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Abstract

Introduction—Postpartum care is an important strategy for preventing and managing chronic
disease in women with pregnancy complications (i.e., gestational diabetes (GDM) and
hypertensive disorders of pregnancy (HDP)).

Methods—Using a population-based, cohort study among Oregon women with Medicaid-
financed deliveries (2009-2012), we examined Medicaid-financed postpartum care (postpartum
visits, contraceptive services, and routine preventive health services) among women who retained
Medicaid coverage for at least 90 days after delivery (n = 74,933). We estimated postpartum care
overall and among women with and without GDM and/or HDP using two different definitions:

1) excluding care provided on the day of delivery, and 2) including care on the day of delivery.
Pearson chi-square tests were used to assess differential distributions in postpartum care by
pregnancy complications (p < .05), and generalized estimating equations were used to calculate
adjusted odds ratios (aORs) with 95% confidence intervals (Cls).

Results—Of Oregon women who retained coverage through 90 days after delivery, 56.6-78.1%
(based on the two definitions) received any postpartum care, including postpartum visits (26.5%
-71.8%), contraceptive services (30.7-35.6%), or other routine preventive health services (38.5—-
39.1%). Excluding day of delivery services, the odds of receiving any postpartum care (aOR
1.26, 95% CI 1.08-1.47) or routine preventive services (aOR 1.32, 95% Cl 1.14-1.53) were
meaningfully higher among women with GDM and HDP (reference = neither).

Discussion—Medicaid-financed postpartum care in Oregon was underutilized, it varied by
pregnhancy complications, and needs improvement. Postpartum care is important for all women
and especially those with GDM or HDP, who may require chronic disease risk assessment,
management, and referrals.

Cheryl L. Robbins, ggf9@cdc.gov.

Declarations
Conflict of interest The authors that they have no conflict of interest.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Robbins et al.

Keywords

Page 2

Postpartum care; Medicaid; Gestational diabetes; Hypertensive disorders of pregnancy

Introduction

As “a window to future health,” pregnancy provides an opportunity for early identification
of a woman’s future cardiovascular disease (CVD) risk (Cain et al., 2016). Specifically,
pregnhancy complications, such as gestational diabetes mellitus (GDM) and hypertensive
disorders of pregnancy (HDP), may signal increased risk of future diabetes and CVD
(Savitz et al., 2014a; Tobias et al., 2017). Although CVD is uncommon among women of
reproductive age, one study found that HDP predicted increased risk of hospitalization for
heart failure (aOR=2.6), coronary heart disease (aOR = 2.1), and type 2 diabetes (aOR=
1.6) during the year after delivery (Savitz et al., 2014b). If pregnancy can be considered

a window to future health problems (Cain et al., 2016), then postpartum care may be the
doorway to future well-being.

National guidelines and experts recommend timely postpartum care for all women
(American Academy of Pediatrics, Committee on Fetus and Newborn, & ACOG Committee
on Obstetric Practice, 2012; American College of Obstetricians & Gynecologists, 2016,
2018; Johnson et al., 2006; Mosca et al., 2011; National Committee for Quality Assurance,
2017). Postpartum care includes a full assessment of physical, social, and psychological
wellbeing, chronic disease management, and provision of contraceptive services. Postpartum
care is important for all women to enable a smooth transition to well woman care. For
women with pregnancy complications, postpartum care also presents an opportunity for
follow up through provision of chronic disease risk assessment, management, and referral to
specialists (American College of Obstetricians & Gynecologists, 2018).

Despite the evidence-based recommendations that all women attend a postpartum visit
within the first six weeks of giving birth, approximately 40% of women do not (American
College of Obstetricians & Gynecologists, 2016). In fact, optimal postpartum care should
be ongoing through 12 weeks postpartum, rather than a single visit (American College of
Obstetricians & Gynecologists, 2018). Studies using administrative data have demonstrated
suboptimal receipt of postpartum care (50-81%) among women with Medicaid-financed
deliveries (Bennett et al., 2014; Masho et al., 2018; Rankin et al., 2016). Moreover, the
proportions of Medicaid-insured women with HDP and GDM who receive postpartum visits
(PPVs) are also low (64% and 67, respectively) (Bennett et al., 2014), suggesting a missed
opportunity to provide important follow up care.

Given the potential opportunity for impacting postpartum care delivery through Medicaid
policy changes (Gee and Rosenbaum, 2012), many states have undertaken a variety of
Medicaid delivery system reforms such as implementation of managed care and Medicaid
expansions (“Status of state Medicaid expansion decisions: Interactive map,” 2020).
However, about a dozen states have not yet adopted Medicaid expansion (*Status of state
Medicaid expansion decisions: Interactive map,” 2020). Approximately 50% of Oregon’s
births are financed by Medicaid (Kaiser Family Foundation, 2019), and prior to Medicaid
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expansion in Oregon, preghant women were presumptively eligible for Medicaid coverage
from conception through 60 days after delivery, if their household income was less than
190% of poverty. Continued Medicaid eligibility after was contingent on income (i.e., 44%
of poverty if working and 35% of poverty if jobless) or having a Medicaid-eligible child.

The objective of this analysis was to describe patterns of postpartum care among women

on Medicaid in Oregon prior to Medicaid reforms, particularly among women with and
without GDM and/or HDP This analysis estimated prevalence of non-urgent postpartum care
utilization (i.e., PPVs, contraceptive services, and routine preventive health care services)
among women with Medicaid-financed deliveries (prior to implementation of Medicaid
changes in Oregon), and compared utilization among women with and without GDM and/or
HDP The results can serve as baseline data for quality improvement efforts in Oregon and
clarify utilization of postpartum care among women with GDM and/or HDP.

Materials and Methods

Study Population

Data

The linked data were collected as part of a larger research agenda to examine health
outcomes and health care utilization among low-income women of reproductive age and
their infants, before and after implementation of Medicaid expansion in Oregon. The present
study population was derived from the pre-expansion cohort of reproductive aged women.
For the present study, we conducted a population-based, retrospective cohort study among
Oregon women with Medicaid-financed deliveries 2009-2012 who had Medicaid coverage
through 90 days postpartum. We selected 90 days as the endpoint because postpartum
Medicaid coverage begins on the day that the pregnancy ends and continues through the last
day of the month in which the 60th postpartum day occurs. Therefore, women often receive
60-90 days of coverage. The 90 days postpartum period also coincides with the time period
used in several other studies (range 90-99 days) (Rankin et al., 2016; Schwarz et al., 2017;
Thiel de Bocanegra et al., 2017).

Oregon birth certificate and maternal Medicaid claims data were linked using a combination
of deterministic and probabilistic algorithms with an overall linkage rate of 95.3%. Of
82,301 live birth deliveries to women ages 15-44 years who had a Medicaid-financed
delivery in 2009-2012,78,043 (94.8%) women retained Medicaid coverage through 90 days
postpartum. Of these, we excluded 3,110 (4.0%) with missing information on variables of
interest or covariates. Our final analytic sample included 67,139 women with one or more
Medicaid-financed deliveries resulting in 74,993 live births during the study period.

Variables of Interest

Outcomes—We examined three subtypes of non-urgent postpartum care utilization: PPVs,
contraceptive services, and routine preventive health care services, and an overall measure
(any postpartum care). The subtypes of postpartum care were based on Medicaid claims
data according to the presence of specified codes from the /nternational Classification

of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM); Current Procedural
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Terminology (CPT); Healthcare Common Procedure Coding System (HCPCS), and
pharmaceutical databases using National Drug Codes (NDC) (Table 1). Global obstetric
CPT codes (also known as bundled codes) are widely used individual codes that bill for
prenatal, delivery, and postpartum care together and are typically coded to the day of
delivery. Given widespread use of global obstetric codes on the day of delivery, some
researchers have estimated postpartum care two different ways - with and without bundled
codes (DeSisto CL, Rohan A, Handler A, et al., 2020). Therefore, we estimate prevalence
of each postpartum care outcome both ways: 1) using a conservative definition that excludes
global obstetric codes, and captures postpartum care documented 1-90 days after delivery,
and 2) using a liberal definition that includes global obstetric codes and documented
postpartum care 0-90 days after delivery. Each outcome is described below and detailed
in Table 1.

Postpartum Visits—Our conservative definition included ICD-9-CM and non-bundled
CPT codes occurring 1-90 days after delivery. Our liberal definition included ICD-9-CM
codes, non-bundled, and bundled codes occurring 0-90 days postpartum. The codes used
for the liberal definition are consistent with the National Center for Quality Assurance’s
Healthcare Effectiveness Data and Information Set (HEDIS) performance measure (National
Committee for Quality Assurance, 2017).

Contraceptive Services—Our conservative definition included claim codes defined by
HEDIS (National Committee for Quality Assurance, 2017) occurring 1-90 days postpartum
for sterilization, intrauterine contraceptive device, implantable subdermal contraceptive,
contraceptive injection, oral contraceptives, contraceptive patch, vaginal ring, and diaphragm
that were indicated by ICD-9-CM, CPT, HCPCS, or NDC. Our liberal definition included
claims based on the same codes that occurred 0-90 days postpartum.

Routine Preventive Health Services—Our conservative definition included encounters
for evaluation and management, consultation, and preventive medicine services with
corresponding ICD-9-CM or CPT codes that occurred 1-90 days postpartum (exclusive

of PPV codes). Our liberal definition included claims based on the same codes that occurred
0-90 days postpartum.

Any Postpartum Care—We created a summary variable for any postpartum care
utilization (yes/no), defined as receipt of one or more postpartum care subtypes. Our
conservative definition included conservatively defined PPV, or contraceptive services, or
routine preventive health services. Our liberal definition included liberally defined PPV, or
contraceptive services, or routine preventive health services.

Pregnancy Complications and Other Variables—Since GDM and HDP (i.e.,
gestational hypertension, preeclampsia, and eclampsia) can be comorbid conditions, we
created a single variable with four mutually exclusive categories to denote GDM-only,
HDP-only, both complications or neither. Hereafter, we refer to the GDM-only category as
“GDM” and the HDP-only category as “HDP.” We classified women as having GDM or
HDP based on the presence of ICD-9-CM codes from claims data, or a positive indication
on the birth certificate (Table 1). Women with indications of both pre-existing diabetes
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and GDM (3.05%) were considered to have preexisting diabetes and therefore were not
included in the GDM-only category; this approach is similar to that used in previous studies
(Albrecht et al., 2010; Correa et al., 2015). For consistency, we handled the HDP-only
category similarly; Women with both pre-existing hypertension and HDP (3.66%) were
classified as having pre-existing hypertension (Savitz et al., 2014b). Women with only
pre-existing diabetes, pre-existing hypertension, or both of these pre-existing conditions
were coded as neither (i.e., GDM nor HDP). We obtained demographic characteristics and
pregnancy-related covariates from the linked birth certificate data.

Analysis—We report ranges for the proportion of women who received PPVs,
contraceptive services, routine preventive health services, and any postpartum care. We
describe ranges in the distributions of women utilizing postpartum care subtypes by maternal
and pregnancy-related characteristics, using Pearson chi-square tests to assess statistically
significant differences in the distributions (p<0.05). We examined associations between
pregnancy complications and postpartum care subtypes (both definitions) using generalized
estimating equations to calculate adjusted odds ratios (aORs) with 95% confidence intervals
(CI). Generalized estimating equations account for non-independence of women with more
than one pregnancy during the study period. Adjusted analyses controlled for potential
confounders (age, race/ethnicity, education, residence, marital status, and previous live
births), which were selected a priori based on existing literature and a conceptual model.
We emphasize results where prevalence differences were greater than five percentage points
or associations (aORs) were greater than 1.20 (comparing women with HDP, GDM, or both
conditions to women who had neither condition).

We conducted two sensitivity analyses. First, we excluded women with deliveries in 2011
and 2012 (n = 36,802 remained) because Oregon began to implement a managed care model
called Coordinated Care Organizations (CCOs) during this time, which aimed to improve
patient care, health outcomes, and to control costs by integrating medical, behavioral, and
oral health care. We were concerned that the integrated care provided during that time might
influence access to prenatal and postpartum health care. Second, we excluded women with
preexisting diabetes or preexisting hypertension (n = 68,641 remained) to control for the
potential confounding effect of these conditions. We used SAS version 9.1 (SAS Institute
Inc., Cary, NC) to conduct analyses. This study is based on de-identified administrative
claims data (not clinical data), and the institutional review boards of Oregon Public Health
and Oregon State University approved this study.

Of women who retained Medicaid coverage through 90 days after delivery (n = 74,933),
most women in the sample were ages 18-34 years (87.6%), non-Hispanic white (55.3%),
had a high school education or less (65.2%), resided in an urban area (85.4%), were
unmarried (58.1%), and only had one delivery during the study period (71.2%) (Table 2).
Overall, 7.7% had GDM, 7.7% had HDP, 1.1% had both conditions, and 83.6% had neither
complication.
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The proportion of women receiving any type of non-urgent postpartum care was 56.6—78.1%
(range of estimates based on conservative and liberal definitions). This includes those who
received a postpartum visit (26.5%-71.8%), or contraceptive services (30.7-35.6%), or other
routine preventive health services (38.5-39.1%) (Table 2). By pregnancy complications, any
postpartum care utilization ranged 53.5-75.1% among women with GDM and 61.8-81.2%
among women with HDP. Women with GDM had the lowest occurrence of each subtype of
postpartum care relative to their counterparts (p < 0.05).

Regarding other pregnancy characteristics examined, the lowest occurrence of any
postpartum care utilization occurred among women who had = 2 previous live births
(50.4-72.9%) (Table 2). These same women had the lowest occurrence of each subtype

of postpartum care relative to women with fewer previous live births, with one exception
being that previously nulliparous women had the lowest occurrence of liberally defined
contraceptive services. Additionally, women without preterm delivery had lower utilization
of routine preventive services compared with women with preterm delivery. Differences

in any postpartum care by preterm delivery status were both clinically and statistically
significant when using the conservative definition.

Conservative and liberal estimates of any postpartum care and subtypes varied by five

or more percentage points within the following demographic characteristics: age, race/
ethnicity, and education. (p<0.05). Among demographic subgroups, the lowest estimates
of any postpartum care utilization occurred among women who were 35-39 years
(45.9-66.6%), Hispanic (34.9-51.9%), and women who had less than a high school
education (43.5-62.6%), relative to their respective counterparts. Women with those same
characteristics also had the lowest occurrence of PPVs, contraceptive services, and routine
preventive health services. One exception was among women ages 40-44 years who

had the lowest occurrence of contraceptive services relative to other age groups (Table

2). Additionally, married women had lower utilization of contraceptive services and any
postpartum care compared with unmarried women.

The direction of associations between pregnancy complications and postpartum care were
consistent when using the two definitions, but some differences in statistical significance
and magnitude of the association were noted (Table 3). Women with both GDM and HDP
had increased odds of receiving routine preventive services [conservative (aOR 1.31, 95%
Cl 1.13-1.52) and liberal (1.32 95% CI 1.14-1.53)] when compared with women who

had neither complication. Women with both GDM and HDP also had increased odds of
receiving any postpartum care [conservative (aOR 1.26, 95% Cl 1.08-1.47) and liberal
(aOR 1.25, 95% CI 1.04-1.52)] when compared with women who had neither complication.
Additionally, in models using liberal estimates of the outcomes, women with both pregnancy
complications also had increased odds of receiving contraceptive services (aOR = 1.22,
95% CI: 1.05-1.41). Results from sensitivity analyses that excluded women with deliveries
2011-2012 (to control for potential confounding effect of CCO implementation) were not
meaningfully different from the full analysis results (results not shown). Likewise, we found
no meaningful differences in associations after excluding women with preexisting diabetes
or preexisting hypertension.
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Discussion

Limitations

This study established a baseline assessment of the types of visits Oregon women used

to access health care in the postpartum period prior to implementation of Medicaid
expansion and described characteristics associated with low utilization of postpartum care.
We estimated prevalence of non-urgent postpartum care utilization among women with
Medicaid-financed deliveries in Oregon and compared utilization between women with

and without GDM and/or HDP. This study illustrates the utility of administrative data for
healthcare evaluations at the state-level. In this sample of Oregon Medicaid-insured women,
we found only about one-half to three-quarters of women received at least one type of
postpartum care within 90 days of delivery. Furthermore, we found only women with both
GDM and HDP, but not those with either GDM or HDP, had a meaningfully increased

odds (i.e., > 20%) of receiving any postpartum care compared with women who had neither
complication. Low rates of postpartum care - overall, by type of care, and among women
with pregnancy complications - suggested missed opportunities for important follow up
postpartum care. The Oregon Medicaid expansion increased the allowable household income
eligibility threshold (after 60 days postpartum) from 44% of poverty for working women and
35% of poverty for jobless women to 138% of poverty.

Other studies have reported higher estimates of postpartum care among Medicaid-insured
women (Bennett et al., 2014; Masho et al., 2018; Rankin et al., 2016; Schwarz et al., 2017,
Thiel de Bocanegra et al., 2017), which may be explained by differences in definitions

of postpartum care, postpartum period of study, or in study population demographics. For
example, we found 57-78% of women received any postpartum care, which was lower than
the 81% reported in Illinois (Rankin et al., 2016). However, the Illinois study included
multiple screenings and risk assessments (i.e., depression, diabetes, domestic violence, body
mass index, personal history, and social issues), counseling, pap smears, vaccinations, and
other care in their definition of any postpartum care within the first 90 days postpartum
(including the day of delivery). Because of the variability in the way postpartum care is
defined in the literature, we estimated prevalence of each outcome two different ways:
including and excluding the day of delivery. Additionally, by including global obstetric
codes recorded on the day of delivery in our definition of PPV, we found overall prevalence
of PPVs was higher (72%) than estimates reported by others (49-67%) (Bennett et al.,
2014; Masho et al., 2018; Thiel de Bocanegra et al., 2017). Further study is needed to
identify methods to improve accuracy of administrative data for describing postpartum care
utilization.

Misclassification is possible due to reliance on diagnostic and procedure codes using
administrative and encounter data. Under ascertainment of care due to under-coding, is

a potential weakness in all administrative data. Conversely, the liberal estimate of PPV
includes bundle codes, but our data cannot confirm if all women with a bundled code
actually received the PPV after delivery. Since bundled codes are valued for uncomplicated
care, providers who use bundled codes may bill separately for evaluation and management
encounters when they provide more than routine care during the postpartum period.
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Similarly, physicians bill separately for glucose testing (which we did not capture as part of
routine postpartum care), and this may explain why women with GDM had lower prevalence
of postpartum care relative to the other pregnancy complication groups.

Codes for contraceptive services may not accurately reflect women’s current contraceptive
status, since these data do not capture women who rely on partner vasectomies, nor do

the data capture services received outside of Medicaid and non-prescription methods such
as condoms. We also acknowledge that prescriptions for contraception do not necessarily
denote actual use, and the data do not allow for identification of women who are infertile,
sexually inactive, or those who do not desire contraception. Conversely, clinicians may
provide contraceptive counseling at PPVs or evaluation and management visits without
submitting a separate code for that service.

Indication of GDM and HDP from birth certificate and ICD-9-CM data is also subject
to misclassification (Dietz et al., 2015). However, assuming misclassification is non-
differential, we would not expect our findings to differ with respect to postpartum
care utilization among women with and without GDM and HDP. Confounding due to
unmeasured comorbidities may also introduce bias.

Finally, these data are representative of the Oregon Medicaid-insured population before
Medicaid expansion, are, therefore, not generalizable to Medicaid populations in other
locales, which differ in population and coverage characteristics.

Despite the data limitations, administrative data are useful for improving understanding
about healthcare utilization, and this study adds to the small body of literature that describes
postpartum care using administrative data. Next steps include a pre- and post-Medicaid
expansion analyses of postpartum care using the Oregon data. Additionally, multi-state
studies with comparable data across states can improve understanding about opportunities
for increasing postpartum care. Although our administrative data lacked information on
language barriers and social determinants of health such as transportation, perceived
discrimination in healthcare settings, and other barriers that may impact postpartum care,
future analyses of claims data linked with Pregnancy Risk Assessment Monitoring System
data could be explored and may provide insights regarding our findings of lower postpartum
care among Hispanic and other subpopulations. Finally, given variability in postpartum

care definitions used in research studies, consensus and standardization of postpartum care
definitions would improve comparability across studies.

Implications for Policy and Practice

Postpartum follow-up for women with pregnancy complications is an important strategy for
preventing and managing chronic disease (American Academy of Pediatrics, Committee on
Fetus and Newborn, & ACOG Committee on Obstetric Practice, 2012; American College
of Obstetricians & Gynecologists, 2016; Johnson et al., 2006). Yet our findings suggest
postpartum care was underutilized, and strategies are needed to improve postpartum care
utilization. Provider-level strategies may improve postpartum care utilization for women
who forego attending to their own personal health needs over the demands of having a

new baby. For example, one promising practice that addresses that barrier is integration of
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postpartum care at well child visits through screenings and brief interventions (Srinivasan
et al., 2018). Policy-level strategies include incentives for postpartum care, such as those
implemented by Oregon’s CCOs in 2015 and 2019, the future launch of a non-hospital
focused Alliance for Innovation on Maternal Health (AIM) maternal safety bundle to
improve postpartum care, and changes in postpartum care reimbursement, such as increasing
the bundled payment to cover ongoing postpartum care, or unbundling postpartum care and
shifting to episodic payments (Henderson et al., 2016; Kumar et al., 2021; U.S. Department
of Health & Human Services, 2020). States can also use Medicaid data to evaluate the
impact of strategies on utilization, timeliness, and quality of postpartum care among all
women, and to monitor active, postpartum management of pregnancy complications among
women with GDM and HDP.

Conclusions

In the Oregon Medicaid population, postpartum care varied by definitions used,
demographic characteristics, pregnancy characteristics, and the pregnancy complications,
GDM and HDP. Although women with both GDM and HDP had increased odds of receiving
any postpartum care compared with women who had neither complication, postpartum care
utilization among the Oregon Medicaid population needs improvement. All postpartum
women need access to postpartum care including contraceptive services, which can increase
the interval between pregnancies, and preventative health services, which provide chronic
disease risk assessment, management, and referrals to specialists if needed.

Acknowledgements

The findings and conclusions in this report are those of the authors and do not necessarily represent the official
position of the Centers for Disease Control and Prevention.

Funding

This study was funded by the National Center for Chronic Disease Prevention and Health Promotion (NCCDPP)
of the Centers for Disease Control and Prevention (CDC) under Award No. 1U01DP004783-01 to S. Marie Harvey
(PI) and Jeff Luck (PI). Nicholas P. Deputy was supported by an appointment to the Research Participation
Program at the Centers for Disease Control and Prevention administered by the Oak Ridge Institute for Science and
Education through an interagency agreement between the U.S. Department of Energy and the Centers for Disease
Control and Prevention.

References

American Academy of Pediatrics Committee on Fetus and Newborn & ACOG Committee on Obstetric
Practice (2012) Guidelines for perinatal care 7th edition

Albrecht SS, Kuklina EV, Bansil P, Jamieson DJ, Whiteman MK, Kourtis AP, & Callaghan WM
(2010). Diabetes trends among delivery hospitalizations in the US. Diabetes Care, 33(4), 768-77
[PubMed: 20067968]

American College of Obstetricians and Gynecologists. (2016). Committee opinion no 666: Optimizing
postpartum care. ObstetGynecol, 127(6), el87-192. 10.1097/a0g.0000000000001487

American College of Obstetricians and Gynecologists. (2018). Committee opinion no 736: Optimizing
postpartum care. ObstetGynecol, 131(5), el40-el50. 10.1097/a0g.0000000000002633

Bennett WL, Chang HY, Levine DM, Wang L, Neale D, Werner EF, & Clark JM (2014). Utilization of
primary and obstetric care after medically complicated pregnancies: An analysis of medical claims
data. Journal of General Internal Medicine, 29(4), 636—645. 10.1007/s11606-013-2744-2 [PubMed:
24474651]

Matern Child Health J. Author manuscript; available in PMC 2022 July 05.



1duosnue Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Robbins et al.

Page 10

Cain MA, Salemi JL, Tanner JP, Kirby RS, Salihu HM, & Louis JM (2016). Pregnancy as a window
to future health: Maternal placental syndromes and short-term cardiovascular outcomes. American
Journal of Obstetrics and Gynecology, 215(4), 484.e481-484.e414. 10.1016/j.ajog.2016.05.047

Correa A, Bardenheier B, Elixhauser A, Geiss LS, & Gregg E.(2015). Trends in prevalence of diabetes
among delivery hospitalizations, United States, 1993-2009. Maternal and Child Health Journal,
19(3), 635-642. 10.1007/S10995-014-1553-5 [PubMed: 24996952]

DeSisto CL, Rohan A, Handler A, Awadalla SS, Johnson T, & Rankin K.(2020). The effect of
continuous versus pregnancy-only medicaid eligibility on routine postpartum care in Wisconsin,
2011-2015. Maternal and Child Health Journal, 10.1007/s10995-020-02924-4

Dietz P, Bombard J, Mulready-Ward C, Gauthier J, Sackoff J, Brozicevic P, & Farr S.(2015).
Validation of selected items on the 2003 US standard certificate of live birth: New York City and
Vermont. Public Health Rep, 130(1), 60-70. 10.1177/003335491513000108 [PubMed: 25552756]

Gee RE, & Rosenbaum S.(2012). The affordable care act: An overview for obstetricians and
gynecologists. Obstet Gynecol, 120(6), 1263-1266. 10.1097/A0G.0b013e3182756118 [PubMed:
23168748]

Henderson V, Stumbras K, Caskey R, Haider S, Rankin K, & Handler A.(2016). Understanding factors
associated with postpartum visit attendance and contraception choices: Listening to Low-income
postpartum women and health care providers. Maternal and Child Health Journal, 20(Suppl 1),
132-143. 10.1007/s10995-016-2044-7 [PubMed: 27342600]

Johnson K, Posner SF, Biermann J, Cordero JF, Atrash HI, Parker CS, & Curtis MG (2006).
Recommendations to improve preconception health and health care—United States: A report of
the CDC/ATSDR preconception care work group and the select panel on preconception care.
MMWR Recomm Rep, 55(6), 1

Kaiser Family Foundation. (2019). Births financed by Medicaid. Retrieved from https://www.kff.org/
medicaid/state-indicator/births-financed-by-medicaid/?
currentTimeframe=0&sortModel=%7B%22col Td%22:%22Location%22,%22s0rt%22:%22asc%2
2%7D

Kumar NR., Borders A., & Simon MA. (2021). Postpartum Medicaid extension to address racial
inequity in maternal mortality. American Journal of Public Health, 111(2), 202-204. 10.2105/
ajph.2020.306060 [PubMed: 33439701]

Masho SW, Cha S, Karjane N, McGee E, Charles R, Hines L, & Kornstein SG (2018). Correlates of
postpartum visits among Medicaid recipients: An analysis using claims data from a managed care
organization. Journal of Women’s Health (2002). 10.1089/jwh.2016.6137

Mosca L, Benjamin EJ, Berra K, Bezanson JL, Dolor RJ, Lloyd-Jones D, & Zhao D.(2011). 2011:
Update: Effectiveness-based guidelines for the prevention of cardiovascular disease in women.
Circulation, 123(11), 1243-1262. 10.1161/CIR.0b013e31820faaf8 [PubMed: 21325087]

National Committee for Quality Assurance. (2017). State of health care quality: Perinatal
care. Retrieved from http://www.ncqa.org/report-cards/health-plans/state-of-health-care-quality/
2017-table-of-contents/perinatal-care

Rankin KM, Haider S, Caskey R, Chakraborty A, Roesch P, & Handler A.(2016). Healthcare
utilization in the postpartum period among Illinois women with Medicaid paid claims for delivery,
2009-2010. Maternal and Child Health Journal. 10.1007/s10995-016-2043-8

Rich-Edwards JW, Fraser A, Lawlor DA, & Catov JM (2014). Pregnancy characteristics and
women’s future cardiovascular health: An underused opportunity to improve women’s health?
Epidemiologic Reviews, 36,57-70. 10.1093/epirev/mxt006 [PubMed: 24025350]

Savitz DA, Danilack VA, Elston B, & Lipkind HS (2014a). Pregnancy-induced hypertension and
diabetes and the risk of cardiovascular disease, stroke, and diabetes hospitalization in the
year following delivery. American Journal of Epidemiology, 180(1), 41-44. 10.1093/aje/kwull8
[PubMed: 24879314]

Savitz DA, Danilack VA, Engel SM, Elston B, & Lipkind HS (2014b). Descriptive epidemiology
of chronic hypertension, gestational hypertension, and preeclampsia in New York State, 1995—
2004. Maternal and Child Health Journal, 18(4), 829-838. 10.1007/510995-013-1307-9 [PubMed:
23793484]

Matern Child Health J. Author manuscript; available in PMC 2022 July 05.


https://www.kff.org/medicaid/state-indicator/births-financed-by-medicaid/?currentTimeframe=0&sortModel=%7B%22colTd%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/births-financed-by-medicaid/?currentTimeframe=0&sortModel=%7B%22colTd%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/births-financed-by-medicaid/?currentTimeframe=0&sortModel=%7B%22colTd%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/births-financed-by-medicaid/?currentTimeframe=0&sortModel=%7B%22colTd%22:%22Location%22,%22sort%22:%22asc%22%7D
http://www.ncqa.org/report-cards/health-plans/state-of-health-care-quality/2017-table-of-contents/perinatal-care
http://www.ncqa.org/report-cards/health-plans/state-of-health-care-quality/2017-table-of-contents/perinatal-care

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Robbins et al.

Page 11

Schwarz EB, Braughton MY, Riedel JC, Cohen S, Logan J, Howell M, & Thiel de Bocanegra
H.(2017). Postpartum care and contraception provided to women with gestational and
preconception diabetes in California’s Medicaid program. Contraception, 96(6), 432—438.
10.1016/jxontraception.2017.08.006 [PubMed: 28844877]

Srinivasan S, Schlar L, Rosener SE, Frayne DJ, Hartman SG, Horst MA, & Ratcliffe S.(2018).
Delivering Interconception Care During Well-Child Visits: An IMPLICIT Network Study. Journal
of the American Board of Family Medicine, 31(2), 201210. 10.3122/jabfm.2018.02.170227

Status of state Medicaid expansion decisions: Interactive map. (2020). Retrieved from https://
www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/

Thiel de Bocanegra H, Braughton M, Bradsberry M, Howell M, Logan J, & Schwarz EB (2017).
Racial and ethnic disparities in postpartum care and contraception in California’s Medicaid
program. American Journal of Obstetrics and Gynecology, 10.1016/j.ajog.2017.02.040

Tobias DK, Stuart JJ, Li S, Chavarro J, Rimm EB, Rich-Edwards J, & Zhang C.(2017).
Association of history of gestational diabetes with long-term cardiovascular disease risk in a
large prospective cohort of US women. JAMA Internal Medicine, 177(12), 1735-1742. 10.1001/
jamainternmed.2017.2790 [PubMed: 29049820]

U.S. Department of Health and Human Services. (2020). Healthy women, healthy
pregnancies, healthy futures: Action plan to improve maternal health in
America. Retrieved from https://aspe.hhs.gov/system/files/aspe-files/264076/healthy-women-
healthy-pregnancies-healthy-future-action-plan_O.pdf

Matern Child Health J. Author manuscript; available in PMC 2022 July 05.


https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/
https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/
https://aspe.hhs.gov/system/files/aspe-files/264076/healthy-women-healthy-pregnancies-healthy-future-action-plan_O.pdf
https://aspe.hhs.gov/system/files/aspe-files/264076/healthy-women-healthy-pregnancies-healthy-future-action-plan_O.pdf

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Robbins et al.

Page 12

Significance
What is already known on this subject?

Postpartum care is an important strategy for preventing and managing chronic disease,
particularly for women who experienced gestational diabetes or hypertensive disorders of
pregnancy. However, postpartum care utilization by women with gestational diabetes and
hypertensive disorders of pregnancy is not well understood.

What this study adds?

Only about one-half to three-quarters of women received any postpartum care within 90
days of delivery. Women with both gestational diabetes and hypertensive disorders of
pregnancy had meaningfully increased odds of receiving postpartum care compared with
women who had neither pregnancy complication.
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