception is particu-
larly important because it prevents
unintended pregnancies and helps to
achieve healthy interpregnancy intervals
among women who desire a subsequent
child.1,22,23 Postpartum care, including
receipt of contraception, is even more
essential for women with high-risk
pregnancies, such as those complicated
by hypertension, diabetes, or preterm
birth. Failure to provide ongoing
healthcare for these women likely
contributes to increased maternal mor-
bidity and mortality. Colorado signifi-
cantly reduced the risk for preterm
birth by expanding access to the most
effective forms of reversible postpartum
contraception, namely the IUD and
implant. The odds of preterm birth for
women living in counties with
expanded access to contraception was
significantly reduced.24

Recognizing the association between
LARC and improved maternal health,
most of the states have now expanded
access to IPP LARC.25 It is important to
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TABLE 2
Postpartum visit and timing of receipt of contraception by type of Medicaid, 2010 to 2017
Postpartum variables Traditional Medicaid(n=333,153) Emergency Medicaid(n=42,391) Overall births(n=375,544)

Postpartum visit timing (mo)a

≤1 121,249 (36.4) 1860 (4.4) 123,109 (32.8)

>1 to 2 74,909 (22.5) 420 (1.0) 75,329 (20.1)

>2 to 6 13,591 (4.1) 80 (0.2) 13,671 (3.6)

No postpartum visit within 6 202,660 (60.8) 40,031 (94.4) 163,435 (43.5)

Postpartum contraception timing (mo)a

Immediately postpartum 28,507 (8.6) 407 (1.0) 28,914 (7.7)

≤1 31,842 (9.6) 319 (0.8) 32,161 (8.6)

>1 to 2 58,789 (17.6) 180 (0.4) 58,969 (15.7)

>2 to 6 28,621 (8.6) 96 (0.2) 28,717 (7.6)

No contraception within 6 185,394 (55.6) 41,389 (97.6) 226,783 (60.4)

Postpartum visit and contraception timinga

Postpartum visit and contraceptive
use

110,656 (33.2) 334 (0.8) 110,990 (29.6)

Postpartum visit and no
contraceptive use

99,093 (29.8) 2026 (4.8) 101,119 (26.9)

Contraceptive use and no
postpartum visit

37,103 (11.1) 668 (1.6) 37,771 (10.0)

No contraceptive use or postpartum
visit

86,301 (25.9) 39,363 (92.8) 125,664 (33.5)

Data are presented as number (percentage).
a Significant difference at P<.001 by Medicaid type.
Rodriguez. Disparities in postpartum care by Medicaid type. Am J Obstet Gynecol Glob Rep 2022.
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note that IPP LARC is not a covered
benefit for Emergency Medicaid recipi-
ents. Similarly, although IPP LARC and
postpartum LARC have been shown to
be safe, effective, and beneficial for pre-
venting preterm birth, not all women
will choose to use LARC. IPP LARC is
not a solution to fix a fragmented
healthcare system; it is 1 option that
will benefit the women who freely elect
to use it. A human rights−based
approach to contraception requires that
an individual have their choice of a
range of methods and can discontinue
them on demand.16 Ensuring that all
low-income individuals, regardless of
citizenship, have access to their choice
of contraceptive methods postpartum
may improve maternal health and
reduce public costs.26,27

A public health priority in the United
States is to reduce maternal mortality,
in part by increasing the proportion of
women using an effective form of con-
traception postpartum.28−30 In 2012,
53.2% of women delivering a live birth
in the United States used a moderately
or highly effective form of contracep-
tion postpartum.28 Recognizing the
importance of postpartum contracep-
tion, Healthy People 2020 has an
explicit objective to improve the pro-
portion of women utilizing a Tier 1
(IUD, implant, sterilization) or Tier 2
(injectable, pill, patch, ring) contracep-
tive method by 10%.31 This national
benchmark is significantly higher than
what we observed in the Emergency
Medicaid population in 2 states: only
1.9% of women were using an effective
form of contraception by 2 months
postpartum.

Clinical implications
Postpartum care is broader than con-
traceptive use; it is a comprehensive
evaluation and management of all of a
woman’s health needs.1 Recognizing the
importance of postpartum care, the
American Recovery Act allows states
the option to extend Medicaid coverage
postpartum from 60 days to 12
months.32 Although these are critical
steps to strengthen maternal health,
explicit attention to the health needs
and restricted coverage that immigrant
women experience postpartum is
needed. An estimated 250,000 undocu-
mented immigrant women gave birth in
the United States in 2016. We found
that 16% of all Emergency Medicaid
parturients experienced a pregnancy
complication including diabetes or
hypertension. Both hypertensive disor-
ders of pregnancy and diabetic compli-
cations are among the leading causes of
maternal mortality in the United States
and affect Latinas disproportionately
more than White women.33 Restricting
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TABLE 3
Postpartum contraceptive method use by timing of contraception and type of Medicaid for births who received
postpartum contraception, 2010 to 2017
Contraception use Traditional Medicaida(n=147,759) Emergency Medicaida(n=1002) Overall birthsa(n=148,761)

Immediate postpartumb

Sterilization 24,347 (85.4) 124 (30.5) 24,471 (84.6)

Implant 3324 (11.7) 166 (40.8) 3490 (12.1)

IUD 836 (2.9) 117 (28.7) 953 (3.3)

Within 1 monthb

Sterilization 1519 (4.8) 2 (0.6) 1521 (4.7)

Implant 4222 (13.3) 13 (4.1) 4235 (13.2)

IUD 3827 (12.0) 3 (0.9) 3830 (11.9)

Injectable 1507 (4.7) 20 (6.3) 1527 (4.8)

Pill 20,087 (63.1) 273 (85.6) 20,360 (63.3)

Patch or ring 680 (2.1) 8 (2.5) 688 (2.1)

>1 to 2 mob

Sterilization 3399 (5.8) 0 (0.0) 3399 (5.7)

Implant 9259 (15.7) 15 (8.4) 9274 (15.7)

IUD 23,101 (39.3) 53 (29.4) 23,154 (39.3)

Injectable 3259 (5.5) 28 (15.6) 3287 (5.6)

Pill 18,559 (31.6) 80 (44.4) 18,639 (31.6)

Patch or ring 1212 (2.1) 4 (2.2) 1216 (2.1)

>2 to 6 mob

Sterilization 2254 (7.9) 0 (0.0) 2254 (7.9)

Implant 4556 (15.9) 17 (17.7) 4573 (15.9)

IUD 9718 (34.0) 35 (36.5) 9753 (34.0)

Injectable 1868 (6.5) 14 (14.6) 1882 (6.5)

Pill 9442 (33.0) 29 (30.2) 9471 (33.0)

Patch or ring 783 (2.7) 1 (1.0) 784 (2.7)
Data are presented as number (percentage).

IUD, intrauterine device.
a Individual variable denominators are the number of births within each contraception timing category; b Significant difference at P<.001 by Medicaid type.
Rodriguez. Disparities in postpartum care by Medicaid type. Am J Obstet Gynecol Glob Rep 2022.
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access to postpartum care by citizenship
status is a missed opportunity to pre-
vent maternal morbidity and mortality
among Medicaid recipients.
Our study demonstrates the role

that Medicaid policy may play in per-
petuating racial and ethnic disparities
in contraceptive use and unintended
pregnancy among Latina women. We
found that Latinas enrolled in Tradi-
tional Medicaid were nearly 11-fold
more likely to attend a postpartum
visit and significantly more likely to
use postpartum contraception than
Latinas receiving Emergency Medic-
aid. This suggests that insurance ben-
efits, not race or ethnic differences,
drive disparities in the utilization of
postpartum care and contraceptives.
Although federal policy changes have
allowed for the option to expand pre-
natal care to low-income immigrants
using federal funds, states must cover
the entirety of postpartum care for
this population.34 Few states have
chosen to cover postpartum care for
undocumented or recent immigrants,
thereby propagating the maternal
health crisis and contributing to gen-
erational inequity.17,19
Research implications
A few states have recently passed legis-
lation to expand postpartum coverage
and access to reproductive healthcare to
all individuals who meet financial need,
regardless of citizenship status. Ore-
gon’s Reproductive Health Equity Act is
1 of these laws.35 Future research should
examine the health impact and health
system costs of expanding coverage.
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TABLE 4
Predicted probabilities of postpartum visit and contraception timing by
type of Medicaid

Predicted probabilities

% (95% CI)
Traditional Medicaid Emergency Medicaid

Postpartum visit within 2 mo

Complete cohort 58.8 (58.6−58.9) 6.1 (5.9−6.4)

Latina subgroup 47.6 (47.0−48.2) 4.2 (4.0−4.4)

Postpartum contraception within 2 mo

Complete cohort 35.5 (35.4−35.7) 1.9 (1.8−2.1)

Latina subgroup 39.3 (38.7−39.9) 1.9 (1.8−2.0)
CI, confidence interval.
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Strengths and limitations
Our study has limitations. Our results
are from 2 states, namely Oregon and
South Carolina, and may not be gener-
alizable to other states. We included
Oregon and South Carolina because
both states have experienced similar
growth in their immigrant population
and have comparable immigrant popu-
lations residing in each state.36 Oregon
differs from South Carolina and 17
other states, because it leverages the
Children’s Health Insurance Program’s
Unborn Child Clause to provide prena-
tal care for the Emergency Medicaid
population. It is anticipated that during
prenatal care, women would receive
counseling on the importance of birth
spacing and postpartum contraceptive
use; this would bias our result toward
the null. Our study population does not
include individuals living in border
states; it is possible that our findings
would be attenuated in areas where
women can access care in a different
country.
We relied on administrative data for

our analysis, which carries the possibil-
ity of errors in coding. However, prob-
lems with coding would typically bias
results toward the null. Furthermore,
we mitigated the risk of coding errors
by using 2 distinct data sources (Medic-
aid claims and birth certificates) to
identify and corroborate demographic
information and utilization and health
outcomes. Our study focused on the
role of Medicaid coverage. We did not
account for care received outside of
Medicaid through charity programs,
Title X clinics, or federally qualified
health centers.

Conclusions
Women receiving Emergency Medicaid
are significantly less likely to receive basic
postpartum healthcare, potentially exac-
erbating health disparities. Medicaid cov-
erage for all individuals meeting financial
need requirements should parallel what
is recommended for clinical care postpar-
tum: an ongoing, continuous process tai-
lored to the individual's needs.1 &

Supplementary materials
Supplementary material associated with
this article can be found, in the online
version, at doi:10.1016/j.xagr.2021.
100030.
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