
Timely Postpartum Visits for Low-IncomeWomen:
A Health System and Medicaid Payer Partnership

A health care system and a

Medicaid payer partnered to

develop an educational inter-

vention and payment redesign

program to improve timely post-

partum visits for low-income,

high-risk mothers in New York

City between April 2015 and

October 2016. The timely post-

partum visit ratewas higher for

363 mothers continuously en-

rolled in the program than for a

control group matched by pro-

pensity score (67% [243/363]

and 56% [407/726], respec-

tively; P < .001). An innovative

partnership between a health

care system andMedicaid payer

improved access to health care

services and community re-

sources for high-risk mothers.
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Many low-income women
fail to get appropriate

medical follow-up after delivery,
putting their long-term health at
risk. We evaluate a multifaceted
program (behavioral educational
intervention and payment rede-
sign) designed to increase rates of
timely postpartum visits accord-
ing to Healthcare Effectiveness
Data and InformationSet (HEDIS)
guidelines from the National
Committee for Quality Assur-
ance. A large health system and
a Medicaid payer partnered to
implement this program for
women identified as high risk.1

INTERVENTION
Our evidence-based behav-

ioral intervention provided ed-
ucation about health conditions
(hypertension, gestational dia-
betes, and depression), important
health behaviors (nutrition and
exercise), and common postpar-
tum symptoms; taught self-
management skills; enhanced
social support; and connected
patients with community re-
sources and health care services.1

The intervention addressed
transportation needs, linked
participants with community
resources, and addressed specific
psychosocial needs of enrollees. A
payment reform component in-
cluded a cost-sharing arrange-
ment between the health care
system and theMedicaid payer to
cover costs related to employing a

social worker and community
health worker, and financial in-
centives for completed postpar-
tum visits.

PLACE AND TIME
The program enrolledwomen

insured by Healthfirst who de-
livered between April 2015 and
October 2016 at Mount Sinai
Hospital, a large tertiary hospital
in New York City.

PERSON
Eligible participants included

women aged 18 years and older
who spoke Spanish or English
and had at least 1 of the following:
gestational diabetes, hyperten-
sion, positive screen for depres-
sion, late registration for prenatal
care (> 20 weeks), or residence in
neighborhoods considered at
high risk for diabetes or hyper-
tension according to the New
York City Department of Health
and Mental Hygiene. A total of

217 women refused to partici-
pate, three withdrew from the
program, and three were not
found in the health insurance
claims database. Claims data were
available for 506 mothers.

PURPOSE
The purpose of the program

was to increase the number of
low-income, high-risk women
who have a timely postpartum
care visit using a behavioral ed-
ucational intervention and pay-
ment redesign.

IMPLEMENTATION
The intervention was imple-

mented by a social worker and
a community health worker in
English and Spanish. The pro-
gram combined education dur-
ing the postpartum hospital stay,
a call at one to two weeks after
delivery, 3 to 12 additional calls
depending on patient needs, and
written educational materials.
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The payment reform component
included a cost-sharing arrange-
ment between the health care
system and theMedicaid payer to
cover costs related to employing
the social worker and commu-
nity health worker. Small finan-
cial incentives ($10) in the form
of enhanced payments for com-
pleted postpartum visits by the
payer were rolled out 12 months
following the implementation of
the intervention. Patients re-
ceived round-trip public trans-
portation and incentives ($10) for

attending their postpartum visit.
Nonfinancial incentives included
education for physicians, nurses,
social workers, and registrars on
the importance of the postpartum
visit and on the clinical topics of
gestational diabetes, hyperten-
sion, and postpartum depression.

EVALUATION
The primary outcome was

completion of the postpartum
visit as defined by HEDIS (i.e., a

visit with an obstetrics or primary
care clinician between 21 and 56
days after delivery2,3); 363 women
were eligible for this measure by
meeting HEDIS continuous en-
rollment requirements. Second-
ary outcomes included rates of
any postpartum or gynecologic
health care visit up to 90 days after
delivery and plan enrollment at
six months and one year after
delivery. A total of 377women in
the intervention group had at
least 90 days of enrollment in the
plan after delivery.4 To measure

plan enrollment at 6 and 12
months, we included all 506
women identified in Healthfirst
data systems (Figure 1).

We used claims data from
2014 to 2017, with the episode of
care defined as 9 months prior to
delivery and up to 12 months
after delivery. We used propen-
sity score matching to compare
timely postpartum visits for
mothers enrolled in the program
versus a similar group of mothers
enrolled in the same Medicaid
plan who gave birth in 2015 and

464 women eligible
for subsequent

analysis

506 women
identified in MCO

data systems

509 women
enrolled in study

363 women included in
the analysis

42 women have
no postdelivery

enrollment

3 women not
found in claims

377 women included in
the analysis

HEDIS Analysis Cohort
At Least 90 Day Postenrollment

 Analysis Cohort

101 women did
not meet HEDIS

criteriaa

87 women did not
have at least 90

days postdelivery
enrollment

506 women included in
postdelivery enrollment

analysis

Note. HEDIS =Healthcare Effectiveness Data and Information Set; MCO=managed care organization.
aIn order to be eligible for the HEDIS denominator, members must have at least 43 days of continuous enrollment in the health plan prior to delivery and 56 days of
continuous enrollment after delivery.

FIGURE 1—Chart Showing High-Risk Mothers Enrolled in Study: New York City, April 2015–October 2016
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2016. We generated matched
comparison groups using a
greedy nearest neighbor match-
ing method at a 2:1 control-to-
intervention ratio; to perform
thismethod,we used theMatchIt
package in R.5 We generated
propensity scores through logistic
regression using enrollment in
the intervention as the dependent
variable. Explanatory variables
included mother’s age, language,
neighborhood6; days enrolled in
plan prior to delivery; and diag-
noses of hypertension, gestational
diabetes, or mental illness in
claims from the prior 12 months.

Of 506women enrolled in the
intervention, 29% spoke Spanish,
13% had hypertension, 10% had
diabetes, and 3% had depression
or mental illness (Table 1).

In analyses using propensity
score matching, compared with
women in the control group,
program participants had higher
rates of postpartum visits in the
HEDIS-defined time period
(66.9% vs 56.0%; P < .001) and
higher rates of all postpartum
outpatient or gynecologic care up
to 90 days after delivery (90.2% vs
83.4%; P= .002). Similarly, pro-
gram participants were more likely
to be enrolled with the Medicaid

plan than mothers in the matched
comparison group at six months
after delivery (79.1% [400/506] vs
73.3% [742/1012]; P=.015) and
at one year after delivery (71.0%
[359/506] vs 66.3% [671/1012];
P=.067), although this was not
statistically significant at one year
after delivery.

ADVERSE EFFECTS
Assessing postpartum care utili-

zation of low-income, high-risk
women with Medicaid coverage is
challenging given plan enrollment
and disenrollment patterns.

SUSTAINABILITY
Lessons learned from this ini-

tiative include the importance of
aligning incentives between a
Medicaid managed care organi-
zation and a large health care
system, the need to cost share to
support team-based care, and the
value and challenges of advancing
an equity agenda within a health
care system that canmeaningfully
improve outcomes. Our findings
should be of interest to health
care systems and payers as the

landscape of health care delivery
continues to move toward value-
based models.

PUBLIC HEALTH
SIGNIFICANCE

Anovel partnership between a
health care system and aMedicaid
payer increased postpartum visits
among high-risk, low-income
mothers. The follow-up rate was
higher for visits that occurred
within 90 days after delivery, a
period consistent with current
recommendations for postpar-
tum care from the American
College of Obstetricians and
Gynecologists.7

Our program demonstrates
the importance of including
multiple stakeholders, patient
education, care coordination,
clinician and staff education, and
community and medical re-
sources to implement a successful
new care model. The current gap
in the literature is sizable re-
garding the needs of underserved
women, especially in relation to
the complex factors affecting
postpartum nonattendance; these
include barriers due to limited
flexibility of services offered by

facilities, proficiency of pro-
viders, and health insurance
coverage. Our study attempted
to comprehensively address these
challenges.

This is one of few initiatives
that have integrated health care
systems, payers, physicians, and
social workers to address access to
care and social determinants of
health for underserved women.
Although our program had
challenges with the provision of
financial incentives and the re-
fusal rate, our study adds im-
portant knowledge regarding the
types of interventions that are
needed by health care systems
and payers to increase access to
maternal care for underserved
women.
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TABLE 1—Characteristics of Intervention and Matched Comparison Groups for Study Participants: New York City, 2015–2016

Before Propensity Score Matching

After Propensity Score Matching
Comparison Group (Enrollment n = 754),

Mean or % (No.)Matching Variable

Intervention Group
(Enrollment n = 506),
Mean or % (No.)

Comparison Group
(Enrollment n = 50 487),

Mean or % (No.)
Standardized
Difference

Age, y 28.91 29.11 0.035 29.03

Language

English 70.4 (356) 63.9 (32 283) 0.137 70.6 (714)

Spanish 29.1 (147) 25.2 (12 742) 0.086 28.7 (290)

Other 0.6 (3) 10.8 (5 462) 0.452 0.4 (4)

Clinical high risk

Diabetes 10.47 (53) 12.69 (6 408) 0.069 11.17 (113)

Hypertension 12.65 (64) 6.59 (3 328) 0.206 11.26 (114)

Mental illness 2.96 (15) 2.7 (1 365) 0.016 2.57 (26)

Predelivery enrollment days 356.66 351.66 9 345.14

Note.UHF =United Hospital Fund. UHF zip code results not shown; matching based on UHF neighborhood codes was successful (standardized difference <0.2).
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