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Abstract

Objective: To examine the qualitative literature on low-income women's perspec-

tives on the barriers to high-quality prenatal and postpartum care.

Data Sources and Study Setting: We performed searches in PubMed, Web of Sci-

ence, Embase, SocIndex, and CINAHL for peer-reviewed studies published between

1990 and 2021.

Study Design: A systematic review of qualitative studies with participants who were

currently pregnant or had delivered within the past 2 years and identified as low-

income at delivery.

Data Collection/Extraction Methods: Two reviewers independently assessed studies

for inclusion, evaluated study quality, and extracted information on study design and

themes.

Principal Findings: We identified 34 studies that met inclusion criteria, including

23 focused on prenatal care, 6 on postpartum care, and 5 on both. The most frequently

mentioned barriers to prenatal and postpartum care were structural. These included

delays in gaining pregnancy-related Medicaid coverage, challenges finding providers who

would accept Medicaid, lack of provider continuity, transportation and childcare hurdles,

and legal system concerns. Individual-level factors, such as lack of awareness of preg-

nancy, denial of pregnancy, limited support, conflicting priorities, and indifference to

pregnancy, also interfered with the timely use of prenatal and postpartum care. For

those who accessed care, experiences of dismissal, discrimination, and disrespect related

to race, insurance status, age, substance use, and language were common.

Conclusions: Over a period of 30 years, qualitative studies have identified consistent

structural and individual barriers to high-quality prenatal and postpartum care. Med-

icaid policy changes, including expanding presumptive eligibility, increased reimburse-

ment rates for pregnancy services, payment for birth doula support, and extension of

postpartum coverage, may help overcome these challenges.
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What is known on this topic

• High-quality prenatal and postpartum care improves maternal and infant health outcomes.

• Medicaid-insured women are less likely to attend a prenatal or postpartum care visit.
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What this study adds

• We examine qualitative research on low-income women's experiences of prenatal and post-

partum care.

• We identified individual, structural, and quality-related barriers to care, including difficulty

enrolling in Medicaid insurance, lack of transportation and childcare, poor provider continu-

ity, denial of pregnancy, discrimination, and disrespect.

• Based on identified themes, we offer targeted Medicaid policy solutions to improve prenatal

and postpartum care uptake and value.

1 | INTRODUCTION

In 2020, 861 women in the United States died from a pregnancy-related

cause, yielding the highest maternal mortality ratio in two decades at

23.8 deaths per 100,000 live births.1 This rise was driven by increases in

maternal death among non-Hispanic Black and Hispanic women,

reflecting widening racial disparities in maternal health.1 More than half

of these deaths occurred during the postpartum period, including 12%

occurring more than 6 weeks postpartum.2 In addition, rates of preterm

birth remained high, affecting 1 in 10 infants, and were 50% higher

among non-Hispanic Black women compared to non-Hispanic White

women.3 Improving these outcomes and reducing racial disparities in

maternal and infant health is a high priority for state Medicaid programs,

which financed 42% of births in 2020.4

High-quality prenatal and postpartum care are important tools to

promote perinatal and newborn health. The current model of prenatal

care in the United States recommends 12–14 individual patient visits

begun during the first trimester of pregnancy.5 Following birth, a com-

prehensive postpartum care visit is recommended within 6–12 weeks.6

Prenatal care visits have been linked to reduced rates of maternal mortal-

ity and low-birthweight birth,7 and postpartum care improves detection

of cardiac complications, hypertension, and depression.6 Both visits pro-

vide an opportunity to manage chronic conditions and address concerns.

Despite comprising a larger share of high-risk pregnancies, utiliza-

tion of prenatal and postpartum care is lower among women with

Medicaid insurance at delivery compared to those with private insur-

ance at delivery.8 Between 2016 and 2019, 21% of Medicaid-insured

women did not initiate prenatal care within the first trimester of preg-

nancy, and 15% did not attend a routine postpartum visit, compared

to 6% and 5% of privately-insured women, respectively.9,10

Since the Omnibus Budget Reconciliation Act of 1990, states

have been required to offer continuous Medicaid coverage to preg-

nant women with household incomes at or below 133% of the federal

poverty level (FPL) from conception through 60 days postpartum.11 In

most states, parents had higher eligibility cutoffs than childless

adults.12 In 2014, states were given the option to implement the

Affordable Care Act (ACA) Medicaid expansion for adults with

incomes at or below 138% FPL regardless of pregnancy or parental

status. In expansion states, this increased Medicaid coverage during

the preconception and postpartum periods.13 Despite this policy, a

large number of pregnant women in expansion and nonexpansion

states lost coverage at 60 days postpartum.14

Even with insurance coverage and access to prenatal and postpar-

tum visits, Medicaid-eligible women may receive low-quality care, reduc-

ing the value of these visits or the impetus to seek future care. Current

measures used to assess the quality of prenatal and postpartum care are

limited.15 For instance, the most widely used measure of prenatal care

quality, the Adequacy of Prenatal Care Utilization (APCU) index, captures

only when prenatal care began and how many visits occurred compared

to the recommended number of visits.16 They do not indicate whether

women received the full range of guideline-recommended services and

education or provide a score for the experience of care.17 As a result, we

have limited quantitative information about variation in the quality of

care by insurance status, demographics, or region.15

Qualitative research has the potential to clarify issues related to

access and quality of prenatal and postpartum care; however, the use

of qualitative research methodologies within the field of health ser-

vices and policy research has been limited.18,19 Qualitative techniques

allow us to understand health behaviors and outcomes in practice

with an emphasis on the experiences and views of patients. Qualita-

tive findings are useful for validation and triangulation of quantitative

results, promoting reflexivity, understanding the experiences of small

or historically marginalized populations, and human-centered design.

The aim of this review is to examine the published qualitative litera-

ture on low-income and Medicaid-eligible women's perspectives of

the barriers and facilitators to high-quality prenatal and postpartum

care. These findings can help clarify the enduring gaps in state Medic-

aid policies intended to promote the receipt of high-quality prenatal

and postpartum care in the United States.

2 | METHODS

We conducted a systematic review of qualitative studies examining

low-income women's perspectives on access to and quality of prena-

tal and postpartum care. We archived the protocol for this review in

PROSPERO on October 12, 2021 (No. CRD42021289660). The

review was conducted according to PRISMA standards.

2.1 | Identification of studies

Studies were eligible for inclusion if participants were (1) currently

pregnant or within 2 years of delivery or end of pregnancy,
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(2) received pregnancy care in the United States, and (3) were

Medicaid-eligible or low-income at the time of birth. We included

peer-reviewed qualitative and mixed-methods studies published

between 1990 and 2021. Full inclusion and exclusion criteria are

listed in Table S1.

We performed searches in PubMed, Web of Science, Embase,

SocIndex, and CINAHL in October 2021 using the search terms:

(Title/Abstract) (qualitative OR mixed methods OR interview* OR

focus group*) AND (Medicaid OR low-income) AND (maternal OR

pregnant OR pregnancy OR preconception OR prenatal OR postnatal

OR postpartum OR perinatal) NOT (low-income country*). We also

reviewed the reference lists of eligible studies for titles missing from

this search. Two authors independently conducted the title and

abstract review and assessed full-text articles for inclusion using

Covidence Review Software. Conflicts were resolved through discus-

sion and decision by a third reviewer.

2.2 | Data extraction

Two reviewers independently extracted information from each study

on aims, population, definition of “low-income,” sample size, data col-

lection methods, primary themes, and key quotations. We then

grouped findings into overarching themes to highlight in the review

while focusing on those with the greatest implications for Medicaid

policy.

Study quality was evaluated by two reviewers using the National

Institute for Health and Care Excellence (NICE) quality appraisal

checklist for qualitative studies (3rd edition)20 and the 2018 Critical

Assessment Skills Programme (CASP) Tool for Evaluating Qualitative

Research.21 These checklists contain a mixture of objective and sub-

jective questions about the clarity of study aims, the rigor of study

methods and data analyses, and reporting of ethics.

2.3 | Note on language

In this article, we use the gendered terms “pregnant and postpartum

women” and “maternal health” to match the language used to

describe the populations interviewed in the reviewed papers; how-

ever, people of all genders, including nonbinary and transgender peo-

ple, can become pregnant and give birth.

3 | RESULTS

Our searches identified 1603 unique studies. After title, abstract, and

full-text screening, 34 studies met the criteria for inclusion. Figure 1

shows the PRISMA flow diagram for study inclusion. Twenty-three

studies focused on prenatal care, six on postpartum care, and five on

both prenatal and postpartum care (Table S2). Semi-structured inter-

views and focus groups were equally common (14 each), and six stud-

ies used a combination of the two methods. Eight of the studies were

published before 2000, 8 between 2000 and 2009, and 18 in 2010 or

after. Six studies restricted the study population to Black women, one

to women who identified as Latina, and one to ethnic minority

mothers. Four studies enrolled adolescent participants under age 17.

Study quality was high overall; nearly all came within one point of ful-

filling the 10-item CASP checklist and within two points of fulfilling

the 14-item NICE checklist (91.1%). The most frequently missed items

were the clear description of the role of the researcher, missing in

26.5% of studies, and adequate reporting of ethics, missing in 23.5%.

Participants described several barriers to receipt of timely, high-

quality prenatal and postpartum care. We categorized these into three

themes: personal barriers to access, structural barriers to access, and

experiences of care. Subthemes are listed in Table 1 with illustrative

quotations and presented visually in Figure 2.

3.1 | Personal barriers to access

Study participants identified several personal barriers—individual char-

acteristics, desires, or beliefs – that limited their use of timely prenatal

and postpartum care. For prenatal care, these included lack of aware-

ness of pregnancy or denial of pregnancy,22–30 consideration of

abortion,27,29,31 and limited social, family, or mental health sup-

port.26,27,31–40 Women with an unplanned or unwanted pregnancy

were more likely to note that they discovered their pregnancies at

later gestational ages. Many then needed time to decide whether to

carry the pregnancy to term, locate a prenatal care provider, and

schedule an appointment.23,25,27 Further delays in prenatal care

occurred when women had feelings of shame or feared being stigma-

tized by their social networks due to their pregnancies.27,37,54

Other personal barriers to prenatal and postpartum visit atten-

dance included having conflicting life priorities or too much going on

to attend a visit22,23,27–30,32,34,36,38,41,42 and not knowing or believing

that the visit was important.22,25,26,28,31,43,44 Study participants

F IGURE 1 Flow diagram of study inclusion
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TABLE 1 Medicaid member-identified barriers to high-quality, timely prenatal and postpartum care

Themes Illustrative quotes

Individual barriers

Lack of awareness of pregnancy22–30 “I did not know that I was pregnant, so I kept going with my life as usual until I

found out the belly was growing, and I was pregnant and then that's when I

started searching for more information and doing everything. If I would've

known before, I would have definitely [sought prenatal care at] an earlier stage

in the pregnancy”27

Considering abortion27,29,31 “I did not want to have her, until it got to the point that I had no other choice. I

was too late by then”29

Shame and stigma surrounding with pregnancy22,24–27,30,32 “…it was all surrounding my shame and embarrassment, and that's what was the

driving force of me not seeking prenatal care from the beginning is mostly my

insecurities, my guilt and shame that I still feel from my past bad decisions, bad

choices. So I did not seek prenatal – and honestly I tried to ignore that this

whole thing was even happening, which you can only do for so long. But I did

not seek prenatal care for the first six months”27

Limited support from friends or family26,27,31–40 “A lot of people do not know who to turn to or do not have their family's

support at home”33

Conflicting life priorities and challenges (e.g., exhaustion, poor

mental health, drug use, homelessness)22,23,27–

30,32,34,36,38,41,42

“Yeah, when I was pregnant, like, I was like real [hungry] and we did not have

any money. I always got food from home, but like at the end of the month our

food always used to run out…. It used to run out a lot.”42

Lack of knowledge or belief that prenatal or postpartum care

visits are important, especially when feeling

fine22,25,26,28,31,43,44

“When you do not have a supportive mother, or a mother who was 14 when she

had you, and did not get prenatal care and you were fine, why would you get

prenatal care? They do not understand the value and importance of everything

that could go wrong, but they just think, oh whatever, I'm pregnant”26

Structural barriers

Medicaid enrollment challenges and delays and unreasonable

cost of care without insurance22,25–28,30–32,38,42–47
“If you call the doctor to make an appointment, they will ask you, “What type of

Medicaid do you have?” They are going to ask for your ID number to clarify

first that your Medicaid is active. And once it's active, then they will make

your appointment. If they do not accept it, they will not even schedule your

appointment”43

“If you say, well, I do not have Medicaid, you need to talk to DHS about getting

signed up for it. So make an appointment with DHS. DHS wants you to prove

you pregnant, so you have to still go to a clinic just to get the help. They're not

going to take a home pregnancy test or a phone call either. The paperwork is

what you need”28

“I was about 16–17 weeks when I found out being pregnant. They actually took

them a month before they even gave me my Medicaid. I had to go to an

emergency room and a free health center to do pregnancy testing and

everything”43

“I had always intended on going and having prenatal care, but the first blocker

was the welfare department and getting Medi-Cal… They had denied me

Medi-Cal because I was homeless [and therefore did not have an address].”32

Challenges finding a provider accepting new patients on

Medicaid or an available appointment

time22,26,27,30,32,33,42,43,48

“They should have took them off instead of giving us numbers to doctors that

did not accept Medicaid anymore. So we were going to these doctors and

they were turning us around. So it took me about a month to find an actual

doctor”26

“I found out I was pregnant at 5 weeks. It took time [to get into PNC] because I

only had straight T-19 [basic Medicaid] and a lot of doctors do not take that.

So I was switching from doctor to doctor.”30

Challenges with provider continuity and poor inter-provider

communication23,26,27,31,33,35,39,42,47,49,50
“My problem was that I had three or four different doctors, and none of them

talked to each other, as far as I could tell. So they would contradict each other

to me in terms of when I could, leave in terms of when I'd get a particular

test.”39

“They did not know I had a seizure when I was having my daughter. They did not

know none of that… They just started over from the beginning, it was new,

everything was new to them, each and every time… There were different

[providers] in there questioning me, same questions over and over”31
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TABLE 1 (Continued)

Themes Illustrative quotes

“The day that [my Medicaid insurance] expired, [my postpartum care provider]

did not accept me anymore… And they told me that I had to look for

somewhere else… I did not have a choice”42

Transportation challenges22,23,27,28,30–32,34,36,41–44 “It has been very difficult for me because of transportation. There's no bus

where I live, you cannot say, ‘I'm going to take a bus and go to the clinic or a

store’, because there aren't any. There's no taxi. There's Uber, but I need to

have a bank account to be able to access it, which I also do not have”27

Childcare challenges22,27,28,34,38,44 “Well, just like I said, it's harder because we have four other kids who are all

pretty little… I keep going places that are really far away from where I live, so

it takes like three or four hours by the time someone gets to my house or I

take them somewhere and then go the appointment and then go all the way

back. So, that's kind of hard… I did not have anybody else to watch them.”27

Poor linkage to services, such as postpartum depression and

substance use treatment37,44,45
“They never once referred me to a drug program, not once gave me any kind of

information, did not even attempt to… Then, once I. … had my baby, they

wanted to take her from me. Right then and there…. If you guys are so

concerned with my child, with keep[ing] me away. … and so worried about my

child's well-being, why did not you do anything while I was pregnant, why did

not you refer me to some kind of program?”37

Fear of legal consequences because of care or insurance

seeking (e.g., immigration, drug use)32,37,46
“When I was almost 5 months pregnant and they were already telling me, you

know, you have been testing positive for meth and marijuana and so, if this

happens in your next trimester, then you are gonna be CPS involved.”37

Quality of care

Not feeling heard28,32,33,39,49,51 “He wasn't answering my questions, he was very rushed. I'm trying to ask

questions and he answered them on his way out the door. Then when I

switched over to [new prenatal care site] I was voicing concerns about my

pregnancy and they were just pushed off, not taken care of, pushed off.

I wasn't happy about that”32

Not enough time with providers, especially in comparison to

wait times25,28,30,31,40,42,51
“It was kind of a waste of time, to sit there all that time, and then, you know, be

rushed out; pretty much I did not get anything accomplishedwith that”28

“You just get weighed. Other than that, paperwork and questions, and it's

over”28

Language barriers46,52 “I'm worried about the day I go into labor. Will there be an interpreter there for

me? Or should I look for someone who will translate for me so I do not have to

fight for it, or how should I do it honestly that is something that really makes

me anxious. I understand some things in English, right, but not everything, and

when it comes to words they use in the hospital, you understand less because

they are more difficult things. I worry when I think about that.”52

Lack of respect for cultural differences and

preferences24,45,46,52
“I had a male interpreter‚ in my situation‚ well, I wasn't going to get undressed in

front of him because I want a woman, but a man, no. I am very modest and

besides the fact that I'm a woman‚ I'm not going to show everything in front of

a man”52

Racism or discrimination from providers24,27,28,30,39,46,48,52,53 “I told [my midwife] I did not like going to my appointments, and one day she

just asked me, “do you do crack?” …Just because I do not want to come to my

appointments, I gotta be a drug addict?… Why would she ask me if I smoke

crack? But because I'm Black, she said crack, that's probably what it is”48

“It's a way a person will talk to you, look at you, and it would just be their whole

body language towards you and you'll be able to tell. This one lady…it was just

her whole demeanor, she looked at me like I was dirty. Basically, it was just the

way she acted towards me that I knew it was because of my skin color.”30

Disrespectful, dehumanizing, and overmedicalized

care23,24,36,39,45,51
“They do not respect you; they talk down to you because you are a teen.

Student doctors came in and out of the room all the time, disturbing me and

waking me up. They practice on you like you are a guinea pig.”24

“That place is a puppy mill for babies. They do not want to answer questions,

they were snotty and had no eye contact. The staff acted like they did not

want to be bothered. The only reason I went was because Medicaid had not

kicked in”24

(Continues)
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explained that it was difficult to prioritize attendance when they had

mental health challenges, were experiencing homelessness, poverty,

legal issues, or partner abuse, had children at home to look after, or

were exhausted from the demands of new parenthood.29,30,36 Some

women noted that after missing a visit, their providers did not follow

up or would instruct them to see their regular primary care provider.28

Women with healthy newborns and those who had experienced pre-

vious pregnancies were especially likely to express skepticism about

the importance of a postpartum visit.22,25

3.2 | Structural and health system barriers to
access

Structural barriers to prenatal and postpartum care were identified in

every study. By far, the most common structural barrier involved navi-

gating state Medicaid insurance policies. This included delays in

enrollment in pregnancy-related Medicaid22,25–28,30–32,38,42–47 and

difficulty finding prenatal care providers accepting new Medicaid

patients.22,26,27,30,32,33,42,43,48 These themes were raised by partici-

pants in 17 studies spanning nearly two decades. To gain pregnancy-

related Medicaid services, a pregnant person must provide proof of

pregnancy, income, and citizenship or noncitizenship to their state

Medicaid office. Women noted that simply acquiring proof of

pregnancy was challenging, as it required finding transportation to an

emergency room or health clinic for a blood test. It then took 2–

4 weeks for Medicaid enrollment to be approved and activated.28,43

Most perinatal providers will not schedule a prenatal care appoint-

ment until this step is completed. In addition, some prenatal care pro-

viders limit the number of Medicaid-insured patients they accept, as

Medicaid reimbursement for a standard prenatal visit is lower than

private insurance reimbursement and requires a larger administrative

burden.55 Study participants described calling multiple providers to

find one that would accept Medicaid insurance and waiting weeks for

an appointment time.26,27,43 Often, these barriers overlapped with

personal delays in care seeking, such as the late discovery of preg-

nancy or homelessness.32 Participants also described being cut off

from Medicaid insurance suddenly at 2 months postpartum and

fearing bills for postpartum care.30,42

Women also described issues with provider continuity, both within

and between pregnancies.23,26,27,31,33,35,39,42,47,49,50 Factors that contrib-

uted to discontinuity of care included insurance churn (moving from

uninsurance to Medicaid and from private insurance to Medicaid),

changes in the insurance types a given provider accepts, developing new

pregnancy risk factors that certain providers did not feel equipped to

address, and changes in provider office locations. Shifts in prenatal care

and delivery provider hinder communication and trust building among

participants, leading to lower-quality care or decisions to forgo

TABLE 1 (Continued)

Themes Illustrative quotes

Feeling lesser than because of income, age, drug use, HIV-

status, or undocumented-status24,26–28,36,37,42,47,48
“It depends on the money you make. That's how I feel. It depends on whether

you have Medicaid or insurance. When I was on insurance, they treated me

like a queen. But when I was off insurance, they like put me in a back room.”47

“Providers act like I do not know anything just because I am poor. I want to

learn. Didn't get nothing out of it; keep repeating; feel like I'm not smart

enough to ask questions”28

F IGURE 2 Medicaid member-identified factors affecting the use of timely, high-quality prenatal and postpartum care [Color figure can be
viewed at wileyonlinelibrary.com]
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postpartum care. Participants were frustrated that there was not better

communication between providers, particularly when histories of major

medical morbidities had not been shared.31,39,44

Transportation22,23 ,27 ,28 ,30–32 ,34 ,36 ,41–44 and childcare

issues22,27,28,34,38,44 were also a challenge for many low-income women.

Some clinics and Medicaid programs offered free transportation to

appointments. While some women were grateful for these services and

able to use them securely, others reported that they were unreliable and

had challenging requirements, such as advance scheduling and restrictions

on bringing children.28,43,44 During focus groups, many women across

studies and years were unaware of these services.23,31,44

Some women who had recently immigrated to the United States

or had undocumented status expressed fear that attending prenatal or

postpartum care could lead to legal consequences, such as being

deported, separated from their children, or denied future citizenship

due to receipt of public assistance.32,37,46 Even when protective poli-

cies were in place, distrust and stories about the negative experiences

of others kept women from engaging in care. Likewise, women with

current or previous drug use feared that visit attendance could result

in legal consequences, such as removal of children from their care or

arrest.32,37 Often, these fears were compounded by threatening

remarks from providers regarding the consequences of continuing

drug use during pregnancy or while breastfeeding.32,37

3.3 | Experiences of care

Many study participants who did overcome access barriers to attend pre-

natal or postpartum visits reported receiving low-quality care. Experi-

ences of dismissal,28,32,33,39,49,51 discrimination,24,27,28,30,39,46,48,52,53 and

disrespect23,24,36,39,45,51 were common. Many participants attributed

these negative experiences to their race, their insurance status, their age,

or their substance use.24,26–28,36,37,42,47,48 For instance, during focus

groups with Black postpartum women in Michigan, participants shared

that their prenatal care providers assumed they would not be intelligent

enough to raise questions about their pregnancy because they were low-

income.28 In addition, communication challenges were common among

the women interviewed. These included difficulty understanding the pro-

vider's advice as a non-native English speaker,46,52 not being given all the

information they requested, and not having enough time with providers

to raise concerns.25,28,30,31,40,42,51 Overall, women expressed frustration

that after expending money, time, and energy to attend their appoint-

ments, they received little benefit. Women believed this could be

remedied by providers listening carefully to their concerns and showing

greater respect and compassion.28,33,39,42,45,49,51,56

4 | DISCUSSION

We found that the most frequently mentioned barriers to prenatal

and postpartum care were structural. These included delays in gaining

pregnancy-related Medicaid coverage, challenges finding providers

who would accept Medicaid, lack of provider continuity,

transportation and childcare hurdles, and legal system concerns.

Individual-level factors also interfered with the timely use of prenatal

and postpartum care. Women noted that lack of awareness of preg-

nancy, denial of pregnancy, limited support, conflicting priorities, and

indifference contributed to delayed or skipped visits. These findings

support the conceptual framework published by Khan and Bhardwaj

in 1994, arguing that health system transformation is the primary bar-

rier to receipt of prenatal care, followed by personal characteristics.57

Despite spanning 30 years across publication dates, remarkably

similar barriers to receipt of timely, high-quality prenatal and postpar-

tum care were raised within studies. Each of the seven personal bar-

riers to care we identified was mentioned in a study from the 1990s

and 2010 or after. This was also true for the nine structural themes,

with the single exception of poor linkage to services, such as treat-

ment for postpartum depression or substance use. Seven of the nine

themes related to poor experiences of care were mentioned in studies

published in the 1990s and after 2010. The two experience-related

themes that emerged only in later studies were women not feeling

heard by providers and women being made to feel lesser because of

income, age, HIV status, or substance use. The continued presence of

these barriers suggests that the US medical system and policy land-

scape has not done enough to support prenatal and postpartum care

access among low-income women.

Importantly, many of the barriers we identified as “personal” are

the result of structural forces. The use of this designation is not meant

to imply that experiencing these barriers is the fault of the individual

or their choices. For instance, unintended pregnancies often result

from poor access to contraception, which is shaped by structural fac-

tors such as lack of insurance, medical examination requirements, and

inadequate sexual health education.58 Likewise, poverty is driven by

structural forces, including lack of affordable housing and health care,

discrimination, limited mental health and substance use treatment ser-

vices, and domestic violence.

While other reviews have described women's perceptions of

access to prenatal care in the United States.,59 this review makes sev-

eral important contributions. First, we included themes related to

experiences of care in addition to access. The reviewed studies

showed that women continue to feel dismissed during visits and expe-

rience discrimination and abuse from providers and office staff. In par-

ticular, Black and Hispanic women reported facing a double burden of

discrimination based on both race and low-income status. Second, we

included studies focused on postpartum visits, which have only

recently begun to receive national health policy attention as a

neglected means of improving perinatal and infant health.6 Estimates

of postpartum visit attendance vary widely by state, insurance status,

and data source, from below 30% to above 90%.54,60 The qualitative

studies in this review revealed that low postpartum visit attendance is

driven by structural issues with care delivery, competing life priorities,

and disrespectful treatment by providers.

This review has a few limitations. First, because we determined

that study quality was high overall, we did not distinguish themes

stemming from higher or lower quality studies within the results sec-

tion. In addition, we did not include studies focused on nonroutine
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care, such as programs providing organized group prenatal care. Our

rationale was that barriers to and experiences of care would differ

between these program participants and the general Medicaid popula-

tion, as they may have received additional social and administrative

support throughout pregnancy. This likely excluded some innovative

approaches to pregnancy care that warrant research and policy atten-

tion; however, it allowed us to focus on a form of prenatal and post-

partum care available to most Medicaid enrollees.5,6 In the following

section, we offer several targeted Medicaid policy actions to address

the challenges identified by low-income pregnant and postpartum

women. Each could be implemented in the near term while broader,

long-term social policy changes are pursued, such as affordable

childcare, improved public transportation, access to paid family leave,

and expansion of access to pregnancy care in rural areas.

4.1 | Medicaid policy actions

4.1.1 | Expand presumptive eligibility

Medicaid enrollment policies continue to be a major hurdle for preg-

nant women seeking prenatal care. Presumptive eligibility is a Medic-

aid policy option that allows qualified entities, including hospitals and

federally qualified health centers (FQHC), to temporarily enroll eligible

pregnant women in Medicaid if they meet screening criteria. This

would address the issue raised in multiple studies of women needing

to go to a health clinic to receive lab work proving pregnancy before

beginning the Medicaid enrollment process or booking a prenatal care

appointment. A difference-in-difference analysis using the 2015–

2018 Pregnancy Risk Assessment Monitoring System (PRAMS) data

found that presumptive eligibility increased first-trimester initiation of

prenatal care and overall prenatal care use, with the largest effects on

women uninsured prior to pregnancy.61 Currently, 20 states do not

provide pregnant women with presumptive eligibility for Medicaid,

and within states with the policy, not all prenatal care clinics are quali-

fied.62 A few states, such as West Virginia, have allowed a broader

range of outpatient clinics, including FQHCs, Rural Health Clinics,

Free Clinics, and Community Behavioral Health Centers, to enroll as

qualified presumptive eligibility providers.63 Expanding this policy to

additional states and increasing the number of presumptive eligibility

providers are practical steps toward improving access to timely prena-

tal care for low-income women.

4.1.2 | Greater parity in state Medicaid payment
rates

Reimbursement rates for low-risk pregnancy care vary widely by state,

with some states offering rates up to 20 times higher than others.64

Studies have found an association between state Medicaid reimburse-

ment rates and the number of prenatal visits obtained by pregnant

women.65 In addition, some research has indicated the ACA “fee
bump,” which mandated a two-year increase in fees for primary care

services to Medicare levels for Medicaid fee-for-service and managed

care, resulting in increased availability of physicians for Medicaid

members.66 This was greatest in states with the largest increases in

reimbursement rates. In the qualitative studies reviewed, Medicaid-

insured women noted that finding a provider who accepts Medicaid

insurance was challenging. Raising Medicaid reimbursement rates for

pregnancy and postpartum visits in states that currently offer pay-

ment below the national average could encourage providers to accept

a greater share of patients with Medicaid coverage.

4.1.3 | Medicaid reimbursement for doula care

Medicaid reimbursement for doula care is also likely to increase

prenatal and postpartum care utilization while addressing some of

the quality-of-care issues identified in this review. A doula is a non-

clinical professional who offers continuous emotional, physical, and

practical support during pregnancy, labor, and the postpartum

period.67 In addition to improving clinical outcomes, women who

use doula services are more likely to attend recommended prenatal

and postpartum visits and report higher satisfaction.68–71 As of

2021, three states were actively providing Medicaid reimbursement

for doula services, and an additional eight had passed legislation,

including Medicaid coverage for doula services.72 Importantly,

Medicaid reimbursement levels must be high enough to adequately

compensate doulas for their time, training, and licensure costs.

Analyses of Medicaid reimbursement for doula services in Oregon

and Minnesota in 2012 and 2013 found that uptake was low

because of inadequate reimbursement rates.70,73,74

4.1.4 | Extend pregnancy Medicaid coverage to
12 months postpartum and increase covered services

As of March 2022, in 8 expansion and 38 nonexpansion states,

women with pregnancy-Medicaid eligibility lose coverage after

60 days postpartum.75 The Build Back Better Act (BBBA) would have

begun to address this issue by requiring states to permanently extend

postpartum Medicaid coverage to 1 year and allow those with

incomes below 100% FPL in non-expansion states to qualify for subsi-

dies on the ACA Marketplace until 2025. An estimated 720,000 addi-

tional women would remain eligible through 1 year postpartum with

the implementation of this policy.76 While extending Medicaid cover-

age to 1 year postpartum is a critical step to ensure adequate postpar-

tum care, we must also extend the range of postpartum services

covered by Medicaid to include full assessment and treatment of

physical, social, and psychological needs across multiple visits. This

recommendation is in line with the 2018 American College of Obste-

tricians and Gynecologists (ACOG) guidelines to optimize the postpar-

tum visit6; however, progress has been slow. For example, in 2021,

only 34 states and DC covered postpartum mental health screening to

identify postpartum depression, and treatment beyond 60 days post-

partum is rarely covered by Medicaid.77
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5 | CONCLUSIONS

The qualitative studies included in this systematic review identified

several barriers to high-quality prenatal and postpartum care that are

driven by current Medicaid policies and administrative hurdles. As a

result, low-income women experience delayed insurance enrollment,

provider scarcity, and care interruptions. Often, these structural bar-

riers are compounded by individual barriers to care seeking, such as

limited social support and competing life priorities, as well as disre-

spectful or discriminatory care from providers because of insurance

status, income, race, language, age, or substance use. Medicaid policy

changes, including expanding presumptive eligibility, increased reim-

bursement rates for pregnancy services, payment for birth doula sup-

port, and extension of postpartum visit coverage, have the potential

to improve access to supportive prenatal and postpartum care.
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