
R E S E A R CH A R T I C L E

Perinatal care among Hispanic birthing people: Differences by
primary language and state policy environment

Julia D. Interrante PhD, MPH | Cynthia Pando MA |

Alyssa H. Fritz MPH, RD, CLC | Katy B. Kozhimannil PhD, MPA

Division of Health Policy and Management,

University of Minnesota, University of

Minnesota School of Public Health,

Minneapolis, Minnesota, USA

Correspondence

Julia D. Interrante, Division of Health Policy

and Management, University of Minnesota,

University of Minnesota School of Public

Health, 420 Delaware St. SE MMC

729, Minneapolis, MN 55455, USA.

Email: inter014@umn.edu

Abstract

Objective: The study aims to examine maternal care among Hispanic birthing people

by primary language and state policy environment.

Data Sources and Study Setting: Pooled data from 2016 to 2020 Pregnancy Risk

Assessment Monitoring System surveys from 44 states and two jurisdictions.

Study Design: Using multivariable logistic regression, we calculated adjusted pre-

dicted probabilities of maternal care utilization (visit attendance, timeliness, ade-

quacy) and quality (receipt of guideline-recommended care components). We

examined outcomes by primary language (Spanish, English) and two binary measures

of state policy environment: (1) expanded Medicaid eligibility to those <133% Federal

Poverty Level, (2) waived five-year waiting period for pregnant immigrants to access

Medicaid.

Data Collection/Extraction Methods: Survey responses from 35,779 postpartum

individuals with self-reported Hispanic ethnicity who gave birth during 2016–2020.

Principal Findings: Compared to English-speaking Hispanic people, Spanish-speaking

individuals reported lower preconception care attendance and worse timeliness and

adequacy of prenatal care.

In states without Medicaid expansion and immigrant Medicaid coverage, Hispanic

birthing people had, respectively, 2.3 (95% CI:0.6, 3.9) and 3.1 (95% CI:1.6, 4.6)

percentage-point lower postpartum care attendance and 4.2 (95% CI:2.1, 6.3) and

9.2 (95% CI:7.2, 11.2) percentage-point lower prenatal care quality than people in

states with these policies.

In states with these policies, Spanish-speaking Hispanic people had 3.3 (95% CI:1.3,

5.4) and 3.0 (95% CI:0.9, 5.1) percentage-point lower prenatal care adequacy, but 1.3

(95% CI:�1.1, 3.6) and 2.7 (95% CI:0.2, 5.1) percentage-point higher postpartum care

quality than English-speaking Hispanic people. In states without these policies, those

same comparisons were 7.3 (95% CI:3.8, 10.8) and 7.9 (95% CI:4.6, 11.1) percentage-

points lower and 9.6 (95% CI:5.5, 13.7) and 5.3 (95% CI:1.8, 8.9) percentage-points

higher.
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Conclusions: Perinatal care utilization and quality vary among Hispanic birthing peo-

ple by primary language and state policy environment. States with Medicaid expan-

sion and immigrant Medicaid coverage had greater equity between Spanish-speaking

and English-speaking Hispanic people in adequate prenatal care and postpartum care

quality among those who gave birth.
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What is known on this topic

• Hispanic birthing people face elevated risks of poor maternal outcomes compared to non-

Hispanic White people, including preeclampsia, hypertension, and gestational diabetes.

• Hispanic adults in the United States access prenatal care at lower rates than non-Hispanic

White people.

• Patients with limited English proficiency experience barriers to accessing high quality health-

care services, and frequently report healthcare discrimination.

What this study adds

• Spanish-speaking Hispanic individuals reported significantly lower preconception care utiliza-

tion, and worse timeliness and adequacy of prenatal care, compared to English-speaking His-

panic individuals.

• States with Medicaid expansion and immigrant Medicaid coverage policies had smaller dis-

parities in perinatal care between Spanish- and English-speaking Hispanic people.

• Policy efforts to increase access to and equity in perinatal care among Hispanic people could

include changes in Medicaid eligibility based on income and immigration status.

1 | INTRODUCTION

There are long-standing maternal health disparities by race and eth-

nicity, language, immigration status, and country of origin among peo-

ple who give birth in the United States. A growing body of research

reports important subgroup variations in birth outcomes among His-

panic people,1,2 highlighting the need for increased data disaggrega-

tion, especially considering how policies affect Hispanic subgroups

differently. The ethnicity “Hispanic” is used throughout this paper to

describe a diverse group of people who have Latin American or Span-

ish roots (e.g., people who identify as Latino/a, Latinx, or Latine).

Overall, Hispanic birthing people face elevated risks of poor

maternal outcomes (e.g., preeclampsia, hypertension, gestational dia-

betes) than non-Hispanic White people.3 Hispanic people who give

birth also report higher rates of discrimination in healthcare interac-

tions, including childbirth hospitalization.4,5

Hispanic adults in the United States access prenatal care at lower

rates than non-Hispanic White people6; qualitative research describes

lack of health insurance, language and cultural barriers, and racism and

discrimination within healthcare settings as contributing factors.6,7

While some studies have delineated Hispanic subgroup differences in

prenatal care use by country of origin,8 less is known about differ-

ences in utilization and quality of care across the perinatal period

based on primary language spoken (English vs. Spanish). Notably, 94%

of foreign-born Hispanic people speak Spanish at home9 and two-

thirds have limited English proficiency.10 More than one in three His-

panic immigrants with limited English proficiency report that their

ability to access health care has been impeded by language barriers,10

indicating a need to investigate health disparities based on primary

language.

Nearly one-third of Hispanic people below age 65 are enrolled in

Medicaid, an important source of health insurance during the perinatal

period.11 Over four in 10 births in the United States are financed by

Medicaid,12 and 35% of Medicaid-insured pregnant people identify as

Hispanic.13 Medicaid eligibility varies by state and states' decisions to

expand Medicaid under the Affordable Care Act to those <133% of

the Federal Poverty Level. Additionally, immigration-based eligibility

rules for Medicaid either require that immigrants undergo a waiting

period before they are eligible for Medicaid coverage, or fully exclude

them based on their immigration status, including many Hispanic

pregnant people who are immigrants.14 Approximately 50% of births

by US immigrants are by Hispanic people.15 The Personal Responsibil-

ity and Work Opportunity Reconciliation Act of 1996 dictates that

lawfully residing immigrants are only eligible for Medicaid after a five-

year waiting period. States are permitted to waive this waiting period

for pregnant individuals, with 34 states and the District of Columbia

having implemented this waiver by 2023.16 Pregnant immigrants living

in states that have not waived this waiting period are left without
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health insurance coverage during their pregnancy, childbirth, and

postpartum period unless they are able to access and afford private

coverage.

This study aimed to examine differences in perinatal care utilization

and receipt of recommended care components for English-speaking and

Spanish-speaking Hispanic individuals who gave birth between 2016 and

2020. Further, we examined associations between perinatal care and the

state policy environment (Medicaid expansion and immigrant Medicaid

coverage policies) to assess whether the policy environment was associ-

ated with differences in outcomes based on primary language.

2 | METHODS

2.1 | Data and study population

This study used pooled data from the Pregnancy Risk Assessment Moni-

toring System (PRAMS), a cross-sectional survey of postpartum people

from 44 states, the District of Columbia, and New York City. PRAMS sur-

veys are conducted by state and local health departments in collabora-

tion with the Centers for Disease Control and Prevention (CDC), and

participants are sampled from birth certificate records and surveyed

between 2 and 6 months after childbirth. This study used phase

8 PRAMS data, which surveys individuals with live births from 2016 to

2020 and are linked with birth certificate data. The CDC releases annual

PRAMS data from sites that meet a minimum response rate threshold.17

Data from phase 8 include the year 2020, during which time the COVID-

19 public health emergency affected healthcare utilization and insurance

coverage through the Families First Coronavirus Response Act. We ana-

lyzed these data to include the experiences of birthing people in 2020,

and we conducted sensitivity analyses excluding this year of data.

Respondents who self-reported their ethnicity as Hispanic on either

the birth certificate record or the PRAMS survey and who completed the

survey in either English or Spanish were included in this study. Other

PRAMS respondents and those who completed the survey in Spanish

but did not self-report as Hispanic were examined separately in Supple-

mental Tables 1 and 2. Vermont does not release information about

respondents' race or ethnicity and were thus excluded.

2.2 | Outcome measures

Study outcomes, measured separately during the preconception, pre-

natal, and postpartum periods, included (1) poor perinatal care utiliza-

tion and (2) poor perinatal care quality, defined as receiving less than

75% of care components recommended by the American College of

Obstetricians and Gynecologists (ACOG).18

2.2.1 | Preconception

The preconception period comprised visits in the 12 months before

pregnancy. Poor preconception care utilization was defined as self-

reported “no healthcare visits” during the preconception period.

Among those who reported a visit, poor preconception care quality

was calculated, as described above, using 12 binary (yes/no), self-

reported preconception care components that were discussed with

the individual by a clinician during a visit: folic acid consumption;

maintaining a healthy weight; controlling preexisting medical condi-

tions; desire to have children; contraception and pregnancy preven-

tion; health improvement strategies; sexually transmitted infections;

smoking; physical and emotional abuse; depression; work environ-

ment; and HIV testing (Supplemental Table 3).19

2.2.2 | Prenatal

The prenatal period comprised visits during pregnancy but before

childbirth. Poor prenatal care utilization was defined separately as:

(1) self-report of “no prenatal visits” on the PRAMS survey; (2) less

than adequate prenatal care as per the Adequacy of Prenatal Care Uti-

lization (APNCU) Index as indicated on the birth certificate record;

and (3) self-reported prenatal care that began after the first trimester

on the PRAMS survey. The APNCU combines the timing of prenatal

care initiation with the proportion of prenatal care visits received of

those expected based on initiation timing and gestational age at

birth.20 We defined less than adequate prenatal care as care that

began after the fourth month of pregnancy or receiving under 80% of

expected visits based on the APNCU measure. Among those who had

prenatal visits, poor prenatal care quality was calculated using

11 binary (yes/no), self-reported prenatal care components discussed

with the individual by a clinician during a visit: counseling on healthy

weight gain; medication use; smoking; alcohol consumption; physical

and emotional abuse; depression; drug use; HIV testing; breastfeed-

ing; contraception; and vaccinations.18

2.2.3 | Postpartum

In the PRAMS questionnaire, postpartum visits were described as “the
regular checkup a woman has about 4-6 weeks after she gives birth.”
However, respondents could have interpreted postpartum visits to

include those that occurred up to the time of the PRAMS survey

(average 4 months after childbirth). Poor postpartum care utilization

was defined as self-reported “no postpartum visits.” Among those

who reported a visit, poor postpartum care quality was calculated

using seven binary (yes/no), self-reported postpartum care compo-

nents discussed with the individual by a clinician during a visit: folic

acid consumption; depression; contraception; smoking; physical and

emotional abuse; birth spacing; and healthy eating and exercise.21

2.3 | Covariate measures

We examined sociodemographic characteristics by primary language

(survey completion in English or Spanish), including insurance at
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childbirth (private, Medicaid, uninsured) as reported on the birth cer-

tificate, and self-reported race (Asian, Black, Indigenous, White, other

non-White, multiple, or unknown), rural residence (micropolitan or

noncore counties based on the National Center for Health Statistics

urban-rural classification scheme, as provided in PRAMS),22 Census

region (Northeast, Midwest, South, West), age (<20, 20–24, 25–34,

35+), education (<high school, high school graduate, >high school),

marital status (married or not), parity (one or more previous childbirths

or not), and pregnancy intention (unintended or not). Clinical charac-

teristics included self-reported pre-pregnancy physical abuse, depres-

sion, diabetes, high blood pressure, obesity, and smoking.

2.4 | Policy environment measures

In addition to examination by language, study outcomes were exam-

ined by two separate binary measures of state policy environment (for

both Spanish- and English-speaking Hispanic individuals): (1) Medicaid

expansion status and (2) immigrant Medicaid coverage policies by

state and year. Medicaid expansion status (yes/no) and timing were

assessed using data from the Kaiser Family Foundation.23 States with

Medicaid coverage for lawfully residing pregnant immigrants that had

waived the five-year waiting period were classified as having immi-

grant Medicaid coverage. States without waivers (e.g., Medicaid cov-

erage only for lawfully residing noncitizens after the five-year waiting

period and no coverage for undocumented and Deferred Action for

Childhood Arrivals [DACA]-eligible immigrants) were classified as hav-

ing no immigrant Medicaid coverage.24,25 States that had policy

changes during the study period were coded as “no” in the years

without the policy and “yes” in the years with the policy.

Citizenship, immigration documentation status, and country of

origin are not available in PRAMS. Understanding the association

between immigrant Medicaid coverage policies and poor perinatal

care among Hispanic individuals, including both US citizens with non-

citizens, is important, so we conducted a secondary analysis, estimat-

ing “likely” citizenship status using available data in PRAMS. A

growing body of literature reports spillover effects for US citizens,

which refers to how policies targeted at noncitizens can impact US

citizens and their health.26,27 Thus, we conducted stratified analysis

using an estimated proxy measure of likely US citizenship status using

previously published methods.28–30 Those reporting Hispanic ethnic-

ity, Spanish language, and less than a high school degree were consid-

ered likely noncitizens, while other Hispanic-identifying respondents

were considered likely US citizens. This is not a direct measure of citi-

zenship, and has important limitations, but provides some evidence of

potential differential effects among Hispanic birthing people, as a sec-

ondary analysis.

2.5 | Statistical analysis

We estimated survey-weighted proportions to describe distributional

differences in sociodemographic and clinical characteristics between

English-speaking and Spanish-speaking Hispanic postpartum individ-

uals, testing differences with Rao–Scott chi-square tests. Using multi-

variable logistic regression, we calculated adjusted predicted

probabilities and percentage-point differences with 95% confidence

intervals (CIs) for study outcomes, controlling for sociodemographic

and clinical factors described above. Health insurance type was not

included as a covariate in adjusted analyses as insurance is likely on

the causal pathway between identity categories (ethnicity, language)

and perinatal care utilization.

We examined differences in outcomes for English-speaking and

Spanish-speaking Hispanic individuals overall, by Medicaid expansion

status, and by immigrant Medicaid coverage status. As a secondary

analysis, differences in outcomes by immigrant Medicaid coverage

status were additionally assessed by a proxy estimating likely citizen

and noncitizen status. Assessment of differences by state policy envi-

ronment involved models with interaction terms.

All sample sizes presented are unweighted, while percentages

and analyses used PRAMS survey weights, which account for varia-

tion in sampling rates, stratification schemes, and nonresponse across

study sites. Significance was assessed by 95% CIs excluding the null

and defined as p < 0.05 using two-sided hypothesis tests. All analyses

were conducted using Stata, version 18 (StataCorp LLC).

This study was not determined as human subjects research by the

Institutional Review Board of the University of Minnesota.

3 | RESULTS

Table 1 provides weighted descriptive statistics of the analytic sample

by primary language. The sample contained 35,779 Hispanic postpar-

tum respondents; 57.7% were English-speaking and 42.3% were

Spanish-speaking. Compared to Spanish-speaking Hispanic individ-

uals, English-speaking Hispanic individuals were more likely to have

private health insurance (41.2% vs. 14.3%), live in rural areas (9.7%

vs. 7.3%), the Midwest (19.1% vs. 12.2%) or the West (22.3%

vs. 10.6%), and have more than a high school education (52.3%

vs. 19.9%). Spanish-speaking individuals were more likely to have

Medicaid (69.0% vs. 55.7%) or be uninsured (16.8% vs. 3.1%) at child-

birth, live in the South (46.0% vs. 31.8%) or the Northeast (31.2%

vs. 26.9%), and have more than one previous live birth (72.7%

vs. 60.7%). English-speaking Hispanic individuals reported significantly

higher rates of unintended pregnancy (50.5% vs. 41.2%) and pre-

pregnancy obesity (35.3% vs. 28.0%), depression (12.9% vs. 4.7%),

and smoking (12.0% vs. 3.3%) than their Spanish-speaking Hispanic

counterparts.

Table 2 shows adjusted predicted probabilities of poor perinatal

care utilization and receipt of recommended care components, com-

paring English-speaking to Spanish-speaking Hispanic individuals. Pre-

conception care utilization was low for both groups, with 40.5% of

English-speaking Hispanic and 52.7% of Spanish-speaking Hispanic

individuals reporting no healthcare visits preconception (difference:

p < 0.001). Spanish-speaking Hispanic individuals reported signifi-

cantly worse prenatal care measures than their English-speaking
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Hispanic counterparts, with 14.1% and 10.1% reporting prenatal care

that began after the first trimester, and 35.0% and 30.1% reporting

receiving less than adequate prenatal care, respectively (p < 0.001 for

both). English-speaking Hispanic individuals were significantly more

likely to lack recommended components of preconception (78.4%

vs. 73.1%) and postpartum care (58.3% vs. 53.9%) than their Spanish-

speaking Hispanic counterparts.

Associations between the state policy environment (Medicaid

expansion status and immigrant Medicaid coverage policies) and peri-

natal care outcomes for Hispanic individuals are presented in Figure 1

TABLE 1 Characteristics of postpartum Hispanic individuals by language (n = 35,779).

Characteristics English speaking (n = 21,742) 57.7% Spanish speaking (n = 14,037) 42.3% p-value

Insurance at childbirth <0.001

Private 41.2 14.3

Medicaid 55.7 69.0

Uninsured 3.1 16.8

Racial identification <0.001

Asian 0.7 0.3

Black 5.6 1.9

Indigenous 0.9 0.3

White 63.2 54.9

Other—non-White 21.6 37.4

Multiple 4.4 1.5

Unknown 3.7 3.7

Rural residence 9.7 7.3 <0.001

Region <0.001

Northeast 26.9 31.2

Midwest 19.1 12.2

South 31.8 46.0

West 22.3 10.6

Age <0.001

<20 8.3 5.1

20–24 26.7 19.1

25–34 50.7 53.5

35+ 14.3 22.3

Education <0.001

Less than high school graduate 15.5 47.9

High school graduate 31.7 30.4

More than high school 52.3 19.9

Unknown 0.6 1.8

Married 48.7 46.8 0.034

Multiparous 60.7 72.7 <0.001

Unintended pregnancy 50.5 41.2 <0.001

Pre-pregnancy conditions

Abuse 4.0 3.0 0.003

Depression 12.9 4.7 <0.001

Diabetes 3.6 3.3 0.504

High blood pressure 4.6 3.9 0.047

Obesity 35.3 28.0 <0.001

Smoking 12.0 3.3 <0.001

Note: Bolded values indicate statistical significance at p < 0.05.

Source: Authors' analysis of data from the Pregnancy Risk Assessment Monitoring System (PRAMS), 2016–20. N are unweighted, percentages use PRAMS

survey weights, which account for variation in sampling rates, stratification schemes, and nonresponse across sites. p-values are Rao–Scott chi-square.
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and Supplemental Tables 4 and 5. When comparing Hispanic individ-

uals overall (ignoring language) by state Medicaid expansion status,

Hispanic individuals in non-Medicaid expansion states were signifi-

cantly more likely to have no postpartum care visits and lack recom-

mended perinatal care components than Hispanic individuals in

expansion states (all p < 0.05). When comparing Spanish- and English-

speaking Hispanic people within states with and without Medicaid

expansion, differences in perinatal measures for English-speaking ver-

sus Spanish-speaking Hispanic individuals were statistically significant

and similar in size in both expansion and non-expansion states for

poor preconception and prenatal care utilization measures. Rates of

no preconception visits were 12.9 (95% CI: 10.8, 15.0) and

11.4-percentage points (95% CI: 7.7, 15.1) higher, late prenatal care

initiation 3.6 (95% CI: 2.1, 5.0) and 4.6-percentage points (95% CI:

2.3, 7.0) higher, and poor preconception care quality 5.3 (95% CI:

�8.0, �2.7) and 5.3-percentage points (95% CI: �9.8, �0.8) lower for

Spanish-speaking Hispanic compared to English-speaking Hispanic

individuals in expansion and non-expansion states, respectively.

Medicaid expansion was not associated with reduced inequities

between Spanish- and English-speaking Hispanic individuals across all

measures of poor perinatal care utilization and receipt of recom-

mended care components. However, there was a reduction in the

differences between Spanish- and English-speaking Hispanic people

in receiving less than adequate prenatal care and receipt of recom-

mended postpartum care components in expansion states. In non-

expansion states, English-speaking Hispanic individuals had a

7.3-percentage point (95% CI: 3.8, 10.8) lower prevalence of less than

adequate prenatal care than their Spanish-speaking Hispanic counter-

parts, while this difference was 3.3-percentage points (95% CI: 1.3,

5.4) lower in expansion states. In non-expansion states, Spanish-

speaking Hispanic individuals had a 9.6-percentage point (95% CI:

�13.7, �5.5) lower prevalence of poor postpartum care quality than

their English-speaking Hispanic counterparts, while this language dif-

ference was not significant in expansion states.

When comparing Hispanic individuals overall (ignoring language)

by state immigrant Medicaid coverage policies, Hispanic individuals

living in states without immigrant Medicaid coverage were signifi-

cantly more likely to have less than adequate prenatal care, no post-

partum care visits, and lack recommended perinatal care components

than their Hispanic counterparts in states with immigrant Medicaid

coverage (all p < 0.05). When adding the additional language compari-

son within states with and without immigrant Medicaid coverage poli-

cies, differences in perinatal measures for English-speaking versus

Spanish-speaking Hispanic individuals were significant and similar in

TABLE 2 Perinatal care among postpartum Hispanic individuals by language (n = 35,779).

Perinatal care utilization and quality

English speaking (n = 21,742) Spanish speaking (n = 14,037)

p-value (language
difference)

Weighted
%

Adjusted predicted
probability (95% CI)a

Weighted
%

Adjusted predicted
probability (95% CI)a

Poor care utilization

No preconception visits (12 mo. before

pregnancy)

38.3 40.5 (39.2,41.7) 55.9 52.7 (51.3,54.2) <0.001

No prenatal care visits 0.5 0.5 (0.4,0.7) 0.7 0.6 (0.4,0.8) 0.738

Prenatal care began after the first trimester 9.3 10.1 (9.3,11.0) 15.8 14.1 (13.1,15.1) <0.001

Received less than adequate prenatal care

(APNCU)

29.4 30.1 (28.9,31.3) 36.1 35.0 (33.6,36.4) <0.001

No postpartum care visits 13.0 14.0 (13.0,14.9) 16.7 15.2 (14.2,16.2) 0.115

Poor care quality (received <75% of recommended care components during visit(s)) during:

Preconception visitsb 79.7 78.4 (77.1,79.8) 70.4 73.1 (71.1,75.0) <0.001

Prenatal visitsc 29.7 30.5 (29.2,31.7) 30.7 29.7 (28.4,31.0) 0.454

Postpartum visitsd 58.8 58.3 (56.9,59.6) 53.2 53.9 (52.3,55.5) <0.001

Note: Bolded values indicate statistical significance at p < 0.05.

Source: Authors' analysis of data from the Pregnancy Risk Assessment Monitoring System (PRAMS), 2016–20. NOTES: APNCU: Adequacy of Prenatal Care

Utilization (Kotelchuck Index), CI: confidence interval. N are unweighted, percentages use PRAMS survey weights, which account for variation in sampling

rates, stratification schemes, and nonresponse across sites. p-values are from multivariable logistic regression models comparing adjusted predicted

probabilities of each outcome between English-speaking and Spanish-speaking Hispanic reporting individuals.
aAdjusted for rurality, region, race, age, education, marital status, parity, pregnancy intention, and pre-pregnancy abuse, depression, diabetes, high blood

pressure, obesity, and smoking.
bRecommended preconception care components (n = 12) include counseling on folic acid consumption, maintaining a healthy weight, controlling

preexisting medical conditions, desire to have children, pregnancy prevention, health improvement strategies, sexually transmitted infections, smoking,

physical and emotional abuse screening, depression screening, work environment, and HIV testing.
cRecommended prenatal care components (n = 11) include counseling on healthy weight gain, medication, smoking, alcohol consumption, physical and

emotional abuse screening, depression screening, drug use, HIV testing, breastfeeding counseling, postpartum contraceptive counseling, and vaccinations.
dRecommended postpartum care components (n = 7) include counseling on folic acid consumption, depression screening, contraceptive counseling,

smoking, physical and emotional abuse screening, birth spacing counseling, and discussions about healthy eating and exercise.
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both immigrant Medicaid coverage and noncoverage states, with

some exceptions. Differences in less than adequate prenatal care

between English- and Spanish-speaking Hispanic individuals were less

pronounced in states with immigrant Medicaid coverage, with

Spanish-speaking Hispanic individuals 3.0-percentage points (95% CI:

0.9, 5.1) higher than their English-speaking Hispanic counterparts. In

comparison, for those in states with no immigrant Medicaid coverage,

Spanish-speaking Hispanic individuals were 7.9-percentage points

(95% CI: 4.6, 11.1) more likely than English-speaking Hispanic individ-

uals to receive less than adequate prenatal care. Differences in out-

comes by primary language were only significantly different for no

postpartum care visits in states with no immigrant Medicaid coverage;

Spanish-speaking Hispanic individuals were 3.1-percentage points

(95% CI: 0.6, 5.6) more likely than English-speaking Hispanic individ-

uals to report no visit.

Table 3 and Supplemental Table 6 show results from a secondary

analysis, using an estimated proxy for likely citizenship status. Results

indicate adjusted predicted probabilities of poor perinatal care utiliza-

tion and receipt of recommended care components among Hispanic

birthing people by likely citizenship status between states with and

without immigrant Medicaid coverage. Likely noncitizen Hispanic indi-

viduals had higher prevalence of no preconception visits regardless of

state immigrant Medicaid coverage (12.4-percentage points higher,

95% CI: 8.8, 15.9) than likely citizen Hispanic individuals, as well as

poorer prenatal care measures (late prenatal care initiation:

5.8-percentage points higher, 95% CI: 3.3, 8.3; less than adequate

prenatal care: 4.9-percentage points higher, 95% CI: 1.5, 8.3). Among

likely noncitizen Hispanic individuals, those in states without immi-

grant Medicaid coverage were more likely to have late prenatal care

initiation (3.3-percentage points higher, 95% CI: 0.2, 6.3) and less than

adequate prenatal care (9.0-percentage points higher, 95% CI: 4.8,

13.1) than those with immigrant Medicaid coverage, while immigrant

Medicaid coverage was not associated with significant differences for

these measures among likely citizen Hispanic individuals. However,

Hispanic respondents in states without immigrant Medicaid coverage

had significantly higher prevalence of no postpartum care visits than

those with immigrant Medicaid coverage for both likely noncitizens

(5.4-percentage points higher, 95% CI: 2.6, 8.3) and citizens

(2.1-percentage points higher, 95% CI: 0.4, 3.8). Among those who

attended visits, Hispanic individuals in states without immigrant Med-

icaid coverage, regardless of likely citizenship status, were 5.9 to

9.4-percentage points more likely to lack recommended perinatal care

components than Hispanic individuals living in states with immigrant

Medicaid coverage.

4 | DISCUSSION

This study investigated perinatal care utilization and quality among

Hispanic-identifying postpartum individuals with childbirths between

2016 and 2020. Our findings revealed significant disparities in utiliza-

tion and quality of care by primary language (English vs. Spanish) and

state policy environment in the periods before, during, and after preg-

nancy. Spanish-speaking Hispanic individuals reported significantly

lower care utilization in the preconception period, and worse

timeliness and adequacy of prenatal care, compared to their English-

speaking Hispanic counterparts. Conversely, English-speaking His-

panic individuals were more likely to receive lower quality preconcep-

tion and postpartum care, as defined by receiving less than 75% of

guideline-recommended care components.

Lack of Medicaid expansion and immigrant Medicaid coverage

policies were associated with lower healthcare utilization and poorer

quality across several measures. Hispanic people living in states with-

out Medicaid expansion and immigrant Medicaid coverage reported

lower postpartum care utilization and poorer quality of care across

the perinatal period than Hispanic people living in states with these

policies, regardless of primary language spoken. Associations were

also identified between primary language and state policy environ-

ment; Medicaid expansion and immigrant Medicaid coverage policies

were associated with greater equity between Spanish- and English-

speaking Hispanic people across some, but not all, measures. Specifi-

cally, differences in prenatal care adequacy and postpartum care qual-

ity between Spanish- and English-speaking Hispanic individuals were

attenuated in states with Medicaid expansion or immigrant Medicaid

F IGURE 1 Probability of poor perinatal care utilization and quality among postpartum Hispanic individuals by primary language and by
(A) Medicaid expansion status and (B) immigrant Medicaid coverage status. Source: Authors' analysis of data from the Pregnancy Risk Assessment
Monitoring System (PRAMS), 2016–20. N are unweighted, percentages use PRAMS survey weights, which account for variation in sampling rates,
stratification schemes, and nonresponse across sites. Data are adjusted for rurality, region, race, age, education, marital status, parity, pregnancy
intention, and pre-pregnancy abuse, depression, diabetes, high blood pressure, obesity, and smoking. Medicaid expansion states with PRAMS
data available include Alaska, Arkansas, Arizona, Colorado, Connecticut, District of Columbia, Delaware, Hawaii, Iowa, Illinois, Indiana, Kentucky,
Louisiana (2017–20), Massachusetts, Maryland, Maine (2019–20), Michigan, Minnesota, Montana, North Dakota, New Hampshire, New Jersey,
New Mexico, New York, Oregon, Pennsylvania, Rhode Island, Utah (2020). States with PRAMS data available that did not expand Medicaid
include Alabama, Florida, Georgia, Kansas, Louisiana (2016), Maine (2016–18), Missouri, Mississippi, North Carolina, Nebraska, Oklahoma, South

Dakota, Tennessee, Texas, Utah (2016–19). States with immigrant Medicaid coverage (coverage for lawfully residing immigrants without the
5-year waiting period) with PRAMS data available include Arkansas (2018–20), Colorado, Connecticut, District of Columbia, Delaware, Hawaii,
Maine, Maryland, Massachusetts, Minnesota, North Carolina, Nebraska, New Jersey, New Mexico, New York, Oregon (2018–20), Pennsylvania,
Virginia, Washington, Wisconsin, West Virginia, Wyoming. States with no immigrant Medicaid coverage with PRAMS data available include
Alaska, Alabama, Arkansas (2016), Arizona, Florida, Georgia, Iowa, Illinois, Indiana, Kansas, Kentucky, Louisiana, Michigan, Missouri, Mississippi,
Montana, North Dakota, New Hampshire, Oklahoma, Rhode Island, South Dakota, Tennessee, Texas, Utah. p-values: *p < 0.05, **p < 0.01,
***p < 0.001.
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coverage. Further, in states with immigrant Medicaid coverage, differ-

ences in postpartum care utilization between Spanish- and English-

speaking Hispanic people were narrowed.

Finally, our secondary analysis found that the most pronounced

associations between a lack of immigrant Medicaid coverage and

lower prenatal and postpartum care utilization were experienced by

those estimated to be likely noncitizens. However, poorer perinatal

care quality was detected for Hispanic people birthing in states with-

out immigrant Medicaid coverage regardless of likely citizenship

status.

These findings of differences in perinatal care utilization among

Hispanic individuals by primary language may signal a broader lack of

inclusivity for non-English speakers within healthcare systems.

Patients with limited English proficiency face barriers to accessing

high quality healthcare services, including difficulty scheduling

appointments, challenges understanding clinicians and medical condi-

tions, leaving visits with unaddressed concerns, and experiencing dis-

crimination.31,32 Prior policy efforts to address language inclusion

have fallen short,33 and the current findings highlight the ongoing

structural healthcare system barriers that affect care before, during,

and after childbirth for Hispanic patients. Language justice is an

emerging framework that builds upon language inclusion concepts

and language access by challenging the assumption that languages

other than English are inherent barriers in the healthcare system.34

TABLE 3 Probability of perinatal care among postpartum Hispanic individuals by an estimated proxy of likely citizenship and immigrant
Medicaid coverage status.

Perinatal care
utilization and quality

Adjusted predicted probabilities (95% CI)a

Likely noncitizenb (n = 7003) Likely citizenb (n = 28,776)

No immigrant

Medicaid
coveragec

(n = 2405)

Immigrant

Medicaid
coveraged

(n = 4598)

Adjusted
difference
(95% CI)a

No immigrant
Medicaid coveragec

(n = 10,155)

Immigrant

Medicaid
coveraged

(n = 18,621)

Adjusted
difference
(95% CI)a

Poor care utilization

No preconception

visits

55.8 (51.6,60.0) 55.4 (52.2,58.5) 0.5 (�3.8, 4.7) 42.8 (41.0,44.6) 43.6 (42.1,44.6) -0.8 (�3.0,1.5)

No prenatal care

visits

0.7 (0.3,1.1) 0.4 (0.1,0.7) 0.3 (�0.3,0.8) 0.8 (0.4,1.2) 0.5 (0.3,0.6) 0.3 (�0.1,0.8)

Prenatal care began

after first

trimester*

18.2 (15.1,21.4) 15.0 (12.9,17.1) 3.3 (0.2,6.3)* 10.5 (9.3,11.6) 10.6 (9.7,11.6) �0.2 (�1.6,1.3)

Received less than

adequate prenatal

care (APNCU)**

41.5 (37.3,45.7) 32.5 (29.6,35.4) 9.0 (4.8,13.1)*** 31.7 (30.0,33.5) 30.7 (29.3,32.0) 1.1 (�1.1,3.2)

No postpartum

care visits*

17.6 (14.7,20.5) 12.2 (10.5,13.8) 5.4 (2.6,8.3)*** 15.8 (14.4,17.3) 13.7 (12.6,14.7) 2.1 (0.4,3.8)*

Poor care quality (received <75% of recommended care components during visit(s))

Preconception

visits

76.6 (71.4,81.9) 70.1 (65.5,74.8) 6.5 (1.0,11.9)* 80.4 (78.5,82.3) 74.4 (72.7,76.1) 5.9 (3.4,8.5)***

Prenatal visits 34.3 (30.1,38.5) 25.8 (23.0,28.6) 8.5 (4.5,12.6)*** 35.6 (33.7,37.4) 26.2 (24.9,27.5) 9.4 (7.2,11.6)***

Postpartum visit 60.1 (55.5,64.7) 53.6 (50.0,57.1) 6.6 (1.9,11.2)** 60.9 (59.0,62.9) 52.9 (51.4,54.4) 8.0 (5.6,10.5)***

Note: Bolded values indicate statistical significance at p < 0.05.

Source: Authors' analysis of data from the Pregnancy Risk Assessment Monitoring System (PRAMS), 2016–20. APNCU: Adequacy of Prenatal Care

Utilization (Kotelchuck Index), CI: confidence interval. N are unweighted, percentages use PRAMS survey weights, which account for variation in sampling

rates, stratification schemes, and nonresponse across sites. Asterisks next to perinatal care utilization and quality labels indicate significant multiplicative

interaction between immigrant Medicaid coverage status and likely citizenship status.
aAdjusted for rurality, region, race, age, education, marital status, parity, pregnancy intention, and pre-pregnancy abuse, depression, diabetes, high blood

pressure, obesity, and smoking.
bLikely citizenship was created by examining reported Hispanic ethnicity, language, and education. Those reporting Hispanic ethnicity, Spanish language,

and less than a high school degree were considered likely noncitizens.
cStates with no immigrant Medicaid coverage with PRAMS data available include Alaska, Alabama, Arkansas (2016), Arizona, Florida, Georgia, Iowa, Illinois,

Indiana, Kansas, Kentucky, Louisiana, Michigan, Missouri, Mississippi, Montana, North Dakota, New Hampshire, Oklahoma, Rhode Island, South Dakota,

Tennessee, Texas, Utah.
dStates with immigrant Medicaid coverage (coverage for lawfully residing immigrants without the 5-year waiting period) with PRAMS data available

include Arkansas (2018–20), Colorado, Connecticut, District of Columbia, Delaware, Hawaii, Maine, Maryland, Massachusetts, Minnesota, North Carolina,

Nebraska, New Jersey, New Mexico, New York, Oregon (2018–20), Pennsylvania, Virginia, Washington, Wisconsin, West Virginia, Wyoming.

*p < 0.05; **p < 0.01; ***p < 0.001.
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Language justice, which is defined as acceptance and respect of a per-

son's right to communicate and be understood in their desired

language,35 argues that language differences should be considered a

strength as it can be a key resource in diminishing health inequities.

Additionally, this framework urges providers to advocate for best

practices that allow patients to communicate and be understood in

their preferred language.34

This study found that Spanish-speaking Hispanic individuals had

poorer perinatal care utilization outcomes than their English-speaking

Hispanic counterparts but, when they attended visits, received more

recommended components care. This contrary finding is consistent

with previous studies showing that persons with multiple intersecting

disadvantaged identities (e.g., racially and ethnically minoritized per-

sons, Medicaid insured, rural residents) were more likely to receive

postpartum screenings for smoking, abuse, birth spacing counseling,

and nutrition education than those with more advantaged identities.36

This insight may indicate clinician and practice biases of who is con-

sidered “at risk.” Universal screening protocols could potentially

address these differences in care quality by primary language.

There is substantial overlap between primary language and immi-

gration for Hispanic individuals,15 suggesting that some of the chal-

lenges Spanish-speaking Hispanic people face are related to their

immigration status. Restrictions to public benefits, including health

insurance, based on immigration status can affect access to healthcare

services and health outcomes for immigrants.37 And, conversely, poli-

cies that drop immigration-based restrictions may improve equity, as

indicated by this study's findings of smaller disparities in perinatal care

by language in states where Medicaid coverage policy is more inclu-

sive of immigrants.

The finding that Spanish-speaking Hispanic individuals reported

worse perinatal care utilization than their English-speaking Hispanic

counterparts may reflect a lack of access to health insurance cover-

age. Spanish-speaking Hispanic individuals have the highest uninsur-

ance rates and face barriers to continuous insurance access before,

during, and after childbirth.38,39 Medicaid expansion is one policy

lever that may mitigate some of these disparities.40 We found that

Hispanic individuals in Medicaid expansion states had better postpar-

tum visit attendance and quality of perinatal care, as well as reduced

differences in prenatal care adequacy by primary language. However,

our findings also indicated that Medicaid expansion alone is not suffi-

cient, as there was no difference between expansion and non-

expansion states in preconception care utilization and prenatal care

adequacy.

Another potential policy lever is changing Medicaid eligibility poli-

cies for immigrant populations. In this study, more inclusive immigrant

Medicaid coverage policies were associated with more adequate pre-

natal care, better postpartum visit attendance, improved perinatal care

quality, and reductions in disparities by language for care access dur-

ing the prenatal and postpartum periods. The lack of association in

the preconception period is intuitive as most pregnancy-related Med-

icaid eligibility excludes the time before pregnancy, regardless of a

state's policies on immigrant eligibility.

In our secondary analysis using the estimated likely citizenship

measure, we found that Hispanic people who are likely noncitizens

and living in states without immigrant Medicaid coverage had worse

prenatal care initiation, adequacy, and worse postpartum visit atten-

dance compared with those living in states that had immigrant-

inclusive Medicaid eligibility policies. This suggests the potential

equity-promoting effects of Medicaid policies that are inclusive of

immigrants. Yet, perinatal care quality was worse for Hispanic individ-

uals in states without immigrant Medicaid coverage regardless of their

likely citizenship status. The persistent disparities between Spanish-

and English-speaking Hispanic individuals in receipt of recommended

perinatal care components may be explained by spillover effects from

immigration policies, which can be felt by Hispanic individuals facing

discrimination despite English language proficiency or citizenship.27,41

Evidence from this analysis indicates that policies designed to

improve access to and quality of perinatal care for Hispanic individuals

who give birth must attend to potential consequences of policy fea-

tures related to language, immigration or citizenship status, and to

structures within healthcare systems that may reinforce these policy

fissures. Medicaid policy may hold particular promise for narrowing

disparities in access by language through broader inclusion of nonciti-

zens, and universal screenings that may improve equity in the quality

of perinatal care Hispanic individuals receive.

There are several limitations that should be considered in this

study. First, PRAMS surveys allow respondents to identify as “His-

panic” but do not include Latina, Latinx, or Latine options or more

specific subcategories of Hispanic identity (e.g. Puerto Rican, Mexican,

Central American, Cuban, South American, Spanish). We conducted

sensitivity analyses comparing Spanish-speaking respondents by “His-

panic” identification, and results were generally unchanged

(Supplemental Table 2), but we acknowledge the complexity of ethnic

identity; these data also do not distinguish among “Hispanic” people

from different countries of origin. Second, PRAMS surveys did not

contain information on citizenship, immigration, year of arrival, or

country of origin, which limited this study's ability to determine immi-

gration status. Using previously published methods to estimate a

proxy for likely citizenship, we conducted secondary analyses to try to

understand perinatal care patterns among Hispanic birthing people

along dimensions correlated with citizenship status, even though we

could not measure and assess this directly. Third, there are differences

across states/municipalities in how different PRAMS survey languages

are offered, which has the potential to bias results that account for

state policy environments. Fourth, sample sizes were limited by avail-

able PRAMS data, and response rates vary across sites, though all

achieve minimum standards for inclusion. Fifth, study data includes

births from the year 2020, during which time the COVID-19 public

health emergency may have affected healthcare utilization and insur-

ance coverage. However, in sensitivity analyses excluding 2020,

results were substantively unchanged. Sixth, the PRAMS question-

naire provides wording on a specific time frame for a postpartum visit

(4–6 weeks), but respondents could have understood postpartum

visits to include those that occurred up to the time of the PRAMS
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survey. This potential discrepancy could lead to inconsistent interpre-

tation by respondents, and we were not able to account for differ-

ences in the timing of postpartum visits, visits that may have occurred

after completion of the PRAMS survey, or visit during which recom-

mended care components were received but the respondent did not

deem the visit to fit within the PRAMS definition. Finally, while this

study's data include 44 states, DC, and New York City, this sample

does not represent all births. States like California and Nevada, with

substantial Hispanic populations, are not included, thus affecting the

generalizability of these results.

5 | CONCLUSIONS

Spanish-speaking Hispanic individuals reported lower rates of perina-

tal care utilization than did their English-speaking Hispanic counter-

parts. However, for those who attended visits, Spanish-speaking

Hispanic individuals received more recommended components of

perinatal care. The state policy environment may play a role in improv-

ing access to perinatal care and could help attenuate differences in

care by language based on the target outcome. However, reducing

disparities in care access and quality across the entire perinatal period

for Hispanic individuals may require more targeted interventions

beyond Medicaid expansion and immigrant Medicaid coverage, such

as universal screening policies. This study can help inform the creation

of more effective perinatal healthcare programs and policies to reduce

disparities and improve the health of Hispanic birthing people.
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