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Abstract 

Maternal health disparities affecting Black women in the United States remain a 

persistent public health concern due to inequities in prenatal care access and adverse birth 

outcomes. Prior research has shown that socioeconomic conditions, insurance coverage, 

and systemic barriers influence prenatal care utilization and maternal outcomes; however, 

limited research has examined how Medicaid coverage, household income, preterm birth, 

and birth weight are collectively associated with prenatal care access among Black 

women in Cook County, Illinois. The purpose of this quantitative correlational study was 

to examine the relationships among these factors and access to prenatal care among Black 

women ages 15–44 in Cook County, Illinois. Bronfenbrenner’s (1979) socioecological 

model guided the examination of individual, community, and systemic influences on 

prenatal care utilization. Using a quantitative correlational design, secondary data were 

obtained from a sample of 90 Black women ages 15– 44 in Cook County, Illinois, drawn 

from the National Center for Health Statistics' maternal and child health dataset, and 

analyzed using multiple logistic regression in SPSS Version 28. Results indicated 

statistically significant relationships between Medicaid coverage, household income, and 

access to prenatal care, suggesting that socioeconomic and structural determinants 

contribute to disparities in prenatal care utilization. These findings may support positive 

social change by informing public health policy, strengthening maternal health programs, 

and guiding targeted interventions to improve prenatal care access and reduce disparities.   
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Section 1: Foundation of the Study and Literature Review 

Introduction 

Documented differences in birth outcomes highlight persistent disparities 

affecting African American mothers and infants and provide insight into a social problem 

that must be addressed in the United States, particularly disparities in access to healthcare 

services and socioeconomic status. Despite many improvements in the health status of 

Black women and other demographic improvements, they have a higher likelihood of 

experiencing adverse birth outcomes, such as preterm births, including preterm babies 

with low weight (Crockett et al., 2022). While examining prenatal care, Medicaid and 

household income emerged as the two most significant factors affecting women's access 

to services (Brown et al., 2019). As the primary insurance program in the United States, 

Medicaid provides essential prenatal healthcare services to low-income pregnant women.   

Several empirical findings have provided evidence to underpin insurance status 

and household income propositions on the timing, rate, and quality of prenatal services 

for pregnant women (Bellerose et al., 2022; Kaur et al., 2023). Altogether, these variables 

can negatively affect birth outcomes with the effects being worse among Black women 

who have higher likelihood of engaging in lower-paying occupations and also use 

Medicaid at much higher rates than others. Concerning these more nuanced aspects of the 

socio-economic determinants, the interactions with healthcare access and demand reveal 

where disparity reduction efforts should be focused (Taylor et al., 2021).   

Overall, analysis of Medicaid coverage, household income, and prenatal care 

access among Black women is important for policymakers, health care providers, 

planners, and researchers to design and develop more appropriate prenatal care policies 
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and systems in the plan of narrowing documented race disparity (Peterson et al., 2022). 

Such relationships are apparent and necessary for explaining how to improve 

accessibility to prenatal care and enhance outcomes of the birth rate for these minority 

groups. 

This section presents the background to the study, the research problem, and the 

study’s purpose. The other subsections included in this section are the research questions 

and hypotheses, theoretical framework, nature of the study, and the literature search 

strategy. I use this section to present a detailed literature synthesis related to the study 

variables, definitions, assumptions, scope and delimitations, limitations, significance, 

summary, and conclusions.   

Background  

Healthcare disparities in the United States significantly affect access to and 

affordability of medical services. Between 1999 and 2018, Mahajan et al. (2021) 

identified significant ethnic and racial differences in healthcare status, access, and 

affordability. Low-income African American individuals experienced notably reduced 

access to healthcare compared to their White peers. Shrank et al. (2021) highlighted the 

critical need to enhance insurance coverage and improve advanced home-based care as 

essential measures to address these inequalities and rising healthcare costs. Additionally, 

a report by Deloitte indicated that while the United States cannot sustain healthcare 

disparities, these inequities restrict access to affordable, high-quality care for underserved 

populations (American Medical Association and Association of American Medical 

Colleges, 2021).  
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Numerous studies have highlighted racial and ethnic disparities in access to 

affordable and quality healthcare (Buchmueller & Levy, 2020; Coombs et al., 2021; 

McMaughan et al., 2020). Buchmueller and Levy (2020) link these disparities to 

inadequate insurance coverage and limited access to healthcare, primarily due to rising 

costs. Furthermore, barriers such as unequal insurance coverage, unaffordable healthcare, 

shortage of healthcare services, and insufficient financial resources significantly impede 

access to high-quality healthcare (Coombs et al., 2021). In their investigation of the 

connection between social and economic status and healthcare access in the United 

States, McMaughan et al. (2020) found that among the elderly, poorer health outcomes 

were associated with lower economic and social status, as well as limited access to 

healthcare. Therefore, given the overwhelming evidence of healthcare inequality in the 

United States, I sought to investigate the impacts of racial disparities on Medicaid 

coverage, birth weight, household income, access (frequency and timing) of prenatal 

care, and preterm birth in pregnancy among Black women ages 15–44 in Cook County, 

Illinois.   

Several researchers have attempted to investigate pregnancy-related health results 

among Black women in the United States. In one such study, Braveman et al. (2021) 

explored the disparities in Black-White preterm births asserting that racism, chronic 

stress, socioeconomic conditions, and genetic influences contributed to the disparities in 

Black-White preterm births. Assessing the impacts of stress and racism on preterm births 

among Black women, Giurgescu et al. (2022) found chronic stressors associated with 

lower socio-economic status and elevated levels of racial discrimination resulted in Black 

women experiencing higher rates of preterm births. Similarly, Jahn et al. (2022) 
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demonstrated that exposure to neighborhood policing and structural racism increased 

preterm births among Black women.   

Access to prenatal care for Black women in the United States is profoundly 

affected by systemic racism, affordability, and socioeconomic factors. A systematic 

review and meta-analysis by Silva et al. (2022) demonstrated that Black women have the 

lowest first-trimester prenatal care access rates among various ethnic groups.   

Additionally, Taylor (2020) found that disparities in Medicaid access contribute to 

lower utilization of preventive care and worse birth outcomes for pregnant women. 

Ognogho and Saque (2020) further observed that, despite the expansion of Medicaid 

facilitating early prenatal care access, Black mothers without Medicaid extensions faced 

significant barriers in obtaining adequate prenatal services. Supporting this, Palmer 

(2020) reported that increased Medicaid eligibility positively influenced access to 

prenatal care for both Black and White pregnant women. Together, these studies highlight 

the essential role of financial resources and systemic inequities in determining access to 

prenatal care for Black women.   

Despite this, there remains a significant gap in the current research regarding 

pregnancy outcomes for Black women ages 15–44 in Cook County, Illinois. Whereas 

researchers have investigated the varied aspects impacting prenatal care among Black 

women, they have yet to examine how cultural competency programs may be used to 

improve Black women's access to prenatal care with Medicaid coverage (Upadhyay et al., 

2022). Therefore, addressing this research gap increases Black women’s access to 

prenatal care while addressing the impacts of socioeconomic status on preterm birth and 

access to prenatal care. The findings of this study inform policy and development, as well 
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as implementation that will expand Medicaid coverage and improve Black women’s use 

of prenatal care in the United States.   

Problem Statement  

The problem addressed is the lack of understanding regarding how Medicaid 

coverage, household income, birth weight, and preterm birth influence access to prenatal 

care among Black women ages 15–44 in Cook County, Illinois. While several researchers 

have investigated the factors affecting early birth among Black women in this 

demographic, the interaction between socioeconomic factors—such as Medicaid 

coverage and household income—and birth outcomes, including birth weight and preterm 

birth, remains inadequately explored. Consequently, the relationship between these 

variables and access to prenatal care for Black women of reproductive age in Cook 

County is not well understood. For instance, researchers such as Alexander and Schnell 

(2024) and Alhalel et al. (2022) have reported that excessive bureaucracy, limited 

provider capacity, and transport challenges hindered patient access to quality care. 

Similarly, structural bias and acts of racism added to the complexities of accessing and 

using healthcare (Conteh et al., 2022). Concerning pregnancy-health outcomes, 

lowincome Black women continue to experience more hardships regarding nutrition, 

environmental risks, and job demands (Curtis et al., 2022; Jackson et al., 2021).   

While researchers have examined the varied factors affecting the pregnancy 

health outcomes of Black women, they have yet to examine how household income, birth 

weight, Medicaid coverage, preterm birth, and access to prenatal care affect the 

pregnancy health outcomes of Black women. Attempting to address this problem, Taylor 

(2020), and Ognogho and Saque (2020) reported that compared to commercial insurance, 
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states with Medicaid extensions reported higher rates of prenatal care. Similarly, Palmer 

(2020) found Medicaid eligibility based on income increased prenatal access for Black 

women. However, income manipulation decreased Medicaid-paid births among Black 

women in the United States. In contrast, Braveman et al. (2021) associated disparity in 

preterm births among African American and White women with chronic stress, racism, 

and low socioeconomic status. Therefore, this study addressed this gap by investigating 

whether household income, Medicaid coverage, preterm birth, and birth weight impact 

Black women’s access to prenatal care in Cook County, Illinois.   

Purpose of the Study  

The aim of this quantitative correlational research was to investigate the link 

between Medicaid coverage, household income, preterm birth weight, and access to 

prenatal care among Black women ages 15–44 in Cook County, Illinois. The dependent 

variable was access to prenatal care while the independent variables were preterm birth 

weight, Medicaid coverage, and household income. Age was one of the controlling 

variables given that younger or older women may have different health risks and access 

to care. The second controlling variable was geographical location given that urban vs. 

rural areas may impact healthcare access and income disparities. Establishing the 

relationship among the study variables may inform efforts to improve Black women’s 

access to prenatal care in Cook County when age and geographical location are the 

controlling variables. This study’s findings may also inform the development of policies 

aimed at increasing Medicaid coverage for Black women with low household income 

positively influencing birth weight and reducing the rates of preterm births in this 

population.   
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Research Questions and Hypotheses  

The following research questions (RQs) guided this study:  

RQ1: What is the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 living in Cook County, Illinois, while controlling for 

age?  

H01: There is no significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois, while 

controlling for age.  

H11: There is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to the 

prenatal care of Black women ages 15–44 living in Cook County, Illinois, while 

controlling for age.  

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois?  

H02: Marital status and education level do not moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois.  

H12: Marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and the access to 

the prenatal care of Black women ages 15–44 living in Cook County, Illinois.  
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Theoretical Framework 

Bronfenbrenner's (1977) socioecological model (SEM) provided the theoretical 

foundation for this research. Originating from Bronfenbrenner's work in the 1970s, SEM 

has been adapted in public health to analyze health behaviors and outcomes through 

interconnected individual, community, and systemic factors (Kilanowski, 2017).  

SEM is based on the assumption that healthcare practices are impacted by several 

levels of factors and that effective interventions target these levels simultaneously. In this 

study, Medicaid coverage (systemic level), household income (community level), and 

preterm birth weight (individual level) were examined alongside controlling variables 

such as age and geographic location. Literature has supported the use of SEM, with 

studies on healthcare access and racial disparities showing its utility in analyzing 

maternal and child health outcomes (Kilanowski, 2017). Figure 1 below presents a 

summary of how individual traits, social interactions, and community context shape 

healthcare decision-making behavior.  
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Figure 1 

Socioecological Model 

   
Note. Adapted from Bronfenbrenner (1979). The ecology of human development: 

Experiments by nature and design. Harvard University Press.  

The model’s strength lies in its ability to provide a multilevel perspective, 

emphasize equity, and guide the design of comprehensive interventions. However, it also 

introduces challenges such as complexity in data collection and analysis, high resource 

requirements for multilevel interventions, and difficulty in establishing causal 

relationships due to interconnected factors (Bronfenbrenner, 1977). SEM aligned with 

the RQs by offering a structured approach to understanding how individual, community, 

and systemic factors influence prenatal care access. Despite its limitations, SEM is 

wellsuited for addressing health disparities, making it an effective framework for this 
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study to identify actionable strategies for improving prenatal care access in marginalized 

communities.  

Nature of Study 

A quantitative research design was used in this study. Quantitative methods are 

widely used to analyze patterns, relationships, and correlations among measurable 

variables (Alharahsheh & Pius, 2020). According to Fisher (2014), this approach relies on 

the collection and analysis of numerical data, enabling researchers to objectively examine 

trends within populations. Additionally, quantitative research supports hypothesis testing 

and data-driven conclusions, which are essential for addressing RQs related to variable 

relationships (Gutterman, 2020). Given these strengths, a quantitative methodology is 

well suited for this study, as it allows for a rigorous evaluation of how socioeconomic and 

health-related factors influence prenatal care access for study participants.  

Correlational research design was adopted in this study. Correlational research 

design is a nonexperimental research design used by researchers to examine whether 

there is a statistically significant relationship between the research variables (Seeram, 

2019). In correlational design, the researcher does not manipulate or control the study 

variables (Curtis et al., 2016). The goal of correlational research is to explain and predict 

associations between study variables (Mohajan, 2020). The Correlational research design 

served to examine whether there was a statistically significant relationship between 

Medicaid coverage, household income, preterm birth, birth weight, and Black women 

ages 15–44 access to prenatal care in Cook County, Illinois.   

Secondary data was collected and analyzed to examine this. The secondary data 

was retrieved from the National Center for Health Statistics (NCHS) for Maternal and 
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Child Health Data (NCHS, 2021). The data set included data on Medicaid coverage, 

household income, preterm birth, birth weight, and use of prenatal care among Black 

women ages 15–44 in Cook County, Illinois. The SPSS Statistics Version 28.0 software 

was used for data analysis. I used multiple regression analysis to examine the existence of 

a statistically significant relationship.   

Literature Search Strategy  

The literature search strategy aimed at determining access to prenatal care, birth 

weight, and preterm birth among Black women ages 15–44 in Cook County, Illinois and 

its relationship with Medicaid status and household income. First, the search was based 

on the primary databases most applicable to the healthcare sector and wider social 

sciences. These databases included PubMed, Embase, Scopus, Google Scholar, and Web 

of Science. The selected databases published peer-reviewed articles on medical studies, 

public health, and social sciences. In addition, keyword searches were determined. 

Specific search terms were grouped around insurance and income status, population and 

birth outcomes, and prenatal care access, to make sure the subject of this research was 

thoroughly covered.   

The first category of keywords was related to insurance and income status and 

contained “Medicaid,” “public insurance,” “health insurance,” “medical assistance,” 

“household income,” “family income,” “socioeconomic status,” and other close phrases. 

The second cluster concerned the population and birth outcomes, such as African 

American and birth results terms like “birth weight,” “low birth weight,” “preterm birth,” 

and “pregnancy outcomes.” The third group focused on prenatal care access and included 

such words as “prenatal care,” “antenatal care,” “healthcare utilization,” birth weight OR 
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preterm birth,” birth weight AND preterm birth, and “access to health services.” The 

terms were then joined together using relevant Boolean operators to make comprehensive 

search terms to suit the widespread characteristics of each database.  

Considering the time sensitivity of the research topic, the search was limited to 

articles and other publications from 2020 to 2024. The inclusion criteria prioritized works 

published in English authored by U.S. researchers, with the samples consisting entirely of 

or including a significant African American population. The study had to include the 

main outcomes of Medicaid status and income markers, and either birth weight or 

preterm birth.  

 Although the analytic sample included 90 Black women, this sample size was 

appropriate for a population-specific, county-level secondary data analysis. The study 

was designed to examine associations rather than to produce population-level causal  

inference. A post hoc power assessment indicates that, with an alpha level of .05 and a 

medium effect size, the sample size provides sufficient statistical power to detect 

meaningful relationships among study variables. Although an a priori power analysis 

indicated a larger ideal sample size, the final analytic sample included 90 Black women 

due to the population-specific and secondary nature of the dataset. Accordingly, the 

analyses were interpreted as exploratory and context-specific, and limitations related to 

statistical power were acknowledged.  

This systematic approach intended to yield a comprehensive body of literature 

relevant to the direction, strength, and nature of the relationships among Medicaid 

coverage, household income, prenatal care utilization, and birth outcomes for Black 

women. The approach enables a textbook and almost bias-free classification of evidence 
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data, thus grounding the subsequent analysis of this significant public health problem on 

methodological soundness.  

Review of Literature 

Although researchers have examined factors related to the topic of this research, it 

remains unclear whether these factors influence prenatal care utilization among the target 

group. In this subsection, a detailed literature synthesis was conducted to establish 

whether there was a statistically significant relationship between the study variables.   

Medicaid Coverage and Access to Prenatal Care 

Medicaid’s Role in Accessing Prenatal Care 

The status of Medicaid coverage and accessibility to prenatal care constitutes a 

core concern of public health in the United States, especially for the Black women who 

experience a higher risk of maternal mortality. While Medicaid is a fundamental 

insurance coverage source, there are large gaps in the use of prenatal care (Fox et al., 

2023). Black women have high chances of dying from complications related to 

pregnancy and childbirth as opposed to any other race, and pregnant Black women are 

more likely to be readmitted to the hospital or die from any cause than White pregnant 

women (Brown et al., 2021). However, this federal-state program has helped to increase 

access to basic prenatal care services even though various barriers exist in the lowincome 

group in accessing healthcare services. Knowledge of such dynamics is crucial for 

designing appropriate prevention and treatment strategies for the enhancement of 

maternal health status.  

As a form of financial access, Medicaid plays a key role in enabling pregnant 

women to access required prenatal care since out-of-pocket expenses may function as 
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barriers because their costs are reduced or even eliminated. Services include antenatal 

clinic appointments, expert referrals, biochemical tests, and fetal anatomy ultrasounds 

during pregnancy (Farringer, 2021). Similarly, medication that is essential for pregnant 

women like prenatal vitamins, folic acid supplements, and any pregnancy-related 

medicine required to treat diseases like gestational diabetes or pregnancy-induced high 

blood pressure is covered under Medicaid (Frayne et al., 2021). Without such funding, 

there are chances that most economically disadvantaged women could not afford basic 

antenatal care essential for the child’s and mother’s health due to excessive costs (Scott & 

Qamar, 2024). Thus, the expansion of the Medicaid program guarantees that these 

services are affordable and accessible to all expectant women so that they can start 

receiving prenatal care in early pregnancy and attend their antenatal appointments 

regularly to recognize and proactively manage any pregnancy complications.  

Prenatal care access through Medicaid during the first trimester is crucial in 

ensuring the good health of pregnant women and their fetuses. Early access is especially 

important because it helps obtain initial health parameters, detect diseases before 

pregnancy, and participate in preventive measures that can help minimize pregnancy 

complications (Harvey et al., 2021). Medicaid also helps cover the number and frequency 

of prenatal visits (Eliason et al., 2021). The frequent checkups assist healthcare providers 

in observing fetal development and changes in maternal health and observe any newly 

arising complications. In addition, Medicaid provides help with the immediate referral to 

specific maternal-fetal medicine specialists and other concerned subspecialties in cases 

when behaviors are to be identified as high-risk conditions like gestational diabetes, 

preeclampsia, or multiple pregnancies (Morgan et al., 2022). Therefore, routine prenatal 
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care, and entering prenatal care early, cover all necessary services for checking 

complications with high risk and appropriate care to the mother and baby. In turn, this 

leads to improved birth outcomes and low maternal morbidity levels.  

Medicaid includes a broad range of services that show a more complex view of 

prenatal care that is not restrained to medical procedures, since the health of women 

during pregnancy has several aspects. Prenatal mental health care is essential because the 

mother can develop depression, anxiety, or postpartum mood disorders that affect her and 

the fetus (Margerison et al., 2021). The coverage entails counseling sessions when such 

conditions require psychiatric attention or prescription of medications. Likewise, 

substance use treatment coverage aims at fulfilling an important aspect of public health 

by offering both outpatient and inpatient treatment, medication-assisted treatment, and 

counseling services to pregnant women with substance use disorders (Horan et al., 2023). 

Nutrition counseling services are used for proper diet during pregnancy, treatment of 

complications that are linked to pregnancy, including gestational diabetes, and 

appropriate weight gain during pregnancy (Lacci‐Reilly et al., 2023). So far, this detailed 

strategy reduces risks and provides the best results for both the mother and the newborn.  

The way Medicaid contributes to the reduction of disparities is a positive move 

towards the attainment of health equity, especially as it pertains to the elimination of 

disparities in healthcare access experienced by Black women ages 15–44 in Cook 

County, Illinois. By offering primary care to a population with a high level of poverty, 

Medicaid has the potential to mitigate the root causes of persistent maternal health 

inequalities (Dihwa et al., 2022). Medicaid does not only encompass health services but 
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also includes many social needs like medical transportation, nutritional support, and 

community resources (Monroe et al., 2023).   

Similarly, Medicaid assists in addressing disparities in the past regarding being 

able to access preventive services, specialty care, and perinatal care that may be too 

expensive. Also, the Medicaid coverage model has a significant role in reducing the 

impacts of intergenerational poverty on health, since pregnant individuals are not exposed 

to catastrophic health expenditures (East et al., 2023). The approach of a comprehensive 

model for healthcare access is steadily addressing the maternal health inequalities present 

in the American healthcare system for Black women who have a disproportionately high 

risk of mortality during childbirth.  

Support Systems and Cultural Competency Efforts 

Medicaid cultural competency programs are examples of culturally specific 

efforts to improve healthcare disparities through better coordination and accessibility of 

prenatal care services. Specialized outreach programs employed in states involve 

partnerships with community-based organizations to create culturally appropriate health 

promotion information, use different languages to promote information, and build 

confidence in the targeted population (Upadhyay et al., 2022). Community-based doula 

services have been successful, especially with the provision of culturally sensitive 

emotional support, counseling, and encouragement before, during, and after childbirth by 

doulas from similar cultural backgrounds (Thomas et al., 2023).   

Doulas sometimes know the specific cultural practices and values concerning 

pregnancy and birth within certain cultures. The integration with existing community 

health workers (CHWs) further enhances these programs because CHWs are critical 
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liaisons between healthcare and the community as they facilitate the interpretation of 

culture and language and provide culturally appropriate health literacy (Heisler et al., 

2022). Combined, these cultural competency efforts support the development of a better 

and more culturally sensitive prenatal care system for Black communities.  

Support systems are important enablers in enhancing prenatal care provision and 

access and utilization among Black women with Medicaid. Community health worker 

programs use locals who are conversant with the community’s culture and can gain the 

trust of the women as they assist in the complexities of the health system (Ignoffo et al., 

2022). The workers are usually from the same background as the women they help, so 

they act as a link between communities and medical personnel.   

Likewise, doula services, which are now being reimbursed by Medicaid in many 

states, offer critical emotional and physical support at the time of pregnancy, during birth, 

and the immediate weeks following, which improves the birth outcomes of Black women 

(Ogunwole et al., 2022). Patient navigation support assists women in overcoming 

numerous healthcare system-related challenges, making appointments, comprehending 

medical directions, and accessing information and resources (Ruderman et al., 2023). 

Altogether, these support systems form a system that aids Black women get past 

historical, systematic, and practicable barriers that deny them prenatal care through 

Medicaid.  

Educational interventions can be considered essential connectors in enhancing 

prenatal care use of among Black women with Medicaid insurance. Prenatal education 

programs developed with Black communities in mind, focus on concerns particular to 

Black women and include culturally relevant beliefs, presenting information that is 
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congruent with the participants’ experiences (Garfield & Watson-Singleton, 2021). The 

approach transcends the provision of simple medical knowledge and the knowledge that 

women have in the system, and it also enables them to circumnavigate the health system, 

read medical jargon, and make decisions on their health with some understanding of the 

history of medical abuse.  

In addition, cultural humility education for the healthcare team is mandatory, 

which encompasses knowledge about Black Americans’ attitudes toward health and 

medicine, as well as biased thinking, and culturally sensitive interaction approaches 

(Berger & Miller, 2021). Community mobilization initiatives, sometimes by known 

community-based organizations and faith-based organizations, link women to available 

Medicaid services, educate them on eligibility and contractual entitlements, and follow 

up with them during pregnancy (Blebu et al., 2023). The programs often comprise peer 

support groups, mobile health units, and community-based workshops that help to 

increase the use of prenatal services and culturally appropriate prenatal education, hence 

improving maternal health.  

At the system level, some enablers help Medicaid pregnant Black women gain 

access to health care services. Presumptive eligibility programs are especially effective as 

women can get temporary Medicaid coverage based on estimated income, while a more 

comprehensive application is completed to ensure they can get prenatal care (Knowlton et 

al., 2024). Early access is essential in the management of first trimester complications 

which are important to the mother’s and the fetus’s health. Continuous eligibility policies 

prevent women from being at risk of losing their insurance coverage during their 

pregnancy, a situation that may be occasioned by changes in income or other 
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administrative procedures (Miller & Hudak, 2023). The increase in postpartum coverage 

from the initial 60 days to one year in several states has been revolutionary as it has 

provided women with continued healthcare access during the vulnerable months when 

maternal morbidity and mortality occur (Interrante et al., 2022). Self-enrollment 

procedures such as online applications, fewer documents, and support from CHWs have 

enabled Black women to sign up and retain Medicaid easily compared to the past, thereby 

eliminating barriers to prenatal and postpartum care.  

Provider incentive programs are one of the most critical strategies for increasing 

and enhancing prenatal care service options for Black women on Medicaid. Higher 

reimbursement rates lead to increased healthcare provider participation in accepting 

Medicaid patients as well as expanding on investing in comprehensive care services, 

especially in the areas where the Black American population dominate and may have less 

access to these services (Donohue et al., 2022).   

Quality improvement programs reward providers for achieving certain targets 

concerning maternal health which include early initiation of prenatal care, and frequent 

screening for complications that are prevalent in the Black community. These programs 

contain incentives for decreasing racial differences in treatment outcomes (Maclean et al., 

2023). Integrated care models have received support in the past and have revolutionized 

the provision of care through the integration of obstetric care with mental health, social 

work, nutrition counseling, and community health worker services (Outland et al., 2022). 

The comprehensive care models are especially helpful to Black women since they focus 

on the medical and social aspects of women’s health.   
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Barriers and Challenges in Medicaid Access  

However, there are several barriers related to Medicaid coverage and access to 

prenatal care. Structural barriers to prenatal care access in Black communities are 

significantly impacted by provider availability issues, creating a complex web of 

challenges that disproportionately affect maternal health outcomes. The limited number 

of healthcare providers accepting Medicaid presents a particular challenge, as many 

practitioners restrict Medicaid patients because of lower reimbursement rates, creating 

long waiting lists and delayed care initiation (Alexander & Schnell, 2024; Alhalel et al., 

2022). The scarcity is especially pronounced in predominantly Black American 

neighborhoods, where there is often a disparity in the geographic distribution of qualified 

obstetric providers.   

The geographic misdistribution of providers frequently forces pregnant 

individuals to travel long distances for care, a burden that becomes particularly acute in 

both urban and rural areas where Black American communities are concentrated (Ploplis, 

2021). The spatial disconnect between provider locations and patient populations often 

requires multiple bus transfers or lengthy car rides, leading to missed appointments and 

delayed care. The situation is further complicated when considering high-risk 

pregnancies, which require specialized care often concentrated in urban medical centers, 

potentially hours away from patients' homes (Ho et al., 2024). The geographic barrier 

significantly impacts the consistency and age prenatal care that is accessed by Black 

women.   

Access to prenatal care among Black women enrolled in Medicaid is a challenge, 

because they are forced to wait a long time to see doctors, and they also have trouble 
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getting transportation to their appointments, which can significantly affect the timing and 

quality of prenatal care they receive. Initial appointments can take several weeks to 

months, especially when timely prenatal care is critical during early pregnancy to rule out 

complications (Reid et al., 2021). The delays are worse in districts where few 

professionals are available, thereby making patients have to either wait for nearby 

appointments or travel long distances for earlier ones.   

Transportation issues exacerbate these issues since most women depend on poorly 

developed or inefficient transport networks or have to make several transfers to access 

facilities such as hospitals (Sebens & Williams, 2022). However, even when Medicaid 

offers transportation help, issues with scheduling, prior appointments, and restricted 

geographical access add to the challenges (Klare et al., 2024). For women with high-risk 

pregnancies, prenatal visits may be more frequent, and these problems of transportation 

can affect their access to adequate prenatal care, with possible adverse effects such as 

delays in management and an increased risk higher risk of adverse outcomes.   

The complex Medicaid application process can be intimidating, especially when 

previous healthcare interactions have been traumatic (McCloskey et al., 2021). These 

combined factors mean that having Medicaid coverage does not automatically translate to 

receiving timely, quality prenatal care. Some women report feeling they have to advocate 

more strongly for basic services or bring family members to appointments to ensure they 

receive appropriate care, creating additional burdens in accessing covered services.  

Structural factors, especially communication barriers, limit the participation of 

Black women in prenatal care services even with Medicaid coverage. Providers use 

medical jargon in their explanations to patients, which is challenging when they do not 
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take their time to explain diseases, operations, or treatments in simple and 

comprehensible language for all patients (Peahl et al., 2022). This is further exacerbated 

by the limited supply of tailored health literacy materials that are relevant to the Black 

American population. Most of the prenatal education materials do not feature different 

families and do not consider cultural practices in pregnancy and childbirth (Soucy et al., 

2023). Further, even though most Black American patients speak English, there always 

remain important disparities in the ways of communication, cultural gestures and 

perceptions, and the ways that health-related information is understood and interpreted, 

which providers often do not take into consideration or overcome (Adebayo et al., 2024). 

This can result in misconceptions regarding treatments, decreased confidence in doctors’ 

advice, and, consequently, inferior prenatal care.  

Household Income and Access to Prenatal Care   

Household income plays an important role in defining the extent of adequate 

maternal care that Black women can receive despite being on Medicaid. Despite 

Medicaid offering fundamental health insurance, many women continue to incur 

excessive costs that are not reimbursable as they need additional care during high-risk 

pregnancies (Jackson et al., 2021).   

Financial decisions frequently result in challenging choices between obtaining 

preventive care and other essential needs. The cost of early pregnancy testing and the 

time when prenatal care is taken may be a drawback since early intervention could be 

missed (Grand-Guillaume-Perrenoud et al., 2022). Further, even if prescriptions are 

reimbursable by Medicaid, out-of-pocket expenses that patients bear for medications and 

supplements are burdensome for them (Gordon et al., 2022). These barriers are even 
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profound amongst households that need to pay bills as soon as they are due since 

unexpected expenses such as medical bills can lead to further hardship. Altogether, these 

financial factors mean that Black women receive care that is disjointed, late, and which 

places them at a higher risk for pregnancy complications.  

Lack of financial resources limits Black women’s access to prenatal care services, 

making it difficult for them to seek appropriate healthcare services. Employment loss 

pressures women into deferring prenatal care since most low-income jobs lack paid leave 

for such appointments (Gamberini et al., 2022). The situation becomes even more 

complicated for women who must balance prenatal check-ins and their jobs, when there 

is the chance of losing their jobs if they take time off from work (Mehra et al., 2023). 

Similarly, transportation issues exacerbate these difficulties as most women in such 

households do not have cars and have to rely on public transport which is poor or 

irregular. The transport costs ranging from fares for public transport to ride-hailing and 

owning personal cars increase the financial burden (Ruderman et al., 2021). These 

barriers often lead to either failure or delay of appointments, unstable care schedules, and 

inadequate prenatal check-ups. As a result of these missed opportunities in care, 

pregnancy complications and timely interventions are missed; can eventually lead to poor 

maternal health in Black American communities.  

Lack of financial capabilities hinders Black women’s ability to establish 

continuity with healthcare providers and receive adequate prenatal care. This limitation 

brings about discontinuity in prenatal care among low-income Black women who 

frequently switch providers because of there being few available Medicaid-accepting 

practices (Wishart et al., 2021). Discontinuity may delay certain prenatal tests since every 
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new doctor may not have the patient’s full medical history or may overlook previous 

cases of concern. Further, the comprehensive model of prenatal care is threatened when 

Black women cannot afford other necessary and additional services that are not entirely 

reimbursable by Medicaid (Newton-Levinson et al., 2024). Affordable or free prenatal 

classes, which offer information on childbirth and parenting, have hidden expenses that 

put pressure on already stretched finances. For example, professional lactation support, 

which is crucial in initiating and sustaining breastfeeding, may be unavailable, or costly 

(Dailey et al., 2024). Lack of support services can lead to disparity in the health of the 

mother and the infant as long-term effects are observed in maternal and child health care 

beyond the prenatal period.  

The role of household income on birth weight among Black women is highly 

associated with nutrition and financial pressure. Food insecurity affects maternal nutrition 

since the available financial resources might lead to challenges in the quality and quantity 

of foods women consume (Curtis et al., 2022). Economically challenged communities 

often experience insufficient access to proper supermarkets or farmers’ markets, which 

results in poor-quality food. However, these areas are filled with convenience stores and 

fast food making it difficult to balance meals when pregnant (Zinga et al., 2022). The 

stress arising from financial difficulties results in elevated cortisol levels that affect fetal 

growth. Stress along with poor nutrition also contributes to the body’s consistently 

changed biological state which can result in low birth weight and other pregnancy 

complications (Epstein et al., 2021). The unending stress and the reality of not frequently 

getting nutritious food leads to a cycle that increases negative pregnancy outcomes that 

are unique to Black women, including giving birth to low-birth-weight babies.  
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The cross-sectional nature of birth weight and environmental effects becomes a 

barrier for Black mothers in low-income neighborhoods to access prenatal services. The 

absence of proper dietary consultation and basic supplements becomes a significant 

barrier to mothers as they cannot obtain necessary information regarding their nutritional 

needs during pregnancy, resulting in non-nutrition which has a direct influence on fetal 

growth (King et al., 2021). Another challenge that makes the task difficult is that the 

majority of the areas that contain affordable housing units contain elevated levels of risky 

substances such as lead, asbestos, mold, and industrial emissions. These neighborhoods 

are located close to roads, industrial facilities, or other sources of pollution, including 

polluted areas that reduce fetal oxygen and nutrient supply (Johnson et al., 2021). 

Similarly, inadequate stocks of commodities to treat and monitor complications related to 

pregnancy including gestational diabetes, hypertension, or anemia result in poor 

management and follow-up (Ghazi et al., 2021). When a mother cannot get usual health 

checkups, proper nutrition, or safe environment, then the overall impact leads to 

increased low-birth weight risk and current and future health problems in the baby.  

The influence of household income on health outcomes of  Black women’s 

maternity is revealed through the cycle of financial insecurity and stress. The ongoing 

pressure to cope with scarce financial resources brings long-lasting psychological and 

physiological pressure that influences cortisol and blood pressure, threatening both the 

mother and fetus’s well-being (Somerville et al., 2021). The challenge is compounded by 

a lack of health insurance, and preventive checkups for diseases that are more common in 

Black women, remaining lifelong illnesses that need strict clinical follow-up and 

management during pregnancy, including hypertension, diabetes, and heart disease.   
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Most of these women are employed in low-paying occupations and they are at 

substantial risk of developing work-related health complications such as standing for long 

hours, lifting heavy objects, coming into contact with chemicals, and insecure working 

hours (Terlap, 2023). The physically demanding conditions, coupled with poor access to 

adequate medical care or the inability to take time off for appointments exacerbate the 

situation where existing chronic health conditions may only deteriorate during pregnancy 

(Chantarat et al., 2022). Financial pressure, poor health care access, and dangerous 

working conditions that the vulnerable group is exposed to further augment the risks of 

pregnancy complications and poor birth outcomes.  

The cumulative impacts of shift work on maternal health among Black women 

establish a vicious cycle of health decline during pregnancy. Most of these women are 

employed or have multiple jobs and are therefore likely to have little time to rest as they 

should during pregnancy (Hailu et al., 2022). Physical tiredness is compounded by the 

fact that most low-wage workers have little leeway to change how their work 

environment is set up for pregnant employees as there is little employers can do for 

pregnant workers in most low-wage jobs.   

Lack of job security or reduced pay discourages them from making requests such 

as reduced standing time, lighter task assignments, or frequent breaks, leading to physical 

stress and complications during pregnancy (Canty, 2022). While long hours at work are 

often associated with strict working conditions, this situation tends to lead to missed or 

postponed medical appointments, which in turn increases the level of unaddressed 

infections and other preventable consequences (Horner-Johnson et al., 2021). Therefore, 
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the interconnected web of workplace demands, and healthcare barriers pose a much 

higher risk of pregnancy as it may lead to complications and adverse birth outcomes.  

Preterm Birth Weight and Access to Prenatal Care 

Early education on pregnancy management may prevent preterm birth outcomes 

among pregnant women. Research has indicated that educating pregnant women on the 

proper management of pregnancy may lead to insignificant risk of preterm birth (Peahl et 

al., 2020). Physicians can detect health issues that can result in either premature birth or 

giving birth to an overweight or underweight infant, which results in health complications 

for the child, and can educate these women on how to manage their pregnancy for 

positive birth outcomes (Altman et al., 2020). Along this line of thought, some studies 

have shown that women who experience preterm birth have limited knowledge of 

pregnancy management including lifestyle habits such as nutrition (Alio et al., 2022; 

Wang et al., 2021). The results suggest that regular visits for check-ups may allow 

maternal health practitioners to educate pregnant women on how to manage their 

pregnancy conditions to avoid future complications during birth such as preterm birth or 

overweight/underweight infants. Thus, early prenatal care activities such as educating 

pregnant women on how to manage their pregnancy including suitable nutrition for a 

healthy infant may contribute to positive birth outcomes.   

Receiving sufficient education on prenatal care can promote early clinical visits 

for check-ups resulting in positive birth outcomes among pregnant women. The 

agreement across diverse research demonstrates the strength of the empirical evidence 

that links sufficient education on prenatal care to a higher possibility of preterm birth 

(Adebayo et al., 2024). Preterm birth is the most prevalent birth outcome among pregnant 
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women who did not have prior education about pregnancy management practices 

provided by prenatal care practitioners (Hemphill et al., 2023). Still, on the concept of 

antenatal care education for pregnant mothers, there is adequate empirical evidence 

regarding increased cases of preterm birth among minority women, especially those 

living in remote areas with limited prenatal care services (Chambers et al., 2022).   

Such limited education on prenatal care education among these women may have 

prevented early detection and prevention of adverse birth outcomes. On the other hand, a 

lack of antenatal care education among mothers can contribute to inadequate ANC 

attendance leading to adverse birth outcomes such as low birth weight or even neonatal 

deaths (Oribhabor et al., 2020). Ensuring adequate education on prenatal care for 

pregnant women can contribute to a significant reduction in adverse or fatal birth 

outcomes including a decreased rate of low weight after birth and preterm birth.   

Providing mental health counseling to pregnant women during antenatal care can 

promote positive birth outcomes and prevent preterm birth. Studies conducted to 

determine the influence of prenatal care on birth outcomes among Black women showed 

that accessing early and regular antenatal care can improve the chances of healthy 

pregnancy and reduce severe birth outcomes such as preterm and low or high birth weight 

of infants (Janevic et al., 2020; Mehra et al., 2020). In one study exploring the effect of 

mental health counseling on birth outcomes among Black women ages 15–44  in the state 

of Illinois, pregnant women who received emotional support through counseling 

experienced positive birth outcomes due to reduced levels of stress and depression that 

may affect pregnancy (Logan et al., 2021).   
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Similarly, other studies conducted to investigate the impact of stress and 

depression on birth outcomes among pregnant Black women in the United States revealed 

that high levels of stress and depression may harm pregnant women as the majority of 

such women experience miscarriage and preterm birth (Langley‐Evans et al., 2022; Lee 

et al., 2020). As a result, prenatal care services such as mental health support can help 

these women cope with stressful and depressing situations without affecting their birth 

outcomes. Therefore, accessing mental health professionals in the antenatal care unit to 

address stress levels can help pregnant women have positive birth outcomes.   

Engaging in prenatal care by pregnant women can lead to enhanced fetal 

monitoring to promote improved fetal growth and development. Present research 

indicates that prenatal care promotes regular fetal monitoring and healthcare interventions 

for fetal development during pregnancy, thus contributing to positive birth outcomes 

among pregnant Black women (Attanasio & Paterno, 2021). Visiting clinics for prenatal 

care services can offer physicians the opportunity to monitor and track the growth and 

development of the infant in the womb (Ruiz et al., 2022). This fetal monitoring helps 

practitioners identify and address any obstacles to the safe and positive development and 

growth of the infant for positive future birth outcomes.   

The role of prenatal care is thus to ensure fetal monitoring that would help in 

detecting health issues related to the development and growth of the infant as a way of 

effective and better preparedness for future positive birth outcomes (Harris et al., 2020). 

According to Guglielminotti et al. (2021), monitoring the growth of the child in the 

womb helps prenatal care practitioners identify any abnormalities that may lead to 

adverse future birth outcomes among pregnant Black women. This finding underscores 
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the significance of prenatal care for regular monitoring and health interventions by 

healthcare practitioners during pregnancy to achieve positive birth outcomes. Such 

regular prenatal care for enhanced fetal monitoring can thus contribute to reduced adverse 

birth outcomes among expectant Black American mothers.   

Counseling on nutrition by prenatal care practitioners can promote positive birth 

outcomes among women who are pregnant. Taylor (2020), in a cohort study, 

demonstrated that the dietary patterns of pregnant Black American mothers can affect the 

risk of anomalies in the growth and development of infants and can affect birth outcomes. 

This result suggests that women with limited dietary patterns or practices are more likely 

to have preterm birth and low birth weight. However, in one study assessing the influence 

of nutrition on birth outcomes, the results showed no relationship between nutrition and 

birth outcomes among pregnant women (Interrante et al., 2022). Other studies resonate 

with these findings by suggesting the need for support services such as dietary 

management training to help pregnant women understand suitable nutrition required for 

effective growth and development of the infant before birth for reduced fatal birth 

outcomes including preterm birth (Saadat et al., 2022; Wang et al., 2021). Nutritional 

practices provided in prenatal care clinics can be important in reducing fatal maternal 

outcomes.  

Racial Disparities and Access to Prenatal Care  

Black women experience disparities in maternal health in achieving positive 

health outcomes for the mother and the child. Although maternal healthcare is important 

for all women to enhance effective and positive birth outcomes, Black women have faced 

various challenges. This section provides a discussion of the literature on the specific 
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challenges faced by Black women in achieving positive health outcomes for the mother 

and the child, including the role of systemic inequities, healthcare access, and the quality 

of prenatal care received.  

Black women face different challenges related to systemic inequities such as 

racial discrimination, which leads to the development of chronic stress when seeking 

prenatal care in maternal health. Racial discrimination experienced while accessing 

essential health services may result in chronic stress that can contribute to high blood 

pressure and preeclampsia, which may lead to adverse health outcomes of infants and 

their mothers among pregnant Black women in the United States (Saluja & Bryant, 

2021). The existence of racism within the U.S. cultural context has contributed to 

discrimination of Black women accessing healthcare for prenatal care services and this 

leads to an increased rate of chronic stress and high blood pressure that may affect 

mothers’ health and the health of infants before birth (Davidson et al., 2022).   

These health conditions are hazardous to both the infant and the mothers, 

contributing to severe maternal health outcomes among Black women. The denial of vital 

services such as access to healthcare due to the skin color of pregnant mothers suggests 

that systemic racism is a pervasive problem faced by Black women in prenatal care (Jean- 

Francois et al., 2021). In this regard, systemic inequities such as racism may lead 

to anxiety and stress, contributing to health issues that may affect infants and their Black  

American mothers’ maternal health outcomes.   

Racial discrimination in the healthcare system thus prevents Black American 

mothers from accessing prenatal care services. The lack of prenatal care services access 

by Black women due to racial treatment by healthcare professionals contributes to 
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increased maternal mortality and morbidity (Michel & Fontenot, 2023). A study 

investigating pregnant Black women’s mental health showed a fervent desire to access 

healthcare practitioners with knowledge of white supremacy, consciousness about racism, 

and comprehension of racial issues regarding equality of healthcare to develop trust in the 

health system (Kemet et al., 2022). Black women give birth to their infants in healthcare 

facilities with higher mortality rates for infants and their mothers and a lower quality of 

prenatal care as opposed to White women who have access to hospitals with quality care 

(Dagher& Linares, 2022). The Centers for Disease Control and Prevention (CDC) (2020) 

suggested that unlike other races, Black women are more likely than White and Latina 

counterparts to die during pregnancy or when giving birth due to lack of access to quality 

healthcare.  

The rate of chronic conditions can be a great concern for pregnant Black women. 

Previous research indicates that the high rate of chronic conditions among Black women 

can contribute to a higher risk for health outcomes among infants and mothers 

(CraftBlacksheare & Kahn, 2023). According to research conducted by the CDC (2020), 

Black women are prone to a variety of chronic health conditions such as hypertension due 

to racist treatments, diabetes due to lack of adequate diet or poor nutrition, and limited 

resources to access quality healthcare services. Such health complications are dangerous 

for these women during pregnancy as they can affect both the mother’s and infant’s 

health and may contribute to adverse maternal health outcomes such as preterm and low 

birth weight (Brase et al., 2021; CDC, 2020).   

Discrepancies in healthcare access have been attributed to increased chronic 

conditions among Black women compared to White women, contributing to limited 
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healthcare access and high maternal mortality (Berkowitz et al., 2022). Also, research has 

indicated that in addition to ineffective communication with healthcare practitioners, 

Black women have problems achieving appropriate prenatal care, limiting their access to 

healthcare services and leading to adverse maternal health outcomes (Howell et al., 

2020). Chronic conditions among Black women can have a significant impact on 

maternal and infant health outcomes.   

Black women face several administrative barriers when attempting to access 

prenatal care through Medicaid in the United States, including program complexity and 

inadequate coverage. The registration process typically entails multiple documents, 

various identification procedures, and complex documentation standards that are tiresome 

and burdensome (Bellerose et al., 2022). A lot of women struggle to collect the necessary 

documents like proof of income or residency, and a pregnancy certificate, which is 

difficult for women with multiple jobs or unstable housing. For this reason, during the 

eligibility determination period, which may last for weeks or even months, women may 

face gaps in insurance coverage that make it impossible to receive critical initial prenatal 

care (Yates et al., 2022). Administrative barriers are likely to further disadvantage Black 

women who may face other forms of workplace discrimination and resource scarcity, 

which may delay their entry into prenatal care and pregnancy-related complications.   

Documentation requirements and language barriers when applying for Medicaid 

significantly hinder the chances of Black women getting prenatal care. The 

documentation process requires identification in multiple forms, proof of income, 

pregnancy tests, and proof of residency, which can be very difficult for women in 

informal employment, those who have no bank accounts, or no access to such documents 
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(Barnett et al., 2022; Fryer et al., 2021). Documentation and language issues lead to 

incomplete applications, delays in processing or rejection of applications for coverage, 

and, thus, delays in critical prenatal care at the beginning of pregnancy. Additionally, the 

comorbidity of race, language, and poverty can lead to a multiplication of challenges 

regarding administrative staff who may not have received cultural sensitivity training 

(Joudeh et al., 2021).   

Even when Medicaid coverage is available, historical trauma and ongoing 

systemic racism create significant barricades that prevent Black women from fully 

accessing prenatal services. Many women reported avoiding or delaying Medicaid 

enrollment and prenatal visits because of previous negative healthcare experiences or 

stories from family members about discriminatory treatment (Conteh et al., 2022). This 

reluctance can result in missed early prenatal care opportunities, even when financially 

covered by Medicaid. Additionally, systemic racism manifests in practical access barriers 

– some Medicaid-enrolled providers demonstrated bias in scheduling, offering fewer or 

delayed appointment slots to Black American patients, or providing rushed, lower-quality 

care during visits (Tyler, 2022).   

The quality of healthcare received can have a significant impact on maternal and 

infant health outcomes. As Black women, they often receive prenatal care that is of low 

quality due to limited healthcare resources, including caregivers of low quality and 

qualifications assigned to minority women in prenatal care (Welch et al., 2022). By 

exploring discrepancies in prenatal care quality for Black women seeking prenatal care 

services, Clay (2022) revealed that there was implicit bias leading to low quality 

caregivers being assigned to Black women compared to White women, who have access 
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to qualified and quality caregivers in prenatal care clinics. This view was also echoed in 

empirical research indicating that Black women who seek expert prenatal care practices 

end up with unaddressed complications such as preterm birth and miscarriage because of 

the low quality of care received in prenatal care facilities or clinics (Salahuddin et al., 

2022). These disparities in healthcare contribute to adverse maternal and infant health 

outcomes among Black women.  

Controlling Variables 

Age can be a significant control variable that may impact access to prenatal care 

due to its ability to affect results more independently of the major variables in this study. 

Control of age can ensure that it does not impact the association between other variables 

including pregnancy results and prenatal care access. Age factors can have a significant 

impact on prenatal care access (Adedokun & Yaya, 2020). Many younger women have 

demonstrated delaying enrollment in Medicaid and prenatal visits due to a lack of 

awareness about prenatal care services and stories from family members concerning the 

discriminatory treatment they experienced when visiting clinics (Conteh et al., 2022).   

Teenage women may fail to visit healthcare facilities due to limited financial 

resources and social stigma. According to Wallace et al. (2021), younger women in their 

20s are less likely to access prenatal care services compared to those in their late 30s. As 

a result, the reluctance among younger Black women can result in missed early prenatal 

care opportunities due to unawareness of such services even when Medicaid financially 

covers them. This can affect their use of prenatal care services. Thus, whereas age as a 

controlling variable can have an important impact on prenatal care access among Black 

women, this variable was controlled using statistical models that will account for age 
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differences among the participants to prevent its impact on the research outcomes.   

 Older Black women may have different healthcare needs for prenatal care access 

or may have different risks that need prenatal care services. Research shows that age may 

affect their healthcare needs and the need for special care based on their risks (Thompson 

et al., 2022). The healthcare quality received among older Black women may have a 

significant impact on their maternal and infant health outcomes compared to younger  

Black women with fewer risks and complications (Riggan et al., 2021). Therefore, 

older Black women often have access to high-quality prenatal care services due to 

complications and care need risks.   

Younger Black mothers may experience preterm-related complications, while 

older Black women may experience risks including diabetes and heart issues that may 

affect their pregnancy outcomes, necessitating special healthcare services such as prenatal 

care services (Chinn et al., 2021). Therefore, the control variable of age is more likely to 

affect the relationship between variables and this calls for the need to control such 

variables by dividing participants into age groups and analyzing their access to prenatal 

care in groups of Black women of the same age (Pilav et al., 2022). If age is controlled, it 

ensures that the relationship between independent and dependent variables is not affected 

by age as a controlling variable. Thus, matching and distributing participants across age 

groups, including those with high and low access to prenatal care, can be effective in 

making age a control variable.   

The geographical location served as a controlling variable in this study by 

focusing on Cook County, Illinois, a region with specific socioeconomic and healthcare 

characteristics that may influence the relationship between Medicaid coverage, household 



37  

 

income, preterm birth weight, and access to prenatal care among Black women ages 15– 

44. By restricting analysis to this particular area, the study minimized variability arising 

from regional differences in healthcare policies, Medicaid coverage rates, and access to 

healthcare facilities, which can significantly affect prenatal care availability and 

outcomes (see Okoro et al., 2020). This localized approach ensures that the findings are 

contextualized within the unique demographic, economic, and healthcare landscape of 

Cook County Illinois allowing for more precise identification of correlations between the 

variables under investigation (see Bellerose et al., 2022).  

Definitions  

Birth weight: Cutland et al. (2017) defined birth weight as the first weight of an 

infant recorded immediately after birth.   

Health outcomes: Health outcomes refer to the health consequences as a result of 

the treatment of a condition or after interacting with healthcare providers (Lamberski, 

2022).  

Household income: Household income is defined as the total income of a family 

within 12 months before taxes (Krueger et al., 2024).  

Medicaid coverage: Medicaid is a state and federal program that ensures every 

American has medical cover, especially those families from low-income households to 

help them cover medical costs (Palmer, 2020).  

Preterm birth: Preterm birth is also known as premature birth and is defined as 

giving birth to a child before the designated time or before 37 weeks of pregnancy 

(Lemon et al., 2021).  
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Assumptions 

In research, assumptions are things the researcher or readers accept as at least 

plausible or true (Nkwake, 2013). MacLehose et al. (2021) stated that assumptions are 

important in research because they help the researcher focus the research on theories and 

paradigms and encourage critical thinking. In this quantitative research, I assumed that 

the NCHS would contain the data needed to address the research problem and purpose. I 

also assumed that the quantitative research approach and research design helped in 

establishing whether there was a significant association between the study variables.  

Scope and Delimitations 

Scope and delimitations refer to the boundaries and essential elements of a 

research study. Researchers define the scope to detail which aspects are included, while 

the delimitations specify what is excluded from the investigation (Akanle et al., 2020). 

This study encompassed a comprehensive literature review and an analysis of the 

relationship between independent and dependent variables. Specifically, I aimed to 

determine whether a statistically significant relationship exists among Medicaid 

coverage, household income, birth weight, preterm birth, and the utilization of prenatal 

care by Black women.   

To determine connection between the study variables, this study was delimited to 

Cook County, Illinois. Delimiting this study to Cook County allowed for an exhaustive 

and extensive analysis of the data to examine and report how factors such as Medicaid 

coverage, household income, preterm birth, and birth weight impact Black women’s 

utilization of prenatal care. I also delimited this study using secondary data retrieved from 

the NCHS. Because the focus was to examine the relationship between the study 
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variables, I delimited this study to a quantitative research method with a nonexperimental 

research design. I used quantitative research because it allows for the generalization of 

the research findings to the larger population (see Fischer et al., 2014).   

Limitations 

The practical or theoretical setbacks in research are those that may affect the 

rationality of the study findings and are outside the researcher’s control (Akanle et al., 

2020). Researchers, whether in qualitative or quantitative studies, anticipate different 

limitations that range from methodological to theoretical. In this study, I anticipated that 

the selected quantitative research method and correlational research design would limit 

this study’s applications. Although quantitative research is appropriate for numerical data 

and the generalizability of the study’s findings, it would not allow me to describe the 

nature of the established relationship using the participant’s opinions and experiences.   

The second anticipated limitation of this study pertained to the type of data 

utilized. Due to the study’s objectives and the variables involved, I relied on secondary 

data obtained from the NCHS. While secondary data facilitates a comprehensive analysis, 

its geographical scope is restricted. Specifically, this research focused on Cook County, 

Illinois, and the data from the NCHS may lack crucial information necessary to 

effectively address the RQs and problems. Furthermore, the secondary data may provide 

limited insights into Black women’s utilization of prenatal care, particularly concerning 

the influences of Medicaid coverage, preterm birth, birth weight, and household income.   

Significance 

The findings of this study may have several important implications for healthcare 

and future research. Examining the relationship between Medicaid coverage, household 
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income, birth weight, preterm birth, and use of prenatal care among Black women ages 

15–44 in Cook County, Illinois allowed me to establish the factors hindering Black 

women from using prenatal care (see McGaughey & Howland, 2025). The findings 

obtained from this study uncovered the variables affecting the use of prenatal care while 

encouraging the development of programs that may encourage Black women to engage in 

prenatal care in Cook County, Illinois. Although researchers have conducted studies 

addressing this research problem, such studies are yet to be conducted in Cook County, 

Illinois (see Saygili & Bayindir, 2024). This study’s findings can form the basis for 

researchers seeking to examine the underutilization of prenatal care by Black women 

ages 15–44 in Cook County, Illinois, and the United States. 

Summary and Conclusion  

The literature showed that Medicaid plays a fundamental role in prenatal care 

access for Black women ages 15–44 in Cook County, Illinois; however, access remains 

highly restricted even with Medicaid insurance available. The studies conducted so far 

have also pointed to the structural enabler gaps that remain in place, such as limited 

provider capacity, transportation challenges, and excessive bureaucracy, which continue 

to prevent patients from accessing care (Alexander & Schnell, 2024; Alhalel et al., 2022). 

In addition, social-cultural factors, such as historical and current acts of racism also add 

to the complexities of healthcare access and use (Conteh et al., 2022). The studies showed 

that health status has become an important determinant of maternal health status because 

of socioeconomic factors. Principal of all, employment status, household income, and 

educational attainment are influential. Low-income Black women were found to 
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experience more hardships regarding nutrition, environmental risks, and job demands that 

affect pregnancy outcomes (Curtis et al., 2022; Jackson et al., 2021).  

Several critical gaps emerge from the current research landscape. There is limited 

investigation into the effectiveness of cultural competency programs in improving 

prenatal care utilization among Black women with Medicaid coverage, despite some 

evidence that specialized outreach programs with community partnerships can improve 

care coordination (Upadhyay et al., 2022). Additionally, insufficient attention has been 

paid to studying how employment status and workplace conditions intersect with prenatal 

care access for this population, particularly regarding rigid scheduling in service-sector 

jobs and limited pregnancy accommodation (Johnson, 2021; Sterling & Allan, 2022).   
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Section 2: Research Design and Data Collection  

The aim of this quantitative correlational research was to investigate the link 

between Medicaid coverage, household income, preterm birth, birth weight, level of 

education, marital status, and the prenatal care access among Black women ages 15–44 in 

Cook County, Illinois, while controlling for age. Secondary data from the NCHS for 

Maternal and Child Health were utilized in the study to address the following RQs and 

hypotheses:  

RQ1: What is the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 in Cook County, Illinois, while controlling for age?  

H01: There is no significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  

H11: There is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois?  
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H02: Marital status and education level do not moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  

H12: Marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  

What now follows is a discussion of the methods and design utilized in this study. 

Following the methods and design section was a discussion of the sampling method and 

data collection procedures. A detailed description of the data analysis required to address 

the RQs, and hypotheses will then be provided.   

Method and Design 

The most suitable method for this study was a nonexperimental quantitative 

methodology with a correlational design because it involved the use of numerical data to 

test the hypothesis (see McCusker & Gunaydin, 2015). Another reason is that 

correlational design ensures there is objectivity of the study because the researchers are 

not part of the study and are separate the participants/respondents (McCusker & 

Gunaydin, 2015). The lack of manipulation of independent variables is also another 

reason for using a non-experimental quantitative method with a correlational design 

(McCusker & Gunaydin, 2015). In addition, a nonexperimental quantitative method with 

a correlational design was suitable for the objective of the study as it was to examine 

relationship between the dependent variable access to prenatal care, and the independent 

variables (Medicaid coverage, household income, preterm birth, birth weight, age, 

education level, and marital status).  
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Using a quantitative research methodology, I could utilize numerical data and 

conduct statistical analyses. This may help minimizing bias, as it focuses on objectivity 

(Bowers, 2017). Statistical, mathematical, or numerical analyses are the quantitative 

measures of the collected data via questionnaires and surveys. A qualitative approach was 

not selected, as the study does not focus on exploring a phenomenon or establishing a 

theory, model, or definition (Allwood, 2012). Multiple logistic regression was employed 

as it is appropriate for modeling a dichotomous dependent variable, in this case, access to 

prenatal care. This permits the examination of the relationship between the dependent 

variable and multiple independent variables, Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, and marital status (Field, 2018). In 

addition, multiple logistic regression analysis enables assessment of the overall relative 

contribution of each predictor while controlling for influence over other variables (Field, 

2018). In multiple logistic regressions, covariates may be added (such as age) to the 

model to adjust for potential confounding effects.  

Sampling  

A convenience sample of Black women ages 15–44 in Cook County, Illinois was 

obtained by utilizing secondary data from the NCHS for Maternal and Child Health. 

Specifically, data from 2022 and 2023 were utilized. A convenience sample is suitable 

when the target population meets certain criteria including how willing they are and ready 

to participate, accessibility, proximity, and availability (Emerson, 2015). According to 

Roof (2015), an accessible sample comprises of participants who are available to reach. 

In this case, a convenience sample of Black women ages 15–44 in Cook County, Illinois 

was included in this study.   
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I requested access to the NCHS for Maternal and Child Health Data to gather 

secondary localized health data specific to Cook County. The data set included Medicaid 

coverage, household income, preterm birth, birth weight, and utilization of prenatal care 

of Black women ages 15–44, and their Medicaid enrollment. This secondary data source 

may show insight into the prevalence of pre-term birth, pregnancy outcomes, timing and 

frequency, prenatal care, Medicaid, and the utilization of prenatal care within the city for 

this specific age group.  

G*Power was used for conducting priori power analysis to determine the 

minimum sample size required for the study. G*Power is dedicated software for 

conducting power analysis and computing sample size. G*Power enables use of the priori 

choice to approximate the suitable sample size for numerous statistical tests.  

Furthermore, the researcher can assess the attained power through post hoc 

analysis (Faul et al., 2007). There are four factors that were considered in the power 

analysis, including significance level, effect size, the power of the test, and statistical 

technique. The significance level is the chance where a null hypothesis can be rejected 

given that it is true (Haas, 2012). In most quantitative studies, a 95% confidence level can 

be suitable because it sufficiently offers adequate statistical evidence of a test (Creswell 

& Poth, 2017). The effect size denotes to the projected measurement of the association 

between the variables being deliberated (Cohen, 1988). Cohen (1988) classified the effect 

size into small, medium, and large sample sizes. Berger et al. (2013) supposed that an 

average effect size is better as it attacks a balance between being too strict (small) and too 

lenient (large). The power of the test denotes to the likelihood of suitably snubbing a null 

hypothesis (Sullivan & Feinn, 2012). In most quantitative studies, 80% power is 
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frequently utilized (Sullivan, & Feinn, 2012). The statistical test used in this study was 

multiple logistic regression. In order to conduct multiple logistic regression to detect a 

medium effect size, at the 5% level of significance, with 80% power, at least 721 

participants are required (see Figures 2 and 3).   

Figure 2 

*Power Output for Minimum Sample Size Required for Multiple Regression Analysis 

  
 



47  

 

Figure 3 

Sample Size as a Function of Statistical Power 

 

 

Where minimum sample size was not obtained, bootstrapping was engaged. 

Bootstrapping offers a chance to use statistics to approximate a population from a small 

sample (Mooney & Duval, 1993). Bootstrapping is a technique resampling which has 

been validated for nonparametric studies (Chernick & LaBudde, 2014). Bootstrapping is 

used for nonparametric research which is validated by arithmetical research projects 

numbering in the thousands (Chernick & LaBudde, 2014).   

Data Analysis  

To synthesize the findings, descriptive statistics were adopted to analyze the data. 

The applied descriptive statistics technique included measures of central tendency, 

percentages, and frequencies. To test hypotheses and investigate potential links, 

inferential statistics were used, particularly, multiple logistic regression analysis, was 

used in this study to examine the relationship between Medicaid coverage, household 



48  

 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care.   

Data cleaning was conducted by assessing the dataset for missing data (see Field, 

2018). The entire data case was eliminated from the analysis if there was a missing value, 

(listwise deletion). Here, I left the data case from analysis due to a missing value in the 

dataset in at least one of the specified study variables. Frequency and percentage 

summaries were used to measure categorical variables, while continuous variables were 

measured using central tendencies of means, standard deviations, and minimum and 

maximum values.   

Multiple logistic regression analysis was conducted with SPSS software to 

address this first RQ and hypotheses: the relationship between Medicaid coverage, 

household income, preterm birth, birth weight, age, education level, marital status, and 

access to prenatal care of Black women ages 15–44 in Cook County, Illinois, while 

controlling for age.  

H01: There is no significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  

H11: There is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  



49  

 

Before conducting multiple logistic regression analysis, there are conventions that 

need to be verified. These assumptions include the absence of significant outliers, the 

lack of multicollinearity, and assessing the dependent variable’s logit transformation and 

the continuous independent variables’ linear relationship (see Field, 2018). The linearity 

of the process was tested using the Box-Tidwell method. All continuous independent 

variables must first be converted into their natural logs to complete the first step of the 

Box-Tidwell process. For each of the continuous independent variables and their 

corresponding natural log transformed variables, interaction terms must be created in the 

second step of the process. Whether there is linearity between the dependent variable’s 

logit transformation and the continuous independent variables will depend on the 

significance of the interaction terms. Multicollinearity was examined using variance 

inflation factors (VIF). A VIF of greater than 10 is considered proof of multicollinearity. I 

calculated standardized residuals to determine outliers. Field (2018) stated that a residual 

of more than 2.0 is regarded as an outlier.  

The following model was evaluated:  

Access to prenatal care = b0 + b1 Age + b2 Medicaid coverage + b3 Household income+ 

b4 Preterm birth + b5 Birth weight + b6 Education level + b7 Marital status Age and birth 

weight was measured as continuous variables. The variables Medicaid coverage (yes/no), 

household income, preterm birth (yes/no), education level, and marital status (yes/no) 

was measured at the nominal level. The significance of each of the coefficients (b1, b2, 

b3, b4, b5, b6, and b7) was assessed at the 5% level of significance. If p < .05, it indicates 

that the predictor is significant in predicting the likelihood of utilization of prenatal care. 
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If p > .05, it indicates that the predictor is not significant in predicting the likelihood of 

utilization of prenatal care.  

Multiple logistic regression analysis was conducted using SPSS software to 

address the second RQ:  

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois?  

H02: Marital status and education level do not moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  

H12: Marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  

The following model was evaluated:  

Access to prenatal care = b0 + b1 Medicaid coverage + b2 Household income + 

b3 Preterm birth + b4 Birth weight + b5 Age + b6 Marital status + b7 Education level + 

b8 Marital status * Medicaid coverage + b9 Marital status* Household income + b10  

Marital status * Preterm birth + b11 Marital status*Birth weight + b12 Marital 

status*Age + b13 Education level*Medicaid coverage + b14 Education level*Household 

income + b15 Education level*Preterm birth + b16 Education level*Birth weight + b17 

Education level*Age  

The significance of the F-statistics, specifically, was assessed to determine if the 

inclusion of the interaction terms (Marital status * Medicaid coverage, Marital status* 
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Household income, etc.) resulted in a significant change (Field, 2018). If the change in 

the F-statistics is significant (i.e., p < .05), moderation has occurred. On the other hand, if 

the change in the F-statistics is not significant (i.e., p > .05), moderation has not occurred.   

Ethical Considerations 

Potential ethical issues in conducting research using secondary data include 

potential harm to individuals, privacy concerns, informed consent, and confidentiality. 

Specifically, using data that could re-identify individuals without proper anonymization, 

failing to obtain appropriate consent for future use, and breaching confidentiality are key 

concerns. Research using secondary data might unintentionally harm individuals if the 

data, or the results derived from it, could be used to re-identify participants or could 

cause them distress, embarrassment, or other negative consequences. However, due to 

non-identity of participants in the data, special precautions were not needed to safeguard 

participants’ anonymity.   

Additionally, the informed consent forms were collected from participants by the 

NCHS survey personnel, and no names appeared during the data collection process. As a 

result, there was need to have an informed consent process. Data were recovered from the 

overtly obtainable NCHS for Maternal and Child Health website.   

Summary 

The purpose of this quantitative correlational study was to investigate the 

association between Medicaid coverage, household income, preterm birth, birth weight, 

education level, marital status, and the utilization of the prenatal care of Black women 

ages 15–44 in Cook County, Illinois, while controlling for age. Secondary data from the 
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NCHS for Maternal and Child Health was utilized in the study to address the following 

hypotheses and RQs:  

RQ1: What is the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 living in Cook County, Illinois, while controlling for 

age?  

H01: There is no significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois, while 

controlling for age.  

H11: There is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois, while 

controlling for age.  

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois?  

H02: Marital status and education level do not moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois.  

H12: Marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois.  
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Multiple regression analysis was conducted with SPSS software to address RQs 

and hypotheses. Significance was assessed at the 5% level of significance. These findings 

are reported in the next section (Presentation of the Findings). 
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Section 3: Presentation of the Results and Findings  

The aim of this quantitative correlational study was to assess the correlation 

between Medicaid coverage, household income, preterm birth, birth weight, education 

level, marital status, and the access to prenatal care of Black women ages 15–44 in Cook 

County, Illinois, while controlling for age. Secondary data from the NCHS for Maternal 

and Child Health was utilized in the study to address the following RQs and hypotheses:  

RQ1: What is the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 in Cook County, Illinois, while controlling for age?  

H01: There is no significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  

H11: There is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois?  

H02: Marital status and education level do not moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  
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H12: Marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  

The following section provides a description of the sample, including the 

measures of variables using minimum, maximum, mean, and standard deviations at the 

interval level of measurement. For the nominal level of measurement, frequencies and 

percentages were offered for the measured variables. Next, binary logistic regression was 

used to conduct analysis to address the RQs and hypotheses.   

Descriptive Statistics of Sample  

A convenience sample of Black women ages 15–44 in Cook County, Illinois was 

obtained by utilizing secondary data from the NCHS for Maternal and Child Health. 

Specifically, data from 2022 and 2023 were utilized. The sample consisted of N = 1,437 

women with ages ranging from 18 to 44 years (M = 37.11, SD = 4.91). There were 90 

(6.3%) women that were Black American. Most women were White, 1,141 (79.4%).  

Because the target population was Black women, the data set was partitioned into 

Black American women and other races to maintain an adequate sample size for analysis. 

Table 1 below provides a detailed breakdown of participants’ race.   
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Table 1 

Race of Females 

Race Frequency Percent 

White  1141 79.4 

Black or African American alone  90 6.3 

American Indian or Alaska Native alone  10 .7 

Asian alone  95 6.6 

Native Hawaiian and other Pacific Islander alone  6 .4 

Two or more races  95 6.6 

  

Regarding prenatal care access, 1,360 (94.6%) had access and 75 (5.2%) did not. 

There were 321 (22.3) females who had Medicaid and 1,114 (77.5%) who did not have 

Medicaid. Regarding income level, most females were 400% or more above the poverty 

level, 652 (45.3%). There were 144 (10.0%) females who had a premature birth and 1291 

(89.8%) who did not have a premature birth. Regarding birth weight status, most females 

stated as having or not having low birth weight, 1399 (97.4%). This was followed by low 

birth weight, 99 (6.9%), and extremely low birth weight, 13 (0.9%). Most females had a 

college degree or higher, 1008 (70.1%). Lastly, regarding marital status, most females 

were married, 1121 (78.0%). Tables 2 through 8 below provide this information.  
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Table 2 

Prenatal Care Access 

Prenatal care Frequency Percent 

No  75  5.2  

Yes  1360  94.6  

   

 

Table 3 

Medicaid 

Medicaid Frequency Percent 

No  1114 77.5 

Yes  321 22.3 

Missing  2 .1 

 

Table 4 

Income Level 

Income Frequency Percent 

0-99% poverty level  164 11.4 

100-199% of poverty level  189 13.2 

200-399% poverty level  432 30.1 

400% or more of poverty level  652 45.4 

 

  

Missing   
2   .1   
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Table 5 

Premature Birth 

Premature birth Frequency Percent 

No  1291 89.8 

Yes  144 10.0 

Missing  2 .1 

 

Table 6 

Birth Weight Status 

Birth weight Frequency Percent 

Very low birth weight (less than 1,500g)  13 .9 

Low birth weight (less than 2,500g)  99 6.9 

Not low birth weight  1287 89.6 

No response  38 2.6 

 

Table 7 

Education Level 

Education Frequency Percent 

Less than high school  29 2.0 

High school or GED  137 9.5 

Some college or technical school  263 18.3 

College degree or higher  1008 70.1 
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Table 8 

Marital Status 

Marital status Frequency Percent 

Married  1121 78.0 

Not married, but living with a partner  107 7.4 

Never married  90 6.3 

Divorced  75 5.2 

Separated  22 1.5 

Widowed  5 .3 

Missing  17 1.2 

  

Results of Binary Logistic Regression 

Binary logistic regression was conducted with SPSS software to address the first 

RQ and hypotheses:  

RQ1: What is the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 in Cook County, Illinois, while controlling for age?  

H01: There is no significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  

H11: There is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age.  
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The independent variables of Medicaid coverage, household income, preterm 

birth, birth weight, age, education level, marital status, and Black American (coded as 0 

for no and 1 for yes) were entered into the Binary logistic regression procedure of SPSS, 

as well as the dependent variable access to prenatal care. Out of all of the predictors, the 

only significant predictor was Black/African American (B = -0.865, OR = 0.421, p = 

.042). Black/African American women had a decreased likelihood of access to pre-natal 

care by 0.421 compared to other races. Thus, this first null hypothesis is rejected, and it is 

concluded that there is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois, while controlling for 

age. Table 9 below provides this information. 
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Table 9 

Results of Binary Regression of Model Predicting Access to Prenatal Care From 

Medicaid Coverage, Household Income, Preterm Birth, Birth Weight, Age, Education  

Level, Marital Status, and Black/African American 

Predictor  B  S.E.  df  p  OR  

Medicaid  .329  .397  1  .407  1.390  

400% or more of poverty (Reference)     3  .559     

0-99% of poverty  -.113  .468  1  .808  .893  

100-199% of poverty   -.122  .432  1  .777  .885  

200-399% of poverty  .366  .318  1  .250  1.442 

 

Premature  -.387  .413  1  .350  .679  

Not low birth weight (Reference)     2  .894     

Extremely low birth weight  .251  1.137  1  .826  1.285  

Low birth weight  -.171  .467  1  .715  .843  

Age  .021  .026  1  .410  1.021  

 

College (Reference)     3  .855     

Less than high school  .749  1.117  1  .503  2.115  

HS or GED  .000  .464  1  1.000  1.000  

Some college or technical school  

 

.208  .360  1  .564  1.231  

Widowed (Reference)     5  .284     

Married  -17.942  17898.036  1  .999  .000  

Not married  -18.715  17898.036  1  .999  .000  

Never married  -17.753  17898.036  1  .999  .000  

Divorced  -18.674  17898.036  1  .999  .000  

Separated  -18.620  17898.036  1  .999  .000  

 

Black  -.865  .425  1  .042  .421  

Constant  20.083  17898.036  1  .999  527070 

035.07  
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Binary logistic regression was conducted with SPSS software to address this 

second RQ and hypotheses:  

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois?  

H02: Marital status and education level do not moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  

H12: Marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois.  

The independent variables of Medicaid coverage, household income, preterm 

birth, birth weight, age, and the interaction terms for Medicaid coverage and household 

income with the predictor variables were entered into the Binary logistic procedure of 

SPSS. The dependent variable of access to prenatal care was also entered. The results of 

the analysis revealed that none of the interaction terms were significant (p > .05); 

therefore, there were no moderation effects of marital status and education level on the 

relationship between Medicaid coverage, household income, preterm birth, birth weight, 

age, and access to prenatal care of Black women. As a consequence, the second null 

hypothesis was not rejected, and it is concluded that marital status and education level do 

not moderate the relationship between Medicaid coverage, household income, preterm 

birth, birth weight, age, and access to prenatal care of Black women ages 15–44 in Cook 

County, Illinois. Table 10 below provides these results.  
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Table 10 

Results of Binary Logistic Regression for Marital Status and Education Level Moderating 

the Relationship Between Medicaid Coverage, Household Income, Preterm Birth, Birth 

Weight, Age, and Access to Prenatal Care* 

Predictor  B  S.E.  df  p  OR  

Marital Status     5  .367     

Marital Status (1)  -48.208  40193.943  1  .999  .000  

Marital Status (2)  -52.915  40193.943  1  .999  .000  

Marital Status (3)  -27.182  41985.196  1  .999  .000  

Marital Status (4)  -56.064  40193.943  1  .999  .000  

Marital Status (5)  -19.389  40193.937  1  1.000  .000  

  

Education  

   3  .692     

Education (1)  18.158  28475.383  1  .999  76861182 

.350  

Education (2)  19.819  14273.609  1  .999  40474582 

6.879  

Education (3)  3.843  3.184  1  .227  46.648  

Medicaid recode  -4.565  56839.390  1  1.000  .010  

  

Income  

   3  1.000    

Income (1)  21.905  92838.548  1  1.000  32602276 

00.848  

Income (2)  4.565  80383.348  1  1.000  96.045  

Income (3)  1.658  56840.992  1  1.000  5.247  

Premature recode  -16.767  46449.267  1  1.000  .000  

  

Birth Weight  

   2  1.000    

Birth Weight (1)  59.462  59509.429  1  .999  66669570 

03243315 

00000000 

00.000  
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Predictor  B  S.E.  df  p  OR  

Birth Weight (2)  30.497  54006.386  1  1.000  17572549 

604626.7 

90  

A1_AGE  -.727  .536  1  .175  .483  

 Marital Status *    

Medicaid recode  

   5   .956     

Marital Status (1) by 

Medicaid recode  

5.489  56839.390  1  1.000  241.929  

Marital Status (2) by 

Medicaid recode  

5.759  56839.390  1  1.000  317.137  

Marital Status (3) by 

Medicaid recode  

6.094  56839.390  1  1.000  443.028  

Marital Status (4) by 

Medicaid recode  

6.982  56839.390  1  1.000  1076.597  

Marital Status (5) by 

Medicaid recode  

9.664  135156.033 1  1.000  15735.21 

7  

Income * Marital   

Status  

  15  1.000    

Income (1) by  

Marital Status (1)  

-22.897   92838.548  1  1.000  .000  

Income (1) by  

Marital Status (2)  

-22.421   92838.548  1  1.000  .000  

Income (1) by  

Marital Status (3)  

-41.885   93627.979  1  1.000  .000  

Income (1) by  

Marital Status (4)  

-21.540   92838.548  1  1.000  .000  

Income (1) by  

Marital Status (5)  

-7.534  153799.407 1  1.000  .001  
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Predictor  B  S.E.  df  p  

Income (2) by  

Marital Status (1)  

-4.663   80383.348  1  1.000  .009  

Income (2) by  

Marital Status (2)  

-5.697   80383.348  1  1.000  .003  

Income (2) by  

Marital Status (3)  

-5.047   81693.405  1  1.000  .006  

Income (2) by  

Marital Status (4)  

-4.427   80383.348  1  1.000  .012  

Income (2) by  

Marital Status (5)  

-12.428  146621.692 1  1.000  .000  

Income (3) by  

Marital Status (1)  

-.875  56840.992  1  1.000  .417  

Income (3) by  

Marital Status (2)  

-1.046  56840.992  1  1.000  .351  

Income (3) by  

Marital Status (3)  

-20.888  58121.439  1  1.000  .000  

Income (3) by  

Marital Status (4)  

-1.366  56840.992  1  1.000  .255  

Income (3) by  

Marital Status (5)  

16.903  60851.706  1  1.000  21922175 

.856  

 Marital Status *    

Premature_recode  

   4   .889     

Marital Status (1) by 

Premature recode  

16.910  46449.267  1  1.000  22068536 

.465  

Marital Status (2) by  

Premature_recode  

15.363  46449.267  1  1.000  4700421. 

191  

Marital Status (3) by   16.395  46449.267  1  1.000  13191356 

.544  

Marital Status (4) by  

Premature_recode  

-8.568  61424.817  1  1.000  .000  
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Predictor  B  S.E.  df  p  OR  

 Birth Weight *    

Marital Status  

   6  1.000    

Birth Weight (1) by 

Marital Status  

(1)  

-25.867  58375.583  1  1.000  .000  

Birth Weight (1) by 

Marital Status  

(2)  

-41.881  56841.396  1  .999  .000  

Birth Weight (2) by 

Marital Status  

(1)  

-31.352  54006.386  1  1.000  .000  

Birth Weight (2) by 

Marital Status  

(2)  

-31.689  54006.386  1  1.000  .000  

Birth Weight (2) by 

Marital Status  

(3)  

-13.131  54868.325  1  1.000  .000  

Birth Weight (2) by 

Marital Status  

(4)  

13.099  72648.699  1  1.000  488637.4 

12  

 A1_AGE *    

Marital Status  

   4   .131     

A1_AGE by  

Marital Status (1)  

.747  .536  1  .163  2.111  

A1_AGE by  

Marital Status (2)  

.876  .539  1  .104  2.400  

A1_AGE by  

Marital Status (3)  

.660  .539  1  .221  1.934  

A1_AGE by  

Marital Status (4)  

.917  .550  1  .095  2.502  

 Education *    

Medicaid_recode  

   3   .246     

 

  



67  

 

Predictor  B  S.E.  df  p  OR  

Education (1) by  

Medicaid_recode  

.905  55589.757  1  1.000  2.471  

Education (2) by  

Medicaid_recode  

-2.862  1.502  1  .057  .057  

Education (3) by  

Medicaid_recode  

-1.465  1.060  1  .167  .231  

 Education *    

Income  

   9   .806     

Education (1) by  

Income (1)  

-19.221  55489.924  1  1.000  .000  

Education (1) by  

Income (2)  

1.963  55589.759  1  1.000  7.122  

Education (1) by  

Income (3)  

-.185  49257.712  1  1.000  .831  

Education (2) by  

Income (1)  

-18.219  14273.609  1  .999  .000  

Education (2) by  

Income (2)  

-18.356  14273.609  1  .999  .000  

Education (2) by  

Income (3)  

-19.980  14273.609  1  .999  .000  

Education (3) by  

Income (1)  

.854  1.851  1  .644  2.350  

Education (3) by  

Income (2)  

-1.032  1.618  1  .524  .356  

Education (3) by  

Income (3)  

-1.688  1.446  1  .243  .185  

 Education *      

Premature_recode  

 3   .833     

 Education (1) by  19.810  

Premature_recode  

19657.716  1  .999  40116910 

8.714  

 Education (2) by  -1.431  

Premature_recode  

1.756  1  .415  .239  
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Predictor  B  S.E.  df  p  OR  

Education (3) by  

Premature_recode  

-.777  1.223  1  .525  .460  

Birth Weight *    

Education  

   5  1.000    

Birth Weight (1) by 

Education (2)  

2.802  27042.431  1  1.000  16.479  

Birth Weight (1) by 

Education (3)  

-16.666  17618.972  1  .999  .000  

Birth Weight (2) by 

Education (1)  

-21.236  52417.271  1  1.000  .000  

Birth Weight (2) by 

Education (2)  

22.191  8253.009  1  .998  43400206 

10.369  

Birth Weight (2) by 

Education (3)  

.218  1.246  1  .861  1.244  

A1_AGE *    

Education  

   3  .843     

A1_AGE by  

Education (1)  

-.011  .197  1  .955  .989  

A1_AGE by  

Education (2)  

.024  .086  1  .779  1.024  

A1_AGE by  

Education (3)  

-.056  .075  1  .455  .945  

Constant  50.275  40193.943  1  .999  68259471 

94939710 

000000.000  

Note. For the categorical variables in this model, the reference category is the final group listed 

in the coding scheme. For Marital Status, “Widowed” serves as the reference category; thus, 

Marital Status (1) represents Single, Marital Status (2) represents Married/Partnered, and Marital 

Status (3) represents Divorced. For Gender, “Male” is the reference category, and Gender (1) 

represents Female. For Ethnicity, “White” is the reference category, and Ethnicity (1) represents 

Minority. For Education, “Post-graduate degree” is the reference category; Education (1) 

represents Less than high school, Education (2) represents High school graduate, Education (3) 

represents Some college, and Education (4) represents College degree.  
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Summary  

The purpose of this quantitative correlational study was to examine the 

relationship between Medicaid coverage, household income, preterm birth, birth weight, 

education level, marital status, and the access to prenatal care of Black women ages 15– 

44 in Cook County, Illinois, while controlling for age. Secondary data from the NCHS for 

Maternal and Child Health were utilized in the study to address the following RQs and 

hypotheses:  

RQ1: What is the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 living in Cook County, Illinois, while controlling for 

age?  

H01: There is no significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois, while 

controlling for age.  

H11: There is a significant relationship between Medicaid coverage, household 

income, preterm birth, birth weight, age, education level, marital status, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois, while 

controlling for age.  

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois?  
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H02: Marital status and education level do not moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois.  

H12: Marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 living in Cook County, Illinois.  

Results of binary logistic regression conducted with SPSS software revealed that, 

out of all of the predictors, the only significant predictor was Black/African American (B 

= -0.865, OR = 0.421, p = .042). Black/African American women had a decreased 

likelihood of access to prenatal care by 0.421 compared to other races. Thus, this first 

null hypothesis is rejected, and it is concluded that there is a significant relationship 

between Medicaid coverage, household income, preterm birth, birth weight, age, 

education level, marital status, and access to prenatal care of Black women ages 15–44 in 

Cook County, Illinois, while controlling for age.  

Results of binary logistic regression conducted with SPSS software revealed that 

none of the interaction terms were significant (p > .05); therefore, there were no 

moderation effects of marital status and education level on the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women. As a consequence, the second null hypothesis was not 

rejected, and it is concluded that marital status and education level do not moderate the 

relationship between Medicaid coverage, household income, preterm birth, birth weight, 

age, and access to prenatal care of Black women ages 15–44 in Cook County, Illinois.   
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Section 4: Application to Professional Practice and Implications for Social Change  

The issue under investigation was that it was not known if Medicaid coverage, 

household income, after birth weight, and preterm birth impact the access to prenatal care 

among Black women ages 15–44 in Cook County, Illinois. This quantitative correlational 

research was intended to investigate the correlation between these variables for the target 

group using a quantitative research method.   

Secondary data were collected and analyzed to examine the relationship between 

the variables and Black women’s access to prenatal care in Cook County, Illinois. The 

secondary data was retrieved from the NCHS for Maternal and Child Health Data 

(NCHS, 2021). The data set included data on Medicaid coverage, household income, 

preterm birth, birth weight, and use of prenatal care among Black women ages 15–44 in 

Cook County, Illinois. Multiple logistic regression analysis was adopted for data analysis. 

The importance of conducting this study is to inform the development of policies aimed 

at increasing Medicaid coverage for Black women ages 15–44 in Cook County, Illinois 

with low household income, positively influencing birth weight, and reducing the rates of 

preterm births in this population.   

The data analysis revealed that, among all the predictors, only Black/African 

American was a significant predictor (B = -0.865, OR = 0.421, p = .042). Black/African  

women had a decreased likelihood of access to prenatal care by 0.421 compared to other 

races. Thus, it was concluded that there was a significant relationship between Medicaid 

coverage, household income, preterm birth, birth weight, age, education level, marital 

status, and access to prenatal care of Black women ages 15–44 in Cook County, Illinois, 

while controlling for age. The data also revealed that none of the interaction terms were 
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significant (p > .05); therefore, there were no moderation effects of marital status and 

education level on the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, and access to prenatal care of Black women. Section 4 

presents the interpretation of findings, limitations of the study, recommendations, and 

implications for public health practice, positive social change, and conclusion.  

Interpretation of Findings  

This section involves the interpretation of findings as reported in Section 3 of this 

Dissertation. In this section, the findings are discussed in relation to how they confirm, 

disconfirm, or extend previous literature. Further, the findings are interpreted from 

perspective of the theoretical framework guiding this study. The discussion and 

interpretation of findings are based on RQs.   

RQ1: What is the relationship between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 in Cook County, Illinois, while controlling for age?  

The data showed that Black/African American women had limited access to 

prenatal care compared to other races. The results indicated that only Black/African 

American women (B = -0.865, OR = 0.421, p = .042) was a significant predictor of access 

to prenatal care of Black women ages 15–44 in Cook County, Illinois. This result implies 

that there is a significant correlation between Medicaid coverage, household income, 

preterm birth, birth weight, age, education level, marital status, and access to prenatal 

care of Black women ages 15–44 in Cook County. This result confirms disparities in 

accessing prenatal care services among Black women.   
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These findings extend and confirm existing empirical research in public health 

and prenatal care service literature. Previous literature has consistently revealed that 

prenatal care access disparities among minority communities, such as Black women who 

have often experienced delayed care, a limited number of prenatal visits, and systemic 

barriers associated with coverage of insurance and economic status (Silva et al., 2022). 

Consistent with the findings of this research, Buchmueller and Levy (2020) linked poor 

insurance coverage and limited access to healthcare to racial and ethnic disparities in 

healthcare, primarily due to rising costs. Furthermore, Black women face significant 

barriers to accessing high-quality healthcare, which are exacerbated by inadequate 

insurance coverage, unaffordable healthcare, a shortage of healthcare services, and 

insufficient financial resources (Coombs et al., 2021).   

Confirming this study’s results, empirical research revealed that among Black 

women, access to prenatal care may be hampered by systemic biases and the 

unaffordability of care (Silva et al., 2022). Silva et al. (2022) noted that compared to 

other ethnic groups in the United States, Black women recorded the lowest first-trimester 

prenatal care access, aligning with the current study’s findings that Black/African 

American women had limited access to access to prenatal care compared to other races.  

Taylor (2020) explained that lower preventative care use and adverse birth 

outcomes among pregnant women were associated with differences in Medicaid access. 

Ognogho and Saque (2020) asserted that while Medicaid expansion increased access to 

early preprenatal care, Black mothers without Medicaid expansion reported poor prenatal 

care and access.   
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Similar to the current study’s findings, Palmer (2020) reported that increasing 

Medicaid eligibility increased access to prenatal care in both White and Black pregnant 

women and vice versa, suggesting that access to prenatal care among Black women in the 

United States is influenced by affordability, racism, and socioeconomic status. The 

present research confirms the disparities highlighted in the previous literature, revealing 

that Black/African American women was a significant predictor of access to prenatal 

care. This suggests that Black women are less likely to access prenatal care services even 

when accounting for multifaceted demographic and economic variables.   

These findings are consistent with existing literature that structural barriers to 

prenatal care access in African American communities are significantly impacted by 

provider availability issues, creating a complex web of challenges that disproportionately 

affect maternal health outcomes. As a result, the limited number of healthcare providers 

accepting Medicaid presents a particular challenge, as many practitioners restrict the 

number of Medicaid patients they accept because of lower reimbursement rates, creating 

long waiting lists and delayed care initiation for Black women seeking prenatal care 

services (Alexander & Schnell, 2024; Alhalel et al., 2022). This shows that the scarcity is 

especially noticeable in primarily Black American neighborhoods, where there is often a 

disproportion in the geographic distribution of competent Obstetric providers.   

RQ2: Do marital status and education level moderate the relationship between 

Medicaid coverage, household income, preterm birth, birth weight, age, and access to 

prenatal care of Black women ages 15–44 in Cook County, Illinois?  

The data revealed that there were no moderation effects of marital status and 

education level on the relationship between Medicaid coverage, household income, 
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preterm birth, birth weight, age, and access to prenatal care of Black women. Such a lack 

of significance in the effects of marital status and education level on the relationship 

between Medicaid coverage, household income, preterm birth, birth weight, age, and 

access to prenatal care of Black women suggests that Black women are not dependent on 

singular determinants to access prenatal care services but may rely on cumulative 

systemic factors and conditions.   

Whereas it is traditionally known that Medicaid coverage and household income 

are vital factors influencing access to prenatal care or healthcare services for Black 

American women, the insignificance of its effects suggests that individual aspects of 

socioeconomic status, such as insurance coverage, income level, and economic resources, 

are more likely to be inadequate for overcoming challenges and barriers in the healthcare 

structure. In this regard, different factors, including insufficient providers who are 

culturally competent to offer services to Black women in prenatal care, unequal 

distribution of care services in maternal care, challenges related to mobility to healthcare 

facilities, highly fragmented care delivery, and racial discrimination, may hinder prenatal 

care access among Black women.   

The findings are consistent with empirical literature stressing the role of 

inequalities in access to healthcare as barriers to prenatal care services among Black 

women. These structural barriers, including racial discrimination, function through 

policies and practices that historically disadvantage minority communities such as Black 

women, influencing where healthcare facilities are located for access, the mode of 

delivering services, and the treatment of patients in maternal care clinics (American  
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Medical Association and Association of American Medical Colleges, 2021; 

Monroe et al., 2023). This study’s findings confirm those of Shrank et al. (2021), who 

noted the need to expand insurance coverage, advanced home-based care, and 

affordability as informed by inequalities and high healthcare costs among Black women.   

The findings of this research also support previous research, which established 

that while the United States cannot afford healthcare inequalities, disparities in care limit 

underserved individuals’ access to affordable and high-quality care (American Medical 

Association and Association of American Medical Colleges, 2021). As a result, Medicaid 

has the potential to mitigate the root causes of persistent maternal health inequalities; it 

not only encompasses health services but also includes many social needs such as 

medical transportation, nutritional support, and community resources (Dihwa et al., 

2022). Additionally, Medicaid assists in addressing disparities in the past regarding being 

able to access preventive services, specialty care, and perinatal care that may be too 

expensive for Black women seeking prenatal care services in the United States. The 

approach of a comprehensive model for healthcare access is steadily addressing the 

maternal health inequalities present in the American healthcare system for Black women, 

who have a disproportionately high risk of mortality during childbirth due to limited 

prenatal care visits. As a result, this study’s findings support the suggestion that 

enhancing the access and use of prenatal care services needs effective approaches and 

interventions that would help in addressing inequities among Black women, compared to 

focusing on singular related socioeconomic factors.   

This study’s findings reinforce Bronfenbrenner’s (1977) SEM, which posits that 

health behaviors are shaped by various levels of influencing factors. Effective 
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interventions, therefore, should address these levels concurrently. In this study, Medicaid 

coverage (systemic level), household income (community level), and preterm birth 

weight (individual level) were examined, demonstrating how racial inequities impact 

access to prenatal care services among Black women. Healthcare access and racial 

disparities show their utility in analyzing maternal and child health outcomes  

(Kilanowski, 2017). The lack of significant effect of the moderation variables of 

marital status and education levels indicates that individual-level factors are less 

sufficient in addressing systemic barriers linked to prenatal care services access among 

Black women in the presence of persistent organizational and community policy-level 

barriers, but they are based on cumulative factors and interventions.   

Limitations of the Study 

The practical or theoretical weaknesses in research that may affect the legitimacy 

of the research findings and are known as limitations (Akanle et al., 2020). Researchers, 

whether in qualitative or quantitative studies, anticipate different limitations that range 

from methodological to theoretical. In this study, the selected quantitative research 

method and correlational research design may limit this study’s applications. Although 

quantitative research was appropriate for numerical data and the generalizability of the 

study’s findings, it does not allow the researcher to define the nature of the established 

relationship using participants’ opinions and experiences.   

Another limitation was the type of data used for this study. Given the study’s 

purpose and the study variables, the researcher used secondary data retrieved from the 

NCHS. Although secondary data allows for an extensive analysis of the data, it was 

limited in its geographical location. The generalization of this study was limited to Cook 
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County and the data collected from the NCHS may not contain the information needed to 

address the research problem and questions. In this regard, the results of this research 

may not apply to other populations and racial groups in different settings.   

Also, the secondary data may be limited in information about Black women’s 

utilization of prenatal care, given the impacts of Medicaid coverage, preterm birth, birth 

weight, and household income. In addition, the confounding variables that were not 

measured, including the availability of providers of prenatal care, transportation to access 

health facilities, and racial discrimination when receiving prenatal care services among 

Black women, may also impact the analysis and applicability of the findings. The 

secondary dataset may also contain previous errors that were not resolved, and this may 

affect the validity and reliability of the study’s findings and their applicability.   

Recommendations 

Future research should employ mixed-methods research that would integrate both 

quantitative and qualitative approaches to help understand the Black women’s 

perceptions about their access to prenatal care services. Using qualitative data would help 

in illuminating perceptions of participants about the barriers, including racial 

discrimination, lack of trust in healthcare systems, transportation barriers, and cultural 

barriers. Further, the qualitative data would help in understanding perceived facilitators of 

prenatal care access among Black women, including the impact of social support 

networks, community support, emotional support, and provider interactions. Therefore, 

qualitative insights would enhance the interpretation of findings and foster the 

development of culturally responsive approaches to promote access to prenatal care 

among Black women.   
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Although secondary data allow for an extensive analysis of the data, they were 

limited in their geographical location. Thus, generalization of the findings may be limited 

to Cook County, Illinois, and the data collected from the NCHS may not contain 

information on the data needed to address the research problem and questions. Therefore, 

further research should also be conducted using primary data through surveys and 

interviews in a mixed-methods approach to data collection. The use of primary data 

sources would enhance the validity of the findings, which in turn fosters generalizability 

to diverse contexts and geographical settings.   

Future research should also be conducted using longitudinal study designs. 

Longitudinal research designs would help assess the causal link between prenatal care 

access and socioeconomic factors over time. Longitudinal research designs allow 

researchers to explore changes in income level and insurance, and how the changes in 

these factors may influence access to prenatal care over time, not only among Black 

women but also among all minority populations across the United States. This may also 

help in addressing cross-sectional analysis limitations.   

Public Health Practice and Field-Based Products  

Specialized outreach programs should be employed in states involving 

partnerships with community-based organizations to create culturally appropriate health 

promotion information, use different languages to promote the information, and build 

confidence in the targeted population (Upadhyay et al., 2022). In addition, community-

based doula services have been successful, especially with the provision of culturally 

sensitive emotional support, counseling, and encouragement before, during, and after 

childbirth by doulas from similar cultural backgrounds (Thomas et al., 2023).    There 
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should be public health practice policy reforms to enhance prenatal care access and 

overall access to healthcare services for supporting Black women through pregnancy. The 

integration with existing CHWs enhances these programs even more because CHWs are 

critical liaisons between healthcare and the community as they facilitate the interpretation 

of culture and language, and provide culturally appropriate health literacy (Heisler et al., 

2022). Combined, these cultural competency efforts support the development of a better 

and more culturally sensitive prenatal care system for Black American communities.  

Field-based products were developed to support the translation of this study’s 

findings into practice and have been included as appendices. The first field product is a 

policy brief memo. This is meant for policymakers and leaders in public health who 

would be interested in the study findings regarding disparities in accessing prenatal care 

for Black women ages 15–44 in Cook County Illinois. The second field product is a 

community health intervention plan, which is focused on addressing barriers to accessing 

prenatal care services. The third field product is a visual representation of the 

intervention, which illustrates elements of the proposed interventions that are 

community-based and delivery modes are developed. The fourth field product is the 

community fact sheet, providing information for Black women ages 15–44 in Cook 

County, Illinois accessing prenatal care.   

Positive Social Change  

This study’s findings have several important implications for positive social 

change, healthcare practice, and future research. Examining the relationship between 

Medicaid coverage, household income, birth weight, preterm birth, and utilization of 

prenatal care among Black women ages 15–44 in Cook County allowed me to establish 
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the factors hindering Black women from using prenatal care (see McGaughey et al., 

2025). Thus, at the individual level, the findings suggest improvement in the use of 

prenatal care while fostering the development of programs that may encourage Black 

women to engage in prenatal care in Cook County, Illinois. Improvement in accessing 

prenatal care can promote maternal birth outcomes. This can be achieved through 

promoting awareness of maternal health to decrease the complications related to 

pregnancy among Black women with limited access to prenatal care services.   

At the level of organization, the findings can help healthcare systems to adopt 

cultural competency practices to reduce barriers associated with accessing prenatal care 

or overall healthcare services for Black women. In this regard, the status of Medicaid 

coverage as well as the availability of prenatal care make up a core public health concern 

in the United States, especially for Black women who experience a higher risk of 

maternal mortality (Fox et al., 2023). While Medicaid serves as a crucial source of 

insurance coverage, significant disparities exist in the utilization of prenatal care (Fox et 

al., 2023). Black women face higher rates of mortality from pregnancy and childbirth 

complications compared to women of other races. Additionally, pregnant Black women 

are more likely to experience hospital readmissions or die from various causes than their 

white counterparts (Brown et al., 2021). However, this federal-state program has helped 

to increase access to some basic prenatal care services, even though various barriers exist 

in the low-income group in accessing healthcare services. Knowledge of such dynamics 

is crucial for designing appropriate prevention and treatment strategies for the 

enhancement of maternal health status, through culturally responsive practices.   
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At the policy and societal levels, the current study suggests equity in policies 

related to healthcare access, prenatal care services through investing in prenatal care 

programs for the community. This can also be enhanced through mandatory cultural 

humility education for the healthcare team, encompassing knowledge about Black 

Americans’ attitudes toward health and medicine, as well as biased thinking, and 

culturally sensitive interaction approaches (Berger & Miller, 2021). Community 

mobilization initiatives, sometimes by known community-based organizations and 

faithbased organizations, link women to available Medicaid services, educate them on 

eligibility and contractual entitlements, and follow up with them during pregnancy (Blebu 

et al., 2023). These programs often comprise peer support groups, mobile health units, 

and community-based workshops that help to increase the use of prenatal services and 

culturally appropriate prenatal education, hence improving maternal health.  

Community-based policymakers can develop support systems that are important 

enablers in enhancing prenatal care provision access and utilization among Black women 

with Medicaid. Programs such as community health worker programs that use locals who 

are conversant with the community’s culture can gain the trust of the women as they 

assist in the complexities of the health system. The workers are usually from the same 

background as the women they help, so they act as a link between communities and the 

medical personnel. These community-based policymakers may prioritize a Medicaid 

coverage model that plays a role in reducing the impacts of intergenerational poverty on 

health since pregnant individuals are not exposed to catastrophic health expenditures 

(East et al., 2023). Thus, expansion of the Medicaid program guarantees that these 

services are affordable and accessible to all expectant women so that they can start 
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receiving prenatal care in early pregnancy and attend their antenatal appointments 

regularly to recognize and proactively manage any pregnancy complications.  

Conclusion 

This study’s findings underscore the need for effective approaches and 

interventions that can address structural barriers to prenatal care access among minority 

groups such as Black women in the United States. In this regard, public health practice 

may need to establish effective culturally responsive care models to enhance access to 

prenatal care among Black women. This research contributes to an extensive 

understanding of prenatal care access and the available disparities for Black women ages 

15–44 in Cook County, Illinois. This study has demonstrated racial disparities in 

accessing prenatal care among Black women ages 15–44 in Cook County, Illinois and 

stresses the need to address systemic barriers to healthcare access. This study offers an 

important basis for policy development and adoption of policies and interventions 

towards improving maternal care services for not only Black women but also for other 

minority women across the United States.   
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