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SHORT DESCRIPTION
This brief examines opportunities to strengthen Medicaid to better serve Black disabled 
women in accessing high-quality obstetric care, drawing on successful state models and 
calling for expanded coverage, equitable reimbursement, and investment in culturally 
responsive, disability-informed services.



Medicaid is a powerful program for advancing 
maternal health equity. It covers nearly half of all 
U.S. births, insures a majority of Black and disabled 
birthing people, and provides critical benefits that 
private insurance often excludes—including home-
based care, transportation, and postpartum services.

For Black disabled women, who face some of the 
highest maternal mortality and morbidity rates in 
the country, Medicaid offers essential access to care. 
But in many states, Medicaid’s full potential remains 
unrealized due to policy gaps, low reimbursement 
rates, and underinvestment in inclusive, community-
based care.

Medicaid already works, but it must work better for 
everyone . This brief calls for policy to strengthen 
Medicaid to meet the needs of those it serves best: 

1.	 Expand Medicaid to ensure comprehensive 
coverage before, during, and after pregnancy. 

2.	 Change Medicaid reimbursement structures 
and rates to support high quality and 
accessible obstetric care. 

3.	 Invest in Medicaid-funded doula care as 
a community-based, race and disability-
informed obstetric care model.

4.	 Build data systems that make disabled people 
of color visible in Medicaid programs and 
policy decisions.  

Rooted in the principles of reproductive and disability 
justice, these recommendations affirm that all 
birthing people—especially Black disabled women—
deserve access, autonomy, and care that is culturally 
responsive, community-driven, and free from systemic 
harm [1]. 
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MATERNAL MORTALITY 
DISPARITIES
Black women in the U.S. face maternal mortality rates 
nearly 3 times the rate of white women [2], and women 
with physical disabilities face maternal mortality 
rates nearly 11 times higher than those without 
disabilities [3]. For Black disabled women, these risks 
are compounded. One national study found Black 
women with disabilities were over six times more likely 
to experience severe maternal morbidity than white 
nondisabled women [4], while another found that 
the combined effect of being both Black and disabled 
results in significantly worse maternal outcomes than 
either factor alone [3]. These disparities are driven by 
structural racism and ableism, which show up through 
discriminatory medical practices, inaccessible care 
environments, and chronic underinvestment in the 
health of marginalized communities [5,6,7,8]. 

LINK BETWEEN POVERTY, 
DISABILITY, AND RACE
Largely due to ableist systems and structures, a 
disproportionate number of disabled people live in 
poverty. Poverty can increase the risk of disability, and 
ableist systems push and trap many disabled people 
into poverty [9,10,11]. As one Black disabled woman 
explained, “We fear being one medical accident away 

from being in poverty again.” [11]. Poverty increases 
the risk and severity of disability by limiting access 
to safe housing, employment, and care [9], while 
disability can drive poverty through added healthcare 
costs and support needs [9,12,13]. Systemic racism 
compounds the poverty-disability cycle by limiting 
access to quality jobs and healthcare and exposing 
Black communities to harmful conditions, resulting 
in higher rates of poverty, disability, and poor health 
outcomes compared to white communities [8,9].

WHY MEDICAID MATTERS
Medicaid was established in 1965 to provide 
healthcare for low-income people, especially those 
excluded from private insurance, including many 
Black and disabled individuals [14,8]. Importantly, 
Medicaid is one of the most popular and cost-efficient 
health programs in the U.S [15,16]. The vast majority 
of Americans support it, including across party lines, 
and majorities even in non-expansion states want it 

“We fear being one medical 
accident away from being in 

poverty again.” 
- Black disabled woman [11].    
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expanded [15]. Cutting Medicaid is deeply unpopular, 
with fewer than 1 in 5 voters favoring reductions, 
making such cuts both politically risky and harmful 
to public health [15]. Though Medicaid has become 
the nation’s largest public insurance program and 
a key source of reproductive and disability care, it 
remains shaped by racialized, classist policies that 
limit access through restrictive eligibility rules, job 
loss penalties, and underfunding [14]. These barriers 
disproportionately affect Black, disabled, and low-
income people.

Importantly, Medicaid remains one of the few 

healthcare programs that actively reduces disparities 
and improves healthcare access for structurally 
marginalized communities, including Black and 
disabled people. More than one in three working adults 
with disabilities rely on Medicaid. Studies show that 
disabled people on Medicaid are less likely to report 
unmet care needs (Figure 1A) or be unable to pay 
their medical bills (Figure 1B) than those with private 
insurance or Medicare alone ‒ highlighting Medicaid’s 
critical role in affordability and healthcare access. 
Medicaid also reduces care delays, improves access 
to preventive services, and helps narrow racial and 
geographic disparities in healthcare access [17,18].

Medicare without Medicaid

Medicare without Medicaid

Employment-based

Employment-based

Medicaid

Medicaid

Medicare & Medicaid

Medicare & Medicaid

VA/Military

VA/Military

Individual

Individual

Uninsured

Uninsured

Disabled people with Medicaid, alone or in combination with Medicare, have de-
creaseed unmet needs and inability to pay healthcare bills.

32%

24%

18%

12%

35%

17%

17%

14%

23%

12%

39%

20%

68%

40%

Figure 1A. Unmet Healthcare Needs Unmet need for healthcare among disabled adults 19-64, by primary 
coverage, controlling for age & disability type

Inability to pay healthcare bills, among disabled adults 19-64 living 
alone, by primary coverage, controlling for age & disability tpe

Figure 1B. Inability to Pay 
Healthcare Bill
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Figure 1A. People with Medicaid, either alone or 
in combination with Medicare, report fewer unmet 
healthcare needs than those with other forms of 
insurance. Only 23% of Medicaid-only enrollees and 18% 
of dual Medicare-Medicaid beneficiaries report unmet 
needs, compared to 32% of those with Medicare alone, 
35% with employer-based coverage, and 39% with 
individual private insurance. VA or military coverage 
performs similarly to dual coverage. Data from DREDF 
analysis of data from the National Health Interview 
Survey, (2019– 2023), as reported in Kaye 2025 [17].

Figure 1B. Percentage of disabled working-age adults 
unable to pay healthcare bills, by type of insurance 
coverage. Forty percent of uninsured disabled adults 
report being unable to pay their healthcare bills, 
compared to just 12% of those on Medicaid (with or 
without Medicare). Rates are higher for other coverage 
types: 24% for Medicare without Medicaid, 20% for 
individual private coverage, and 17% for employment-
based coverage. Source: DREDF analysis of National 
Health Interview Survey (2019–2023), as reported in Kaye 
2025 [17].

Medicaid is often the only reliable, comprehensive, 
and affordable source of maternal healthcare for low-
income, Black, and disabled women. For pregnant 
women, Medicaid provides full coverage of prenatal, 
childbirth, and postpartum care with no out-of-pocket 
costs [19]. In 2018, Medicaid covered 42% of all births 
in the U.S., and 65% of births to Black women [20]. 
In 2021, 82% of Medicaid-covered births had a timely 
prenatal visit and 75% had a postpartum visit [21]. 
For disabled pregnant women, Medicaid coverage can 
include critical services like transportation, home-
based care, and long-term supports that private 
insurance often excludes [19]. 

Medicaid expansion has allowed more low-income 
people to qualify for coverage before, during, and 

after pregnancy [26,27]. Research overwhelmingly 
shows that this expansion strengthened healthcare 
infrastructure [28], improved maternal health 
outcomes and decreased maternal mortality [26,29], 
improved postpartum health [30,31], and reduced 
racial disparities in preterm birth and low birth weight 
[29]. For example, expansion is associated with a 17% 
reduction in postpartum hospitalizations during the 
first 60 days after birth [30]. 

Black women in expansion states are more likely to 
receive timely prenatal and postpartum care and 
less likely to be uninsured compared to those in non-
expansion states [19]. Hospital financial performance 
also improved under expansion, particularly among 
facilities serving high volumes of low-income patients, 
which in turn stabilized access to care in underserved 
areas [28].

Overall, Medicaid plays a critical role in advancing 
maternal health equity, particularly for Black and 
disabled women. Medicaid protection and expansion 
is essential to closing persistent gaps in access to 
prenatal and postpartum care, disparities in maternal 
morbidity and mortality, and lack of culturally 
competent, disability-informed support.

Overall, Medicaid plays a critical role 
in advancing maternal health equity, 

particularly for Black and disabled women.
Medicaid protection and expansion is 

essential to closing persistent gaps in access 
to prenatal and postpartum care, disparities 

in maternal morbidity and mortality, and 
lack of culturally competent, disability-

informed support.
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POLICY GAPS
This section outlines five critical policy challenges: 
threats to funding, inadequate provider 
reimbursement, coverage gaps from non-expansion, 
inadequate implementation of Medicaid-funded 
doula programs, and gaps in intersectional data 
infrastructure. 

1. BUDGET CUTS THREATEN 
ESSENTIAL MEDICAID FUNDING
In 2025, House Republicans proposed a budget to 
reduce the federal deficit by at least $880 billion over 
ten years that will require massive cuts to Medicaid 
funding in order to pay for tax cuts for billionaires [22].

These cuts to the Medicaid budget would have 
devastating consequences. Slashing Medicaid 
would trigger rural hospital closures, increase 
uncompensated care costs, and strip millions of 
people—especially Black, disabled, and  low-income 
communities—of the healthcare they need [14]. These 
are not simply budget decisions—they are deliberate 
policy choices that will deepen poverty, worsen 
health outcomes, and increase preventable deaths for 
disabled, poor, and Black communities [14].

2. LOW REIMBURSEMENT 
RATES FOR MEDICAID 
UNDERMINES QUALITY OF CARE
Medicaid’s reimbursement system pays providers 
lower rates than private insurance, and the fee-for-
service model incentivizes high-volume, short visits 
over appointments that support quality, patient-
centered care [23]. In maternal health, this means 
that evidence-based services to decrease maternal 
mortality, like group prenatal care and extended 
postpartum support, are often underfunded or not 
reimbursed at all [23]. For disabled patients, rushed 
appointments severely limit providers’ ability to 
communicate clearly, address access needs, and offer 
individualized care essential for safe pregnancies and 
births [24]. 

Because of low reimbursement rates, many providers 
opt out of Medicaid altogether. Clinics that do accept 
Medicaid may face budget constraints, limited 
staffing, or fewer service offerings—conditions that 
reduce care quality and availability. These structural 
barriers are especially pronounced in areas with high 
concentrations of Medicaid patients, contributing to 
maternal care deserts that disproportionately affect 
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disabled, Black, and rural communities [25] — some 
are referring to this as maternal care apartheid. [32]

3. GAPS IN MEDICAID 
COVERAGE PRE- AND POST-
PARTUM
While Medicaid plays a vital role in maternal health, 
major gaps remain, particularly in states that have 
not expanded coverage. In 2019, 810,000 low-income 
women of reproductive age were uninsured and fell 
into the Medicaid coverage gap before pregnancy, 
with 29% identifying as Black and 33% as Latina. 
This disproportionate impact on women of color 
underscores how Medicaid non-expansion limits 
access to essential preconception care and deepens 
existing health inequities (Figure 2). 

In non-expansion states, Medicaid coverage for 
pregnancy typically ends 60 days postpartum. This 
cutoff is too early and risky: over half of all maternal 
deaths occur after birth, with 12% classified as “late” 
deaths happening six weeks to one year postpartum 
[18]. Continuous access to care during the postpartum 
period is essential for both parent and infant well-
being, as most of these deaths are preventable. The 
American Rescue Plan Act of 2021 gave states the 
option to extend Medicaid postpartum coverage to 12 
months, and the Consolidated Appropriations Act of 
2023 made this option permanent [19]. As of January 
2025, 49 states have passed legislation to extend 
postpartum coverage to 12 months, but only 40 states 
have actually adopted this expansion [33]. In the 10 
states that have not adopted Medicaid expansion, 
many low-income women remain uninsured during a 
critical window of health vulnerability [19,33].

Racial and Ethnic Breakdown of Reproductive-Age Women in the 
Medicaid Coverage Gap [27]

Figure 2: Two-Thirds of Reproductive-Age Women in Coverage Gap Are People of Color

In 2019, two-thirds of uninsured women of 
reproductive age (19–49) in the Medicaid coverage gap 
were people of color. Specifically, 33% were Latina, 
29% were Black, and 1% each were American Indian/
Alaska Native and Asian. This disparity reflects the 
disproportionate impact of Medicaid non-expansion 
on communities of color. Source: Solomon (2021) [27], 
Center on Budget and Policy Priorities analysis of 2019 
American Community Survey data.

Note: Reproductive age = 19-49. Totals may not sum due 
to rounding. Excludes estiated population lacking legal 
documentation. Latina category may include any race; all other 
categories non-Latina. Other includes those who identify as multiple 
races.

Source: CBPP estimates based on the 2019 American Community 
Survey

Adapted from Center on Budget and Policy Priorities | CBPP.org
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4. MEDICAID MUST COVER 
DOULA CARE 
Doula care—nonclinical, culturally responsive support 
throughout pregnancy, birth, and postpartum—is 
a proven strategy for improving maternal health 
outcomes [34]. Research shows that doula care is 
associated with reduced rates of cesarean deliveries, 
NICU admissions, and postpartum depression, as 
well as increased breastfeeding rates and satisfaction 
with care [34]. For Black and disabled birthing 
people, doulas can provide culturally competent 
and accessible care, serve as advocates and a buffer 
against provider bias and medical neglect, and offer 
emotional support and assistance navigating the 
healthcare system [35,36].

Despite the well-documented benefits of doula care, 
access to doulas remains limited, with cost identified 
as the most significant barrier [34]. Currently, 20 states 
have Medicaid-funded doula programs, which increase 
access to doulas for low-income people. But, there 
have been persistent issues with the implementation 
of Medicaid-funded doula programs, which in turn 
has made this program vastly underutilized and 
inaccessible to doulas and patients both [37]. For 
doulas, challenges accessing and navigating state 
certification requirements, low reimbursement rates, 
and burdensome billing processes lead to workforce 
shortages and limited participation in Medicaid 
[37,38]. There is also a gap in disability competency 
training for doulas, an omission that limits doulas’ 
ability to provide inclusive, responsive care [35,39]. For 
patients, these barriers translate to limited availability 
of doulas, and care that is not disability informed. 

Community-based doula models offer a more 
promising approach. These programs are led by 
individuals from the communities they serve, and 
integrate culturally relevant practices and broader 
support services like housing referrals and parenting 
education [34,35]. However, state Medicaid 
certification and reimbursement requirements 
often fail to recognize this model’s value, imposing 
restrictions that exclude many Black and disabled 
community-based doulas from participating [40]. 

5. INADEQUATE 
INTERSECTIONAL DATA 
There is an alarming lack of intersectional data 
examining how maternal Medicaid policies affect Black 
disabled women. Failing to build and use inclusive, 
intersectional data systems allows ableism and 
racism to go unnamed and unchallenged in research, 
programs, and policy-making that affects Black 
disabled women [41]. The absence of intersectional   
data, beyond simply disaggregation, has real 
consequences: for instance, Medicaid-funded doula 
programs are supported as a strategy to reduce racial 
disparities in maternal outcomes, yet we have little to 
no data on whether Black disabled women are even 
able to access this doula care, or how effective that 
care is when they do. This lack of intersectional data 
shows the systemic exclusion of Black disabled women 
from the design, implementation, and evaluation 
of Medicaid programs [41]. Without data on their 
experiences and outcomes, we can’t fully understand 
how these programs are failing them—or hold systems 
accountable for that failure. Policymakers must 
recognize this as a structural failure and invest in 
inclusive, equity-driven data systems and research. 
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Medicaid has the potential to narrow the maternal 
mortality gaps for Black disabled women. But to do so, 
it must be fully funded, equitably implemented, and 
designed with the needs of disabled, low-income, and 
Black communities at the center.

1. EXPAND MEDICAID 
COVERAGE
Adopt Medicaid Expansion Nationwide: States that 
have expanded Medicaid under the ACA demonstrate 
improved maternal health outcomes and better 
continuity of care before, during, and after pregnancy 
[19,26]. To achieve similar outcomes, all states should 
adopt Medicaid expansion and take up the now-
permanent federal option to extend pregnancy-related 
Medicaid coverage to 12 months postpartum. 

Raise Income Eligibility Levels for Parents: In the 
absence of full expansion, non-expansion states can 
reduce coverage gaps by increasing parental income 
eligibility under existing Medicaid categories [19]. 

Adopt Value-based Reimbursement Models: 
States should adopt value-based payment models 
that tie Medicaid reimbursement to quality, access, 
and patient outcomes, rather than volume of services. 
Strategies include implementing performance-based 
incentives, managed care reforms, and enhanced 
payments for care coordination, particularly for 
maternal and disability care providers serving high-
need populations  [42]. 

2. STRENGTHEN AND 
STANDARDIZE MEDICAID 
REIMBURSEMENT FOR DOULA 
CARE
Mandate Equitable Reimbursement Rates: States 
must establish reimbursement rates that reflect 

the time, scope, and value of doula care. States like 
Oregon and Minnesota initially set unsustainably low 
reimbursement rates, leading to minimal Medicaid 
doula participation. Thoughtful program design from 
the outset avoids costly legislative fixes later [40]. A 
minimum sustainable rate—such as $1000 for birth 
attendance, $100 per prenatal/postpartum visit, and 
$250 for abortion/miscarriage support—has been 
proposed to support workforce stability and birth 
justice [38].

Support Billing Infrastructure: Create and fund 
doula hubs or community-based agencies to manage 
Medicaid billing and remove administrative barriers for 
independent doulas [43]. 

3. ENSURE INCLUSIVE, 
COMMUNITY-BASED DOULA 
CARE IMPLEMENTATION
Fund and Partner with Black-Led Doula 
Organizations: States should defer to Black-led, 
community-based doula groups during all phases of 
policy development, implementation, and evaluation. 
These groups are best positioned to address the social, 
cultural, and structural barriers faced by Medicaid 
enrollees  [40, 44].

Compensate Doulas for Policy and 
Implementation Work: Doulas must be paid for 
their participation in Medicaid design and rollout. 
Sustainable partnerships require financial support for 
community doulas doing this critical work [40].

Establish Doula Coalitions: Support the creation of 
statewide doula cooperatives and coalitions to help 
navigate bureaucratic processes, share resources, and 
foster peer support—as demonstrated by the Rhode 
Island Birthworker Co-op [40].

POLICY RECOMMENDATIONS
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4. EXPAND DOULA TRAINING 
AND CERTIFICATION PATHWAYS
Fund Doula Training: Increase investments in doula 
education, especially for individuals from low-income, 
rural, disabled, and Black communities [34].

Incoprorate Disability-Inclusive Training: Most 
current programs do not prepare doulas to serve 
clients with intellectual, developmental, or physical 
disabilities [35,39]. States must ensure all Medicaid-
approved training includes content on disability justice 
and inclusive reproductive care.

Remove Restrictive Certification Barriers: 
Many states require doulas to navigate complex 
and exclusionary certification processes. Medicaid 
programs should recognize diverse training models—
especially those developed by community-based and 
disability-informed organizations.

5. ENHANCE INTERSECTIONAL 
DATA INFRASTRUCTURE
Intersectional Data: Require all state Medicaid 
programs to collect, analyze, and report intersectional 
maternal health.

Intersectional Reearch: Fund intersectional research 
on maternal health outcomes for disabled people of 
color—including community-led studies on Medicaid 
access, doula care, and postpartum supports.

Medicaid already plays a powerful role in advancing 
maternal health equity—especially for Black and 
disabled women, who are among those most failed 
by our current healthcare systems. But to fully 
realize its potential, Medicaid must be strengthened, 
expanded, and redesigned through an intersectional 
lens. We don’t need to reinvent solutions—we need to 
implement what works, fund it equitably, and center 
the voices of those most impacted. Black disabled 
women deserve safe, affirming, and accessible 
maternal care. Medicaid can and must be the vehicle 
that delivers it.

CONCLUSIONS
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