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Meeting Summary 

 
 

I. Introduction 

On December 12, 2018, at the Kaiser Permanente Center for Total Health in Washington, DC, NEHI 

(the Network for Excellence in Health Innovation) hosted a stakeholder convening in partnership with the 

Jewish Healthcare Foundation.  The purpose of the convening was to discuss opportunities for advancing 

federal and state policies to drive down rates of maternal and infant mortality and to support optimal 

maternal and infant health outcomes in the United States.   

 

More than 50 participants explored a wide range of issues (see Appendix A for the participant list 

and Appendix B for the meeting agenda) and began to develop a roadmap for new federal and state 

policies on maternal and infant care.  There were no formal prepared presentations, but rather discussion 

modules that were launched by a series of “thought starters,” as the agenda enumerates.  This meeting 

summary highlights the key themes and issues discussed during the course of the convening, as well as 

the central recommendations that emerged in discussion of an initial roadmap.   

 

On the previous day, NEHI held a convening exploring new payment models and related changes to 

support improved maternal and infant health and outcomes.   The summary of that session is also 

available, and convening participants may wish to read it for the full context of the discussion on both 

days and the spectrum of changes deemed necessary. 

 

The overall conclusion of the meeting was that a “Maternal Health Moonshot” should be launched, 

echoing the “Cancer Moonshot” that was conceived during the Obama administration and that set bold 

goals for fighting and eliminating cancer.   A comparable maternal “moonshot” would set improving 

maternal and infant health as a national priority, potentially with a bold goal of eliminating all avoidable 

maternal and infant deaths by 2050; create a cross-agency strategy at the federal level to drive toward 

that goal; and sharply increase funding for key federal and state programs, while adding new initiatives in 

specific areas, as outlined further below.  
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II. Background Discussion on Existing Federal and State Programs and Possibilities for 

Continuation and Expansion  

As most participants had been present at the convening held the day before, discussion at the Dec. 

12 convening did not repeat much of the backdrop to the maternal and infant health crisis that had 

already been discussed. The conversation thus moved directly to the array of existing state and federal 

programs that support maternal and infant health.   

 

The entire roster of these programs is too long to list here, but key programs are summarized in the 

graphic below.   As the graphic shows, these programs and initiatives constitute a broad range, from 

provision of public insurance coverage (e.g., Medicaid and the Children’s Health Insurance Program) that 

supports pregnant women and infants, to the Title V Maternal and Child Health Block Grant, appropriated 

by Congress and administered by HRSA, which channels money to states and funds efforts that serve an 

estimated 86% of all pregnant women, 99% of infants, and 55% of children nationwide.   

 

Figure 1:  Key Existing Federal/State Roles and Programs Supporting Maternal and Infant Health 

 

 

 

In addition, as of the date of the convening, a number of legislative proposals had been introduced 

in the then 115th Congress to address maternal and infant health issues.  Two of these – the Preventing 

Maternal Deaths Act of 2017 (HR 1318) and the Improving Access to Maternity Care Act (HR 315) – were 

actually enacted into law in mid-December, at the time of the two convenings. A partial list of these and 

other proposals, along with the names of lead legislative sponsors, are shown below.  As of the writing of 

this summary, in January 2019, some but not all of these proposals have been re-introduced in the 116th 

Congress.  
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Figure 2: Legislative Proposals in 115th Congress 

 

 Maternal Health Accountability Act, S. 1112 – Sen. Heidi Heitkamp (D-ND) 

 Maternal Opioid Treatment, Health, Education, and Recovery Act, H.R. 5492 – Rep. Brett Guthrie, R-KY 

 Improving Access to Maternity Care Act, H.R. 315, S.783 – Rep. Michael Burgess, R-TX, Sen. Tammy 

Baldwin, D-WI 

 Ending Maternal Mortality Act, H.R. 5761 – Rep. Raja Krishnamoorthi, D-IL 

 Preventing Maternal Deaths Act of 2017, H.R. 1318 – Rep. Jaime Herrera Beutler, R-WA 

 Quality Care for Moms and Babies Act, H.R. 5457, S. 2637 – Rep. Eliot Engel, D-NY, Sen. Debbie 

Stabenow, D-MI 

 Healthy MOM Act, H.R. 2745, Rep. Bonnie Watson Coleman, D-NJ 

 Maternal CARE Act, H.R. 6698, S.3363, Rep. Alma Adams, D-NC, Sen. Kamala Harris, D-CA 

 Rural MOMS Act, S.3568, Sen. Heidi Heitkamp (D-ND) 

 Reach Every Mother and Child Act, S.1730, Sen. Susan Collins (R-ME) 

 HEAL for Immigrant Women and Families Act, H.R. 2788, Rep. Michelle Luhan Grisham, D-NM 

 

The consensus among convening participants was that there has been systematic underinvestment 

in the fundamentals of maternal and infant health at both the state and federal level, creating a vast 

chasm between the dollars expended in this arena and the sums spent on maternal and infant health 

care.  For example, the federal Title V Maternal and Child Health Block grant, under which HRSA’s 

Maternal and Child Health Bureau channels money to states to help support the health and well-being of 

the mothers and children, is funded for 2019 at just $660 million.  This is a tiny sum in relationship to the 

vast amount of money spent on maternity care, which by one estimate is close to .6 of one percent of 

GDP.1  

 

As noted above, an additional consensus of the convening was that a maternal and infant health 

“moonshot” should raise the amount of investment and attention to the issues across the board, and 

across the span of women’s and infant’s lives – from preconception health, to family planning, to safe and 

healthy pregnancy and delivery, to support for the mother and infant dyad at least through the first year 

of the child’s birth, and beyond.  A significant number of federal and state agencies and programs should 

be involved.  In particular, the nation’s Governors should take a leading role in employing Medicaid, as 

well as funding available to them under the Title V Maternal and Child Health block grant, as major drivers 

of change.    The section below analyzes key existing programs and areas of underinvestment, and makes 

recommendations for policy change.  
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III. Underinvestment in Maternal and Infant Health: What are the issues, and where can 

changes be made?  
 

As noted above, convening participants discussed a variety of initiatives addressing a continuum of 

care needs from preconception through an infant’s first birthday, and highlighted the following priorities 

for policy change.  

 

A. Overall maternal and infant health goals for the nation.   

 

As noted above, the convening consensus to call for a maternal and infant health moonshot 

embraced a bold goal of eliminating all avoidable maternal and infant deaths by 2050 – a goal that has 

previously been discussed by officials at the Maternal and Child Health Bureau with the Health Resources 

and Services agency of the U.S. Department of Health and Human Services (HHS).    Such a goal could also 

be linked to the variety of maternal and infant health goals incorporated into Healthy People, the basic 

federal mechanism for articulating the nation’s health goals for each decade, conducted by the Office of 

Disease Prevention and Health Promotion within HHS.  

 

Healthy People 2020 contained 64 goals related to the improvement of maternal, infant, and child 

health.  A mid-decade review showed that 34 out of the 64 total measurable objectives were met or 

exceeded the targets; in 17, there was either no change, or outcomes became worse. The goals of 

Healthy People 2030 are currently being considered and shaped, and include reducing maternal death, 

severe maternal complications, cesarean birth among lower risk women with no prior birth, and a 

number of other objectives.  Although the window for public comment on the goals closed on Jan. 21, 

there is still opportunity for the executive branch and Congress to raise the bar for federal action over the 

next decade.   In addition to new “core” objectives, certain “developmental” objectives could be added 

while more data and evidence is gathered to support them.  An example could be targets for birth center 

births.  

 

B. General surveillance and data collection. 

 

There was a general consensus of the convening that more data and evidence should be collected 

to guide further efforts to advance maternal and infant health.  The Centers for Disease Control (CDC) and 

Prevention Division of Reproductive Health is the focal point for issues related to reproductive health, 

maternal health, and infant health; it supports national and state-based surveillance systems to monitor 

trends and investigate health issues. CDC also conducts epidemiologic, behavioral, demographic, and 

health services research, and works with partners to translate research findings into health care practice, 

public health policy, and health promotion strategies.  

 

The Pregnancy Risk Assessment Monitoring System, or PRAMS, is a surveillance project of the CDC  
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and state health departments; it collects data that can be used to identify groups of women and infants at 

high risk for health problems, to monitor changes in health status, and to measure progress towards goals 

in improving the health of mothers and infants.  It currently covers about 83 percent of all U.S. births, and 

should be expanded with additional funding.  CDC’s Maternal and Child Health Epidemiology Program 

assigns epidemiologists and fellows to state, local, and tribal levels to support epidemiologic research and 

provides scientific information to improve maternal and child health programs and policies.  Funding for 

this program could also be increased and the program’s efforts expanded.  

 

State and local maternal mortality review committees (MMRC) are multidisciplinary committees, 

comprised of local health experts, that study cases of maternal deaths and recommend improvements to 

prevent future adverse outcomes. 2 Thirty-eight states have active MMRCs recognized by the CDC, and a 

total of 46 states and the District of Columbia now hold some level of maternal death review.3 The CDC-

sponsored Maternal Mortality Review Data System assists MMRCs in abstracting relevant data and 

analyzing data for action. MMRCs received a boost from the enactment of the Preventing Maternal 

Deaths Act, which directed HHS to establish a program under which it could make grants to states 

(including federally recognized Indian tribes and organizations) to support them. Among other measures, 

the law also requires states to develop procedures for mandatory reporting to their departments of 

health by health facilities and professionals concerning maternal deaths and for voluntary reporting of 

such deaths by family members.  The Preventing Maternal Deaths Act, however, is only authorizing 

legislation; ample funds for the new grant program should now be appropriated.  In addition, federal 

regulations should now spell out guidelines for states to follow to create more consistency and spread 

best practices among MMRCs.  

 

C. Increasing basic science research into maternal morbidity and mortality.  

More federal funding should be directed to basic science research on maternal health, and in 

particular, on severe maternal morbidity, which affects roughly 50,000 women in the United States each 

a year. Until 2017, the National Institutes of Health (NIH) did not even have a specific category for 

research funding for pregnancy and maternal health; in 2018, a task force was created for research 

specific to pregnant and lactating women, as established by the 21st Century Cures Act. Approximately 

$250 million – in effect, a very low amount-- is now being spent annually for research funded by 19 NIH 

institutes and centers in approximately 200 areas, including abruption placenta, cardiovascular pregnancy 

complication, eclampsia, hemorrhage, and others.  A separate group, led by the National Institute of Child 

Health and Development and the Office of Women’s Health, is focused specifically on maternal morbidity 

and mortality.    

 

According to the Office of Women’s Health at NIH, new research programs are needed to better 

understand underlying causes of severe maternal morbidity and mortality by such factors as race, age, 

body mass index, length of gestation, and geography, and to establish a “risk index” or score that would 

enable rating pregnant women according to risk. There is also a desire to develop better data 

measurement tools and enhance and develop new technologies that more effectively monitor the health 

https://reviewtoaction.org/content/mmr-map
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status of woman during pregnancy and postpartum. Funding for these efforts should be appropriated by 

Congress.   

 

D. Increasing efforts to support the intentionality of pregnancy.  

 

An estimated 45 percent of pregnancies were unintended in 2011.4  This statistic does not 

necessarily mean that any children born from these pregnancies are unwanted, but it does mean that a 

pregnancy can occur at a time in a woman’s life when she is not well prepared, either emotionally, 

psychologically, physiologically, financially, or otherwise. An estimated 42 percent of unintended 

pregnancies end in abortion.  According to the Guttmacher Institute, although unintended pregnancy 

rates have been dropping across nearly all age, income, education, and racial and ethnic groups, rates are 

relatively high among poor women and women of color. Poor women have more than five times as many 

unintended pregnancies as higher-income women, while women of color were roughly twice as likely to 

experience an unintended pregnancy as white women. 

 

           Family planning is key to allowing women to time their pregnancies appropriately.  The most 

effective means allowing women to time their pregnancies are contraceptives, which are supported at 

the federal level in two main ways: through Title X Family Planning grants, and through contraceptive 

coverage that is required, with some notable exceptions, in both private and public health insurance 

under the Affordable Care Act.  

 

The Title X Family Planning program ["Population Research and Voluntary Family Planning 

Programs" (Public Law 91-572)], enacted in 1970 as Title X of the Public Health Service Act is the only 

federal grant program dedicated solely to providing individuals with comprehensive family planning and 

related preventive health services. The Title X program is designed to provide access to contraceptive 

services, supplies, and information to all who want and need them. By law, priority is given to persons 

from low-income families.    The Center for Medicaid and CHIP Services (CMCS) also administers 

a Maternal and Infant Health Initiative for the Medicaid and Children’s Health Insurance Program (CHIP), 

under which it promotes the use of effective methods of contraception to improve pregnancy timing and 

spacing as well as health outcomes for women and children.   

 

A discussion of long-running policy and funding disputes over Title X, and over contraceptive 

coverage under the ACA, is beyond the scope of this summary. Convening participants expressed the view 

that Title X funding should be increased; Planned Parenthood clinics should not be barred off from 

receiving such funding, as has been proposed; and health insurance of all types should cover 

contraceptives.  In addition, Medicaid should be expanded in all states under the provisions of the 

Affordable Care Act so that all low- and low-to-moderate income women have contraceptive coverage as 

well as coverage for prenatal and postpartum care.  (By federal law, all states provide Medicaid coverage 

for pregnancy-related services to pregnant women with incomes up to 133% of the federal poverty level 

(FPL), but in many states this coverage ends after 60 days postpartum.)5 

https://www.medicaid.gov/medicaid/quality-of-care/downloads/maternal-and-infant-health-initiative.pdf
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E. Providing preconception counseling and referrals for needed care.   

 

The Affordable Care Act requires all non-grandfathered health insurance in the United States to 

incorporate maternity care as an Essential Health Benefit. However, maternity services do not typically 

include preconception health counseling for a woman who intends to become pregnant.  In addition to 

other health insurance changes described below, the definition of maternity services as an Essential 

Health Benefit should be expanded to include preconception health counseling, in part to make women 

aware of any special health issues that they may face in pregnancy as a result of existing chronic disease, 

obesity, or other conditions.  Preconception health counseling also should be incorporated into maternity 

care pathways and guidelines as a standard of care.  

 

F.  Expanding access to maternity care services.  

 

The Improving Access to Maternity Care Act, enacted in December 2018, amends the Public Health 

Service Act to require HRSA to collect and publish information on health professional shortage areas as 

identified in need of maternity care health services and distribute maternity care health professionals to 

those areas.  This provision constitutes an important step that may help to extend maternity care to 

underserved parts of the country.  In 2010, according to the American College of Obstetricians and 

Gynecologists, nearly 50 percent of U.S. counties had no OB/GYNs providing direct patient care and 

almost all of these counties also had no certified nurse-midwives (ACOG 2013).  As of 2017, there were 

only about 345 licensed birth centers in the United States.6 What’s more, because roughly 98 percent of 

all U.S. births take place in hospitals,7 high rates of hospital closure, particularly in rural areas, has left 

many communities devoid of places where women can give birth. 

 

In response, some states, such as Florida, have enacted laws to allow advanced birthing centers, 

which are freestanding, non-hospital facilities that supply a variety of obstetric labor and delivery 

services, including low-risk traditional births, selected cesarean births, vaginal births after cesarean 

section, and other procedures.  Federal legislation should be enacted to expand the number of licensed 

birth centers and advanced birthing centers in the United States, and to support that effort with funding, 

much as the government has supported the growth of federally qualified health centers.  Legislation and 

funding should also expand the use of nurse-midwives in FQHCs.8  State Medicaid programs should 

increase payment for certified nurse-midwives, perhaps with federal matching funds provided as an 

incentive.  

 

G. Continued efforts to drive down the number of early elective deliveries and unnecessary cesarean 

sections.   

 

Many successful efforts have been made to reduce the number of both early elective deliveries and 

unnecessary C-sections in recent years, but the problem remains, and is highly variable from one hospital 

and/or practice group to another.   Meanwhile, scientific research is continuing to shed light on situations 
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when unanticipated C-sections remain the best alternative.  

 

In 2014, as part of its Maternal and Infant Health Initiative, CMS supported state Medicaid medical 

directors’ efforts to track trends in elective deliveries, understand the impact of elective deliveries on 

birth outcomes, review the cost of such deliveries to Medicaid, and assist states in developing policies 

and programmatic changes. A renewed phase of this initiative should be implemented and funded.  

 

H. More support for maternal and perinatal quality and safety collaboratives and similar endeavors.  

 

With support from the CDC and various other state and private initiatives, many states have 

created both Maternal Quality Collaboratives and Perinatal Quality Collaboratives (PQCs) that have made 

significant efforts to improve the quality and safety of care. PQCs typically include maternal and neonatal 

health experts, healthcare providers, universities or academic medical centers, state health departments, 

nonprofit associations and state chapters of national-level organizations, as well as families and patients.  

 

PQCs use evidence-based methods to identify areas in need of improvement in maternal and infant 

healthcare, such as in hospital settings, and rapidly implement or recommend changes to various 

practices and processes. PQCs have been shown to reduce preterm births, C-section rates, pregnancy 

complications and racial, ethnic and geographic disparities.   

 

However, not all states have PQCs, and some states are still in the early stages of collaborative 

development. Although the CDC provides funding to a number of PQCs, they are often structured 

differently in different states depending on their specific goals, organization, and funding.  CDC should be 

given more funding to support development, greater consistency, and spread of best practices among 

PQCs.   In addition, states should examine alternatives for creating sustainable funding sources for PQCs.  

One model is California’s, where support for the PQC is derived largely from membership dues paid by 

the major hospitals and health systems in the state that account for the majority of births.    

           

The Preventing Maternal Deaths Act enacted in December 2018 directs the Department of Health 

and Human Services to establish a program under which HHS may make grants to states (including 

federally recognized Indian tribes and organizations) to ensure that the state department of health 

develops a plan for ongoing health care provider education to improve the quality of maternal care, 

disseminate findings, and implement recommendations.  Convening participants suggested that state 

departments of health should use some of the funding they receive to link with their state’s PQC, support 

PQC development and growth, and spread PQC best practices from other states.  

 

I. Maternal safety initiatives.   

 

Although important maternal safety initiatives have been, and continue to be, developed 

nationally, these initiatives often need to be implemented as state-wide efforts to ensure that all women 
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in a given state have access to the same level of safe care no matter where they receive it.  One such 

example is the work that is proceeding under the Alliance for Innovation on Maternal Health (AIM) to 

spur adoption of 11 maternal care safety bundles.9   

 

The Alliance is a cooperative agreement sponsored by HRSA and its Maternal and Child Health 

Bureau that seeks to reduce maternal deaths and severe maternal morbidity by working in eight states to 

engage provider organizations, state-based health and public health systems, consumer groups, and 

other stakeholders within a national partnership to assist state-based teams in implementing these 

evidence-based maternal safety bundles.  ACOG is the lead partner of the AIM Alliance for Innovation on 

Maternal Health (AIM) program under the auspices of the Council for Patient Safety in Women’s Health 

Care.  

 

AIM is looking to expand these safety initiatives to all states, but will need substantial additional 

funding through HRSA or other sources to do that.   AIM has also received funding from the Agency for 

Healthcare Research and Quality (AHRQ) to combine its safety bundles, and particularly those focused on 

obstetric hemorrhage and severe hypertension in pregnancy, with the AHRQ-developed TeamSTEPPS 

approach, an evidence-based set of teamwork tools, aimed at optimizing patient outcomes by improving 

communication and teamwork skills among health care professionals.  Through a new Safety Program for 

Perinatal Care Demonstration Project, AIM is now creating a series of e-modules that focus on clinical 

scenarios and improving teamwork and communication in these specific scenarios, and will soon pilot use 

of the modules in two states, Oklahoma and Texas.  Here again, without additional funding, AIM is likely 

to have insufficient resources to expand use of its e-modules to all states. 

 

J. Greater efforts to reduce disparities by addressing unconscious bias and promoting respectful care.   

 

As noted above, the Preventing Maternal Deaths Act of 2018 amends the Public Health Service Act 

to direct HHS to take specified steps to eliminate disparities in maternal health outcomes. Convening 

participants focused on the additional important job of educating and training clinicians and others on the 

topic of unconscious bias, in order to foster respectful care that focuses on women’s individual needs and 

preferences, regardless of race, culture or socio-economic background. For example, Sen. Kamala 

Harris (D-CA) in 2018 introduced the Maternal Care Access and Reducing Emergencies (CARE) Act, which 

focuses on dismantling structural racism by creating training programs to address implicit bias among 

clinicians and encouraging integrated health care services that honor the strength of culture and support 

pregnant women with evidence-based care.  Convening participants urged passage of this bill.  

 

Under the auspices of the Pennsylvania state health department, a nonprofit organization, 

AccessMatters, conducts training for health care organizations on the topics of racism, privilege, social 

determinants of health, as well as on gender equity, on diversity and inclusion.  Efforts should be 

undertaken to create and spread toolkits for these types of trainings, perhaps under the auspices of the 

Maternal and Child Health Bureau.  

https://www.harris.senate.gov/news/press-releases/sen-harris-introduces-bill-aimed-at-reducing-racial-disparities-in-maternal-mortality
https://www.harris.senate.gov/news/press-releases/sen-harris-introduces-bill-aimed-at-reducing-racial-disparities-in-maternal-mortality
https://www.congress.gov/bill/115th-congress/senate-bill/3363
https://assets.aspeninstitute.org/content/uploads/files/content/docs/rcc/RCC-Structural-Racism-Glossary.pdf
https://www.scientificamerican.com/article/how-to-think-about-implicit-bias/
http://blackmamasmatter.org/wp-content/uploads/2018/04/BMMA_BlackPaper_April-2018.pdf
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K. Study the implications of changes in insurance coverage and the potential impact on maternity 

coverage in commercial health plans; make pregnancy a “qualifying event” for special enrollment 

periods under the Affordable Care Act; extend the duration of Medicaid coverage for pregnant 

women, and encourage Medicaid and Medicaid managed care organizations to better connect care 

of mothers and infants.  

 

As noted above, the Essential Health Benefits provisions of the Affordable Care Act required health 

plans to include coverage for maternity services.  However, recent efforts to extend the duration of short-

term health plans up to a year has in effect expanded the market for non-ACA compliant plans that may 

exempt these benefits, and that also may impose waiting period of several months before covering 

preexisting conditions, such as pregnancy.  There are widespread concerns about how the existence of 

these plans will affect risk pools, and the pricing of ACA-compliant plans that do include maternity 

coverage.  Convening participants recommended that this issue be closely watched, perhaps by having 

Congress request a study by the Congressional Budget Office, the Government Accountability Office, or 

the National Academy of Medicine.  

 

A related issue is when a newly pregnant woman could be eligible for a special enrollment period 

that would allow her to obtain ACA-compliant coverage in the individual health insurance market.  Some 

states, such as New York and Connecticut, have adopted laws making pregnancy a qualifying event that 

triggers a special enrollment period (special enrollment periods allow people to obtain coverage outside 

the normal enrollment period), and therefore the ability to obtain ACA-compliant individual coverage 

outside the normal annual enrollment period.10 A woman who lacked maternity coverage under a short-

term plan could easily find herself in this condition, and would need the ability to obtain ACA-compliant 

coverage. HHS decided in 2015 against making pregnancy a qualifying event, but that decision should be 

revisited at the federal level.  

 

Also as noted above, there is a strong case for extending Medicaid coverage for pregnant women to 

a full year after delivery in order to maintain a mother’s health.  Senator Cory Booker in 2018 introduced 

S.3494, the MOMMIES Act, that would extend pregnancy-related Medicaid coverage for one year 

following childbirth and make other evidence-based changes in Medicaid with respect to maternal health.  

 

Convening participants also emphasized the importance of having Medicaid programs and 

Medicaid managed care organizations integrate coverage and care for mothers and infants.  Congress 

could direct the CMS to study the issue and make recommendations for any needed changes that would 

enable better integration.  

 

 

 

 

https://www.healthinsurance.org/obamacare/qualifying-events-that-can-get-you-coverage/
https://www.healthinsurance.org/obamacare/qualifying-events-that-can-get-you-coverage/
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L. Provide more support for non-medical needs for low-income pregnant women.  

 

Given the broad recognition that many lower-income mothers and families struggle to meet basic 

needs, HRSA’s Maternal and Child Health Bureau has examined what additional programs or resources in 

the community may be needed to support pregnant women and infants.  Examples include healthy food 

and transportation, particular to get to prenatal and pediatric appointments.  The bureau should be 

encouraged to undertake a systematic assessment and mapping effort to determine what are these 

greatest areas of need for low-income women and communities, and to understand whether other 

existing federal sources of support, whether through the Supplemental Nutrition Assistance Program 

(also known as “food stamps”) or the Special Supplemental Nutrition Program for Women, Infants and 

Children, known as WIC, are adequate to the task or need further expansion. One option might be to 

continue to expand the focus of MCHB’s Healthy Start program, which funds projects in 37 states and 

Washington, DC, targeting communities with infant mortality rates that are at least one and a half times 

the U.S. national average and addressing poverty, education, access to care, and other socioeconomic 

factors.    

 

M. Changes to the health care work force, and related services, in support of better maternal and infant 

care.  

 

Numerous policies should be enacted to expand and further differentiate the existing clinical and 

allied health work force to better serve the needs of pregnant and postpartum women.  These include the 

following: 

 

1. More states should grant greater autonomy to certified nurse-midwives to practice independent 

of collaborative agreements with physicians. Although certified nurse-midwives (CNM) hold 

national certification, and are currently licensed to practice by all 50 states and the District of 

Columbia, their scope of practice within a state may vary based on whether they have the 

authority to practice independently or only through a collaborative practice agreement with a 

physician. Half the states (25) allow full autonomy for certified nurse midwives and other 

advanced practice registered nurses, while the rest require some type of collaborative agreement 

with a physician. States should reexamine whether the evidence supports these collaborative 

practice requirements and determine whether they are impeding availability of nurse midwifery 

services.  

 

2. Medicaid programs and health systems should expand the use of doulas.  Only a small fraction of 

U.S. hospital births take place with the use of doulas, or trained professionals who provides 

continuous physical, emotional and informational support to a mother before, during and shortly 

after childbirth.  Research has shown that women who are supported by doulas have an 80 

percent to 90 percent lower odds of nonindicated cesarean sections,11 as well as experiencing 

other benefits. 12 A growing number of community-based doula programs, which typically employ 
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women from a given community to assist others in the same or similar community, are also 

showing success in supporting women with maintaining breastfeeding and improving other 

outcomes. 13  

 

3. Increase the use of, and funding for, home visiting programs, such as the Nurse Family Partnership 

(NFP). The federally funded Maternal, Infant, and Early Childhood Home Visiting Program, 

administered by the Maternal and Child Health Bureau (MCHB), gives pregnant women and 

families “necessary resources and skills to raise children who are physically, socially, and 

emotionally healthy and ready to learn.”14 MCHB and the Administration for Children and Families 

(ACF), fund states, territories, and tribal entities to develop and implement evidence-based, 

voluntary programs.  Research has shown that new mothers and families who are supported by 

home visiting services such as the NFP for one to two years fare better across a number of 

measures – with children of women with low psychological resources experiencing less substance 

abuse and having improved academic achievement even a decade later.15  Existing home visiting 

programs funded by the federal government, however, serve just 10 percent or less of the 

estimated need. In February 2018, the Maternal, Infant, and Early Childhood Home Visiting 

Program was allocated only $400 million per year through fiscal year 2022.   Both federal and state 

funding for these programs should be increased sharply.  

 

N. Increase funding under the Title V Maternal and Child Block Grant and align performance measures 

with “moonshot” goals. 

 

The aforementioned Title V block grant program is critically important to support a range of efforts 

to improve health and other outcomes for families.   The roughly $660 million allocated for the block 

grant at the federal level for this fiscal year will leverage up to $5 billion in program funding, given 

matching fund requirements on states. Grants issued under the program are used by states to support 

efforts to reduce infant mortality; provide comprehensive care for women before, during, and after 

pregnancy and childbirth; provide preventive and primary care services for infants, children, and 

adolescents, including those with special health care needs; reduce adolescent pregnancy; and meet the 

nutritional and developmental needs of mothers, children and families, among many other activities. 

 

Although block grants are sometimes viewed as “slush funds” for states, in recent years, a series of 

performance measures have been adopted to maximize the likelihood that program expenditures at the 

state level will drive improved outcomes.  The size of the overall block grant should be increased in dollar 

terms, along with a review of the existing performance measures to ascertain the need for any changes to 

align program expenditures with “moonshot” goals as discussed above.  

 

 

 

https://www.acf.hhs.gov/
https://www.acf.hhs.gov/
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O. Incorporate screening for social determinants into pediatric services provided under Medicaid and 

the Children’s Health Insurance Program.  

 

To buttress the effectiveness of other programs to support mothers and families, health care 

providers must also understand and be aware of social determinants factors that can affect mother’s and 

children’s health.  For high risk communities in particular, having clinicians understand these factors and, 

to the degree possible, work with families and community-based organizations to address them. 

Children’s hospitals throughout the country have started to undertake such begun such screening; 16 it 

should now be extended more broadly into pediatric practices, particularly for the Medicaid and CHIP 

populations.  Another option would be to add social determinants screening recommendations to HRSA’s 

Bright Futures Program, which aims to improve health outcomes for the nation’s infants, children, and 

adolescents by increasing the quality of primary and preventive care through maintenance and 

dissemination of age-specific, evidence-driven clinical guidelines. 

 

P. Increase funding for Early Head Start.  

 

Early Head Start, a program under the Department of Health and Human Services’ Administration 

for Children and Families, provide similar services as preschool Head Start programs, but are designed for 

low-income families with infants and toddlers. Early Head Start programs promote the physical, cognitive, 

social, and emotional development of infants and toddlers through safe and developmentally enriching 

caregiving.  For low-income women and families, Early Head Start programs can be a source of affordable 

and high-quality child care that enables mothers to work and provide financial support for their families.  

Given the struggles that many low-income parents face in finding affordable child care, and the other 

supports that such parents need, Early Head Start and similar programs can play a vitally important role in 

children’s development and family well-being.   

 

IV. Tactics and Strategies to Promote and Achieve Change 
 

To assemble the components of a maternal and infant health “moonshot,” and engender support, 

convening participants identified the following three major strategies and tactics:  

 

A. Build a Cross-Sector Coalition to Drive Common Policy Agendas at the State and Federal Levels. 

 

As a first step, participants suggested convening a group of national stakeholders (e.g. professional 

societies, hospitals, payers, advocacy organizations and others) to share their existing maternal and infant 

health policy agendas, identify areas of agreement and to develop a common playbook and coalition of 

organizations to push current legislative proposals forward and, if needed, to co-create new proposals.  

At the congressional level, the coalition could seize the unique and timely opportunity to educate the new 

116th Congress, which now has the highest percentage of women in history, with 102 women in the 

House of Representatives and 25 women in the Senate, about specific policies that would support 
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maternal and infant health and health care.  At the state level, the coalition could work with state 

affiliates to develop legislative proposals and identify levers in each state that will help bills to get passed.  

The coalition could help bring learnings from one state to another.   

 

B. Develop the “Policy No-Brainer One Stop Shopping List.”  

 

 Perhaps similar to the one outlined in this summary, participants suggested that it would be 

helpful to have a “policy no-brainer one stop shopping list” of laws that should be enacted, new policies 

and programs to be implemented, and funding levels to be requested, along with the evidence base 

behind the recommendations.  An overall budget and return on investment should be estimated and 

provided as well.   Participants stressed the importance of creating a “one-stop” document of this type, 

perhaps similar to documents created as the “blueprint” for the Cancer Moonshot in 2015-2016. 

 

C. Launch a High-profile National Public Maternal and Infant Health Campaign.  

 

To help make maternal and infant health a national priority, participants suggested launching a 

public health campaign, through social and other media.  The campaign should be driven by women, with 

unified message, focusing on both positive maternal health stories as well as negative ones and featuring 

public champions such Christy Turlington Burns and Serena Williams. The campaign could either 

accompany calls for developing a “moonshot” approach, or could be launched at the same time as a 

moonshot agenda.  Either way, such a campaign would be an important element of mobilizing legislative 

and citizen support for a very robust agenda.  

 

 

 

This summary was written by Susan Dentzer, President and CEO, the Network for Excellence in 

Health Innovation (NEHI), and Valerie Fleishman, Executive Director, NEHI.  Research assistance was 

provided by Yaminah Romulus, Health Policy and Program Associate, NEHI. NEHI is grateful to the Jewish 

Healthcare Foundation for its support of the convening.   
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Appendix B 

Advancing New Federal and State Policies to Improve 
Maternal and Infant Health and Health Care 

Hosted by NEHI in Partnership with the Jewish Healthcare Foundation 

Wednesday, December 12, 2018 | 9 AM – 3 PM 
Kaiser Permanente Center for Total Health 

700 2nd Street NE, Washington DC 

Agenda 

9:00 AM Welcome and Introductions; recap of Day 1      Susan Dentzer, Karen Feinstein 

9:30 AM Overview and Background: What Programs Exist In 
States and In the Federal Government?  What New 
Approaches May Be Needed?      

9:50 AM  Stakeholder Perspectives on the Need for Care Improvement and Available Policies and Programs 

Advancing the Conversation: “Thought Starters”: 
− Elena Gorodetsky, Health Scientist Administrator and Research Program Officer,

National Institutes of Health
− Aaron Lopata, Chief Medical Officer, Maternal and Child Health Bureau, Health

Resources and Services Administration
− Kelly Murphy, Program Director, Health Division, National Governors Association
− Emmeline Ochiai, Senior Advisor, Office of Disease Prevention and Health Promotion,

HHS
− Loren Robinson, Deputy Secretary for Health Promotion and Disease Prevention,

Pennsylvania Department of Health
− Jennie Shaw, Senior Program Manager, American College of Obstetricians and

Gynecologists

Discussion Topics: 

 What does the evidence show about maternal and infant health care in the United
States, about care and outcome disparities, and the federal and state role in addressing
them?

 Which federal and state policies and programs support improvements in evidence-
based practices have been shown to improve quality, safety, and outcomes in maternal
and infant care?

 What overarching goals in care quality, safety, and cost effectiveness should new policies and
programs, or extensions of existing policies and programs, support?

11:00 – 11:15 AM    Break 

Susan Dentzer 
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11:15 AM  Beyond Payment: Strategies that Warrant Greater Federal and  
 State Support  
 

 Congressional Legislative Overview   -  TBD  

 Views from Non-Profit/Advocacy Groups: Families USA, Lamaze International, Nurse-Family 
Partnerships 

 View from Providers/Societies/Stakeholders:  ACOG, American College of Nurse-Midwives, 
American Hospital Association, America’s Essential Hospitals, Cedars-Sinai, California 
Perinatal Quality Care Collaborative, Centering Healthcare Institute, Greater New York 
Hospital Association, Kaiser Permanente, Planned Parenthood  

 The Role of Quality Measures, Measurement, and Registries – Shantanu Agrawal, 
National Quality Forum; Steve Hasley, ACOG 

 
Discussion Topics 

 What activities are the federal government and states supporting now that is working 
well?  What should be expanded?  

 What are the federal and state governments not doing that should be done?  

 What strategies will make these programs and policies happen – e.g., legislative or other  
 

12:45 PM Break for Lunch 
 
1:30 PM The Path Forward: Group Brainstorming  
 
  Discussion Topics: 

 Carry-overs from previous discussion 

 Other Issues for Medicaid and States 

 Other Issues for HRSA/MCH Bureau; work force 

 Filling Knowledge Gaps: A Research Agenda  
 

2:45 PM  Wrap-Up and Close  
 
3:00 PM Adjourn 
 
 

#### 




