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The next generation of honor roll students, successful entrepreneurs, and community leaders starts with 

healthy mothers, healthy pregnancies, and healthy birth outcomes. Texas has made progress reducing infant 

death and preterm births, but far too many women experience barriers to care that negatively affect 

pregnancy and birth and the state continues to see high rates of premature and low-birth weight babies. 

Texas can take steps to ensure healthier, stronger babies are born across the state by improving access to 

preconception, prenatal, and postpartum care; continuing to invest in evidence-based home visiting 

programs that support moms and babies during and after pregnancy; and streamline Medicaid eligibility 

and enrollment and leverage existing outreach and education efforts to target eligible but uninsured 

pregnant women during their first trimester of pregnancy.  

 
 
 

 

 

 

 

Thank you for the opportunity to provide testimony on this important issue. My name is Adriana Kohler and I 

am the Senior Health Policy Associate at Texans Care for Children, a statewide nonprofit organization that 

works to drive policy change to improve the lives of Texas children today for a stronger Texas tomorrow. We 

collaborate with community and health leaders around the state to identify health challenges for children and 

families, barriers to health care access, and potential policy solutions to improve the well-being of Texas 

children and families. 

 

Background 
Healthy birth outcomes today are key to ensuring that the next generation of Texas children 

and adults are healthy and successful . When babies are born too early (premature) or too small (low-

birth weight), there are significant long-term consequences for kids, families, and communities. Prematurity 

can lead to lifelong health and development issues, including lung and breathing problems like asthma; 

hearing loss; intellectual and developmental disabilities, such as cerebral palsy, autism, and other neurological 

disorders; lower academic achievement; and behavior issues like attention deficit hyperactivity disorder.1 Low-

birth weight babies are more likely than normal-weight babies to have health conditions later in life, such as 

diabetes, high blood pressure, and heart disease.2 Preventing prematurity and low birthweight is not just 

about the number of days a baby has to spend in a hospital’s neonatal intensive care unit (NICU) – healthy 
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birth outcomes are essential to preventing long-term health and developmental issues and ensuring children 

can lead healthier lives and succeed in school and into adulthood. 

 

Texas has made progress in recent years towards improving the health of mothers and 

babies.3 Our state’s rate of infant mortality (5.9%) has been below the national average (6.0%) for about 10 

years and has declined over the past five years.4 Texas has worked hard to improve birth outcomes and 

recognize the importance of preconception and prenatal care through various state programs, such as the 

Healthy Texas Babies (HTB) initiative, the “Someday Starts Now” life planning tool, and HTB Local Coalitions 

that implement evidence-based interventions around the state, many of which focus on increasing 

preconception care in provider settings. 

 

Yet, Texas’ rates of premature and low-birth weight births are sti l l  above national averages5 

and there are signif icant racial disparit ies when it comes to health outcomes of moms and 

babies .6 In particular, African American babies die at twice the rate of White and Hispanic babies.7 Black 

women are much more likely to have preterm birth (14.0% of live births among Texas Black women are 

preterm, meaning before 37 weeks) compared to Texas women overall (10.3%) and U.S. women overall 

(9.6%). Both preterm birth and low birth weight births can be prevented and influenced by the health of a 

woman before and during pregnancy. Indeed, the Texas Department of Health and Human Services (DSHS) 

has estimated that 61% of deaths of African American infants are preventable.8  

 
Ensuring access to care before, during, and between pregnancies not only helps prevent 

unplanned pregnancies and improve birth spacing, but also posit ively affects pregnancy 

outcomes and the baby’s health and development . To address birth outcomes, there are three 

critical windows of opportunity: before, during, and after pregnancy. In particular, preventive care and 

interventions before pregnancy are one of the most effective ways to prevent preterm birth and low birth 

weight births and improve health outcomes for moms and babies.  

 

• Studies show that when women are able to plan or space their pregnancies, they are less likely to 

deliver early (preterm),9 more likely to receive prenatal care in the first trimester,10 and their babies 

are less likely to be low birthweight and have slow neonatal growth.11 Yet, over half of pregnancies 

in Texas are unintended, and too many women miss out on the benefits of birth spacing.12  

• In addition, identifying and treating diabetes before pregnancy can reduce the risk of pregnancy 

complications, including preeclampsia, premature birth, birth defects, and miscarriage.13 It is 
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essential that diabetes is identified early and is under control about three to six months before a 

woman becomes pregnant.14 

• Likewise, treating hypertension before and during pregnancy helps reduce pregnancy 

complications, such as preeclampsia, placental abruption, and gestational diabetes,15 and 

decreases the risk of premature birth, low birth weight, and infant death.16 

• Depression before and during pregnancy is a risk factor for postpartum depression, which affects 

about 69,000 to 79,000 Texas women each year.17 If untreated, postpartum depression may 

negatively affect infant health, the mother-child relationship (attachment and bonding), and a 

baby’s brain development, including adverse effects on a child’s behavior and cognitive and 

social-emotional development.18 Screening before, during, and after pregnancy and access to 

mental health treatment are key to improving health outcomes for moms and babies. 

 

Early prenatal care is extremely important for the health of both the mother and baby.19 Yet, 

nearly 40% of Texas women receive prenatal care late or not at al l .  Early prenatal care enables 

women to work with their doctors to identify and manage health risks, such as hypertension, diabetes, and 

depression, and address behaviors that affect pregnancy, such as unhealthy diet, smoking, and alcohol use. 

But in 2013 only 61% of pregnant woman in Texas entered prenatal care in the first trimester (the 

recommended time to start prenatal care).20 Late access to prenatal care is a statewide problem that 

disproportionately impacts African American and Hispanic women, with about 30% of White women in 2013 

receiving late or no prenatal care, compared to about 39% of Hispanic women and 47% of African American 

women.  

 

Too many women experience barriers to prenatal care access. In 2013 in Texas:  

• 229,352 women received prenatal care starting in the first trimester;  

• 95,194 women received prenatal care starting in the second trimester; 

• 24,530 women received prenatal care starting in the third trimester; and  

• 17,880 women received no prenatal care.21  

 

Barriers to prenatal care range from transportation challenges, to difficulty getting time off work, to not being 

able to get an appointment.22 Notably, however, among women who could not access prenatal care as early 

as they wanted, the most common barriers reported were not having insurance or enough money to pay for 

prenatal care visits (52.2%) and not having a Medicaid card (51.2%).23 These are issues that can be fixed 

through policy solutions. Some barriers require individual and community changes – such as increased 
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awareness of the importance of early prenatal care – which is harder to achieve. But improved access to early 

prenatal care through affordable coverage and timely enrollment in Medicaid can be addressed by the 

legislature. Reducing these barriers is essential for improving access to prenatal care in the first trimester in 

Texas and achieving healthy outcomes for moms and babies.  

 

Improving birth outcomes saves the state money .  Medicaid pays for 53% of births in Texas,24 and 

about 70% of Medicaid costs for hospitalized newborns are related to prematurity.25 Reducing premature and 

low-birth weight births would not only alleviate the suffering of newborns and families, but also potentially 

increase state cost savings. There is a ten-fold increase in average Medicaid costs for preterm births 

compared to full term births – and average Medicaid costs can be over 150 times higher for extremely 

premature births. Specifically, a healthy, full-term newborn birth costs an average of $404 to Medicaid. But a 

premature baby without major problems costs Medicaid an average of $4,019 and an extremely premature 

infant birth costs Medicaid an average of $63,124.26 In fact, the Texas Health and Human Services 

Commission (HHSC) estimated that a 1% reduction in neonatal intensive care unit (NICU) utilization results in 

$3.1 million in savings to general revenue.27 

 

Recommendations 
RECOMMENDATION 1: Improve access to preconception care, prenatal care, and postpartum 
care after the birth of a child so that women and their providers can address health conditions 
and risks that may impact pregnancy outcomes and a baby’s health and development.  

 

When women are healthy before, during, and after their pregnancy, babies are less likely to be born too early 

or too small, and kids will have healthier outcomes. Texas has recognized the importance of these issues 

through various state programs, such as the Healthy Texas Babies (HTB) Local Coalitions and the “Someday 

Starts Now” life planning tool. Additionally, Texas has made strides on postpartum and interconception care 

by deciding to auto-enroll women who receive Medicaid for Pregnant Women into Healthy Texas Women 

(the state women’s health program, launching July 2016) after the 60-day postpartum Medicaid certification 

period ends. This helps reduce gaps in preventive care, especially during the critical time after delivery of a 

newborn. Yet, the Healthy Texas Women program only has the capacity to reach a fraction of the low-income 

women in need of access to affordable preventive care, and the program only provides a limited scope of 

services. 
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Access to comprehensive health coverage is limited in Texas. Most low-wage jobs do not provide insurance. 

Premiums for individual health insurance are unaffordable for low-wage workers. Subsidies on the Affordable 

Care Act (ACA) Marketplace are only available for individuals above the poverty line. Texas Medicaid is only 

available to working-age, able-bodied adults if they are pregnant or if they are a parent and the household 

income is below $5,000 per year for a family of four. In other words, a mother in a family of four that earns 

between $5,000 and $24,000 per year is not eligible for affordable health coverage in Texas.  

 

Moving forward, the state should develop a workable solution for the coverage gap in order to maximize 

federal funds and substantially increase the number of women able to access a medical home where they can 

receive care before, during, and after pregnancy. Continuity of coverage and care will enable women and 

their providers to address health conditions and risks before pregnancy and improve early access to prenatal 

care, thereby reducing the risk of prematurity and low birthweight and ensuring healthier outcomes for moms 

and babies.  

 

RECOMMENDATION 2: Streamline Medicaid eligibil ity and enrollment processes 
and leverage existing outreach and education efforts to target eligible but 
uninsured pregnant women during their first trimester of pregnancy.  

 

In recent years, Texas HHSC has made improvements to better streamline the Medicaid application and 

eligibility process for pregnant women. HHSC and Medicaid managed care plans are making efforts to reduce 

the time between submission of a Medicaid application, selection of a plan, and a woman’s prenatal visit with 

her provider.  

 

While progress has been made, many people are not aware of the availability of Medicaid coverage for low-

income pregnant women – and for many others, the process takes too long to be able to get prenatal care in 

a timely manner. The perception of high costs to the consumer (i.e., not being able to afford prenatal care or 

a doctor’s visit) often keeps women from critical prenatal visits. In particular, 2011 PRAMS data shows that, 

among Texas women who could not access prenatal care as early as they wanted, the most common barriers 

reported were not having insurance or enough money to pay for prenatal care visits (52.2%) and not having a 

Medicaid card (51.2%).28  

 

The state must increase investment in outreach and education efforts and promote clear, easy-to-read 

information about availability of Medicaid for pregnant women. The state must also continue to streamline the 
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application and enrollment process for pregnant women so they can easily select a health plan, get enrolled, 

and receive a Medicaid card. These steps are needed to ensure pregnant women enroll in Medicaid coverage 

and access prenatal care in their first trimester. 

 

RECOMMENDATION 3: Continue investing in evidence-based home visiting programs that lead 
to healthier pregnancies and have a demonstrated effect on maternal and infant health.  

 

Texas must continue supporting evidence-based home visiting programs that are proven to improve 

pregnancy outcomes and ensure moms and babies are healthier. Texas has a successful home visiting 

program that supports four evidence-based models in communities across the state. As an example, Nurse 

Family Partnership (NFP) pairs nurses with low-income, first-time mothers during and after pregnancy to 

provide one-on-one education and counseling on health, breastfeeding, infant diet and feeding practices, 

and child development issues. The program’s expert guidance has been proven to lead to healthier 

pregnancies by working with women on healthy diets and smoking cessation and by helping women access 

health professionals for prenatal care. 

 

The state should continue investing in these effective intervention programs to support pregnant women and 

new parents as they start down the path to raising happy and healthy kids. 

 

                   ***** 

Thank you for your consideration, and for your commitment to improving the lives of children and families in 

Texas. If you have any questions, please feel free to contact me at 512.473.2274. 

 

Respectfully, 

 

Adriana Kohler 

Senior Health Policy Associate 

Texans Care for Children 

akohler@txchildren.org 

www.txchildren.org 
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