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The Affordable Care Act and Changes in
Women’s Health Insurance Coverage
Before, During, and After Pregnancy

in California

Kristen S. Marchi, MPH' ; Melanie S. Dove, ScD, MPHZ; Katherine E. Heck, MPH';

and Chuncui Fan, PhD'

Abstract

Objectives: Having health insurance is associated with improvements in health care access and use, health behaviors, and outcomes.
We examined changes in health insurance coverage for California women before, during, and after pregnancy after implementation
of the Affordable Care Act (ACA).

Methods: We used data from the 201 1-2017 California Maternal and Infant Health Assessment, an annual representative survey of
women sampled from birth certificates (n = 47 487). We examined health insurance coverage at baseline before ACA implementa-
tion (2011-2013) and in each survey year from 2014 to 2017 for 3 periods (before, during, and after pregnancy). We calculated
prevalence ratios to evaluate changes in health insurance coverage, adjusting for changes in demographic characteristics. Few women
were uninsured during pregnancy before implementation of the ACA,; therefore, analyses focused on health insurance before preg-
nancy and postpartum.

Results: Before ACA implementation, 24.4% of women reported being uninsured before pregnancy, which decreased to 10.1% in
2017. About 17% of women reported being uninsured postpartum before ACA implementation, and this percentage decreased to
7.5% in 2017. ACA implementation resulted in a >50% adjusted decline in the likelihood of being uninsured before pregnancy or
postpartum, primarily because of substantial increases in Medicaid coverage.

Conclusions: ACA implementation resulted in a dramatic reduction in mothers in California who were uninsured before and after
pregnancy. Medicaid expansion played a major role in this improvement.
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Health care before, during, and after pregnancy is critical
for the health of women and their children."? Women who
have a regular source of care before pregnancy are more
likely than women who do not have a regular source of
care to receive preventive services and have health condi-
tions or behaviors identified that may lead to poor maternal
and birth outcomes.” Women who are insured before
pregnancy are also more likely than women who are unin-
sured before pregnancy to have timely prenatal care,’
which can reduce the risk of prematurity, stillbirth, and
infant death.” Access to postpartum health coverage may
help women manage pregnancy-related conditions, includ-
ing pain and postpartum depression, which can harm
maternal well-being and child development.””® Finally,

having health insurance is associated with improvements
in health care access and use, health behaviors, and
outcomes.®"1*
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The purpose of the 2010 Patient Protection and Affordable
Care Act (ACA) was to increase the number of people with
access to affordable and quality health insurance coverage.'’
Starting in January 2014, states had the option to expand
Medicaid eligibility to 138% of the federal poverty guide-
lines (FPG) for all adults, including parents and childless
adults (who were previously ineligible). California took
advantage of this opportunity by raising the income cutoff
from 100% to 138% for adults with children and from 0% to
138% for childless adults.'® Most counties in California
began this expansion in July 2011 via the Low Income Health
Plan, which expanded Medicaid eligibility for adults who
would qualify for full Medicaid expansion in 2014.'® In
addition to Medicaid expansion, the ACA provided subsidies
to purchase private health insurance to people with incomes
between 138% and 400% FPG. The ACA eligibility thresh-
old for pregnancy-only Medicaid in California increased
slightly, from 200% to 213% FPG."’

California’s early expansion program was associated with
a slight increase in the percentage of low-income insured
adults in the years before expansion, whereas implementa-
tion of the ACA more than doubled the number of adults
receiving Medicaid from the beginning to the end of
2014."%'® Among women of reproductive age (15-44) in
California, the ACA was associated with a decrease in the
percentage uninsured, from 22% in 2013 to 9% in 2018,
which was similar to decreases in expansion states nation-
ally." The ACA also resulted in increases in Medicaid cover-
age before, during, and after pregnancy in expansion states
compared with nonexpansion states, as well as reductions in
“churn,” or disruptions in health insurance status, during the
preconception to postpartum period.?***

Because of wide differences among states in the percent-
age of women who were uninsured before, during, and after
pregnancy,’®** additional population-based studies are
needed to examine the effect of the ACA on health insurance
status around pregnancy at the state level. We examined
trends in women'’s health insurance status before, during, and
after pregnancy from 2011 to 2017 in California, including
among women who were more likely to be affected by the
ACA, such as women who met the new income cutoff for
Medi-Cal (California’s Medicaid program) and women who
were childless before the index birth. We hypothesized that
ACA implementation would result in declines in the percent-
age of uninsured women among women who gave birth in
California during 2014-2017, particularly before pregnancy
and postpartum, and among women more likely to be affected
by changes in the law.

Methods

Data Source

This analysis used data from the California Maternal and
Infant Health Assessment (MIHA) Survey from 2011 to

2017 (n=47 487). MIHA is an annual stratified random sam-
ple survey of women in California who had a live birth
during February through May, sampled from birth certifi-
cates.”® Participants are women aged >15 years with a sin-
gleton, twin, or triplet birth. The survey is mailed in English
or Spanish, with telephone follow-up of nonrespondents; a
web option was added in 2017. Survey responses are linked
to birth certificate data and weighted to represent all women
in California with a live birth during each survey year.
Response rates during 2011-2017 ranged from 64% to 70%;
women could respond from 2 to 10 months postpartum; most
women replied by 7 months postpartum. The MIHA study is
conducted according to prevailing ethical principles and
reviewed by 2 institutional review boards: the California
Department of Health and Human Services and the University
of California, San Francisco.

Health Insurance Status

Women reported their type of health insurance coverage and
plan name at 3 time points: during the month before preg-
nancy, during pregnancy, and when they completed the sur-
vey after pregnancy. The questions were similar during the
7-year study period; starting in 2014, the private-purchased
health insurance option added health insurance obtained
through Covered California (the state’s health insurance
exchange) or another health insurance marketplace.

Health insurance coverage was recoded into 5 mutually
exclusive categories, hierarchically coded as:

1. Medi-Cal: includes Medi-Cal, a health plan paid for
by Medi-Cal, emergency or pregnancy-only Medi-
Cal, and both Medi-Cal and private health insurance

2. Private-purchased: coverage bought directly from a
health insurance company or Covered California

3. Private-employer sponsored: coverage obtained
through work (her employer, her partner’s employer,
or a parent’s employer) and private health insurance
with no indication of either purchased or employer-
based health insurance

4. Other: another type of health insurance coverage,
including military or county-based plans for low-
income women

5. Uninsured: no health insurance coverage

Women who have pregnancy-related Medi-Cal can
remain on Medi-Cal for approximately 60 days after delivery
but may not qualify for Medi-Cal after that. We excluded
from the analysis of postpartum health insurance 9 women
who reported having Medi-Cal during pregnancy and
responded during the postpartum grace period because we
did not know if they would have continued to qualify. The
following sample sizes were available: before pregnancy (n
= 47 237), during pregnancy (n = 47 285), and after preg-
nancy (n =47 060).
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Covariates

Maternal characteristics used to adjust for sociodemographic
and economic changes during the 7-year study period
included maternal age (15-26, 27-34, >35; we used age 26 as
a cutpoint because young adults could be on their parents’
health insurance until then); race/ethnicity/nativity (non-
Latinx Asian/Pacific Islander, non-Latinx Black, non-US-
born Latinx, US-born Latinx, non-Latinx White, or other);
language spoken at home (English, Spanish, other); income
as a percentage of the FPG (<100%, 101%-138%, 139%-
250%, >250%); education (<high school, high school gradu-
ate or general educational development, some college,
>college graduate); marital status (married; living with a
partner; or single, separated, widowed, or divorced); and
number of live births (1, >2).

Women were asked to report their total family income before
taxes during the calendar year before the birth. We used their self-
reported family income and family size to assign each woman a
percentage of the FPG. Family size was adjusted depending on
the health insurance period; following Medi-Cal guidelines, for
pregnancy and postpartum family income calculation, family
size included the fetus/infant.

Statistical Analysis

To examine the effect of ACA implementation on women’s
health insurance coverage over time, we created a 5-category
variable for year, including a baseline category for the time
before the law was fully implemented in California (2011-
2013 [reference]) and categories for each year after the law
went into full effect (2014, 2015, 2016, and 2017). Because
health insurance coverage did not change significantly from
2011 to 2013, we combined the years. We first compared the
characteristics of women during 2011-2013 with 2017 and
calculated 7 tests to assess changes in maternal characteris-
tics between baseline and 2017. We then examined the unad-
justed prevalence of health insurance coverage during the
study years for each of the 3 perinatal time points.

Based on MIHA’s design, all sampled women gave birth
in the spring of the survey year; therefore, health insurance
status in the month before pregnancy refers to health insur-
ance coverage during the calendar year before the survey and
the birth. Postpartum health insurance refers to coverage
during the survey year after she gave birth, and prenatal
health insurance coverage spans the years both before and
during the survey. Thus, we expected to observe the effects
of ACA implementation on prenatal and postpartum cover-
age starting in the 2014 survey and on pre-pregnancy cover-
age starting with MIHA 2015, because this was the first
survey year in which pre-pregnancy health insurance referred
to a period after ACA implementation.

To calculate the change in health insurance coverage
associated with ACA implementation, we obtained adjusted
prevalence ratios from the predicted marginals of logistic

regression models. We ran 3 multilog regression models, 1
for each perinatal time point (before pregnancy, during preg-
nancy, and postpartum). The independent variable for each
model was the 5-category year variable (2011-2013, 2014,
2015, 2016, or 2017), and the outcome for each model was
the 5-category health insurance variable. All models excluded
women with missing information on any of the covariates
(complete case analysis).

Women born outside the United States may not be eligible for
ACA coverage. Women with incomes from 101% to 138% FPG
and women giving birth for the first time were likely previously
ineligible for Medi-Cal; as such, they might be more likely to be
affected by implementation of the ACA than women in other cat-
egories. To examine possible population differences in access
and ability to enroll for health insurance through the ACA, we
tested whether the association between year and health insurance
differed by race/ethnicity/nativity, family income, and number of
live births. We tested interactions between characteristics and
ACA implementation periods using cross-product terms. We
conducted all analyses by using SAS version 9.4 (SAS Institute
Inc) and SAS-callable SUDAAN version 11.0.1 (Research
Triangle Institute).

Results

From 2011-2013 (baseline) to 2017, the population of women
giving birth in California shifted slightly toward an older, higher-
income, more educated group (Table 1). Non—US-born Latinx
women composed a smaller percentage of women giving birth in
California in 2017 (19.5%) than at baseline (23.8%), and non-
Latinx Asian/Pacific Islander women composed a larger percent-
age of women giving birth in 2017 (16.6%) than at baseline
(14.3%).

The pre-pregnancy period consistently had the highest per-
centage of uninsured women, followed by postpartum and prena-
tal (Figure, Table 2). At baseline, 24.4% of women were
uninsured before pregnancy. This percentage decreased to 16.6%
in MIHA 2015 (corresponding to the first year after ACA imple-
mentation) and to 10.1% in MIHA 2017 (corresponding to 2016
pre-pregnancy coverage). The percentage of women uninsured
prenatally was <2% (range, 1.1%-1.8%) each year and did not
change significantly from baseline to 2017. The percentage of
women uninsured postpartum was 17.4% at baseline and fell to
8.8% by 2015 and to 7.5% in 2017. Nearly 52 000 fewer postpar-
tum women in California were uninsured in 2017 than in 2013.

Results adjusted for demographic changes showed simi-
lar patterns in the percentage of uninsured women before,
during, and after pregnancy (Table 2). By the 2017 survey
(2016 pre-pregnancy coverage), the percentage of women
uninsured before pregnancy had significantly decreased by
53.6% compared with baseline, controlling for age, race/eth-
nicity/nativity, language, family income, education, marital
status, and number of live births. The adjusted percentage of
women with Medi-Cal before pregnancy was 74.3% higher
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Table I. Characteristics of women who gave birth in California from 201 1-2013 (baseline) to 2017, Maternal and Infant Health Assessment

(MIHA) Survey®

MIHA survey years
2011-2013 2017
Characteristic No. %° (95% CI) No. %° (95% CI) P value®
Maternal age, y
15-26 8338 36.9 (35.7-38.0) 2063 30.1 (28.6-31.7) <.001
27-34 8840 44.1 (42.8-45.3) 3013 47.2 (45.4-48.9) .0l
>35 3495 19.0 (18.0-20.1) 1354 22.7 (21.2-24.2) .001
Maternal race/ethnicity
Non-Latinx White 6656 29.1 (28.1-30.1) 1922 29.0 (27.4-30.5) 91
Non-Latinx Black 1884 5.8 (5.6-6.1) 684 5.7 (5.4-5.9) .30
Non-US-born Latinx 4791 23.8 (22.8-24.9) 1366 19.5 (18.2-20.9) <.001
US-born Latinx 4673 26.4 (25.2-27.5) 1549 29.0 (27.4-30.5) .0l
Non-Latinx Asian/Pacific 2019 14.3 (13.4-15.3) 686 16.6 (15.0-18.1) .02
Islander
Non-Latinx other 273 0.5 (0.4-0.6) 43 0.3 (0.2-0.5) .0l
Language spoken at home
English 14 627 69.4 (68.2-70.5) 4582 69.8 (68.2-71.5) .63
Spanish 4215 20.8 (19.9-21.8) 1196 17.2 (15.9-18.5) <.001
Other 1511 9.8 (9.0-10.6) 624 12.9 (11.6-14.3) <.001
Family income in the year before
pregnancy
<100% FPG 7677 38.0 (36.8-39.1) 1737 28.2 (26.6-29.8) <.001
101%-138% FPG 2055 9.5 (8.7-10.2) 682 10.7 (9.6-11.8) .07
139%-250% FPG 3284 15.7 (14.7-16.6) 1060 17.1 (15.8-18.4) .08
>250% FPG 6182 36.9 (35.9-37.9) 2423 43.9 (42.2-45.7) <.001
Maternal education
<High school graduate 3819 18.5 (17.5-19.5) 908 132 (12.1-14.4) <.001
High school graduate/ 4491 20.6 (19.7-21.6) 1251 19.3 (18.0-20.7) 12
GED
Some college or 6627 29.6 (28.5-30.8) 2004 31.5 (29.9-33.1) .07
associate’s degree
>College graduate 5570 31.2 (30.2-32.3) 2216 36.0 (34.3-37.6) <.001
Marital status
Married 11200 58.5 (57.3-59.6) 3741 61.4 (59.8-63.1) .004
Living with a partner 5402 24.6 (23.5-25.6) 1603 24.5 (23.0-26.0) 92
Single, separated, 3926 17.0 (16.0-17.9) 1032 14.1 (13.0-15.2) .001
divorced, or widowed
Number of live births
| 8206 39.7 (38.5-41.0) 2536 39.2 (37.5-40.9) .64
>2 12 455 60.3 (59.0-61.5) 3894 60.8 (59.1-62.5) .64

Abbreviations: FPG, federal poverty guidelines; GED, general educational diploma.
?Data source: University of California, San Francisco, Center for Health Equity and California Department of Public Healt

®Weighted percentage representing all women who gave birth in California.

h_25

“Using the t test for the difference between the percentage in 2011-2013 and 2017, with P < .05 considered significant.

by the 2017 survey than at baseline. Although the unadjusted
percentage of women with private-employer sponsored
health insurance slightly increased from baseline (43.5%) to
2017 (44.9%), private-employer sponsored health insurance
decreased 11.0% after adjustment for population changes
over time.

During pregnancy, few women were uninsured (Table 2),
and changes from baseline to later years for women with

other types of health insurance were small. We found a small
increase in Medi-Cal coverage and private-purchased health
insurance during pregnancy and a decline in employer-
sponsored coverage.

We found substantial improvements in health insurance
coverage during the postpartum period (Table 2). The per-
centage of women uninsured postpartum fell significantly,
with a 50.5% decline from baseline to 2017, adjusting for
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Figure. Percentage of women giving birth in California who were uninsured before, during, and after pregnancy, Maternal and Infant

Health Assessment Survey 201 1-2017.%

covariates. Similar to the percentage of women with Medi-
Cal pre-pregnancy, the percentage of women with Medi-Cal
postpartum increased significantly by 43.2% from baseline
to 2017, and the percentage of women with private-employer
sponsored health insurance decreased significantly by 13.3%
during this period.

The decline in the percentage of women who were unin-
sured postpartum from baseline to 2017 varied by population
group (Table 3). All groups, except women with incomes
>250% FPG, had a significant decline (=36.0%) in the likeli-
hood of being uninsured, but we found large differences
among groups. Each race/ethnicity/nativity group had <5%
of women who were uninsured postpartum during 2017
except for non—US-born Latinx women, 24.1% of whom
were uninsured in 2017. Results from interaction terms indi-
cated a significant difference in the association between year
and uninsured status by race/ethnicity/nativity and language
pre-pregnancy, using the P < .10 cutoff for significance (P =
.01 for race/ethnicity/nativity; P = .06 for language) and
postpartum (P = .10 for race/ethnicity/nativity; P = .003 for
language). Women with family incomes <250% FPG were
about 6 to 7 times more likely to be uninsured in 2017 than
women with family incomes >250% FPG. However, we
found no difference in the association between year and
uninsured by parity or family income according to tests for
interaction for either pre-pregnancy (P = .12 for parity; P =
.13 for income) or postpartum (P = .10 for parity; P = .42 for
family income).

Discussion

Implementation of the ACA was associated with a dramatic
decrease in the percentage of uninsured California women
shortly before and after pregnancy, even after adjustment for
demographic changes. By 2017, the adjusted percentage of
women uninsured postpartum had decreased by half. The
large increase in the percentage of women covered by Medi-
Cal during the pre-pregnancy and postpartum periods sug-
gests that uninsured women predominantly transitioned into
Medi-Cal. Our analysis did not include a comparison popu-
lation (eg, another nonexpansion state), and our results can-
not be considered causal; however, these patterns coincide
with changes in Medi-Cal income eligibility cutoffs from
100% to 138% FPG and the expansion of benefits to child-
less adults. Our results were consistent with our hypothesis
based on timing of the survey that the percentage uninsured
pre-pregnancy would begin to decline by the 2015 MIHA
survey and that the percentage uninsured postpartum would
decrease starting in 2014. The timing of the changes points
to the success of the ACA in improving health insurance cov-
erage for women both pre-pregnancy and postpartum.
Although the percentage of women without health insur-
ance coverage before pregnancy and postpartum decreased
for all racial/ethnic, nativity, income, and parity groups after
ACA implementation, the decreases were smaller among
non—US-born Latinx women. Undocumented immigrants
were not eligible for Covered California plans other than
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Table 2. Health insurance coverage among women who gave birth in California before, during, and after pregnancy, Maternal and Infant

Health Assessment (MIHA) Survey, 2011-2017%

% (95% CI)

Adjusted percentage

MIHA 2011-2013

change®? (95% CI)
from baseline survey

Type of health insurance (baseline) MIHA 2014 MIHA 2015 MIHA 2016 MIHA 2017° to MIHA 2017
Health insurance in month
before pregnancy
No. 20 546 6934 6762 6597 6398 42 191
Medi-Cal 24.6 (23.6 t0 25.7) 24.9 (23.0 to 26.8) 31.2(29.3to0 33.1) 35.6 (34.0 t0 37.2) 36.9 (35.3 to 38.5) 74.3 (65.4 to 83.7)
Private, employer-based® 43.5 (42.4 to 44.6) 44.7 (42.8 to 46.7) 44.2 (423 to 46.1) 45.0 (43.2 to 46.7) 449 (43210 467) -11.0(-145t0-74)
Private, purchased 3.3 (29t03.8) 3.0 (2.0 to 4.0) 4.1 (3.1 to 5.0) 4.0 (3.3t047) 44 (3.6 t05.2) 18.7 (-7.1 to 51.7)

Other

Uninsured

Health insurance during

pregnancy
No.
Medi-Cal
Private, employer-based®
Private, purchased
Other

Uninsured

Health insurance after

pregnancy
No.

Medi-Cal

Private, employer-based®
Private, purchased
Other

Uninsured

4.1 (3.6 to 4.6)
24.4 (234 t0 25.4)

20591

50.1 (49.1 to 51.0)

41.0 (40.0 to 42.0)
2.6 (22 t0 3.0)
46 (4.1 10 5.1)
1.8 (140 2.1)

20 475
34.8 (33.7 to 35.9)
41.5 (40.4 to 42.5)
3.0 (2.5 to 3.4)
3.4 (29 0 3.8)
17.4 (164 to 183)

3.6 (2.8 to 4.4)
23.8 (21.8 t0 25.8)

6932

49.6 (47.7 to 51.4)

41.7 (39.8 to 43.7)
3.0 (2.1 to 4.0)
43 (321053)
1.4 (0.9t 1.9)

6896
37.8 (35.8 t0 39.9)
42.8 (40.8 to 44.8)
4.1 (29t052)
32 (2410 3.9)
12.1 (105 to 13.7)

3.9 (3.0 to 4.8)
16.6 (14.9 to 18.3)

6778

50.9 (49.1 to 52.6)

40.2 (38.4 to 42.0)
33 (25t 4.1)
40 (3.0 t0 5.0)
1.6 (1.0 t0 2.2)

6750

43.0 (41.1 to 44.9)

403 (385 to 42.2)
4.1 (3.1 t0 5.0)
3.8 (2.9 to 4.7)
8.8 (7.5 to 10.2)

3.6 (3.0 to 4.3)
11.8 (107 to 12.9)

6598

49.8 (48.1 to 51.6)

42.0 (403 to 437)
3.6 (29 to 43)
3.5 (2.8 to 42)
11 (0.7 to 1.5)

6565
43.0 (41.3 to 44.7)
41.6 (39.9 t0 43.3)
4.0 (3.3 to 4.8)
33(27t03.9)
8.1 (7.1 t0 9.0)

3.7 (3.0 to 43)
10.1 (9.0 to I1.1)

6386
49.8 (48.1 to 51.5)
41.8 (40.1 to 43.5)
3.6 (29 to 4.4)

35 (28 to 4.1)
130910 1.7)
6374

43.6 (42.0 to 45.3)
41.8 (40.1 to 43.5)
3.7 (2.9 to 4.4)
3.4 (27 to 4.0)
7.5 (6.6 to 8.5)

-7.0 (-262t0 17.2)
~53.6 (~58.5 to —48.1)

42 244
14.1 (10.9 to 17.3)
~12.7 (-16.1 to =9.1)
21.4 (7.7 t0 59.7)
~25.3 (~40.6 to —6.0)
-25.9 (-51.0 to 12.2)

42 094
432 (374 t0 49.2)
~133 (-16.6 to =9.8)
8.9 (-16.7 to 42.3)
-3.6 (-24.8 to 23.6)
~50.5 (=56.7 to —43.3)

*Data source: University of California, San Francisco, Center for Health Equity and California Department of Public Health.?*

®MIHA 2017 survey data correspond to 2016 for health insurance coverage before pregnancy, 2016-2017 for coverage during pregnancy, and 2017 for coverage after pregnancy.

“Numbers for adjusted models do not match the totals for each year because some women were missing covariates in adjusted models.

9Percentage change calculated based on adjusted prevalence ratio. Models adjusted for maternal age, race/ethnicity/nativity, language spoken at home, income as a percentage of federal poverty

guidelines, education, marital status, and number of live births.

“Includes health insurance from an employer, a spouse’s or partner’s employer, or a parent’s employer. Also includes a small number of reports of private insurance that were not identified specifically

as either employer-based or individually purchased.

emergency or pregnancy-related Medi-Cal. Immigration sta-
tus of women in the survey was unknown,; it is reasonable to
assume that some women were undocumented.

Results from this study of women with a recent live birth in
California mirrored results of health insurance trends in other
surveys of adults in California and the United States. The 50.5%
drop in the percentage uninsured after pregnancy matched the
approximately 50% reduction seen in the percentage of unin-
sured women of reproductive age in California and in Medicaid
expansion states after implementation of the ACA." Our results
showing an increase in pre- and post-pregnancy Medicaid cover-
age after ACA implementation were also consistent with the
results of other studies.”"*> Our results indicating only small
changes in prenatal health insurance coverage were not consis-
tent with previous research that showed a higher percentage of
births covered by Medicaid post-ACA implementation in expan-
sion states than in nonexpansion states®; the reason for this dif-
ference may be that California has had a higher eligibility
threshold (200% FPG) for pregnant women since 1990, and the
percentage uninsured by the end of pregnancy was already low.®

Despite improvements in health insurance coverage before,
during, and after pregnancy, disruptions in health insurance from

the preconception to postpartum periods may occur because of
changes in eligibility. Our findings were consistent with these
changes in that only 1.3% of pregnant women were uninsured in
2017 compared with 7.5%-10.1% of women shortly before and
after pregnancy. To reduce these disruptions in health insurance
status, the American College of Obstetricians and Gynecologists,
the American Academy of Pediatrics, the American Medical
Association, and other physician groups have made proposals to
extend pregnancy-related Medicaid coverage from 60 days to 12
months postpartum.?® In California, this extension has been pro-
posed for pregnant or postpartum women diagnosed with a men-
tal health condition, with a tentative start date of July 2020.%
Extending postpartum health insurance coverage may be partic-
ularly critical for improving maternal morbidity and mortality.

Limitations

This study had several limitations. First, the study was limited by
self-reporting of health insurance coverage. As with all self-
reported variables, reports of health insurance coverage could be
subject to error. However, self-reported family income and health
insurance patterns were consistent with each other, and health



76

Public Health Reports 136(1)

Table 3. Percentage of women who gave birth in California who were uninsured postpartum, stratified by maternal characteristics,
comparing Maternal and Infant Health Assessment Survey (MIHA) data from 2011-2013 (baseline) and MIHA 2017?

Adjusted percentage

MIHA 2011-2013 MIHA 2017 change®
Uninsured postpartum Uninsured postpartum Baseline to 2017

Characteristic No. % (95% CI) No. % (95% CI) % (95% CI)
Maternal age, y

15-26 1697 20.5 (18.8 t0 22.2) 157 7.9 (6.3 t0 9.6) —56.9 (-65.9 to —45.4)

27-34 1658 158 (144 to 17.1) 245 70(581t082) —46.9 (-56.2 to —35.7)

>35 581 14.9 (12.8 to 17.0) 96 8.1 (5.9t0 10.3) —40.6 (-55.7 to —20.4)
Maternal race/ethnicity/nativity

Non-Latinx White 771 84 (7.3t09.5) 54 2.5 (1.6 to 3.4) -68.1 (-78.2 to =53.3)

Non-Latinx Black 148 6.0 (42t07.8) 18 2.9 (1.4t04.3) =52.7 (-752t0 -9.7)

Non-US-born Latinx 2027 40.7 (38.1 to 43.3) 320 24.1 (20.7 to 27.5) —36.0 (—45.5 to —24.8)

US-born Latinx 633 132 (113 to 15.1) 70 4.5 (3.1 to 5.8) —64.7 (-74.8 to =50.6)

Non-Latinx Asian/Pacific Islander 268 9.9 (7.7 to 12.1) 23 43 (2.0t0 6.7) -53.5(-73.0 to —19.7)

Non-Latinx other 32 13.0 (7.3 to 18.7) — — —
Language spoken at home

English 1873 112 (103 to 12.2) 175 42 (3.4t05.0) -58.1 (—66.1 to —48.2)

Spanish 1727 40.4 (37.7 to 43.1) 270 21.6 (18.3 to 25.0) -41.8 (-51.3 to -30.4)

Other 279 13.0 (10.1 to 16.0) 50 6.7 (3.8t09.7) —-44.8 (-65.2 to —12.4)
Family income during pregnancy

<100% FPG 2127 25.7 (23.9 to 27.5) 220 12.1 (10.0 to 14.2) -49.9 (-58.2 to —39.8)

101%-138% FPG 604 24.6 (21.3 to 27.9) 83 11.2(7.9 to 14.5) —-52.2 (-64.8 to —35.0)

139%-250% FPG 668 21.3 (184 to 24.1) 100 10.0 (7.3 to 12.6) —-54.4 (-66.1 to —38.8)

>250% FPG 199 2.3 (1.7t0 2.9) 42 1.7 (1.0 to 2.4) -29.5 (-57.4 to 16.6)
Maternal education

<High school graduate 1128 28.7 (25.9 to 31.5) 169 17.4 (13.9 to 20.9) —37.6 (-50.8 to —20.8)

High school graduate/GED 116 24.2 (21.9 to 26.5) 137 11.4 (8.9 to 13.9) —48.6 (-59.4 to —35.0)

Some college or associate’s degree 1124 15.8 (14.1 to 17.6) 114 5.8 (44t0723) —-59.6 (—69.3 to —46.9)

>College graduate 537 7.6 (6.3t08.9) 72 34 (22 t0 4.5) =50.3 (—=65.5 to —28.3)
Marital status

Married 1915 13.9 (12.8 to 15.0) 257 6.2 (5.1 t0 7.3) —-45.3 (-54.8 to -33.7)

Living with a partner 1304 24.1 (21.9 to 26.3) 149 9.9 (7.8 to 12.0) —55.0 (—64.3 to —43.4)

Single, separated, divorced, or 693 19.4 (16.8 to 22.1) 87 9.5 (6.9 to 12.0) -50.5 (-64.0 to —31.8)

widowed

Number of live births

| 1404 154 (14.0 to 16.9) 162 6.3 (5.0t0 7.7) =51.3 (-61.4 to —38.5)

22 2530 18.6 (174 to 19.9) 336 83 (7.1 t0 9.6) —48.1 (-55.9 to -38.9)

Abbreviations: FPG, federal poverty guidelines; GED, general educational diploma.

*Data source: University of California, San Francisco, Center for Health Equity and California Department of Public Health.??
PPercentage change calculated based on adjusted prevalence ratio. Models adjusted for maternal age, race/ethnicity/nativity, language spoken at home, income as a percentage of

federal poverty guidelines, education, marital status, and number of live births.
“Relative standard error >50%.

insurance plan names provided generally coincided with the self-
reported categories, suggesting that the measure was fairly
robust. Women’s recall of health insurance plans would be
unlikely to be affected by ACA implementation; as such, results
would be biased toward the null. Second, the baseline period
used in this analysis (2011-2013) may have included some
women who enrolled in California’s early expansion Low-
Income Health Plan program. However, enrollment in this early
expansion program was associated with only a slight increase in
the actual number of adults receiving Medicaid until 1 year after

full ACA expansion; thus, we still expected to see changes after
full Medicaid expansion.'®!®

Conclusions

The percentage of women uninsured pre-pregnancy and
postpartum dropped significantly after implementation of the
ACA, even after we controlled for maternal characteristics.
Similar to findings in other populations,”!>1%1-22731 regylts
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from this study of childbearing women in California show
that the ACA had a positive effect on women’s health insur-
ance coverage before, during, and after pregnancy.
Expansions in pre-pregnancy and postpartum health insur-
ance coverage, coupled with existing high rates of health
insurance coverage during pregnancy, provided more women
with health insurance coverage across the perinatal period,
potentially greatly increasing access to maternal health care.

Despite significant decreases in the percentage of unin-
sured women before and after pregnancy, in the 2017 survey,
10.1% of women were uninsured before pregnancy and 7.5%
of women were uninsured after pregnancy, suggesting that
efforts could be made to provide additional health insurance
coverage, such as extending postpartum Medi-Cal coverage
beyond 60 days. Although the United States needs to address
such health insurance—related issues as rising premiums and
large deductibles, the passage of the ACA was an important
step toward providing pregnant women in the United States
with affordable health care.
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