
Enhanced Pregnancy 
Benefit Packages: Worth 
Another Look

Recognizing the value of non-medical, psychosocial sup-
port services in promoting prenatal care, Congress, as part 
of the Consolidated Omnibus Budget Reconciliation Act of 
1985, gave states the option to provide “enhanced pregnancy 
benefits” to pregnant women on Medicaid without also of-
fering the same additional benefits to all Medicaid recipi-
ents. These enhanced pregnancy benefits support women to 
have healthy pregnancies and contribute to improved infant 
and maternal health. Many states quickly took advantage of 
this opportunity, and, as of July 1990, thirty-five states had 
implemented programs covering comprehensive non-clin-
ical and medical pregnancy benefits.1 The use of enhanced 
pregnancy benefits peaked in 1993 when forty-four states 
provided at least one enhanced pregnancy benefit through 
Medicaid.2 Since then, the number of states offering Medic-
aid enhanced pregnancy benefits appears to have dipped and 
then rebounded nearly to 1993 levels.

In the last decade, the task of providing prenatal benefits 
to disadvantaged expectant mothers has grown more com-
plex. More states now rely on managed care organizations to 
serve Medicaid beneficiaries, and new federal programs have 
diversified funding for prenatal benefits. In 2003, approxi-
mately 1.7 million births, or 41 percent of all U.S. births, 
were financed by Medicaid.3 Such volume represents great 
potential to improve the health of mothers and infants by 

January 2010

Through their Medicaid pro-
grams, states may offer specialized 
pregnancy benefits to women that 
target risks contributing to poor 
pregnancy outcomes.  Though 
such benefits are categorized as 
“optional” Medicaid services, 
they are seen by many as critical 
to optimizing maternal health 
and positive birth outcomes.  
These enhanced pregnancy ben-
efits support women in having 
healthy pregnancies and con-
tribute to improved infant and 
maternal health.

Congress gave states the option 
to offer enhanced pregnancy 
benefits to pregnant women on 
Medicaid in 1985, and many 
states quickly took advantage of 
this opportunity, adding com-
prehensive non-clinical and 
medical pregnancy services to 
their Medicaid benefit packages.  
The use of enhanced pregnancy 
benefits peaked in 1993 when 
forty-four states provided at least 
one enhanced pregnancy benefit 
through Medicaid.  Since then, 
the number of states offering 
Medicaid enhanced pregnancy 
benefits appears to have dipped 
and then rebounded nearly to 
1993 levels.

Academic literature points to 
improved health outcomes for 
mothers and children when preg-

State Health Policy Briefing provides an overview and analysis  
of emerging issues and developments in state health policy.

By C. Brett Johnson and Katharine E. Witgert



National Academy for State Health Policy          Download this publication at:  www.nashp.org
: 2 :

Enhanced Pregnancy Benefit Packages: Worth Another Look

offering enhanced pregnancy benefits to a larger population 
through Medicaid and other programs. 

Though less prominent in current policy discussions, the 
benefits of appropriate prenatal care—including improved 
health outcomes and, in some cases, cost-savings to 
states—should not be overlooked. This Briefing examines 
the significant role enhanced pregnancy benefits play in 
achieving good health outcomes for mothers and infants, and 
provides an update on the number of states using specific 
enhanced pregnancy benefits to assist pregnant women 
on Medicaid. Though most states continue to offer these 
services, it is vital that the importance of prenatal health is 
not forgotten in this time of tightening state budgets.

Surveys Documenting Enhanced 
Pregnancy Benefits in Medicaid 
Programs

From 1990 - 1994, the National Governors Association 
(NGA) tracked the use of enhanced pregnancy benefits by 
state Medicaid programs.i These surveys reported on six 
enhanced pregnancy benefits: prenatal risk assessment, 
targeted case management, home visiting, psychosocial 
counseling, health education, and nutritional counseling. 
The NGA’s 1993 survey found that forty-one states offered 
at least three enhanced pregnancy benefits, and thirty-six 

states offered at least five services, the apparent high-water 
mark in the number of states offering these services to 
pregnant women on Medicaid.4 When NGA repeated the 
survey in1994, they found that the fewer states were offering 
enhanced pregnancy benefits in their Medicaid programs. 
In 1994, thirty-seven states offered at least three enhanced 
pregnancy benefits and only twenty-nine states offered at 
least five services.5 After 1994, no further comprehensive 
surveys of state Medicaid programs’ enhanced pregnancy 
benefits were published for nearly a decade. 

The Current Status of Enhanced 
Pregnancy Benefits 

In 2007, the March of Dimes contracted with the Urban 
Institute and NASHP to assess the current “state of the 
art” of state Medicaid program efforts to enroll and provide 
services to pregnant women. As part of this work, the 
Urban Institute and NASHP conducted a new survey of 
states’ enhanced pregnancy benefits.6 In addition to the six 
benefits included in the original surveys, the Urban Institute/
NASHP survey sought information regarding three additional 
enhanced pregnancy benefits: smoking cessation, substance 
abuse treatment, and dental care.

An analysis of the survey data found that the number 
of states offering enhanced pregnancy benefits through 

(-) indicates benefit not surveyed Number of States Offering Each Benefit
Enhanced Pregnancy Benefit 1990 1991 1992 1993 1994 2007
Prenatal risk assessment 27 33 39 43 39 37
Smoking cessation - - - - - 32
Substance abuse treatment - - - - - 32
Targeted case management 28 33 39 42 39 33
Home visiting 23 27 33 37 34 32
Psychosocial counseling 18 19 25 33 25 32
Health education 21 26 32 37 33 31
Nutritional counseling 22 25 31 36 32 31
Dental care - - - - - 26
Data from 1990-1994 from the National Governors Association MCH Update.
Data from 2007 from the Urban Institute/NASHP survey.

Table 1: Medicaid Enhanced Pregnancy Benefits

i  In 1992, a survey conducted for the Health Care Financing Administration (now the Centers for Medicare and Medicaid Services) by Health Systems 
Research, Inc. also documented states’ rapid adoption of enhanced pregnancy benefits since they were added as a state option by Congress in the mid-
1980s.  (Hill, Ian T. The Medicaid Expansions for Pregnant Women and Children: A State Program Characteristics Information Base. Prepared for Office of Re-
search, Health Care Financing Administration, U.S. Department of Health and Human Services.  Washington: Health Systems Research, Inc., 1992.) 
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Medicaid has rebounded to levels close to the high-water 
mark of 1993. In 2007, forty-five states reported offering at 
least one enhanced pregnancy benefit. Thirty-eight states 
offered at least three benefits, and thirty-one of these offered 
at least six benefits.ii However, several states offered enhanced 
pregnancy benefits to narrow categories of pregnant women 
or offered them only in certain circumstances, such as only 
to women deemed to be “high risk.”iii This may reflect a shift 
in emphasis away from providing care to pregnant women 
and towards the enrollment of vulnerable children, as well as 
changes accompanying the growth of Medicaid managed care.

Evidence for the Effectiveness of 
Enhanced Pregnancy Benefits 

The following sections: (a) describe each enhanced pregnancy 
benefit included in the 2007 survey, (b) review evidence of 
each benefit’s effectiveness at improving birth outcomes, and 
(c) provide an update on how many states currently offer that 
benefit.

Prenatal Risk Assessment

A prenatal risk assessment is used to identify medical and 
psychosocial factors that may put either the mother or the 
fetus, or both, at risk.7 The prenatal risk assessment is often 
considered an integral part of care coordination and case 
management because it provides the mechanism by which 
states target high-risk mothers to receive additional services. 
Prenatal risk assessments are most effective when instituted in 
the first or second trimesters of pregnancy, which allows them 
to be better coupled with other enhanced benefits.

The number of states reporting they cover prenatal risk 
assessments for pregnant women on Medicaid decreased 
between 1993 and 2007. In 1993, 43 states reported offering 
prenatal risk assessments to expectant Medicaid mothers. 
In 2007, the number was 37. Additional states may conduct 
prenatal risk assessments as part of their targeted case 
management or home visit benefits instead of as a stand-
alone benefit. 
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Figure 1: Number of Enhanced Pregnancy Benefits Offered in Each State, 2007

ii  These figures reflect the number of enhanced pregnancy benefits offered out of nine benefits included in the survey.  
iii  For example, Arizona and Tennessee offer case management to women determined to be at high risk; Montana offers home visiting when medically neces-

sary; and Missouri provides limited coverage of dental care and substance abuse treatment.
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Smoking Cessation ProgramsIV

Smoking cessation programs are critical to addressing the 
substantial threat that maternal smoking poses to infant 
health. The Centers for Disease Control and Prevention 
has called smoking during pregnancy “the single most 
preventable cause of illness and death among mothers and 
infants.”8 Nationally, one third of Medicaid beneficiaries 
are smokers.9 Smoking has been linked to increased risk 
for a host of adverse birth outcomes, including pre-term 
delivery, low birth weight, and perinatal mortality.  
Research favors beginning smoking cessation programs 
before pregnancy, but there is little consensus on the 
relative effectiveness of various smoking cessation 
treatments during pregnancy. Counseling-based smoking 
cessation treatments are less risky to a developing fetus 
and can be inexpensively supplemented with self-help 
materials.10 These interventions reduce smoking rates 
by about six percent.11 While several recent studies 
warn about the effects of nicotine replacement therapy 
during pregnancy, others suggest that the benefits of 
reducing maternal smoking may outweigh the risks of such 
interventions.12,13,14,15

Smoking cessation is one of the more widely available 
benefits offered to women in Medicaid. In 2007, 32 
states reported offering a smoking cessation benefit to 

pregnant women on Medicaid. However, additional states 
may offer smoking cessation as a benefit to all Medicaid 
beneficiaries, rather than just as an enhanced benefit for 
pregnant women. In a 2006 survey, 43 states reported 
covering smoking cessation benefits in their Medicaid 
programs.16 

A state’s Medicaid smoking cessation benefit may cover 
medication, counseling, or both. Smoking cessation 
nicotine replacement therapies provided by states vary 
widely and include gums, patches, nasal sprays, inhalers, 
lozenges, and oral medications. Counseling may be 
available in a group or individual setting or through a 
telephone “quit-line,” and is the treatment most likely 
to be made available only to pregnant women by state 
Medicaid programs. 

Substance Abuse Treatmentv

Drug and alcohol abuse by an expectant mother poses a 
very serious risk to the health of the infant. Recreational 
drug and/or alcohol use during pregnancy not only 
increase the risk of birth defects, but may also hinder 
a child’s psychological and behavioral development.17 
Despite these risks, some pregnant women continue to 
engage in these behaviors. National surveys estimate that 
approximately ten percent of pregnant women drink alco-
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Figure 2: Numbers of State Medicaid Programs offering Particular Tobacco-Dependence Treatments, 2006

iv  Neither the 1992 HCFA-funded survey nor the NGA surveys requested information regarding smoking cessation benefits.
v  Neither the 1992 HCFA-funded survey nor the NGA surveys requested information regarding substance abuse treatment benefits.
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hol, 2 percent engage in binge drinking (five or more drinks 
on one occasion) and 6 percent use an illicit drug.18, 19

As with many enhanced pregnancy benefits, substance abuse 
treatment appears to be more effective when provided in 
conjunction with other benefits. Studies have shown that 
integrating substance abuse treatment with patients’ prenatal 
visits improves maternal and newborn health outcomes.20, 21  

Substance abuse treatment incorporated into an intensive 
case management program has also been shown to reduce 
substance abuse rates among low-income women.22 

The number of state Medicaid programs offering a substance 
abuse treatment benefit to pregnant women does not 
appear consistent with the immediacy of dangers posed 
by substance use during pregnancy. In the 2007 Urban 
Institute/NASHP survey, 32 states reported offering some 
form of substance abuse treatment for Medicaid enrollee 
prospective mothers. Taking risks into account, more states 
should consider covering this benefit among pregnant 
women on Medicaid. 

Targeted Case Management

Targeted case management (also referred to in some settings 
as care coordination) is the keystone of many states’ 
enhanced prenatal benefits programs. Case management 
and care coordination services typically involve four central 
functions: 

determining a client’s needs by assessing risk factors,•	
developing a plan of care to address those needs,•	
coordinating referrals to appropriate service providers, •	
ensuring the client receives services.•	 23 

Case management is especially critical to the health of 
expecting mothers with chronic health problems, such as 
diabetes, obesity, and hypertension, which are conditions 
more likely to occur among low-income individuals. Poor 
diabetes management during pregnancy can cause serious 
complications for the mother during delivery and raise the 
risk of birth defects and other problems for the infant. 
Maternal obesity has been linked with a significantly 
increased risk of maternal and infant mortality. Hypertension 
can be pre-existing or develop during pregnancy, but both 
forms can cause low birth-weight and premature delivery, 
as well as damage the mother’s kidneys and raise her risk of 
developing preeclampsia, a condition that can lead to fatal 
complications for mother or baby.

The number of states offering targeted case management 
or care coordination as an enhanced pregnancy benefit has 
decreased since 1993. In 1993, 42 states reported offering 
the benefit. In 2007, that number had dropped to 33. A large 
number of the states offering this benefit provide it only 
to those women deemed “at-risk,” which generally means 
women who have exhibited certain risk factors for an adverse 
pregnancy outcome during a prenatal risk assessment. Some 
states that use Medicaid managed care to serve pregnant 
women ‘carve out’ the targeted case management benefit 
from the services covered by the managed care organization, 
providing case management through other means. 

Home Visits

Home visits are viewed by many states as a way to focus 
delivery and increase effectiveness of the provision of 
additional benefits. In other words, home visiting is viewed 
not simply as an intervention in and of itself, but as a delivery 
system for other interventions.24 Visiting clients’ homes to 
deliver services ensures that beneficiaries receive services 
on schedule and remain connected to their prenatal care 
programs. The visits also provide a picture of the client’s 
home environment and any risk factors therein. These 
qualities make home visiting an optimal delivery system for 
mothers exhibiting numerous adverse pregnancy risk factors.

Home visit programs vary widely from state to state in both 
scope and intensity. They may be conducted by registered 
nurses,  paraprofessionals, or volunteers. They may end 
at delivery or continue postpartum. Some programs are 

The Nurse-Family Partnership program is one example 
of what is possible through a well-designed and highly 
structured home visit program. Registered nurses visit 
mothers periodically from the second trimester of 
pregnancy until the child reaches two years of age. The 
visits cover a wide variety of topics, including parenting 
skills, personal health, risk assessment, case management, 
environmental health, and maintaining a social support 
network. Positive outcomes of the program include 
decreases in substance abuse, reduced child abuse and 
neglect, lower smoking rates in mothers, and improved 
birth outcomes. Colorado, Oklahoma, Louisiana, and 
Pennsylvania have implemented the Nurse-Family 
Partnership statewide, funding it through a variety of 
sources, including Medicaid. 

Nurse Family Partnership www.nursefamilypartnership.org accessed 10/15/2009. 

http://www.nursefamilypartnership.org
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restricted to first-time mothers while others are open to all 
mothers deemed at-risk. In some states, pregnant women 
on Medicaid must request to participate while in others, 
predetermined criteria are used to select participants. The 
broad variability of home visiting programs makes evaluation 
difficult, but a growing number of studies have concluded that 
nurse home visiting programs in particular are both effective 
and cost-effective.25, 26 

Despite building evidence of cost-effectiveness, there has 
been a noticeable decrease in the number of states offering 
home visits as an enhanced pregnancy benefit through 
Medicaid since 1993. Then, 37 states reported offering a 
home visits benefit. In 2007, only 32 states reported offering 
a home visits benefit. Because some states use braided 
funding streams that weave together Medicaid funds with 
other sources of financial support or funding sources entirely 
independent of Medicaid to support home visit programs, 
the reported decrease may be a result of states funding home 
visits through programs other than Medicaid. States may also 
be providing home visits as part of another benefit category, 
such as Louisiana using a home visit model for its targeted 
case management benefit.

Psychosocial Counseling

Psychosocial counseling is a way for states to address non-
medical determinants of maternal and infant health—such 
as inadequate income, unsafe housing, and insufficient 
nutrition—as well as maternal mental health or substance 
abuse issues. Most states provide this benefit through one-
on-one counseling in a variety of settings, including through 
a telephone hotline, during home visits, or at office check-ups.

The number of states making psychosocial counseling 
available to pregnant women on Medicaid has remained 
relatively unchanged since 1993. In 1993, 33 states reported 
offering such a benefit to prospective Medicaid mothers; 
in 2007, 32 states reported offering it. Additional states 
may be offering psychosocial counseling as a component of 
other enhanced pregnancy benefits, such as home visiting or 
targeted case management.

Health Education

Health education provides new and expectant mothers 
with critical information to ensure a healthy pregnancy and 
infant. Though aspects of health education may overlap with 

other enhanced pregnancy benefits, it generally involves 
either group or individual guidance on subjects such as 
the physiology of pregnancy, healthful behaviors during 
pregnancy, pregnancy risk signs, dangers of smoking and drug 
use, stress management, family planning, labor and delivery, 
basic infant care, and parenting. 

Health education has been recognized as a way to increase 
expectant mothers’ appropriate utilization of health services. 
In particular, educating expectant mothers on when, why, and 
how to seek health services may increase the appropriate use 
of prenatal services among pregnant women on Medicaid.27 
Emphasizing health education as part of a prenatal benefits 
package may also significantly increase expectant Medicaid 
mothers’ knowledge of pregnancy risk factors, satisfaction 
with the care they receive, smoking cessation rates, and time 
spent with their providers.28, 29, 30

In 1993, 37 states offered health education as an enhanced 
pregnancy benefit. In 2007, 31 states reported making a 
health education benefit available to pregnant women on 
Medicaid. 

Nutritional Counseling

Proper nutrition during pregnancy is a proven way to 
improve birth outcomes. For example, numerous studies have 
confirmed the importance of folic acid in preventing neural 
tube defects in newborns.31 Research suggests that most 
low-income women fail to meet the nutritional requirements 
of pregnancy, which may contribute to an increased risk 
of having a low birth weight infant.32 Studies also suggest 
that maternal obesity significantly increases the chance of 
complications during birth and of numerous birth defects. 
In an effort to address these health concerns, states’ 
nutritional counseling protocols generally instruct clients 
on the relationship between proper nutrition and health, 
special dietary needs during pregnancy, and understanding 
weight gain and exercise. Some programs also address infant 
nutrition, including how to both breast and bottle feed an 
infant.

The Urban Institute/NASHP 2007 survey showed a 
marked drop in the number of states offering a stand-alone 
nutritional counseling benefit. In 2007, 31 states reported 
offering nutritional counseling to pregnant women on 
Medicaid, compared to 36 states in 1993. 
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Dental Carevi

The services covered under adult Medicaid dental benefits 
vary widely among the states. Some states cover only 
emergency dental services while other states also cover 
routine dental exams, fluoride application, dental cleanings, 
crowns, fillings, root canals, and periodontal surgery. 
Emerging evidence suggests that periodontal disease may be 
a risk factor for a host of adverse maternal and child health 
outcomes. Periodontal treatment is safe in pregnant women 
and may reduce the risk of preterm birth, low birth-weight 
infants, and small-for-gestational-age infants.33 

In 2007, only 26 states reported that they offer dental care 
services to pregnant women on Medicaid. However, coverage 
of dental care for adult Medicaid beneficiaries, including 
pregnant women, may be increasing. A more recent NASHP 
survey reported that as of early 2008, 33 states provide 
dental benefits beyond emergency services to pregnant 
women on Medicaid. This survey also reported that 25 
states provide coverage to expectant Medicaid mothers for 
periodontal services.34 

Advantages of Providing Enhanced 
Pregnancy Benefits

The health and cost benefits of proper prenatal care are 
widely documented. Studies assessing statewide Medicaid 
enhanced pregnancy benefits programs have shown disparate 
but positive effects on birth outcomes. The findings of 
such studies include the following: improvement in infant 
mortality and low birth weight rates statewide, for women on 
cash assistance only, for African American women only, or 
no impact on low-birth weight rates.35, 36, 37, 38 The enhanced 
pregnancy benefits programs in the above studies differed 
widely in content and implementation. Additional evaluations 
of such programs are needed to adequately assess statewide 
program effectiveness. Nevertheless, an abundance of 
literature describes the success of enhanced pregnancy 
benefits in improving the health of women and children.

The cost of caring for low birth-weight infants alone can 
be a significant expense to state Medicaid programs. 
Hospital delivery costs for low birth-weight infants average 
approximately $15,000, compared to only $600 for normal-

weight infants.39 Proper prenatal care can help to reduce 
low birth-weight births, helping to improve infant health and 
thereby lowering state Medicaid expenditures.40

Below are three examples of state enhanced pregnancy 
benefit programs demonstrating positive health results for 
women and infants. Some of these programs also explicitly 
document cost-savings to the state. 

Louisiana

The Nurse Family Partnership Program for First Time Parents in 
Louisiana follows the home visiting model of targeted case 
management. First time mothers with an income below 200 
percent of the federal poverty level may opt into the program. 
The Partnership serves beneficiaries through teams of public 
health nurses located throughout Louisiana.41 It uses MCH 
Block Grant funds to start new sites and operate them for 
their first few years. The Partnership then uses a ‘braided 
funding source’ that combines funds from Medicaid targeted 
case management reimbursements, the state’s MCH Block 
Grant, Temporary Assistance for Needy Families (TANF), 
private foundations, state funds, and local funds to continue 
and expand services. Provider reimbursements for services 
rendered through the Partnership are made independently 
from the state’s Medicaid program. Researchers estimate 
the Partnership has resulted in a 52 percent reduction in 
premature births, 50 percent reduction in emergency room 
visits by the time a child is 15 months old, 33 percent 
reduction in pregnancies by 14 months postpartum, and 43 
percent reduction in prenatal depression.42 

Wisconsin

Wisconsin’s First Breath program is an effective and cost-
effective smoking cessation program. The First Breath 
program provides counseling-based smoking cessation 
services to low-income pregnant smokers statewide. First 
Breath is funded through a series of public and private 
grants. An estimated 90 percent of First Breath enrollees 
are Medicaid recipients. An analysis of the program showed 
average savings to Medicaid of $1,274 per woman who quit 
smoking and a return on investment of $9 for every $1 
invested.43 The prenatal quit rate for enrollees in 2007 was 
35.4 percent, and 30 percent of those who did not quit were 
able to reduce their smoking.44 

vi  Neither the 1992 HCFA-funded survey nor the NGA surveys requested information regarding dental services.
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Oregon

Oregon’s Early Childhood Cavities Prevention is an innovative 
pilot program that treats dental disease in pregnant 
women and new mothers to reduce transmission of disease 
to children. Mothers are recruited for participation by a 
county-funded program coordinator who is stationed at 
the Klamath County Women, Infants, and Children (WIC) 
agency. Women are initially provided with educational 
materials, a toothbrush, toothpaste, and dental floss. Dental 
hygiene students at a local college then make home visits to 
the women and schedule them for clinic visits, where open 
cavities and severely decayed teeth are treated. These clinic 
visits are paid for with Medicaid funding. Preliminary data 
shows pregnant women in the pilot county accessing dental 
services at higher rates (47% vs. 9%) than other pregnant 
women on Medicaid statewide.45 

Additional Funding Opportunities 
for Enhanced Pregnancy Benefits

In addition to enhanced pregnancy benefits offered through 
Medicaid programs, some states offer similar benefits 
through other state and federal programs. Healthy Start 
grants and other Title V Maternal and Child Health (MCH) 

Services Block Grant funds have been the two primary 
federal funding alternatives to Medicaid.vii 

Both MCH block grants and the Healthy Start program offer 
states greater flexibility to determine eligible populations 
and benefits provided than does the Medicaid program. 
These programs generally target pregnant women who are 
deemed at-risk. However, because of their small size relative 
to Medicaid, these two programs are not currently viable 
alternatives for states to provide the amount of enhanced 
pregnancy-related benefits that they can through Medicaid. 
They are more suitable for filling service gaps in state 
Medicaid enhanced benefit programs than supplanting them 
entirely. To further this goal, the federal government requires 
coordination among these programs. 

The $87 billion temporary increase in the federal medical 
assistance percentage (FMAP) for Medicaid, which was 
signed into law in early 2009 as part of the American 
Recovery and Reinvestment Act (ARRA), provides states with 
additional federal funds for Medicaid. Through the ARRA, 
states receive a 6.2 percent increase in their FMAP rate from 
October 2008 through December 2010 with the possibility 
of a further 5.5 percent, 8.5 percent, or 11.5 percent 
increase for those states experiencing a significant rise in 
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Figure 3: States Offering Enhanced Pregnancy Benefits 

vii The Healthy Start program provides grantees with funds to improve maternal and infant health in at-risk communities.  The Title V MCH block grant pro-
gram provides federal money to states to alleviate barriers to heath care and improve health outcomes for women, children, and families.
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unemployment. The increased FMAP rates may provide 
an added incentive for states with below average birth 
outcomes to strengthen their Medicaid enhanced pregnancy 
benefits packages. States providing prenatal care through 
programs other than Medicaid may also want to consider 
strengthening their Medicaid enhanced pregnancy benefits 
packages in light of the increased FMAP rates.

Finally, the Children’s Health Insurance Program 
Reauthorization Act of 2009 (CHIPRA) may make it easier 
for states to offer enhanced pregnancy benefits to women 
above the Medicaid income eligibility ceiling. CHIPRA 
provides states with the option to cover targeted low-income 
pregnant women under the Children’s Health Insurance 
Program (CHIP) through a state plan amendment, a waiver, 
or an “unborn children” option. Though CMS has not yet 
determined which pregnancy benefits may be covered by 
states through this option, it appears that many and possibly 
all of the enhanced pregnancy benefits discussed here may 
be covered by states through CHIP.

Conclusion

Through their Medicaid programs, states may offer 
specialized pregnancy benefits that target risks contributing 
to poor pregnancy outcomes. Though such benefits are 

categorized as “optional” Medicaid services, they are seen by 
many as critical to optimizing maternal health and positive 
birth outcomes. These enhanced pregnancy benefits help 
women have healthy pregnancies and contribute to improved 
infant and maternal health.

Academic literature points to improved health outcomes for 
mothers and children when pregnant women receive these 
enhanced pregnancy benefits, and the number of states 
offering such benefits through their Medicaid programs—
after dropping in the last decade—appears to have 
rebounded nearly to the levels of the early 1990’s. While a 
majority of states do offer enhanced pregnancy benefits in 
their Medicaid programs, other states may wish to look again 
at the opportunities to improve health outcomes that these 
benefits can provide. The current FMAP increase, CHIPRA-
authorized service expansions, and federal grant programs 
such as the Title V MCH block grant and Healthy Start 
provide states with an opportunity to improve maternal and 
infant birth outcomes using federal financial contributions. 
Improved birth outcomes save health care resources and 
protect children at the most vulnerable point of their lives. 
It is vital that the importance of prenatal health is not 
forgotten in this time of tightening state budgets.

Endnotes

1 Hill, Ian T., Improving State Medicaid Programs for Pregnant Women and Children. Health Care Financing Review, 1990: annual supplement 
(75-87).

2  National Governors Association, MCH Update: State Coverage of Pregnant Women and Children – July 1993.
3  National Governors Association, MCH Update: States Increase Eligibility for Children’s Health in 2007. 
4  National Governors Association, MCH Update: State Coverage of Pregnant Women and Children – July 1993, Table 10.
5  National Governors Association, State Coverage of Pregnant Women and Children – October 2004, Table 4.
6  Hill, I., Hogan, S., Palmer, L., Courtot, B., Gehshan, S., Belnap, D., Snyder, A. Medicaid Outreach and Enrollment: What is the State of the 

Art? (Washington, DC: The Urban Institute, January 2009).  This paper also reports on additional survey elements related to Medicaid 
programs’ services for pregnant women that are not discussed here.

7  Hill, Ian T., Improving State Medicaid Programs for Pregnant Women and Children. Health Care Financing Review, 1990: annual supplement 
(75-87).

8  CDC (2007). Pregnancy Information: Before Pregnancy. Accessed 11 Feb 09: http://www.cdc.gov/ncbddd/pregnancy_gateway/before.
htm.

9  Pleis JR, Lethbridge-Çejku M. Summary health statistics for U.S. adults: National Health Interview Survey, 2006. Vital Health Stat 
2007;10(235).

10  Naughton F, Prevost AT, Sutton S. Self-help smoking cessation interventions in pregnancy: a systematic review and meta-analysis. Addic-
tion. 2008; 103: 566-579.

11  Lumey J, Oliver SS, Chamberlain C, Oakley L. 2004. Interventions for promoting smoking cessation during pregnancy. [update of Co-
chrane Database Syst. Rev. 2000; (2): CD001055; PMID 10796228.]  Cochrane Database Syst. Rev. 4: CD001055. 



National Academy for State Health Policy          Download this publication at:  www.nashp.org
: 10 :

Enhanced Pregnancy Benefit Packages: Worth Another Look

12  Pauly JR, Slotkin TA. Maternal tobacco smoking, nicotine replacement and neurobehavioral development. Acta Paediatrica. 2008; 97: 
1331-1337. 

13  Dwyer JB, Broide RS, Leslie FM. Nicotine and brain development. Birth defects research.  Part C, Embryo Today: Reviews. 2008; 84(1): 
30-44.

14  Rore C. Smoking cessation in pregnancy.  Expert Opin Drug Saf 2008; 7(6): 727-737.
15  Coleman T. Recommendations for the use of pharmacological smoking cessation strategies in pregnant women. 2007; 21(12): 983-

993.
16  Centers for Disease Control and Prevention (CDC). (2008). State Medicaid coverage for tobacco-dependence treatments-United 

States, 2006. MMWR, 57(5), 117-122. 
17  Sen B, Swaminathan S, Maternal prenatal substance use and behavior problems among children in the U.S. J Ment Health Policy Econ 

2007 Dec; 10(4): 189-206.
18  CDC. Alcohol consumption among women who are pregnant or who might become pregnant – United States, 2002. MMWR Weekly. 

2004; 53(50): 1178-1181.
19  HHS. National pregnancy and health survey: Drug use among women delivering live-births: 1992. Rockville, MD: National Institute on 

Drug Abuse.
20  Goler NC, Armstrong MA, Taillac CJ, Osejo VM. Substance abuse treatment linked with prenatal visits improves perinatal outcomes: a 

new standard. J Perinatology 2008; 28(9): 597-603.
21  Sweeney PJ, Schwartz RM, Mattis NG, Vohr B. The effect of integrating substance abuse treatment with prenatal care on birth outcome. 

J Perinatology 2000; 20(4): 219-224.
22  Morgenstern J, Blanchard KA, McCrady BS, McVeigh KH, Morgan TJ, Pandina RJ. Effectiveness of intensive case management for sub-

stance-dependent women receiving temporary assistance for needy families. 2006; 96(11): 2016-2023.
23  Hill, Ian T. and Breyel, Janine. Coordinating Prenatal Care. (Washington, DC.) National Governors Association. 1989.
24  McNaughton DB, Nurse Home Visits to Maternal-Child Clients A Review of Intervention Research.  Public Health Nursing. 2004; 21(3): 

207-219.
25  Isaacs JB, Impacts of Early Childhood Programs. Brookings Institute. Sept 2008. Available at: http://www.firstfocus.net/Download/Ear-

lyChildhoodPrograms.pdf.
26  Olds, DL. et. al., Effects of Nurse Home Visiting on Maternal and Child Functioning: Age 9 Follow up of a Randomized Trial.  Pediatrics. 

2007; 120(4): e832-e845.
27  Reis J, Sherman S, Macon J. Teaching inner-city mothers about family planning and prenatal and pediatric services. J Pediatric Health 

Care. 1989; 3(5):251-256.
28  Klerman LV, Ramey SL, Goldenberg RL, et al. A randomized trial of augmented prenatal care for multiple-risk, Medicaid-eligible African 

American women.  Am J Public Health. 2001; 91(1): 105-111. 
29  Ershoff DH, Aaronson NK, Danaher BG, Wasserman FW. Behavioral, health, and cost outcomes of an HMO-based prenatal health edu-

cation program. Public Health Reports. 1983; 98(6):536-547. 
30  Rush D, Orme J, King J, Eiser JR, Butler NR. A trial of health education aimed to reduce cigarette smoking among pregnant women. Pae-

diatric and Perinatal Epi. 1992; 6(2):285-297.
31  CDC (1992). Recommendations for the Use ofFolic Acid to Reduce the Number of Cases of Spina Bifida and Other Neural Tube Defects. 

MMWR 41 (RR-14):001.
32  Fowles ER, Gabrielson M. First trimester predictors of diet and birth outcomes in low-income pregnant women. J Comm Health Nursing. 

2005; 22(2): 117-130.
33  Offenbacher S. et. al., Effects of Periodontal Therapy During Pregnancy on Periodontal Status, Biologic Parameters, and Pregnancy Out-

comes: A Pilot Study.  Journal of Periodontology. 2006; 77(12): 2011-2024.
34  Shapiro M. Medicaid coverage of adult dental services. State Health Policy Monitor. (2008). NASHP.
35  Buescher PA, Roth MS, Williams D, Goforth CM. An evaluation of the impact of maternity care coordination on Medicaid birth out-

comes in North Carolina. Am J Public Health. 1991;81: 1625--1629. 



National Academy for State Health Policy          Download this publication at:  www.nashp.org
: 11 :

Enhanced Pregnancy Benefit Packages: Worth Another Look

36  National Technical Information Service. Impact of Medicaid Changes on Infant Health in New York City. Springfield, VA: US Department 
of Commerce. February 1997. 

37  Reichman NE, Florio MJ. The effects of enriched prenatal care services on Medicaid birth outcomes in New Jersey. J Health Economies. 
1996;15:455-476. 

38  Piper JM, Mitchel EF Jr, Ray WA. Evaluation of a program for prenatal care case management. Faro Plann Perspect. 1996;28:65.
39  Russell RB, Green NS, Steiner CA, et al. Cost of hospitalization for preterm and low birth weight infants in the United States. Pediatrics. 

2007; 120(1): e1-e9.
40  Institute of Medicine.  Preventing Low Birthweight.  Washington, DC: National Academy Press; 1985.
41  Nurse Family Partnership.  State Initiatives – Louisiana.  Available at www.nursefamilypartnership.org.  Accessed 03/06/2009.
42  Louisiana Budget Project, Louisiana Association of Nonprofit Organizations. Impact: Elimination of the Nurse Family Partnership (NFP) 

$1 million program enhancement. Budget Brief. www.lano.org.
43  Thorsen N, Khalil L. Cost savings associated with smoking cessation for low-income pregnant women. Wisconsin Med J. 2004; 103(5): 

67-69+73.
44  Center for Tobacco Research & Intervention, University of Wisconsin. First Breath Program Annual Report: 2007. 2008. Available at: 

http://www.wwhf.org/documents/2007AnnualReport.pdf (Accessed 20 Feb 09).
45   Snyder A. Increasing access to dental care in Medicaid: Targeted programs for four populations. (Portland, ME: National Academy for State 

Health Policy, March 2009).

Portland, Maine Office:
10 Free Street, 2nd Floor, Portland, ME 04101   
Phone: [207] 874-6524

Washington, D.C. Office:
1233 20th Street NW, Suite 303, Washington, D.C. 20036  
Phone: [202] 903-0101

 

About the National Academy for State Health 
Policy: 
The National Academy for State Health Policy 
(NASHP) is an independent academy of state 
health policy makers working together to identify 
emerging issues, develop policy solutions, and 
improve state health policy and practice. As a 
non-profit, non-partisan organization dedicated to 
helping states achieve excellence in health policy 
and practice, NASHP provides a forum on critical 
health issues across branches and agencies of state 
government. NASHP resources are available at: 
www.nashp.org.

Acknowledgements
The authors would like to thank the Robert Wood 
Johnson Foundation for its generous support 
of this work. This support enabled our analysis 
of enhanced prenatal care benefits based on a 
2007 survey conducted by NASHP and the Urban 
Institute for the March of Dimes. Sincere thanks 
are also due to Shelly Gehshan, who created this 
project, and to Ian Hill and Colleen Sonosky for 
their review of the manuscript.

Citation: 
C. Brett Johnson and Katharine E. Witgert, En-
hanced Pregnancy Benefit Packages: Worth Another 
Look (Portland, ME: National Academy for State 
Health Policy, January 2010). 
 

http://www.nursefamilypartnership.org

