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Abstract

Objectives: The study objectives were to evaluate adequacy of prenatal care and risk for preterm birth among
Medicaid clients in Virginia and to determine if payment method is associated with the risk of preterm birth.
Methods: Birth certificate data for the Commonwealth of Virginia for 2007 and 2008 were linked with Medicaid
claims data. Analysis was limited to singleton births. Three payment methods were evaluated: private insurance,
self-pay, and Medicaid. The prevalence of preterm birth for each level of prenatal care defined by the Kotelchuck
prenatal care index was assessed for each payment method. Unconditional logistic regression modeling was
used to assess the association between payment method and preterm birth risk while controlling for known
preterm birth risk factors.
Results: Preterm birth prevalences (95% confidence interval [CI]) for the different payment methods were 7.9%
(4.79-8.07) for the privately insured, 10.1% (9.57-10.60) for the self-pay group, and 10.2% (9.95-10.45) for Medicaid
recipients. Compared with those with private insurance, women on Medicaid had an adjusted odds ratio (OR) for
preterm birth (95% CI) of 0.99 (0.94-1.03). Self-pay mothers had a 32% increase in the odds of preterm birth relative
to the privately insured. All payment groups show a trend toward significant reduction in preterm birth preva-
lence as adequacy of prenatal care improved from inadequate to adequate. Medicaid enrollees had a high prev-
alence of known risk factors, including smoking and illicit drug use and cervical insufficiency.
Conclusions: When known risk factors have been controlled, preterm birth risk for Medicaid enrollees did not
differ significantly from the privately insured.

Introduction

Together, preterm birth and low birth weight ac-
count for more than 70% of all neonatal morbidity and

mortality.1 Risk factors associated with preterm birth include
cigarette smoking, alcohol and illicit drug use, delayed or
inadequate prenatal care, race=ethnicity, deficiency of nutri-
tional factors (e.g., iron, folic acid, vitamin D) during preg-
nancy, low educational attainment, poverty, and genetic
factors.2 One of the vehicles state and the federal governments
have employed to improve pregnancy outcomes among im-
poverished women is Medicaid, a cofunded program that
aims at improving access to and adequacy of prenatal care for
poor and medically needy populations.

The federal minimum Medicaid eligibility level is 133% of
the federal poverty level,3 but states cover pregnant women

with incomes ranging from the federal minimum in Alabama,
Colorado, Idaho, Montana, Nevada, North Dakota, Oregon,
Virginia, and Wyoming to 300% of the federal poverty level in
New Hampshire, Wisconsin, Iowa, Hawaii, Vermont, and
the District of Columbia. This includes populations that are
covered under Medicaid waivers or the Children’s Health
Insurance Program (CHIP) or both (www.statehealthfacts
.org=). From 1985 through 1998, the proportion of pregnant
women whose healthcare was supported by Medicaid in-
creased from 17% to 35%.4

Evaluations of the impact of Medicaid sponsorship on
pregnancy outcomes have been reported previously. Krieger
et al.5 found significant differences between Medicaid and
non-Medicaid enrollees of managed care plans in both pre-
natal care use and birth outcome in Washington State. The
Medicaid group had enrolled in care for fewer months of
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pregnancy, had a higher prevalence of smokers, and also had
a higher mean number of prior preterm pregnancies. Whereas
only 2.3% of the non-Medicaid members enrolled during the
last trimester of pregnancy, among the Medicaid group, the
proportion was 25.3%. After adjusting for known risk factors,
the difference in low birth weight risk between the Medicaid
and non-Medicaid women was not statistically significant.
Another study that compared obstetric care in Medicaid and
privately insured women who entered prenatal care at low
risk in Washington State found no significant differences in
preterm birth rates.6 The two groups showed similar prenatal
care and resource use.

A study that compared birth outcomes between Medicaid
enrollees and non-Medicaid mothers residing in low-income
or high-income areas in California reported a statistically
significant difference in low birth weight risk between short-
term Medicaid enrollees (enrollment for 0–3 months of
pregnancy) and non-Medicaid women residing in high-
income areas.7 As noted by the authors, however, Medicaid
eligibility procedures in California during the study period
allowed for retroactive enrollment after experiencing a high-
cost delivery, and this may have inflated low birth rates
among the Medicaid recipients. Examination of the impact
of Medicaid expansion in prenatal care access on birth
outcomes in Florida during the period 1989–1994 found
similar low birth weight rates between Medicaid enrollees
receiving care in the public health system and women with
private insurance.8 Higher birth weight rate was reported
for Medicaid women receiving care in the private system.
Using data from the National Maternal and Infant Health
Survey, Kaestner9 found evidence that Medicaid recipients
received less prenatal care than privately insured women.
There was, however, no evidence that Medicaid recipients
received lower-quality prenatal care than the privately in-
sured.

These studies on Medicaid effectiveness must be placed in a
regional context, as the preterm birth and low birth weight
rates differ substantially across the United States.10,11 The
Southeast has the highest preterm birth, with rates ranging
from 12.1% in Virginia to 18.3% in Mississippi. Enhanced
services, including psychosocial, nutritional, health promo-
tion assessment, counseling, and referral to public health and
social services that some Medicaid programs offer, have re-
duced preterm births in states and regions with low preterm
birth rates, but such programs have not been uniformly suc-
cessful in the Southeast region.12

Demographic and socioeconomic characteristics of women
enrolled in Medicaid programs may increase their risk for
adverse birth outcomes. A criterion for Medicaid eligibility
during pregnancy is the pregnancy itself; thus, a woman’s
insurance status before becoming eligible for Medicaid is a
major determinant of when prenatal care is initiated. Medic-
aid women also engage in high-risk behaviors, for example,
cigarette smoking and illicit drug use, is greater than women
on private insurance,5,13,14 but the effect that method of pay-
ment has on preterm birth has not been fully explored, espe-
cially in regions with a high prevalence of preterm birth and
low birth weight.

The objectives of the present study were to evaluate the
adequacy of prenatal care and risk for prematurity among
Medicaid clients in Virginia, a state whose antenatal Medicaid
program has not heretofore been critically examined, and to

determine if method of payment is associated with the risk of
preterm birth.

Materials and Methods

Birth certificate data for all live births in the Common-
wealth of Virginia for 2007 and 2008 were linked with Med-
icaid claims data from the same time interval. The purpose of
the linkage was to ensure that all Medicaid recipients had
been correctly identified. Over 99% of records were success-
fully matched. To eliminate the confounding effect that twin
and any higher order gestation may have on the outcome,
analysis was limited to singleton births. The small fraction of
records with missing gestational age (0.02%) or payment in-
formation (2.3%) was excluded from analysis. Comparison of
birth weights between mothers with and without missing
gestational age or payment information showed no system-
atic differences. Preterm birth was defined as birth before 37
completed weeks of gestation. Variables on the birth certifi-
cate data included mother’s demographic information, his-
tory of tobacco and illicit drug use, pregnancy and obstetrics
history, number of previous live births who are living, num-
ber of previous live births who are dead, medical history,
number of previous pregnancy terminations, payment source,
and information on the baby. Three payment methods were
analyzed: private insurance, self-pay, and Medicaid. Covari-
ates included race, mother’s age and education level, previ-
ous pregnancy history, medical history of the pregnancy,
tobacco and illicit drug use, and adequacy of prenatal care.
The Kotelchuck prenatal care index was used to assess ade-
quacy of prenatal care (www.mchlibrary.info=databases=
HSNRCPDFs=APNCU994_20SAS.pdf=).

Proportions of the various maternal characteristics by
payment method were computed, and group differences were
assessed using the chi-square test of association. Ethnicity=
race was self-reported. The prevalence of preterm birth within
each level of maternal characteristic was assessed for each
payment method. Odds ratios (ORs) for the association be-
tween each covariate and preterm birth were computed. All
clinically significant variables and any variable showing a
p value of �0.25 from the crude analysis were considered
candidates for the multivariate model. Unconditional logistic
regression modeling was used to assess the association be-
tween payment method and preterm risk while controlling for
known preterm risk factors. Model adequacy was assessed
using the Hosmer and Lemeshow goodness-of-fit statistic.
SAS 9.2 was used for statistical analysis (SAS Institute,
Cary, NC).

Results

For the period 2007–2008, there were 219,666 live births
recorded in Virginia, with 211,724 being singleton births. An
analysis of method of payment revealed that 55,206 (26.7%) of
the singleton births were paid for by Medicaid, 138,205
(66.8%) were paid for by private insurance, and 13,491 (6.5%)
were classified as self-pay. There were 4,822 records where
method of payment was not known. Of all Medicaid recipi-
ents, 58.8% were white, 36.2% were black, and the rest were
either Asians or women of other races (Table 1). Medicaid
enrollees represented a much higher proportion of births
among teenagers and among mothers with a high school
education or less. Over half of all pregnancies in unmarried
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women were paid for by Medicaid. The proportions of mar-
ried women within the Medicaid, self-pay, and privately in-
sured, groups were 27.8%, 42.0%, and 80.5%, respectively.
The proportion of mothers who had no prenatal visit was
0.2% for the privately insured, 1.6% for Medicaid enrollees,
and 7.6% for women with self-pay status. Whereas only 6.0%
of the privately insured had inadequate prenatal care, among
the Medicaid and self-pay groups, the proportions were

18.2%, and 31.7%, respectively. The prevalence of tobacco,
methadone, marijuana, and cocaine use was highest among
the Medicaid group. More than 60% of women who used
tobacco or illicit drugs (methadone, heroin, cocaine, mari-
juana) were Medicaid beneficiaries. It should, however, be
noted that unlike tobacco use, where data collected were
virtually complete (<0.01% of records had missing data), each
illicit drug had 1.4% of records with missing data.

Preterm birth prevalences (95% confidence interval [CI]) for
the different payment methods were 7.9% (4.79-8.07) for the
privately insured, 10.1% (9.57-10.60) for self-pay, and 10.2%
(9.95-10.45) for Medicaid recipients. Among whites, Asians,
and those of other ethnicities, Medicaid recipients had the
highest preterm birth prevalence. For blacks, however, the
highest preterm birth rate was recorded among those who
self-paid for delivery services (Table 2 and Fig. 1). Among all
ethnic groups, the privately insured had the lowest preterm
birth prevalence (Table 2).

Across the three payment methods, women receiving in-
termediate or adequate prenatal care, defined by the Ko-
telchuck prenatal care index, had preterm birth rates that were
less than half the rates of those who received inadequate care.
Preterm birth rates among women determined to have had
more than adequate prenatal care (i.e., the adequate plus
group) were more than twice the prevalence rates for those
who received inadequate care (Table 2). A closer examination
of the adequate plus group revealed that it comprised ap-
proximately 58% of all women with a history of incompetent
cervix, 48% of women with pregnancy-induced hypertension,
and 44% of all women with a history of a prior preterm de-
livery (data not shown). A subanalysis of the adequate plus
group showed the percentages of women with incompetent
cervix within the different payment types to be 60% for
Medicaid, 57% for private insurance, and 50% for self-pay.

For women with a history of previous preterm birth, the
percentages were 42% for Medicaid, 46% for private insur-
ance, and 30% for self-pay. Women with self-pay status
had the least percentage of pregnancy-induced hypertension
(30%). The pregnancy-related hypertension percentages
among the Medicaid and privately insured groups were 46%
and 50%, respectively (data not shown). Tobacco or illicit drug
users had preterm rates that were significantly higher than
those of nonusers. As expected, a very high preterm preva-
lence (20.4%–60%) was recorded among women with a his-
tory of a previous preterm birth, an incompetent cervix, or
pregnancy-induced hypertension (Table 2).

In the multivariate logistic regression that adjusted for
known preterm birth risk factors, the preterm birth risk for
Medicaid recipients was not significantly different from that
of the privately insured. Compared with those with private
insurance, women on Medicaid had an adjusted OR (95% CI)
for preterm birth of 0.99 (0.94-1.03) (Table 3). Self-pay mothers
had a 32% increase in odds of preterm birth relative to the
privately insured. The percentage of self-pay women who
received inadequate prenatal care was 27.5% for whites,
28.5% for Asians, and 36.1% for blacks (data not shown).

The strongest predictors of preterm birth were incompetent
cervix, previous preterm delivery, pregnancy-induced hy-
pertension, illicit drug use, and adequacy of prenatal care
(Table 3). The preterm birth risk for mothers with incompetent
cervix was about four times higher than that of those with
no history of incompetent cervix. Women with a history of

Table 1. Method of Payment According to Various

Maternal Characteristics Among Singleton

Live Births in Virginia, 2007–2008

Characteristic
Medicaid

(%)
Private

insurance (%)
Self-pay

(%)

Race
White 58.8 71.7 63.9
Black 36.2 17.9 16.8
Asian 2.0 8.2 4.8
Other 3.1 2.2 14.5

Age group
�19 18.5 4.4 11.9
20–24 39.5 17.2 28.4
25–34 35.8 58.7 48.1
35þ 6.2 19.7 11.6

Mother’s education
level
High school

or less
78.2 30.9 76.0

College 21.8 69.1 24.0
Prenatal visits

None 1.6 0.2 7.6
1–4 4.7 1.6 8.4
5–9 24.3 16.2 35.8
10–14 56.2 66.8 43.7
15–19 11.3 12.8 3.8
20þ 1.9 2.5 0.7

Prenatal care adequacy
Inadequate 18.2 6.0 31.7
Intermediate 11.3 11.0 17.2
Adequate 41.9 53.3 36.2
Adequate plus 28.6 29.8 14.9

Marital status (married) 27.8 80.5 42.0
Tobacco use 15.0 3.0 5.3
Methadone use 0.21 0.03 0.13
Heroin use 0.09 0.01 0.13
Marijuana use 1.32 0.12 0.56
Cocaine use 0.51 0.04 0.47
No. of pregnancy

terminations
None 79.5 79.7 83.2
1 13.7 13.6 11.9
2 4.4 4.5 3.4
�3 2.5 2.2 1.5

Incompetent cervix 0.21 0.25 0.15
Previous preterm

delivery
1.04 0.75 1.04

History of diabetes 4.02 5.17 3.54
Pregnancy induced

hypertension
3.5 3.53 2.28

n (Total) 55,206 138,205 13,491

All records with missing values for maternal characteristic or
method of payment were excluded from analysis.
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previous preterm delivery had a preterm risk that was more
than three times the risk for those with no such history (OR
[95% CI] 3.71 [3.30-4.17]). Mothers who had pregnancy-in-
duced hypertension also had a 2-fold increase in preterm birth
risk. Methadone and heroin use were each associated with a 2-

fold increase in preterm birth risk. Compared with those who
received adequate prenatal care, women receiving inadequate
and intermediate care had ORs (95% CI) of 3.87 (3.64-4.12) and
1.32 (1.22-1.44), respectively. Mothers in the adequate plus
group had preterm birth risk that was about nine times the
risk of those who received adequate prenatal care (OR [95%
CI] 9.61 [9.19-10.06]). It is worth noting, however, that the
group that received more than adequate care had the highest
proportion of women with an incompetent cervix, pregnancy-
induced hypertension, and a history of a previous preterm
birth. Relative to whites, blacks had an OR (95% CI) of 1.47
(1.41-1.53). Other variables that showed significant associa-
tion with preterm birth included education level, marital
status, history of diabetes, and tobacco use. Pregnancy-related
variables, such as the number of live births living, number of
live births dead, and sex of the child (effect estimates not
shown), also showed significant association with preterm
birth.

Discussion

The Medicaid group in our study was younger, and ap-
proximately 30% received intermediate or inadequate pre-
natal care. Medicaid enrollees also had a high prevalence of
smoking and illicit drug use, but when known risk factors
were controlled for, preterm birth risk for Medicaid enrollees
did not differ significantly from that of the privately insured.
This finding is consistent with what we reported in a recent
review of birth outcomes among Medicaid recipients nation-
ally.12 In a study examining gestational age distributions
among preterm births by insurance status, Branden et al.15

found no differences in gestational age at birth between
Medicaid recipients on managed care and privately insured
women. Babies delivered to women on private insurance
were, however, found to have a higher mean birth weight.
Dobie et al.6 also found no significant differences in preterm
birth rates between Medicaid and privately insured women
who entered prenatal care at low risk.

The main risk factors contributing to preterm birth among
Medicaid enrollees, in rank order, were cervical incompe-
tence, illicit drug use, inadequate prenatal care, and tobacco

FIG. 1. Payment method and prevalence of preterm birth
by mother’s race among singleton live births in Virginia,
2007–2008.

Table 2. Method of Payment and Preterm Birth

Prevalence by Maternal Characteristics,

Virginia, 2007–2008

Preterm prevalence (%)

Variable Medicaid
Private

insurance Self-pay p valuea

Race
White 9.2 7.1 8.8 <0.001
Black 12 11.2 17.5 <0.001
Asian 9.1 7.9 8.8 0.30
Other 8.6 7.3 7.7 0.30

Age group
�19 10.3 9.8 13.2 <0.001
20–24 9.7 8.1 10.1 <0.001
25–34 10.2 7.4 9.1 <0.001
35þ 13.1 9 10.6 <0.001

Mother’s education level
High school or less 10.3 9 10.5 <0.001
College 9.5 7.4 8.5 <0.001

Prenatal care adequacy
Inadequate 11.3 9.1 11.8 <0.001
Intermediate 4 3.4 2.2 <0.001
Adequate 2.8 2.4 3.6 <0.001
Adequate plus 22.5 19.2 30.5 <0.001

Marital status
Married 9.9 7.5 8.1 <0.001
Not married 10.3 9.9 11.5 <0.001

Tobacco use
Yes 11.3 10.5 21.4 <0.001
No 10 7.9 9.4 <0.001

Methadone use
Yes 21.7 26.2 41.2 0.22
No 10.2 7.9 10 <0.001

Heroin use
Yes 19.6 27.3 66.7 0.001
No 10.2 7.9 10 <0.001

Marijuana use
Yes 15.3 13 27.4 0.03
No 10.1 7.9 10 <0.001

Cocaine use
Yes 20.6 18.3 39.7 0.003
No 10.1 7.9 9.9 <0.001

Incompetent cervix
Yes 55.7 32.7 60 <0.001
No 10.1 7.9 10 <0.001

Previous preterm
delivery
Yes 34.4 26.1 35.5 <0.001
No 9.9 7.8 9.8 <0.001

History of diabetes
Yes 13.8 12.3 13 0.20
No 10.1 7.7 10 <0.001

Pregnancy-induced
hypertension
Yes 20.9 20.4 20.5 0.92
No 9.8 7.5 9.8 <0.001

aChi-square test for difference in preterm birth prevalence among
the different payment methods.
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use. Other risk factors included younger age and number of
years of education.

Women with self-pay status for prenatal and delivery ser-
vices had a 32% increase in preterm birth risk compared with
those with private insurance. The self-pay women were the
group most likely to have no prenatal visits and the least likely
to have adequate prenatal care (Table 1). With the exception of
women who received prenatal care that was categorized as
adequate plus, all payment groups showed a trend toward
significant reduction in preterm birth prevalence as adequacy
of prenatal care improved from inadequate to adequate.
Women in the adequate plus group received more attention
because of severe medical conditions or pregnancy compli-
cations likely to increase their risk for preterm delivery. A
higher number of prenatal care visits resulting in increased risk
for preterm birth would seem counterintuitive, but the
Kotelchuck prenatal care index uses two prenatal care indices,
number of prenatal visits and month when prenatal care star-
ted, to arrive at a composite prenatal care adequacy. This group

of women with medical conditions likely to increase their risk
for preterm birth would, therefore, show a prenatal care index
that is much higher than what is considered adequate.

The increased preterm birth risk for blacks, relative to
whites, has been consistently reported. This study shows
blacks with a 47% increase in risk for preterm birth compared
with whites. The underlying factors that cause the racial=
ethnic disparities in preterm birth in the United States are not
well understood. Factors that have been proposed to con-
tribute to the disparities in birth outcomes between whites
and blacks include genetics, behavioral and socioeconomic
factors, maternal stress, and racism.2,16 Giscombé and Lobel16

noted that explanations advanced to explain ethnic disparities
in preterm birth (i.e., higher levels of stress and greater sus-
ceptibility to stress in African American women; impact of
racism; ethnic differences in stress-related neuroendocrine,
vascular, and immunological processes; health behaviors, and
socioeconomic status) each have merit, although none suffi-
ciently explains the white=black ethnic disparities in adverse
birth outcomes. Genetic and biological factors accounting
for the white=black disparity in birth outcomes may not be
modifiable, but several other factors originating from the
physical and social environments and maternal health be-
haviors may be targets for change.17

The period 1991–2004 saw a 10-fold increase in the number
of Medicaid beneficiaries enrolled in some form of managed
care (from 2.7 million to 27 million), in the United States, with
approximately 60% of all Medicaid enrollees receiving bene-
fits through managed care in 2004 (www.cms.hhs.gov). The
rationale for most states moving toward managed care is
based on presumed cost saving, improved access, and conti-
nuity of care. In a national evaluation of the impact of Med-
icaid managed care on infant health, Kaestner et al.,18 found
no evidence that the move to managed care within Medicaid
caused improvements in prenatal care or in infant health. In a
review of the impact of Medicaid expansions for pregnant
women, Howell19 reported improvement in the use of pre-
natal care services among low-income women. Most of the
studies reviewed, however, reported no effect of the eligibility
expansion on preterm birth. Preterm birth and low birth
weight rates have been shown not to differ between Medicaid
recipients in managed care and those in traditional fee-for-
service.20–29

Several study limitations deserve mention. Whereas we
may be certain about the completeness of the Medicaid data,
we cannot say the same for the private insurance and self-pay
groups, as we had no payment source information for 2% of
the data. As was noted earlier, however, there was no sys-
tematic difference between this group of women and the
group with known payment source information. Number of
prenatal visits is one of the indices used in the computation of
the Kotelchuck prenatal care index, and because women who
had early premature deliveries would not have had the time
to complete the required number of prenatal visits, their fewer
number of prenatal visits would be a consequence of the
premature delivery. Linking birth certificate data with Med-
icaid enrollment or claims data is prone to selection bias,
which tends to underrepresent outcomes of high-risk preg-
nancies. Preterm rates for Medicaid recipients may thus be
underreported.30,31 Our analytic dataset had almost complete
information on all Medicaid recipients; thus, selection bias is
not likely to be an issue in this analysis.

Table 3. Crude and Adjusted Odds Ratio

for Preterm Birth by Maternal Characteristics

Among Singleton Live Births in Virginia, 2007–2008

Preterm birth

Variable
Crude OR
(95% CI)

Adjusted ORa

(95% CI)

Race (ref¼white)
Black 1.60 (1.55-1.66) 1.47 (1.41-1.53)
Asian 1.05 (0.98-1.12) 1.15 (1.07-1.24)
Other 1.01 (0.92-1.10) 1.01-0.91-1.11)

Age group (ref¼ 20–24)
�19 1.18 (1.12-1.25) 1.04 (0.97-1.11)
25–34 0.89 (0.86-0.92) 1.00 (0.96-1.05)
35þ 1.07 (1.02-1.12) 1.19 (1.13-1.27)

Mother’s education level
(ref¼ college)
High school or less 1.30 (1.26-1.34) 1.25 (1.20-1.30)

Prenatal care adequacy
(ref¼ adequate)
Inadequate 4.53 (4.28-4.79) 3.87 (3.64-4.12)
Intermediate 1.37 (1.27-1.48) 1.32 (1.22-1.44)
Adequate plus 9.88 (9.46-10.32) 9.61 (9.19-10.06)

Marital status
(ref¼married)

1.36 (1.32-1.40) 1.09 (1.04-1.13)

Tobacco use 1.41 (1.34-1.49) 1.10 (1.03-1.17)
Methadone use 3.36 (2.37-4.77) 2.30 (1.54-3.44)
Heroin use 4.37 (2.66-7.17) 2.22 (1.27-3.90)
Marijuana use 1.98 (1.66-2.36) 1.32 (1.08-1.61)
Cocaine use 3.17 (2.51-4.02) 1.94 (1.47-2.54)
Incompetent cervix 7.07 (5.91-8.46) 4.16(3.37-5.13)
Previous preterm

delivery
4.51 (4.07-5.00) 3.71 (3.30-4.17)

History of diabetes 1.58 (1.49-1.68) 1.10 (1.03-1.18)
Pregnancy-induced

hypertension
2.89 (2.73-3.07) 2.11 (1.97-(2.25)

Method of Payment
(ref¼private insurance)
Medicaid

1.32 (1.28-1.36) 0.99 (0.94-1.03)

Self-pay 1.30 (1.23-1.38) 1.32 (1.23-1.42)

aOther covariates adjusted for were gender of child, number of live
births who are living, and number of live births who are dead.

CI, confidence interval; OR, odds ratio; ref, reference group.
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The findings from this study show that the majority of
women with inadequate prenatal care were Medicaid recipi-
ents. When known risk factors for prematurity have been
controlled for, however, Medicaid as a method of payment for
prenatal care and delivery services does not increase a
woman’s risk for preterm birth. The fact that similar findings
have been reported from other states argues strongly in favor
of a focus on the approachable underlying factors associated
with prematurity as a means to reduce preterm birth rates.
Modifiable factors, particularly those related to maternal be-
havior, including cigarette smoking, illicit drug use, and in-
adequate prenatal care, should be targeted to reduce preterm
birth risk. To the extent that inadequate prenatal care among
Medicaid women is due to eligible women delaying enroll-
ment until late in pregnancy, outreach efforts to patients and
providers could shorten this delay and, potentially, further
improve the outcomes seen among Medicaid insured women.
Incompetent cervix, a known risk factor for preterm birth, is
strongly associated with the number of previous pregnancy
terminations. Preventing unwanted pregnancies through
improved family planning services would reduce the number
of pregnancy terminations a woman is likely to have and,
thus, reduce her risk for cervical incompetence.
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