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Introduction Rationale and Approach

By many measures, Connecticut ranks among the best places 
in the United States to give birth. But not everyone has the 
same opportunity for or likelihood of having a safe and healthy 
pregnancy, birth, and start to parenthood. Black women in 
Connecticut are twice as likely as their white counterparts 
to experience life-threatening complications related to 
pregnancy – a condition known as severe maternal morbidity. 
Connecticut ranks in the bottom half of the nation in this 
measure. This blueprint aims to close the gap, and outlines 
evidence-backed strategic actions that can be taken in the  
coming years.

Our vision is a 50 percent reduction in the burden of 
severe maternal morbidity among Black women over three 
years (2026-2029), closing the racial gap for Connecticut and 
improving outcomes for all. While this blueprint focuses on the 
population with the greatest risk of poor outcomes, many of the 
strategic recommendations have the potential to reduce severe 
complications for all people experiencing childbirth in our state.

The recommendations in this blueprint build on current resources 
and initiatives and are designed for collaborative action across 
sectors and organizations to reduce severe maternal morbidity 
among Black people. Each of these recommendations is 
supported by a set of actions that can be taken in the first  
year to move toward this goal. 

Following the publication of this blueprint, the Connecticut 
Health Foundation plans to bring together those interested 
in implementing the recommendations and work toward the 
first-year actions. We also anticipate mapping the landscape of 
maternal health efforts in Connecticut to ensure there is strong 
coordination and recognition of the tremendous work occurring 
in the state. We hope that people from every sector will see a 
role for themselves in this work and join this effort. Together, we 
can create a healthier future for all the people of Connecticut. 

Across the U.S., Black women face more barriers to having a 
healthy pregnancy, birth, and start to parenthood than their 
peers. These inequities exist at every step along the path to 
motherhood before, during, and after pregnancy, resulting in far 
higher rates of severe complications and death. Specifically, Black 
women are at three times greater risk of death from pregnancy-
related causes compared to non-Hispanic white women. 

These inequities are the direct result of both interpersonal 
discrimination and structural racism. Black women are less likely 
to have their concerns, including reported pain, taken seriously 
by their medical teams. They are less likely to receive the 
quality, evidenced-based care they need in a timely way.1 While 
socioeconomic status contributes to many differences in health 
outcomes, it does not explain the vast gaps in maternal health.  
For example, a Black woman with a college degree is 1.6 times 
more likely to die from pregnancy-related causes than a white 
woman who did not graduate from high school.2 

The persistent inequities in maternal health outcomes are signs 
that the systems we rely on are broken.  Working together to fix 
them will benefit everyone who gives birth in our state and will 
provide lessons that we can use to make our health care system 
more equitable for everyone.

While these inequities have been well-documented, the evidence 
on how to correct them is much less well-developed. Some states 
and national organizations have created playbooks or blueprints 
for advancing maternal health equity that can serve as a useful 
starting point. Nevertheless, these playbooks are not tailored for 
the unique context, challenges, and opportunities in Connecticut. 
Advancing maternal health equity for people of color in 
Connecticut will require practical approaches that integrate lived 
experiences, scientific evidence, and insights from policymakers 
and practitioners within and beyond our state.

The Connecticut Health Foundation commissioned Yale 
University to facilitate the development of this blueprint, 
informed by evidence and the expertise and experience of 
collaborators across the state. This blueprint is not an academic 
exercise or a framework for thinking about maternal health equity. 
Instead, it is a set of strategic recommendations to shape action 
by a wide range of actors, including policymakers, advocacy and 
philanthropic groups, health care and social service providers,  
and community organizations statewide 

The focus of this blueprint is on Black birthing people because 
they face the highest rates of severe maternal morbidity in 
Connecticut. We recognize that other populations also face 
barriers to healthy pregnancies and births as a result of racism 
and other factors. We expect that the strategies outlined in this 
blueprint will benefit all populations, but we acknowledge that 
the needs of other groups also warrant focused solutions. 
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How we developed this blueprint

This blueprint has been designed by and for Connecticut 
residents. We have listened to stories and included a variety 
of people in the writing of this document. Key partners in 
making this work a reality include pregnant people and their 
care partners, including fathers and grandparents; health 
care providers and professionals; health care systems and 
administrators; community organizations and social services 
agencies; health professional educators; state and local 
government agencies; and funding organizations.

The blueprint was shaped by a 14-member advisory committee 
that provided strategic guidance, expertise, and oversight. The 
committee included people with lived experience of racism 
in maternal health, and those representing health systems, 
community-based organizations, foundations, and state agencies. 
The committee deliberations integrated evidence provided 
through written briefs by the Yale team, as well as testimony from 
subject matter experts. We engaged over 215 individuals, using 
existing organizations and networks (referred to as “CT Insights”) 
to ensure that feedback was integrated into the development 
of the blueprint. The process also involved a robust desk review 
to identify the most pressing issues and effective interventions 
in maternal health equity, including reviewing existing state and 
national data on maternal morbidity and examining successful 
models from other states. We received critical review of the 
blueprint from six national experts, with the goal of ensuring 
alignment with national thought leadership. We hope this broad 
engagement fostered collaboration, investment and ownership 
from diverse perspectives across the state. For details on who 
participated, see appendices A-D.

The resulting strategic recommendations reflect the following  
principles and assumptions: 

Time horizon: The blueprint makes recommendations for three 
years and beyond, balancing the urgency of the problem with the 
reality that the inequities we are addressing are deeply rooted 
and will require long-term change. 

Principles: The recommendations are designed to: 

•	 Reflect the perspectives of those with lived experience  
of the issues at hand

•	 Foster shared accountability for inequities in maternal  
health outcomes 

•	 Name and address the impact of structural racism

We acknowledge the impact of national politics on this work  
and affirm that pursuit of equity is local and must continue.

Prioritization: Additional factors used to prioritize 
recommendations were: 

•	 Anticipated impact on the problem
•	 Feasibility (including organizational capacity and political will)
•	 A commitment to elevate actions that build on positive 

momentum already in the system  
•	 Relevance to a wide range of actors across the state, rather 

than a specific sector, profession, or organization 

Limitations and tradeoffs: Although we worked to gain 
committee consensus on the recommendations, there 
are limitations and tradeoffs inherent in the work. These 
recommendations do not include all possible actions, and do not 
reflect consultations with all possible collaborators. Further, the 
blueprint is not intended to serve as a comprehensive map of all 
current policies and programs supporting maternal health equity 
in Connecticut. We recognize that there are more policies and 
programs in this field than are named in this blueprint. 

In the following pages, we define the scope of the current 
problem, set a vision for the future, and identify five strategic 
priorities for moving toward that vision. 

Health equity means the attainment of the highest 
level of health for all people, where everyone has 
a fair and just opportunity to attain their optimal 
health regardless of race, ethnicity, disability, sexual 
orientation, gender identity, socioeconomic status, 
geography, preferred language, or other factors that 
affect access to care and health outcomes.3 

Social drivers of health (SDOH): The conditions in 
the environments where people are born, live, learn, 
work, play, worship, and age that affect a wide range 
of health, functioning, and quality-of-life outcomes 
and risks. SDOH refers to community-level factors. 
They are sometimes called “social determinants  
of health.”4 

Health-related social needs (HRSN): Social and 
economic needs that affect individuals’ ability to 
maintain health and well-being. They put individuals 
at risk for worse health outcomes and increased 
health care use. HRSN refers to individual-level 
factors such as financial instability, lack of access to 
healthy food, lack of access to affordable and stable 
housing and utilities, lack of access to health care, 
and lack of access to transportation.5
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This work exists because of the long-standing 
impact of bias, medical neglect, and the failure to 
truly listen to Black and Brown birthing people. 
Prevention isn’t just about what individuals can 
do to protect themselves; it’s about transforming 
the systems that were never built to serve 
us equitably. Providers must be willing to 
confront uncomfortable truths – including the 
fact that Black and Brown birthers often have 
different lived experiences, systemic exposures, 
and stressors that directly impact maternal 
outcomes. Prevention means acknowledging 
that, and actively responding to it in care plans, 
listening practices, and institutional policies. 
True prevention is not passive – it’s intentional, 
equity-centered, and provider-led. 
– Community member

‘‘

’’

Quotation from CT Insights
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Problem, Vision, and Five Strategic Priorities For Action

This blueprint is based on the following problem statement and 
vision, developed by the advisory committee:

Black people in Connecticut face an inequitable 
burden of severe health complications from 
pregnancy, labor, and delivery. These severe 
complications are called severe maternal morbidity.  

Our vision is a 50 percent reduction in the 
burden of severe maternal morbidity among Black 
women over three years (2026-2029), closing the 
racial gap for Connecticut. Many of the strategic 
recommendations described in this blueprint have 
the potential to reduce severe complications for  
all people experiencing childbirth in our state.

To address this problem, we identify five strategic  
priorities for action: 

1.	 Treat inequities in severe maternal morbidity as a  
critical public health issue.

2.	 Ensure patients can access a wide range of maternal  
health care providers.

3.	 Strengthen connections between maternal health  
and behavioral health services.

4.	 Address discrimination in health care and diversify  
the workforce.

5.	 Increase economic security and economic mobility  
among families.

These strategic priorities are aligned with the recommendations 
of federal blueprints and other state strategies for maternal 
health equity while reflecting the unique strengths and 
opportunities in Connecticut.  

We use data and stories from Connecticut to show why 
each strategic priority matters, describe evidence-informed 
recommendations for systems change, and identify concrete 
actions to begin the work. 

Many of the recommendations focus on policy, implementation, 
and monitoring. Policy is critical, but achieving equity also  
requires implementation and monitoring to ensure that policies 
are reaching the people they are meant to benefit and having  
the intended outcomes.

Why focus on severe maternal morbidity  
in Connecticut?

While maternal mortality is the most devastating outcome,  
severe maternal morbidity and near-miss events occur 
substantially more frequently and can have enduring health 
consequences for families. 

•	 Severe maternal morbidity refers to the unexpected,  
life-threatening complications that arise during pregnancy, 
childbirth, or the postpartum period, often leaving long-term 
physical and emotional scars and potentially affecting future 
pregnancies and relationships. 

•	 Examples of severe maternal morbidity include kidney failure, 
disseminated intravascular coagulation, respiratory distress 
syndrome, shock, and heart failure.

•	 These complications often result in prolonged hospital stays, 
intensive care needs, and long-term health consequences,  
but are often preventable.6 

Connecticut has the third lowest maternal mortality rate in the 
nation,7 but is ranked 35th in severe maternal morbidity. Severe 
maternal morbidity affects 350 families in Connecticut each 
year, and Black women are twice as likely as their white peers 
to experience it. Deliveries with severe maternal morbidity are 
five times more likely to result in infant deaths. Rates of severe 
maternal morbidity are highest in Fairfield, New Haven, and 
Windham counties, the latter of which has limited access to  
labor and delivery services.10 Yet despite the dire consequences  
of severe maternal morbidity, Connecticut does not routinely 
track and prioritize severe maternal morbidity as an important 
public health issue. 
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Severe maternal morbidity rates by race/ethnicity in Connecticut per 10,000 births, 2018-2020:9

Black non-Hispanic141.9

Asian non-Hispanic88.6

Hispanic86.0

White non-Hispanic68.4

Severe maternal morbidity rates per 10,000 deliveries  
in Connecticut, 2010-2020

Black mothers experience twice the rate of severe complications as 
their white counterparts.12 

Note by source: Rates for Asian mothers should be interpreted with caution 
due to small numbers causing low statistical reliability.

0
20
40
60
80

100
120
140
160 White

Hispanic

Asian

Black

20102019201820172016201520142013201220112010

0.8

1.0

1.2

2010	 2011	 2012	 2013	 2014	 2015	 2016	 2017	 2018	 2019	 2020

160

140

120

100

80

60

40

20

0

Black

Asian

Hispanic

White

FAIRFIELD 
COUNTY

NEW HAVEN 
COUNTY

WINDHAM 
COUNTY

Limited access to 
labor and delivery 

services
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maternal morbidity rates
Severe maternal morbidity rates are highest in New Haven, Fairfield, 
and Windham counties, the latter of which has limited access to 
labor and delivery services.10

The economic burden of severe maternal morbidity is significant. 
Nationally, the costs related to complications of pregnancy and 
childbirth amount to $32.3 billion annually.11 This figure captures 
both the direct health care costs (such as hospitalizations and 
treatment) and broader economic consequences (including  

lost productivity and increased reliance on social services).  
In addition, in Connecticut, hospital readmissions for those  
who experience severe maternal morbidity are ten times higher  
than those who do not experience severe maternal morbidity, 
adding further cost to both families and society.

The cost of severe maternal morbidity
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1.	 Establish a statewide severe maternal  
morbidity review process. 

Connecticut has adopted a standardized maternal mortality 
review13 process and is well-positioned to implement a similar 
process for severe maternal morbidity. This is already done 
across the country and Connecticut can learn from the 
experiences of other states.

Regular severe maternal morbidity reviews can be highly 
effective for identifying trends and patterns that can be 
lost at the individual patient level, including identifying 
opportunities for intervention in regional hotspots and 
underperforming facilities (hospitals or practices). Generally, 
severe maternal morbidity reviews occur at the facility and 
state level. 

As of 2023, more than a dozen states and New York City 
had evaluated maternal morbidity under their jurisdictions.14 
Illinois was the first state to mandate that all health facilities 
in the state participate in severe maternal morbidity review.15

There are opportunities to tailor the review process to 
advance equity. Specifically, a focus on the social drivers 
of health, inclusion of people with lived experience on the 
review committee, and monitoring and evaluation of uptake 
of committee recommendations would ensure that the 
review process reflects a commitment to equity and can 
make a meaningful difference.

2.	 Prioritize data collection by establishing  
standards and a reporting mechanism. 

Data is critical to understanding the situation but gathering 
and sharing data can be challenging. Six states and New York 
City routinely track maternal morbidity data.14 Among the 
challenges these states have worked to overcome: 

•	 Getting access to timely, quality data

•	� Sharing or linking data across systems, platforms, and 
organizations (particularly data on social drivers of health)

•	� Getting supplemental information that could shed light 
on cases, such as witness accounts or records from law 
enforcement

•	� Securing resources to enhance data analysis

Many states have also passed laws related to hospital data-
sharing with mandated maternal mortality review committees 
and reports. Connecticut could join the six states and New 
York City in tracking maternal morbidity data by: 

•	� Updating data definitions and sources of information 
included in case abstractions.

•	� Ensuring that the review process incorporates efforts 
to understand and address challenges in the data from 
missing information, underreporting or misclassification. 

•	� Collecting data from maternal health entities other than 
hospitals (including for home births).

Treat Inequities In Severe 
Maternal Morbidity As A 
Critical Public Health Issue.

PRIORITY NO. 1

To treat inequities in severe maternal morbidity  
as a critical public health issue, we recommend: 

1.	 Establishing a statewide severe maternal 
morbidity review process.

2.	 Prioritizing data collection by establishing 
standards and a reporting mechanism.

3.	 Identifying a coordinating structure to support 
work to address equity in reducing severe 
maternal morbidity.

4.	 Creating a mechanism to track and evaluate 
policies supporting equity in reducing severe 
maternal morbidity.

5.	 Promoting awareness of severe maternal 
morbidity as a critical public health issue.

RECOMMENDATIONS
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PRIORITY NO. 1

3.	 Identify a coordinating structure to support  
work to address severe maternal morbidity. 

It’s one thing to agree that something is a health problem 
worth addressing; it’s another to ensure that work to address 
it happens in a coordinated, sustained way. To make progress 
in addressing severe maternal morbidity, it’s critical that 
one or more organizations take ownership, coordinate with 
those in other sectors, explore ways to fund the work, and 
ensure that review findings lead to better and more equitable 
maternal health outcomes.

The Connecticut Department of Public Health already plays 
a major role in maternal health; the department leads the 
Maternal Mortality Review Committee (MMRC),13  compiled 
the 10-year Report on Severe Maternal Morbidity for the 
state, and convenes a Maternal Health Task Force. The 
coordinating structure we recommend could align with  
these existing structures.

Having a coordinating structure is a sustainable way to 
ensure change. Models used in other places include a joint 
task force,16 guiding coalition,17 or health equity hub18 that 
supports the severe maternal morbidity work as part of a 
broader mission. Detailed landscape analysis and community 
participation are key to ensuring that this work sits within  
the right organizational home. 

Recognizing that states have many obligations and finite 
resources, this coordinating entity should foster partnerships 
to advance equity in reducing severe maternal morbidity. This 
could include identifying and testing collaborative financing 
models to ensure there is adequate funding for efforts to 
address severe maternal morbidity. Partnerships in other 
places (including New York City 19) included hospital quality 
initiatives and social service programs. Funding partnerships 
can build on existing federal and state funding and policy 
mandates but can also explore funding agreements with other 
partners, such as payers, health system quality initiatives, 
philanthropy, and community organizations with aligned 
missions. While challenging at times to coordinate, funding 
partnerships help share costs and distribute accountability 
so that findings related to severe maternal morbidity reviews 
are actionable by parties with different arenas of authority 
and influence. This coordinating entity could also encourage 
participation in relevant federal programs such as the 
Perinatal Quality Collaborative and the Alliance for Innovation 
on Maternal Health, and would have visibility to optimize 
resources for maternal health services and improvements. 

4.	 Create a mechanism to track and evaluate policies 
for reducing severe maternal morbidity.

Adopting equity-focused policies is a key step. Ensuring they 
are fully implemented and studying them to ensure they have 
the intended outcomes is equally critical. 

For example, Connecticut has led the way in legislating 
health-friendly policies, including Medicaid expansion, 
Medicaid coverage for one year postpartum, and “baby 
bonds.” However, some strong legislation or policy initiatives 
have stalled because of delays in implementation, funding, 
awareness, or uptake. 

Ongoing monitoring and evaluation to assess development, 
approval, and use of these policies with a health equity lens 
would provide much-needed evidence for efforts to promote 
equity in reducing severe maternal morbidity in the state. This 
monitoring should include the use of data that is segmented 
by key population characteristics, because aggregate data 
can mask issues affecting smaller or more marginalized 
populations. This mechanism for tracking and evaluating 
could be included as a function of the coordinating structure 
described above or commissioned as a discrete body of 
work. More broadly, this mechanism could also support the 
development and coordination of a research and learning 
agenda on equity in reducing severe maternal morbidity. 

Existing quality improvement efforts should continue to 
evaluate the outcomes of maternal health policies. For 
example, Connecticut tracks prenatal and postpartum care  
as quality measures used to assess provider performance.
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PRIORITY NO. 1

5.	 Promote awareness of severe maternal  
morbidity as a critical public health issue. 

As noted, Connecticut is ranked in the bottom half of the 
nation for severe maternal morbidity.7 The reality is even 
more dire for Black Connecticut residents, who are twice  
as likely to experience severe maternal morbidity as their 
non-Hispanic white counterparts.9 

Despite this gap, there is little public discussion of the 
relatively high rates of severe maternal morbidity in our 
state, or the regional differences (rates of severe maternal 
morbidity are elevated in Fairfield, New Haven, and Windham 
counties). Promoting awareness of this critical gap – with 
tailored approaches to engage communities, health systems, 
legislators, payers and state agencies – would be an achievable 
early step to building shared ownership and accountability  
for addressing inequities in severe maternal morbidity. 

There are many efforts underway that Connecticut could 
build on. Many states, including Connecticut,20 have adopted 
the Centers for Disease Control and Prevention’s Hear Her 
campaign,21 which targets pregnant people to raise awareness 
of warning signs of severe maternal morbidity and empower 
patient-provider dialogue. At the national level, the U.S. 
Department of Health and Human Services launched the 
M.O.M.S. Tour (Maternal Outcomes Matter Showers22) in 11 
cities, serving over 5,000 prenatal and postpartum families. 
Faith-based and culturally engaged models (for example, 
Waterbury Bridge to Success’s #Day 43 program23 that elevates 
Black mothers as community advocates for better health 
outcomes) will be especially important for raising awareness 
and fostering accountability for action. By including 
advocates and those with lived experience in work to raise 
awareness, such efforts could foster trust with communities 
and partners across the state. Similar efforts in other states 
have been supported by Merck for Mothers and March of 
Dimes in addition to state agencies.

Actions for success in year 1 

•	 The state should authorize a severe maternal 
morbidity review committee, with plans for initial 
and longer-term funding.

•	 Philanthropy should work with existing 
maternal health coalitions and working groups 
to plan for implementation of the blueprint 
recommendations. This work should include 
creating or identifying a coordinating structure to 
support work on severe maternal morbidity.

NEXT STEPS
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Ensure Patients Can Access 
A Wide Range Of Maternal 
Health Care Providers.

PRIORITY NO. 2

Patients benefit from having access to a wide range of care 
providers to support their pregnancies,  deliveries, and beginning 
stages of parenthood, but access to these providers varies widely 
– often because of limitations in how our health care system 
pays for services. This priority area focuses on how financing can 
enable patients to access a wide range of care providers during 
and after pregnancy.   

While every person’s experiences and needs vary, an ideal 
maternal health care team includes a diverse group of clinical and 
non-clinical professionals. For any given patient, this could include 
some or all the following team members: 

•	 Obstetricians and gynecologists (ob-gyns),  
midwives (nurse and certified practice)

•	 Fetal medicine specialists
•	 Other nurses and nurse navigators
•	 Doulas
•	 Social workers
•	 Lactation consultants
•	 Community health workers
•	 Behavioral health specialists
•	 Nutritionists
•	 Patient navigators (nurse and lay)
•	 Social service managers

Team-based care models, also called extended care models, 
are designed to have multiple professionals collaborate to 
provide comprehensive, patient-centered care for pregnant 
individuals. Team-based care models emphasize integration of 
various specialties and coordination to deliver holistic, seamless, 
and appropriate care throughout pregnancy, childbirth, and 
the postpartum period.24 The federal Transforming Maternal 
Health (TMaH) Model calls this “whole-person care delivery.”24, 25 
Team-based maternal health care models have improved 
maternal health, birth outcomes and access to comprehensive 
care in diverse geographic and political settings in the U.S. and 
internationally.25-28  

While descriptions of team-based care models sometimes focus 
on who is providing care, the payment model for maternal health 
care is one of the most important levers for ensuring that patients 
have access to team-based care. If it takes more than one type of 
professional and more than one type of organization to provide 
care needed by a pregnant person, it’s critical to ensure that the 
payments for services can also be shared by them.29 

In addition to coordination within the maternal care team, 
coordination is critical between the maternal care team and 
other providers treating a patient. This includes the primary care 

Carla* is an experienced community-based doula.  
She supports clients throughout their pregnancies and 
postpartum period and advocates for them with the  
health system.  

One client, Sara, began working with Carla at the start of 
her third trimester. By then she had switched prenatal care 
providers three times because she felt they did not listen  
to her or care about her. Sara said they treated her  
“like just a number.” 

Sara was experiencing severe headaches, sometimes  
causing her to vomit, and had rib pain and kidney problems. 
She hadn’t checked her blood pressure recently and didn’t 
remember if her doctor had tested her urine.  

“Sara was not well connected to care, and I started to  
worry that Sara might have preeclampsia,” Carla said.  
“I let Sara know how important it was for her to contact 
her provider immediately and insist on testing to rule out 
preeclampsia. I told Sara how important it was for her  
to advocate for her health with her care team to make  
sure this was fully investigated.” 

When pregnant clients do not feel heard or seen during  
their visits, they may not report the symptoms they 
experience. Having people on their team that they trust  
is critical – as happened when Carla connected Sara back  
to care in an urgent circumstance. That connection  
turned out to be lifesaving.

*�This story is a composite account, based on stories  
shared during CT Insights conversations.
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provider who will resume most care in the weeks following birth, 
and other providers such as chronic condition specialists and 
dentists, who should be providing care throughout pregnancy.

Nationally, the most common innovations in insurance coverage 
for team-based/extended maternal health care are: 

•	 Coverage for care through a 12-month postpartum period.
•	 Payment for doula and midwife services and care teams.
•	 Bundled episode of care payments.
•	 Payment for community health workers to support pregnant 

people and address health-related social needs.

Favorably, Connecticut has initiated health financing reforms 
consistent with each of these innovations, with varying degrees  
of implementation. In particular:

•	 Postpartum people are now eligible for Medicaid for  
12 months after delivery.

•	 Connecticut has launched registration and certification  
for doulas.

•	 Medicaid launched a bundled payment for maternity care 
services in 2025. Doula payments are included in this model, 
though doula participation is low.

•	 State law calls for Medicaid to pay for community health 
worker services, though these payments have not yet  
been implemented.

1.	 Build on financing reforms such as bundled 
payment models for maternity care services.

Bundled payments are a form of alternative payment model 
designed to move away from fee-for-service reimbursement 
toward value-based care. In a bundled payment model, 
providers receive a set, comprehensive payment rate for 
professional services delivered as part of an episode of 
care. The bundled payment model is designed to encourage 
greater efficiency and coordination in the management of 

patients, improving quality and outcomes and reducing costs. 
Bundled payments  allow providers to share in savings when 
costs are kept below the bundle’s target price; providers may 
also assume risk for costs that go above the target price. In 
maternal health, a bundle would cover the cost of treatments, 
tests, and procedures during pregnancy and a certain period 
after delivery.30 

Connecticut Medicaid (HUSKY)31 began offering bundled 
payments for each maternity episode on Jan. 1, 2025. Coverage 
spans 280 days before delivery to 90 days after delivery. 
Doulas are included32 in the Medicaid maternity bundle 
program through direct payments from Medicaid to doulas 
who chose to become certified and registered with the state. 
This innovation in financing will be assessed and refined, 
and is expected to be a major driver of improved outcomes 
for patients covered by Medicaid. However, patients with 
commercial insurance will not benefit. To reach full potential, 
we recommend that Connecticut: 

a.	 Identify and test innovative financing  
models for birthing care. 

An essential step is to create a multi-sector working 
group to develop and propose creative financing models 
for birth care tailored to Connecticut. There are many 
examples of creative financing that Connecticut can  
draw on:

•	� The New Jersey Birth Equity Funders Alliance33 
was established to improve birth outcomes and 
promote maternal and infant health equity and to 
reduce maternal mortality by 50 percent within five 
years, using public and private funding to support 
demonstration projects.34, 35 

•	� Community of Hope,36 a community health center in 
Washington D.C., used blended funding37 to establish 
a comprehensive care model that includes birthing 
center care and intentional collaboration between 
clinical and nonclinical providers.

  �Additional financing options may stem from creative 
extensions of Medicaid waivers and advocacy for 
changes in Medicaid payment.

PRIORITY NO. 2

To ensure that all pregnant patients have access to 
a wide range of care providers, we recommend:  

1.	 Building on financing reforms such as bundled 
payment models for maternity care services.

2.	 Addressing implementation barriers to reforms 
that have already been secured.

3.	 Studying Medicaid’s 12-month postpartum 
coverage to advance knowledge of how best  
to support patients after delivery.

4.	 Supporting innovation in team-based care.
5.	 Building on existing state efforts to improve 

health for individuals incarcerated while 
pregnant.

RECOMMENDATIONS
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b.	 Create a commercial payer strategy for  
alignment on financing models.  

Patients with commercial insurance represent about 
62 percent of births in Connecticut.38 As the HUSKY 
bundle and other innovative financing approaches are 
assessed and refined, we recommend advocacy to 
engage commercial payers and policy action to promote 
alignment between commercial payers and Medicaid. This 
alignment would be expected to encourage consistent 
care pathways, accelerate provider shifts toward value-
based care processes and systems, facilitate data-sharing 
and quality improvement, and create a more balanced 
pool of higher- and lower-complexity patients.  

2.	 Address implementation barriers to reforms  
that have already been secured.

Connecticut policymakers have taken steps to make 
community health worker and doula services more  
accessible to patients, but these efforts have not been  
fully implemented; as a result, patients are not receiving  
the full potential benefits from these policies.   

a.	 Begin Medicaid payment for community  
health workers.

A 2023 Connecticut law requires Medicaid to pay for 
community health worker services for: coordination of 
medical, oral, and behavioral health care services and 
social supports; connection to and navigation of health 
systems and services, prenatal, birth, lactation, and 
postpartum supports; and health promotion, coaching 
and self-management education.

While the state Department of Social Services moved 
forward with plans to begin coverage of these services, 
payment has not started,39 and state lawmakers have 
not appropriated funding to cover these services. 
Implementing Medicaid payment for community health 
workers would expand patients’ access to a key workforce 
that can build trust and improve outcomes.

b.	 Address barriers to doula care. 

Connecticut has established a certification and 
registration process for doulas. Certified and registered 
doulas can be reimbursed by HUSKY (Medicaid) through 
the maternity bundle beginning in 2025. Most privately 
insured people pay out of pocket for doula services.

Doula registration for participation in the HUSKY 
maternity bundle program remains very low. Barriers 
include low payment rates40 for doulas and lack of clarity 
about doulas’ scope of independent practice, and lack 
of infrastructure for doula certification, registration, and 
billing. Increasing doula participation will require efforts 
to identify and address all barriers. 

Another way to address barriers to doula care is to 
partner with trusted messengers to promote awareness 
among Black birthing people of available pregnancy-
support options in Connecticut. Raising awareness among 
community members coupled with advocacy could help 
build demand for team-based care options and help 
ensure that policy gains are implemented.

c.	 Promote adequate payment rates and expanded 
coverage for all members of the maternal health care 
team, across payers. 

While various plans for advancing maternal health 
recommend integrating certified nurse-midwives, 
freestanding birth centers, lactation consultants, doulas, 
and other perinatal support services, payment rates and 
adequate development of coverage procedures for such 
workers can be challenging. 

Similarly, payment rates for physicians, midwives, nurses 
and other care workers vary by payer, causing some 
providers to turn away certain patient groups based on 
their insurance coverage. 
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3.	 Study Medicaid’s 12-month postpartum coverage 
to advance knowledge of how to best support 
patients after delivery.

In 2022, Connecticut increased Medicaid and Children’s 
Health Insurance Program coverage from 60 days to 12 
months postpartum. This is funded by both the state and 
federal governments. We recommend evaluating outcomes 
of 12-month postpartum Medicaid coverage by critical 
population characteristics (such as race, ethnicity, and 
disability status). Post-implementation evaluation could 
demonstrate if expected outcomes and benefits of this 
coverage have been realized equitably and how to improve 
on any gaps that are found. This research could also help 
address current knowledge gaps related to what types of 
support at what points during the postpartum period are 
most important.

4.	 Support innovation in team-based care.

a.	 Advocate for state funding to expand universal home 
visiting beyond two pilot locations. 

State agencies piloted Family Bridge, a universal home 
visiting program, in Bridgeport using federal American 
Rescue Plan Act funds beginning in 2023. A New London/
Thames Valley area program began in January 2025. 
Continuation or expansion of this program will require 
state funding.

b.	 Support adaptation and testing of group prenatal care 
models to identify essential design components and 
inform anticipated updates to the Medicaid maternity 
bundle. 

Group prenatal care models have been implemented 
in multiple locations, but not yet at scale. Proactively 
identifying and addressing implementation challenges 
can help the maternal health community roll out high 
quality group prenatal care programs that people are 
enthusiastic about attending.

c.	 Promote equitable access to technological innovations 
in extended care, including remote patient monitoring, 
telehealth visits, and AI-supported risk identification 
algorithms that are derived from and relevant to 
patients from historically marginalized groups.

Artificial intelligence can improve care and reduce the 
burden of certain tasks. Examples include use in imaging 
and risk prediction for gestational diabetes. However, it’s 
critical to ensure that AI is being appropriately applied 
and is not reinforcing existing inequities.

PRIORITY NO. 2

5.	 Build on existing state efforts to improve health  
for individuals incarcerated while pregnant.  

Nationally, 3.8 percent of women entering incarceration 
are pregnant, with numbers increasing.41 This means that 
approximately 35 to 50 women in Connecticut enter 
corrections while pregnant each year, and others are 
incarcerated shortly after giving birth.42 The Connecticut 
Department of Correction, with assistance from the  
Office of Early Childhood, has taken many steps to improve 
pregnancy and postpartum health for people who are 
incarcerated. These include having living arrangements 
near medical facilities where incarcerated pregnant and 
postpartum individuals can live together, as well as offering 
prenatal care, perinatal education, labor support through 
doulas; mental health services; and breastmilk pumping, 
storage, and transport capabilities. 
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Examples from CT

Mashantucket Pequot Tribal Nation and the Mohegan 
Tribal nation. For more details visit  
https://www.ctoec.org/family-connects-bridgeport/.

Family Wellness Center

The Hispanic Health Council’s Family Wellness Center,  
in the heart of Hartford’s Latino community, integrates 
15 agencies to provide culturally relevant and competent 
clinical services in English and Spanish for families seeking 
holistic care, support, and opportunities. With a health 
equity focus, and through trauma-informed care, the 
center addresses eight principal areas of health: physical, 
intellectual, occupational, spiritual, social, emotional, 
financial, and environmental. The Hispanic Health 
Council’s Maternal and Child Health services include 
its Comadrona Program, Family Wellness Healthy Start, 
Breastfeeding Heritage and Pride, Stronger Families, 
Stronger Futures, and Community Doula programs. For 
more details visit https://hispanichealthcouncil.org/
programs-services/family-wellness-center/ 

Family Bridge

The Connecticut Office of Early Childhood offers 
Family Bridge, an evidence-based, universal nurse 
and community health worker home visiting program 
based on the Family Connects model. All families with 
newborns, as well as bereaved parents, can receive a free 
home visit from a nurse and community health worker 
to screen mother and baby and connect them to local 
services to meet their needs. Nurses carefully assess 
newborns and mothers and discuss next steps to address 
opportunities and concerns, including seeking immediate 
medical care when necessary. Nurses attend to the 
whole family, recommending appropriate community-
based resources and follow-up as needed. Family Bridge 
is currently available to families of all babies delivered 
at Bridgeport Hospital or St. Vincent’s Medical Center 
who live in Bridgeport, Easton, Fairfield, Milford, Monroe, 
Shelton, Stratford, and Trumbull. It is also available to 
families who deliver at Backus Hospital and reside in 
Norwich, Windham, Griswold, Lisbon, Montville, the 

PRIORITY NO. 2

To further reduce severe maternal morbidity for women who 
are incarcerated, we recommend the following measures:

a.	 Support community services for those released from 
incarceration while pregnant to ensure continuity  
of care. This is especially important for those dismissed 
from court without prior opportunities for Department 
of Correction transfer of care planning (such as 
medication access, insurance coverage, prenatal care  
and community doulas, and mother-child supportive 
housing placements).

b.	 Expand pilot programs and commission studies 
of alternatives to child separation for pregnant 
incarcerated people, including alternative-to-
incarceration and prison nursery programs, to reduce 
anticipatory grief during pregnancy, psychological  
trauma after delivery, and long-term attachment  
issues for pregnant people and their children.

c.	 Strengthen connections between prison and external 
health systems through shared electronic health record 
systems, patient access to subspecialty (e.g., maternal 
fetal medicine) care and consultation during pregnancy  
to optimize care of high-risk obstetric populations.

Actions for success in year 1 

•	 Researchers should engage multiple sectors to 
identify creative opportunities for financing 
team-based maternal health care, to inform 
future statewide efforts.

•	 State lawmakers should appropriate funding 
to implement previously approved legislation 
supporting Medicaid coverage of community 
health worker services for pregnant and 
postpartum people.

•	 State agencies should work with doulas and 
health care providers to identify and address 
barriers to participation in the Medicaid 
maternity bundle.

•	 State policymakers should work to shield 
pregnant and postpartum people from any 
Medicaid cuts.

NEXT STEPS
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Strengthen Connections 
Between Maternal Health and 
Behavioral Health Services.

PRIORITY NO. 3

Mental health and substance use disorders – which can occur 
separately or together – are significant challenges for pregnant 
and postpartum individuals. Yet many women face significant 
barriers to getting the care they need. Among the reasons:

A lack of screening: Connecticut’s Maternal Mortality Review 
Committee43 has noted multiple missed opportunities in acute 
care (emergency department), labor and delivery, and ongoing 
postpartum care for screening for mental health issues and 
referring for care, despite patients’ pre-existing mental health 
concerns. Unlike many other states, Connecticut does not require 
that providers offer mental health screening and that insurance 
provide reimbursement for screening postpartum individuals.44

Workforce shortages: Even those who are screened might  
not find a provider to treat them. Connecticut has a behavioral 
health workforce shortage,45 with over half of residents living  
in a designated mental health professional shortage area.46, 47 

Inappropriate referrals to child welfare authorities: Infants 
of Black women are referred for testing for substance exposure 
under the Child Abuse Prevention and Treatment Act (CAPTA) 
in Connecticut at higher rates,48 despite Black women’s having 
similar self-reports of alcohol and substance use as their white 
and Hispanic counterparts. 

In Connecticut between 2015 and 2020, mental health issues likely 
or definitely contributed49 to almost half (42 percent) of maternal 
deaths, all of which were deemed preventable. During that 
timeframe, five out of six maternal suicides in Connecticut were 
women of color.49 Among maternal deaths from mental health 
conditions, more than two-thirds occurred in the late postpartum 
period, highlighting the need for extended postpartum support. 
According to one national assessment,50 10.4 percent of women  
in Connecticut reported postpartum depressive symptoms  
after a live birth in 2020, yet fewer than half sought help for  
their symptoms. 

Connecticut offers several mental and behavioral health resources 
for women during the perinatal and postpartum periods, but  
gaps remain between mental health screenings and access to 
maternal mental health care. Across national focus groups, Black 
women have described specific challenges51 in reaching mental 
health services. 

A focus on behavioral health for Black birthing people must 
recognize the interplay of racism, structural drivers of health, and 
a legacy of mistrust that may characterize interactions with the 
health system.52 Such experiences put Black women at greater risk 
of perinatal mental health issues53 and can also deter pregnant 

Londyn* is a 25-year-old second-time mom. Londyn always 
considered herself a happy and outgoing person. She 
felt joyful and excited during her first pregnancy. But this 
pregnancy feels different to her. Londyn feels exhausted from 
caring for a toddler while pregnant. And she just cannot 
seem to shake off the sadness and fear that crashes over her 
sometimes. “It feels hard to concentrate and to go through 
the motions of my day,” she said. “I just cannot seem to enjoy 
anything during this pregnancy.” 

Londyn knows she needs help, but she feels afraid. Growing 
up, she heard that people who go to therapists are “mentally 
disturbed” or “crazy.” She is afraid people might think she is 
a “bad mother.” Her neighbor Keisha struggled with mental 
health issues after giving birth and when Keisha sought help, 
someone called child protective services and Keisha’s baby 
was taken away from her. Londyn is afraid that could happen 
to her too.  

At Londyn’s last check-up, she received a screening 
questionnaire that told her provider she likely had perinatal 
depression. Her provider suggested that she talk to a mental 
health professional and gave her some phone numbers. 
Londyn called them all. She was hoping to find a provider of 
color who would understand her better. But Londyn found 
that every therapist she called had a wait list or did not take 
insurance. Londyn doesn’t know what to do next.

*�This story is a composite account, based on stories  
shared during CT Insights conversations.
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PRIORITY NO. 3

and postpartum people from seeking behavioral health services 
and support. Trauma-informed care and building trust54 with 
behavioral service providers and state agencies is paramount to 
providing culturally responsive services, and there is an unmet 
demand from Black birthing people for mental health care 
that considers their lived experience with racism and systemic 
discrimination in the health system. Trust needs to be built55  
to address the mental health care needs among Black moms,  
and women need to be heard56 to access appropriate services  
and support. 

1.	 Ensure there is appropriate infrastructure  
(policy, funding, and training) to support maternal 
mental health needs from pregnancy to one  
year postpartum.

a.	 Fund, train, and deploy diverse behavioral health 
workers who are well-equipped to identify and 
address the mental health needs of Black birthing 
people both within and outside hospital settings. 

Medicaid covers licensed marriage and family therapists, 
licensed professional counselors, and other mental health 
professionals who can provide perinatal mental health 
services as part of maternal health teams. Their services 
can complement the work of doulas, midwives, patient 
navigators, social workers, community health workers and 
other practitioners. This recommendation would help 
address the shortage of behavioral health providers and 
ensure choice for birthing people to access mental health 
services and support.

b.	 Continue to support, staff and promote the ACCESS 
Mental Health for Moms hotline to ensure that 
behavioral health services are available 24/7 to 
pregnant and postpartum people. 

The ACCESS Mental Health for Moms hotline provides 
psychiatric expertise and consultation to health care 
providers who treat pregnant and postpartum patients 
with mental health or substance use concerns. The 
hotline is available 24/7 at (833) 978-MOMS (6667). 

The National Maternal Mental Health Hotline at (833) 852-
6262 (1-833-TLC-MAMA) is available for individuals to call 
or text and has counselors who speak English and Spanish.

c.	 Implement and monitor the Alliance for Innovation 
on Maternal Health (AIM) patient safety bundle for 
perinatal mental health to ensure standardized, 
evidence-based care and support for maternal mental 
health across the care continuum. 

Hospitals should ensure that patients have access to 
a multidisciplinary care team to provide coordinated 
clinical pathways for pregnant and postpartum people 
experiencing perinatal mental health conditions, including 
inpatient services when needed. The Core AIM Patient 
Safety Bundle for Perinatal Mental Health Conditions 
includes implementable changes for organizations to 
prepare and address maternal mental health, as well as 
trainings and drills focused on perinatal stress, trauma, 
anxiety, and depression.57 The Connecticut Perinatal 
Quality Collaborative could monitor implementation.58

To strengthen connections between  
maternal health and behavioral health  
services, we recommend: 

1.	 Ensuring there is appropriate infrastructure 
(policy, funding, and training) to support  
maternal mental health needs from pregnancy  
to one year postpartum. 

2.	 Developing policies to integrate mental health 
screening and linkages to care at multiple  
entry points.  

3.	 Prioritizing pregnant and postpartum people  
for substance use disorder resources and  
mental health care.

4.	 Supporting a community-led task force to 
monitor maternal mental health services for  
Black birthing people and develop a hub to 
streamline access to services. 

RECOMMENDATIONS
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2.	 Develop policies to integrate mental health 
screening and linkages to care at multiple  
entry points. 

Any health care site that perinatal patients access should 
be equipped to identify, screen, and refer patients 
for mental health services. These include emergency 
departments, pediatrician offices, birthing centers, 
community health care clinics, and home visits,59 and is 
consistent with recommendations from the Connecticut 
Maternal Mortality Review Committee.60 Those who have 
suffered a pregnancy loss should be included in screening.

a.	 Embed evidence-based, easy to use tools for screening 
and connection to follow-up for common behavioral 
health conditions, including perinatal mood disorders 
and postpartum depression, that can be administered 
at any care site for patients within one year of delivery. 

This is particularly important in emergency departments. 
While behavioral risk assessments are part of the HUSKY 
maternity bundle for prenatal care,61 ongoing screening 
through the postpartum period is essential, including 
during lactation support and pediatric visits. Any screening 
tools should be available in multiple languages. 

b.	 Ensure that postpartum women can access culturally 
safe perinatal mental health screening and support to 
identify underlying mental health concerns without 
stigma, bias or fear of losing their children. 

While leaders of the state Department of Child and 
Families and Department of Mental Health and Addiction 
Services have tried to make their systems accessible, 
many women who participated in CT Insights said that 
they still view the departments as punitive, and this 
distrust makes them less likely to seek services. System 
reform is needed. Doulas, community health workers, 
and patient navigators can serve as trusted allies to help 
connect women to services and support, particularly for 
those in postpartum crisis. 

c.	 Prioritize and deploy patient navigators within clinical 
care settings to link pregnant and postpartum people 
in need of mental health services with warm hand-offs, 
as well as community health workers to support social 
needs through HUSKY. 

3.	 Prioritize pregnant and postpartum people for 
substance use disorder resources and mental 
health care.

a.	 Ensure that pregnant and postpartum people can 
access substance use disorder and mental health 
services (including crisis resources), without fear  
of legal consequences. 

Pregnancy is a sensitive time when people struggling 
with substance use disorders or mental health challenges 
should be encouraged and supported in seeking 
treatment. Yet many pregnant and postpartum people 
are afraid to disclose or seek help for their substance 
use or mental health challenges because they fear 
repercussions, including having their children taken away. 

Connecticut has a system for collecting data on 
substance use among pregnant people that allows for 
reporting de-identified information – that is, data that 
does not identify the patient. However, research suggests 
this system is not being used evenly. Although Black 
pregnant people report substance use at similar rates of 
their white peers, more Black women are reported to the 
system,48 suggesting that there is bias and discrimination 
in the surveillance.

In Connecticut, substance use and mental health 
screening is routine and does not immediately equate 
to a child welfare concern. Pregnant people need to be 
made aware of their rights, and medical and behavioral 
health providers and community organizations need to 
be clearer in communicating the information. It’s also 
important that all frontline workers who could encounter 
a pregnant person receive this information.
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b.	 Fast-track referrals and deploy patient navigators 
to link pregnant and postpartum people in need of 
behavioral health services, including substance use 
disorder treatment. 

While substance use disorder (SUD) services are limited 
throughout Connecticut, pregnant and postpartum 
people should be fast-tracked for access and wraparound 
support (such as respite housing and social services). 
Patient navigators in clinical care settings and community 
health workers could link those in need to such services.  

c.	 Promote use of the AIM Core Patient Safety Bundle 
for Care for Pregnant and Postpartum People with 
Substance Use Disorder (AIM CPPSUD), a set of 
evidence-based practices aimed at health systems, 
including clinical and non-clinical staff, designed to 
improve the quality of care and outcomes for pregnant 
and postpartum individuals struggling with substance use 
disorders. These practices address the specific needs of 
this population, including screening, brief intervention, 
referral to treatment, and respectful, equitable care while 
supporting close coordination with community partners 
for referrals and warm handoffs. 

4.	 Support a community-led task force to monitor 
maternal mental health services for Black birthing 
people and develop a hub to streamline access  
to services. 

Often, the traditional health system is the last point of 
contact for Black moms to access behavioral health services. 
Community-based organizations can provide behavioral 
health support and extend care for those in need, particularly 
in the postpartum period. 

a.	 Establish a community-led maternal mental health 
task force62 to ensure that the complex and unique 
mental health needs of Black birthing people are  
being met. 

Such a task force, designed to promote accountability of 
the system to the community, would review performance 
data through an equity lens, and recommend and monitor 
activities that promote and sustain equity in maternal 
mental health and well-being. A similar task force was 
proposed in recent legislation but was not included in  
the final bill.63 

This task force could play a role in promoting existing 
community-based mental health resources that support 
mothers in places they feel most comfortable, as well as 
identifying where resources are lacking or do not exist 
at the level needed. When they have partnerships with 
health care providers, community mental health programs 
can refer to higher levels of care and encourage people 
in care or to share information with clinicians when they 
might be reluctant or afraid to do so. 

b.	 Develop and fund a resource hub for maternal mental 
health and behavioral health services. 

The goal of the hub would be to streamline access to 
resources and promote uptake of services and could be 
accessed by providers and staff of community-based 
organizations, as well as patients and families. Such a hub, 
envisioned as a managed, public online platform/portal, 
would feature community-driven resources, including 
group-based and dyadic care models (with babies and 
fathers) that are feasible and culturally acceptable in 
community-based settings to bolster mental health 
before, during and after pregnancy. 

Actions for success in year 1 

•	 Community-based organizations and state 
agencies should work together to establish  
a community-led maternal mental health  
task force.

NEXT STEPS
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mental wellness counseling, and breastfeeding support 
groups. Her practice recognizes that perinatal mood 
and anxiety disorders, infant loss, infertility, abortion, 
and birth trauma are often unheard because people 
are afraid to talk about their experiences and struggles. 
New Chapter creates a safe space to discuss these 
issues, with a highly qualified, diverse team. In addition, 
various programs68 are available through the HUSKY 
bundle across Connecticut to provide perinatal care 
management69 services and support, as well as a  
United Way-staffed hotline (211)70 for perinatal and 
postpartum depression.

SEPI-CT

The Substance Exposed Pregnancy Initiative of 
Connecticut (SEPI-CT) works with providers and families 
to bring awareness to substance exposure during 
pregnancy and ensure families have access to the needed 
treatment, recovery, and support resources. SEPI-CT 
meets families where they are, works toward equity, 
strives to eliminate stigma, empowers individuals to 
seek support, and helps health systems build capacity 
to deliver compassionate, quality care. This initiative 
is funded by the Connecticut Department of Mental 
Health and Addiction Services and the Connecticut 
Department of Children and Families and is contracted 
through Wheeler Clinic. For more details visit  
https://www.sepict.org/about/

PROUD and Women’s REACH

PROUD (Parents Recovering from Opioid Use Disorder) 
is a Connecticut Department of Mental Health and 
Addiction Services (DMHAS) program64 that is designed 
to support pregnant and postpartum women and 
their families who are struggling with substance use 
disorders. PROUD uses a network of recovery navigators 
who have lived experience in recovery to provide case 
management and recovery coaching, helping women 
navigate the system and access resources. DMHAS 
navigators also play a role in the Women’s REACH 
program (Recovery, Engagement, Access, Coaching & 
Healing), which focuses on recovery, engagement, access, 
coaching, and healing for women and their families.

Finding Safe Spaces to discuss  
Perinatal Mental Health

Understanding Black women’s lived experiences and 
the toll racism takes on their mental and physical health 
is key to addressing maternal health disparities65 and 
supporting women beyond birth. Every pregnancy 
journey is different. While Connecticut lacks sufficient 
behavioral health providers, there are examples of 
Black-led counseling services and programs that could 
serve as models for compassionate, culturally aligned 
care. New Chapter Counseling Services, LLC66 led by 
Samantha Smalls, DSW, who also serves on the Board 
for the Connecticut Chapter of Postpartum Support 
International,67 provides perinatal mental health services, 

Having peer navigators, having individuals that 
look like people we’re serving and have had similar 
experiences is important. Everyone’s experience is 
different, but we need to be able to say to someone 
who is still struggling, ‘I’ve been there. I got through 
it. It’s not all bad. Not all social workers are bad. 
These are the things they can offer you. This is what’s 
on the other side of accepting help.’  With our federal 
landscape, we’re afraid that people are going to go 
underground again with substance use and mental 
health concerns.  

– State agency representative

‘‘

’’

I have a person in particular who was very much 
so reprimanded [for seeking mental health crisis 
services]. She did not have backup support so she 
was separated from her child, and hospitalized for 
less than a week. When she came out of the hospital 
till this day, she does not have custody of her child. 
DCF has custody of her child. She’s now charged with 
neglect because it was neglectful for her to have a 
mental crisis, and how dare she not have somebody 
to watch her child.   

– Provider 

‘‘

’’

Quotations from CT Insights

Examples from CT
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Address Discrimination In 
Health Care and Diversify 
The Workforce.

PRIORITY NO. 4

We can’t have an honest discussion about Black maternal health 
without addressing the discrimination that too many women 
encounter. This reality is borne out in research and in personal 
accounts. According to the Connecticut Maternal Mortality 
Review Committee, discrimination plays a significant role in 
maternal mortality; it was implicated in 70 percent of deaths 
studied in 2018-2020.71 The committee said discrimination needs to 
be addressed urgently to safeguard the health and well-being of 
Black families. In a national survey conducted in 2023,49 30 percent 
of Black respondents reported experiencing mistreatment while  
getting maternity care during their most recent pregnancy, and 40 
percent reported experiencing discrimination.

Mistreatment and discrimination can take many forms. There 
are overt racism, implicit bias, and structural factors – including 
algorithms that use race as a factor to recommend different care 
– that can lead even well-intentioned individuals and systems to 
cause harm to Black patients.     

Combatting bias and discrimination will require ongoing, 
evidence-based training in trauma-informed care and a willingness 
to learn with humility on the part of everyone in the health care 
system. Equipping the existing maternal health workforce with 
evidence-based training on culturally safe care is necessary to 
advance maternal health equity72 and such training has been 
successfully rolled out in other states.

Jasmine* is a 26-year-old patient care assistant who has 
worked on the labor and delivery floor of the hospital for  
five years. Now that she is pregnant, Jasmine notices things 
that happen at work in a different light. She hears some 
providers dismiss patients’ concerns, as if they do not know 
anything about their own bodies. She hears nurses joke  
and loudly whisper about patients who are in pain, who  
ask for “too many things,” or who are culturally different  
from themselves. 

Jasmine used to think they were just blowing off steam  
from a busy shift or finding a way to cope with the constant 
demands of their hard jobs. But now she realizes how 
vulnerable patients feel during pregnancy, the worries they 
have about birth, and the pain of not feeling heard, cared 
about, or respected within the health care system. Jasmine 
has felt it when she is rushed through prenatal visits and her 
provider seems annoyed by her and her husband’s questions. 

Jasmine now tries to speak up for the patients when the 
nurses are gossiping or complaining loudly enough for other 
patients to hear. She tries to listen to the patients and help, 
but it is hard when she has no power to make anyone change 
their behavior. “I wish some of my co-workers could find their 
compassion again,” Jasmine said. Jasmine also wishes she 
knew how to deal with the more serious racist comments  
and behaviors from one of her co-workers without losing  
her temper or her job.

Jasmine’s husband Ben wants to support his wife as best he 
can, but sometimes he feels like there is no room for him in 
the health care process. 

“I get worried hearing Jasmine’s stories of what she sees at 
her job every day. How fathers are treated on the labor and 
delivery floor sometimes. How people make assumptions 
that they are not the husband or a good support for the 
mom. How husbands trying to speak up for their wives have 
had security called on them.” 

Ben worries about taking care of his wife during the delivery 
when dads don’t seem to be respected. “When your wife is in 
pain, you have to step up and advocate for her any way you 
can, but what happens if no one listens?” 

*�This story is a composite account, based on stories  
shared during CT Insights conversations.
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Accountability is also critical. Current accountability mechanisms 
are insufficient to address racial discrimination in the health 
system. Implementing mechanisms for individuals to report and 
respond to incidents of bias can help ensure that people who 
experience discrimination or witness biased care can report these 
incidents for continuous quality improvement and accountability 
at the provider and system levels.

Increasing the diversity of the health care workforce, and families’ 
access to non-physician care providers, can also help provide 
choice and potentially improve care experiences for Black 
families. Many Black moms seek community-based, midwifery-led 
care,26 which has the potential to support better outcomes, fewer 
medical intervention, and lower costs.73 Broadening the maternal 
health workforce is considered a key national strategy to advance 
maternal health equity and has been prioritized in many states to 
improve outcomes.

By the numbers, Connecticut has an ample supply of maternity 
care physicians for the population. But choice is more limited for 
families who want to receive care from midwives or doulas, or 
within a birthing center. Connecticut has the lowest percentage 
of midwifery-attended births in New England, accounting for 
just 12 percent of births.74 Connecticut has 4.9 certified nurse-
midwives (CNM) per 100,000 residents, compared to 18.91  
ob-gyns. The certified nurse-midwife workforce in Connecticut 
is predominantly white,75 and there is only one midwifery-led 
freestanding birthing center in Connecticut. It is estimated that 
there are 100-150 doulas in Connecticut,76 which is considered 
likely inadequate to meet the demand for their services. 
Additionally, while the physician workforce meets the demand 
overall, its diversity does not match the population. Black patients 
who wish to be treated by a physician or have complex needs that 
require one should have access to providers who represent the 
diversity of the state.77

1.	 Increase the number and diversity of doulas,  
nurse-midwives, behavioral health workers, and 
ob-gyn – the parts of the perinatal workforce  
with the largest gaps.

a.	 Enlist additional doulas and certified nurse-midwives 
by making training and support available to complete 
certification and expand practice.

b.	 Expand community-based training for certified  
nurse-midwives, and recruit diverse candidates by 
targeting local nursing programs and community-based 
health centers to enhance accessibility, diversity, and 
rapid scale-up.

c.	 The state should appropriate funds for training 
and hiring new perinatal behavioral health workers, 
including community health workers, to address the 
behavioral health workforce shortage.

d.	 Promote retention of the midwifery and perinatal 
workforce by supporting programs that provide “care 
for the carers,” recognizing the burnout burden among 
maternal health providers of color,78 behavioral health 
providers, and perinatal mental health professionals.

To address discrimination in health care and 
diversify the workforce, we recommend: 

1.	 Increasing the number and diversity of doulas, 
nurse-midwives, behavioral health workers, and 
ob-gyns–the parts of the perinatal workforce 
with the largest gaps.

2.	 Mandating that frontline care providers receive 
training designed to advance equity and reduce 
bias in the health setting, using content and 
format with strong evidence of effectiveness.

3.	 Setting up multiple measurement systems to 
safeguard maternal health equity and foster 
accountability and mitigation at the provider- 
and health system-level.

RECOMMENDATIONS
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2.	 Mandate that frontline care providers receive 
training designed to advance equity and reduce 
bias in the health setting, using content and format 
that have strong evidence of effectiveness.

Many trainings exist, but studies have found that not all are 
effective in reducing bias and promoting equity. It is critical to 
select training that has been found to have both content and 
formats that are effective.

a.	 Train frontline providers and support staff, including 
in primary care, ob-gyn, and emergency settings, in an 
evidence-based maternal health equity curriculum, 
which emphasizes interprofessional collaboration, cultural 
humility, and trauma-informed, risk-appropriate care. 

b.	 Provide Continuing Education Units/Medical 
Education (CEU/CME) credits to share findings and 
recommendations from the Connecticut Maternal 
Mortality Review Committee and severe maternal 
morbidity report, including case studies/grand rounds/
debriefings, using Connecticut state-level data and 
opportunities for ongoing learning to disseminate best 
practices in equitable care.

c.	 Design and implement a mandatory maternal  
health equity curriculum for pre-service health 
professionals that includes bystander and upstander79 
intervention training.

3.	 Set up multiple systems of measurement to 
safeguard maternal health equity and foster 
accountability and mitigation at the provider-  
and health system-level. 

In addition to the recommendations in Priority #1 that will 
foster accountability at the system/state level for severe 
maternal morbidity, we recommend: 

a.	 Ensuring that existing metrics used for value-based 
purchasing and public reporting are reported by race  
and ethnicity. 

b.	 Piloting and adapting an anonymous reporting 
system such as Lift Every Voice80 (currently operational 
in Philadelphia ER/ob-gyns) with Connecticut health 
systems and federally qualified health centers.

c.	 Evaluating the acceptability and feasibility of 
a validated, patient-reported measure to track 
experiences of discrimination at hospital- and provider-
level (i.e., PREDICT, PREM-OB).

d.	 Supporting and training community-based 
organizations and doulas to act as community 
ombudsmen to sustain accountability to communities 
and establish ongoing listening sessions to integrate 
the lived experiences of Black birthing people in 
recommendations proposed by the severe maternal 
morbidity review committee.

e.	 Introducing a pragmatic tool to assess maternal 
health equity by health system and service area (as 
will be studied under Special Act No. 25-7)63 to ensure 
accountability and improvement. Other states, including 
New Jersey, have implemented similar measures.81

Actions for success in year 1 

•	 Providers and state agencies should work 
together to identify evidence-based, trauma-
informed curricula on maternal health equity for 
frontline health care providers, with input from 
people with lived experience. Providers and state 
agencies should work together to incorporate 
these trainings into existing mandated trainings.

•	 Researchers and providers should work together 
with input from people with lived experience 
to identify an evidence-based measure of 
discrimination that would provide just-in-time 
data for clinical providers and be feasible and 
acceptable to use.

NEXT STEPS
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Connecticut has several policies and programs that support professional development  
and accountability in the maternal health workforce, including: 

•	 The Midwifery Working Group,82 which convenes 
monthly to discuss birthing care, safety, and 
coordination of care.

•	 The CT Maternal and Child Health Block Grant,83 
which supports states in addressing the unique  
needs and priorities of their maternal and child 
health populations, including addressing implicit  
bias and social determinants of health that affect 
women of color.

•	 The Connecticut Hospital Association strategy84 for 
collective work and advocacy on maternal health.

•	 The Perinatal Quality Collective,58 which presents an 
opportunity for accountability.

•	 The Trauma Informed Care Racial Equity Lens 
Initiative,85 a Department of Social Services racial 
equity training program intended to establish a 
consistent approach to trauma-informed care as part 
of the Value-Based Payments Initiative.

To be real, when I’ve had a bad experience with a 
doctor or nurse, I usually just keep it to myself. Not 
because it didn’t bother me but because I don’t 
always feel safe speaking up. As a Black woman, 
there’s this worry that if I say something, they’ll see 
me as angry or difficult, and I’ll be treated worse the 
next time.   

– Community member

‘‘

’’

I thought about telling someone, but I didn’t know 
who to talk to. And even if I did, would they actually 
do anything about it? I’ve filled out those little 
surveys after visits, but I never hear anything back. 
It feels like no one is really listening.   

– Community member 

‘‘
’’

I’m traumatized. I’m not even going to lie. It makes 
me so emotional sometimes. If you’re speaking to a 
doctor, they look at you like you’re crazy. It’s a lack of 
understanding. It’s a lack of communication.  

– Community member

‘‘
’’

You’re not going to go to your diversity workshop and 
then you’re good for three months. It is an ongoing 
process of understanding. You know who you are, 
what you bring into the room, and how that impacts 
on what you see and don’t see.   

– Workforce educator 

‘‘
’’

Quotations from CT Insights

Examples from CT
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Increase Economic Security 
and Economic Mobility 
Among Families.

PRIORITY NO. 5

Sofia* is a 33-year-old mom who just delivered her third 
baby. She and her husband always dreamed of having three 
children, and it feels like their family is now complete.

The joy they feel for their family is accompanied by stress. 
Because Sofia has had to miss so much work during a difficult 
pregnancy, they are struggling to put food on the table, and 
paying for diapers and other baby essentials adds even more 
strain to their budget. Their landlord raised the rent again 
this year and they can barely keep up, but staying there and 
paying more still seems like a better plan than trying to move. 
It seems like the cost of rent is up everywhere.

Sofia’s doctors encouraged her to breastfeed, and she does. 
But she worries she will not be able to pump enough milk 
when she goes back to her job at a warehouse, and it would 
be hard to find another job because she does not have a car. 
Sofia wishes she did not have to go back to work so quickly, 
but she is worried about affording diapers, childcare, and all 
their other bills. 

As tired as she is with a newborn, Sofia often stays awake 
worrying about her family’s future. It feels impossible to 
even think about building a secure, middle-class life with the 
mounting debt they are facing just for buying the essentials. 
She wants more for her children, but most of the time, she’s 
focused on keeping them from losing ground.

*�This story is a composite account, based on stories  
shared during CT Insights conversations.

The first four priorities of this blueprint focus on ways to address 
severe maternal morbidity in the health care system itself. We 
recognize that these strategies alone cannot succeed without 
concurrent efforts to address the economic barriers that shape 
the health of families.

Addressing basic economic needs is essential. Attending prenatal 
visits is challenging for pregnant women who do not have access 
to reliable transportation. Being unable to afford rent or pay for 
diapers are both material challenges and risk factors for stress  
and depression. 

At the same time, addressing all the economic issues that affect 
pregnant people and families is an enormous undertaking. 
Many efforts are underway to address the challenges facing 
Connecticut families – including housing, food and nutrition 
security, transportation, economic stability, education, and 
others – and we recognize the role they play in pregnancy and 
postpartum health and well-being. 

We also recognize the importance of making long-term changes 
that will close wealth gaps and allow future generations to live 
with more opportunities and fewer barriers. Families like Sofia’s 
have needs today that require attention, but it’s also critical to 
take steps so their children have more opportunities. 

While ensuring equitable economic opportunity is long-term 
work, there are actions we can promote that can improve 
maternal health and well-being. Significant work is already 
underway in the state to promote economic mobility for women 
of reproductive age, especially Black women and women from 
other groups who have been marginalized based on their location, 
socioeconomic status, or other characteristics.

What do we mean by economic security and  
economic mobility?

Economic security can be defined as having enough income 
and other resources to meet basic monthly expenses – such 
as housing, food, transportation, and childcare – and save for 
emergencies and retirement.86 

Economic mobility is the ability of individuals or households to 
improve their economic status over their lifetimes. Economic 
mobility is central to the idea of the American dream and is 
shaped by economic security, as well as gaps and opportunities 
for people to benefit from the resources around them.87,88 

Targeted policies have improved insurance coverage and reduced 
cost-related barriers to reproductive and pregnancy care for 
women overall, and especially people living on low incomes.89 
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Similarly, there are targeted policies and practices that are 
effective in moving families out of poverty and improving overall 
socioeconomic status.90-92 There is evidence that measurable 
improvement in economic mobility can happen when states 
support employment and asset development practices, parental 
leave, access to affordable childcare, and child tax credits.

Connecticut already has many promising policies and programs 
that address economic mobility as a key driver of maternal and 
family health and well-being. Connecticut is leading the way 
with policies for paid leave; paid sick leave; family and medical 
leave; and baby bonds, a first-in-the-nation investment program 
for children born with Medicaid coverage in the state. Regional 
programs93 delivering guaranteed basic income, universal 
childcare, maternal health and newborn supply boxes, paid 
prenatal leave, and expanded access to infertility care offer 
additional ways to support birthing people.

1.	 Champion efforts to address economic mobility 
before, during, and after pregnancy.

a.	 Elevate economic mobility as foundational for  
thriving individuals and families.

b.	 Consistently collect, analyze, and report data needed 
to drive action on social and structural drivers 
of health most relevant for Connecticut, such as 
adequate wages, housing, nutritional security, reliable 
transportation, childcare costs and availability, insurance 
coverage, and internet access.

c.	 Promote development of basic income initiatives  
for birthing people most at risk of experiencing  
poor outcomes.

d.	 Develop and sustain programs that address financial 
and opportunity costs associated with diapers  
(such as not being able to use daycare without 
providing diapers). 

Nationally, roughly half of all families with young  
children cannot afford an adequate supply of diapers.  
In Connecticut, about 30 percent of families have 
difficulty affording diapers.94 

PRIORITY NO. 5

e.	 Allocate more temporary assistance to needy 
families (TANF) funds to basic assistance, emergency 
medical home improvement for people experiencing 
homelessness, or non-recurrent, short-term benefits. 

TANF is not a health care program and cannot fund  
health care. However, it can be used to fund services  
that support the goal of having a consistent source  
of care (a medical home), including transportation 
assistance to health care appointments, for people 
experiencing homelessness. 

f.	 Advocate for the sustainability of CT Baby Bonds 
beyond the initial 12 years of allocated program funds. 

g.	 Advocate for and support efforts to expand access  
to free or affordable, quality childcare for all. 

Childcare facilitates health, well-being, and appointment 
attendance for people giving birth and their newborns.

To improve economic security and economic 
mobility among families, we recommend:

1.	 Championing efforts to address economic 
mobility before, during, and after pregnancy.

2.	 Strengthening partnerships, coordination, and 
communication to serve families better during 
and after pregnancy.

3.	 Making pregnancy and birth affordable. 

RECOMMENDATIONS
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2.	 Strengthen partnerships, coordination, and 
communication to serve families better during  
and after pregnancy.

Many community-based organizations are already working 
hard to address economic mobility at the community and 
individual level.

a.	 Invest in strategic partnerships to address economic 
and social needs before, during, and after pregnancy 
for those in most need of help. 

Opportunities to have the biggest influence on economic 
needs involve organizations outside the health care 
system. Health systems and providers should partner 
with organizations that are best positioned to address 
economic needs of pregnant people. These partnerships, 
when coupled with strong communication and 
coordination, can help to ensure that patients’ needs 
are addressed and that health care encounters can be 
focused on physical and mental health.

I.	� Health systems should prioritize partnerships with 
organizations and agencies with a track record of 
providing supportive care to Black birthing people to 
bridge service gaps.

II.	� Health systems and community-based organizations 
should co-develop and test contractual agreements 
so that organizations with expertise in economic and 
social support receive recognition and payment for 
contributing to health outcomes and health status 
and reductions in overall health care expenditures. 

III.	� State agencies should streamline enrollment in 
programs for housing, childcare, financial assistance, 
and food by building better connections between 
these programs and the health system, so that 
pregnant and postpartum women can more easily 
obtain services. 

b.	 Develop strategies to encourage use of wraparound 
care, benefits, and services to fill gaps in support 
such as safe childcare, intimate partner violence 
intervention, food access, and transportation 
assistance. 

I.	� Ensure that pregnant and postpartum patients have 
access to medical-legal partnerships in which poverty-
focused legal services are embedded in health care 
settings, so that lawyers can meet clients where they 
are, in places they trust, and aim to address their civil 
legal needs across a spectrum of issues.

II.	� Use outreach campaigns for workers and employers 
to increase awareness of workplace protections for 
pregnant and postpartum women, including access to 
a private lactation room and break time to pump.95

PRIORITY NO. 5

III.	� Raise awareness about and monitor implementation 
of Connecticut’s paid leave and guaranteed leave 
programs among diverse groups. Connecticut’s 
program is fairly new but national studies have  
found that Hispanics and non-Hispanic Black  
workers have not used family medical leave as  
often white workers.96, 97

3.	 Make pregnancy and birth affordable.

State policymakers should align policies and resources to 
ensure that costs associated with pregnancy and birth are 
not catastrophic for families. Connecticut has implemented 
policies within the past few years to reduce out-of-pocket 
costs for pregnancy and birth. Examples include the HUSKY 
B prenatal-postpartum coverage for uninsured noncitizens, 
mandated state coverage for maternity care, extended 
postpartum coverage, transparency in coverage laws, CT paid 
family leave which includes two additional weeks for prenatal 
leave, financial assistance programs such as The Bridge 
Project, and expanded access to doulas and birthing centers. 
Let us keep going; there is more to be done.

Too many people, both with insurance coverage and without, 
cannot pay the medical bills they receive after birth. High 
medical costs and out-of-pocket payments lead to medical 
debt and medical bankruptcy just as families are growing. 
New mothers are twice as likely to have medical debt as 
women who did not recently give birth and the estimated 
additional out-of-pocket costs for privately insured 
individuals is about $3,000.98-100 For households struggling  
to keep up with living costs, such costs can be damaging to 
their budgets and stability for months or even years.

Actions for success in year 1 

•	 Philanthropy should convene partners to develop 
a plan to coordinate piloting and expanding 
guaranteed basic income programs in the state.

•	 Advocates should work with state lawmakers 
to expand the state child tax credit and ensure 
sustainability of the Baby Bonds program.

•	 Hospitals and community-based organizations 
should work together to identify and publicize 
the financial and opportunity costs associated 
with childbirth (for example, the cost of diapers 
and not being able to use daycare without 
providing diapers).

NEXT STEPS
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Families who cannot afford diapers 
delay diaper changes (which may 
result in infections), reduce spending 
on food, utilities or other expenses, 
and may delay or skip work, medical 
appointments and daycare. There is 
increasing evidence that providing 
diapers to people with financial need 
can improve parent/caregiver mental 
health and ability to work or study and 
support child health and development.

Diaper Connections, a collaboration 
between the Connecticut Hospital 
Association, the Diaper Bank of 
Connecticut, and community-based 
organizations, is an example of how 
hospitals and health systems could help 
address diaper need and health-related 
social needs by connecting eligible 
families directly with diapers and service 
providers during their health care 
visits. Diaper Connections distributed 
more than one million diapers to 2,200 
children from November 2022 to April 
2023. This partnership helped extend 
entry points for the work of the Diaper 
Bank of Connecticut. 

The Diaper Bank of Connecticut, one of 
the largest diaper banks in the national 
diaper bank network, has 61 partners, 
yet fills only 7 percent of the estimated 
diaper need in the state with the 300,000 
diapers it helps distribute each month 
(more than 3.6 million diapers each year). 

Treating diapers as a basic need and 
supplying diapers helps families reduce 
stress and use their money for other 
needs–including investments in 
education and health. 

For more details visit https://
thediaperbank.org/diaper-connections/ 

One type of policy that can improve 
health is the use of direct cash 
transfer programs to increase people’s 
wealth and assets. Basic income, child 
development accounts, unrestricted 
cash aid, and other programs have been 
found to boost financial stability at the 
individual and household levels. 

Basic Income Programs 

A guaranteed basic income program 
uses government or philanthropic funds 
to give cash or electronic deposits 
to people the program wants to 
help. Connecticut has at least three 
pilot basic income programs that are 
supported by the Connecticut Urban 
Opportunity Collaborative and 4-CT. 
These pilots are assisting more than 700 
households and include: UpTogether, 
The Bridge Project, and the Bridgeport 
New Haven Health Equity Pilot. 

Direct Cash and Cash  
Transfer Programs

Direct cash programs support 
household financial stability by 
increasing families’ buying power and 
assets. The “baby bonds” program and 
tax deductions for participation in 529 
college savings plans are other forms of 
direct cash or cash transfer programs. 

Some programs give set dollar amounts; 
some give funds on a sliding scale of 
need. Some programs are time limited 
(such as the first 1,000 days of child’s 
life) or start and end at times based on a 
specific event such as a birth. 

“Baby bonds” gives children who meet 
certain criteria accounts at birth, and 
the funds in those accounts are invested 
until they are independent adults. CT 
Baby Bonds accounts allow Connecticut 
youth to accumulate assets by the time 
they are adults. 

Earned Income Tax Credit 

Tax credits reduce families’ overall tax 
bill, allowing them to keep more of their 
money. The Connecticut earned income 
tax credit (EITC) is a refundable state 
income tax credit for low- to moderate-
income working individuals and families. 
The state’s credit is similar to the federal 
EITC. When the federal and state tax 
credits exceed the amount of taxes 
owed by a household, the household 
that claims the credit can receive a 
refund. The EITC is only available to tax 
filers that have earned income.

The size of the tax credit varies based 
on family size. For a family with one 
child, the maximum federal EITC is 
$4,213, and the maximum state EITC is 
$1,685. For a family with three or more 
children, the maximum federal credit is 

$7,830, and the maximum state credit is 
$3,132. The state EITC is set at 40 percent 
of the federal EITC.101 Research shows 
that most families use their tax credit 
to pay for necessities, like food and 
housing, and for education and training 
that can boost their job prospects and 
earning potential.102 

Child Tax Credit

Policymakers have considered the use 
of child tax credits as a way to provide 
economic support to families. In 2021, 
the federal American Rescue Plan Act 
temporarily expanded the child tax 
credit, made it fully refundable, and 
paid half of it in monthly installments 
for six months. Researchers found that 
this temporary expansion lifted 2.9 
million children out of poverty.103 In 
2022, Connecticut provided a one-time 
child tax rebate of $250 per child, up to 
a maximum of $750 per family.104 There 
have been efforts since then to create a 
state child tax credit. The state budget 
adopted in 2025 included an additional 
$250 tax credit for families who qualify 
for the earned income tax credit. The 
United Way of Connecticut has said 
that there are 355,000 working families 
with children that struggle to make 
ends meet but would not benefit from 
this credit because their incomes are 
above the limit to qualify for the earned 
income tax credit.105 

DIRECT CASH AND BASIC  

INCOME PROGRAMS

ADDRESSING DIAPER NEED 106



28

Year 1 Implementation Actions

This blueprint is one step. The next is an implementation planning 
stage that engages collaborators across the state in pursuit of 
each recommendation. The table below summarizes ambitious, 
yet achievable actions to build momentum in one year, laying the 

foundation for sustained improvements in maternal health equity. 
Although each item lists one or more sectors as taking a lead, we 
anticipate that people from many sectors will have a role in most 
or all of these activities. 

The Connecticut Health Foundation plans to work with advisory committee members and others focused on maternal health issues in the 
state to begin planning for implementation.

Treat inequities in severe 
maternal morbidity as a 
critical public health issue. 
 
 

Ensure patients can access 
a wide range of maternal 
health care providers.

 
 
 
 
 
 
 
Strengthen connections 
between maternal health and 
behavioral health services.

Address discrimination in 
health care and diversify the 
workforce. 
 
 
 
 
 

Increase economic security 
and mobility among families.

1 
 
 
 
 

2 

 
 
 
 
 
 
 
 
3 
 

4 
 
 
 
 
 
 
 

5

•	 The state should authorize a severe maternal morbidity review committee, 
with plans for initial and longer-term funding.

•	 Philanthropy should work with existing maternal health coalitions 
and working groups to plan for implementation of the blueprint 
recommendations. This work should include creating or identifying a 
coordinating structure to support work on severe maternal morbidity.

•	 Researchers should engage multiple sectors to identify creative 
opportunities for financing team-based maternal health care,  
to inform future statewide efforts.

•	 State lawmakers should appropriate funding to implement previously 
approved legislation supporting Medicaid coverage of community  
health worker services for pregnant and postpartum people.

•	 State agencies should work with doulas and health care providers to identify 
and address barriers to participation in the Medicaid maternity bundle.

•	 State policymakers should work to shield pregnant and postpartum  
people from any Medicaid cuts.

•	 Community-based organizations and state agencies should  
work together to establish a community-led maternal mental  
health task force.

•	 Providers and state agencies should work together to identify evidence-
based, trauma-informed curricula on maternal health equity for frontline 
health care providers, with input from people with lived experience. 
Providers and state agencies should work together to incorporate these 
trainings into existing mandated trainings.

•	 Researchers and providers should work together with input from 
people with lived experience to identify an evidence-based measure of 
discrimination that would provide just-in-time data for clinical providers  
and be feasible and acceptable to use.

•	 Philanthropy should convene partners to develop a plan to coordinate 
piloting and expanding guaranteed basic income programs in the state.

•	 Advocates should work with state lawmakers to expand the state child tax 
credit and ensure sustainability of the CT Baby Bonds program.

•	 Hospitals and community-based organizations should work together to 
identify and publicize the financial and opportunity costs associated with 
childbirth (for example, the cost of diapers and not being able to use 
daycare without providing diapers).

Priority Actions for Success in Year 1
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Conclusion

The birth of a child is a pivotal time in a family’s life. For many 
people, pregnancy, birth, and early parenthood are a time of joy. 
But for too many people, particularly Black women, pregnancy, 
birth, and the months following are traumatic experiences that 
can lead to death or life-threatening complications known as 
severe maternal morbidity.

Severe maternal morbidity can produce long-term health 
consequences, yet it is often preventable. Although Connecticut 
ranks high in many health indicators, the state ranks 35th in severe 
maternal morbidity. The burden is particularly severe for Black 
women who experience severe maternal morbidity at more than 
twice the rate of their white peers. 

We can change this situation. This blueprint aims to reduce the 
burden of severe maternal morbidity among Black women by  
50 percent over three years, closing the racial gap in Connecticut. 
The strategies to do so have the potential to reduce severe 
complications for all people giving birth in the state.

This blueprint focuses on five strategic priorities:

1. 	 Treating inequities in severe maternal morbidity as  
a critical public health issue.

2. 	 Ensuring patients can access a wide range of maternal  
health care providers.

3. 	 Strengthening connections between maternal health  
and behavioral health services.

4. 	 Addressing discrimination in health care and diversifying  
the workforce.

5. 	 Increasing economic security and economic mobility  
among families.

An underlying theme in our recommendations is that while 
policy is critical, achieving equity requires implementation and 
monitoring to ensure that policies are reaching the intended 
people and having the desired outcomes.

The development of this blueprint included intensive desk 
research, the guidance of an advisory committee representing 
many sectors and people with lived experience, insights  
from more than 200 people across the state, and input and 
feedback from subject matter experts in Connecticut and  
across the country. 

This blueprint is a first step. Next, we plan to bring together a 
wider group to build on the recommendations and work toward 
the year-one actions. We see a role for virtually every sector in 
this work, including policymakers, health care providers, insurers, 
community-based organizations, philanthropy, academia, and 
people with lived experience. Many efforts are already underway 
to address maternal health equity in Connecticut, and we 
hope the work that grows out of this blueprint will bolster and 
complement these efforts. We share a common goal: making 
Connecticut a state in which everyone has an equal opportunity 
for a healthy pregnancy, birth, and start to parenthood. 



30

Appendix A: Advisory Committee Members

Althea Marshall Brooks, M.S., M.Div. 
Executive director, Waterbury Bridge to Success (BTS) 
Community Partnership

Althea Marshall Brooks leads BTS’s strategic direction with a focus 
on shifting power to BIPOC (Black, Indigenous, and people of 
color), youth, and caregivers. She brings extensive experience in 
community engagement, education, and municipal leadership.  
She served as director of coordinated school health for New 
Haven Public Schools and community services administrator for 
the City of New Haven.

Tamika Julien, DNP, CNM, WHNP-BC, CLC 
Senior lecturer in nursing and women’s health; nurse 
practitioner (WHNP) specialty director, Yale School of Nursing

Dr. Tamika Julien brings over a decade of clinical experience in 
community health, specializing in maternal health, breastfeeding, 
and family planning. She leads the education and training of 
future women’s health practitioners and conducts research  
on postpartum care and reducing maternal mortality.

SciHonor Devotion, CPM, eCID, CLC
Midwife and founding director, Earth’s Natural Touch:  
Birth Care & and Beyond, Inc.

SciHonor Devotion has 25 years of experience in reproductive 
health, including birth and postpartum care, lactation counseling, 
and doula training. She leads one of the largest Black-owned 
doula training organizations in the Northeast and actively 
contributes to state-level maternal health initiatives focused  
on racial equity.

Tiffany Donelson, MPH 
President and CEO, Connecticut Health Foundation

Tiffany Donelson leads the state’s largest independent health 
philanthropy focused on health equity for people of color. She 
previously held strategic leadership roles at Aetna and in health 
care consulting. She brings deep expertise in health systems  
and a strong commitment to equity.

Tabassum Firoz, MD 
Attending physician, Bridgeport Hospital; assistant clinical 
professor, Yale School of Medicine

Dr. Tabassum Firoz founded the Collaborative Obstetric Medicine 
Clinic and Postpartum Heart Care Program at Bridgeport Hospital. 
Her work focuses on postpartum cardiovascular risk, pre-eclampsia, 
and global maternal health policy. She serves on the Connecticut 
Maternal Mortality Review Committee and consults for the World 
Health Organization.

Deidre Gifford, MD, MPH 
Commissioner, Office of Health Strategy; senior advisor to the 
governor for health and human services (retired June 2025)

Dr. Deidre Gifford previously served as commissioner of the 
Connecticut Department of Social Services and as acting 
commissioner of the Department of Public Health during the 
COVID-19 response. She is a nationally recognized leader in health 
care quality, Medicaid policy, and public health strategy. Her 
background includes leadership roles at the Center for Medicare 
and Medicaid Services and in Rhode Island state government.

Djana Harp, MD, MBA, MS
Chief medical officer, obstetrics and gynecology,  
Norwalk Community Health Center

Dr. Djana Harp leads ob-gyn services for a diverse patient 
population, advancing access and equity in women’s health.  
She brings extensive experience in clinical leadership and  
care innovation in community health settings.
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Manisha Juthani, MD
Commissioner, Connecticut Department of Public Health

Dr. Manisha Juthani leads the state’s public health agency with  
a focus on equity, mental health, infectious diseases, and opioid 
response. She has a strong academic medicine and research 
background, with more than 50 peer-reviewed publications,  
and formerly served as fellowship director and faculty at  
Yale School of Medicine.

Iyanna Liles, MD 
Fellow of the American College of Obstetricians and 
Gynecologists (FACOG) Board certified obstetrics and 
gynecology physician, co-chair Connecticut Maternal  
Mortality Review Committee

Dr. Iyanna Liles provides comprehensive reproductive health  
care, emphasizing family planning, adolescent health, and 
minimally invasive surgery. She is actively involved in clinical 
leadership and advocacy through ACOG and the Connecticut 
Maternal Mortality Review Committee.

Lisa Morrissey, MPH 
Deputy commissioner, Connecticut Department  
of Public Health 

Lisa Morrissey served as a local health director in Danbury, 
Bridgeport, and the Housatonic Valley Health District. She 
teaches public health at the University of Bridgeport and Western 
Connecticut State University and oversees environmental health, 
drinking water, local health, public health preparedness, and the 
Office of Health Equity.

Marcella Nunez-Smith, MD, MHS
Associate dean, health equity research, and director  
of the Equity Research and Innovation Center

Dr. Marcella Nunez-Smith leads research and strategy to advance 
health equity, with expertise in discrimination measurement and 
system-level drivers of disparities. She holds multiple leadership 
roles in equity-focused academic and clinical initiatives at Yale 
and beyond.

Natasha Ray, MS
Director, New Haven Healthy Start, The Community 
Foundation for Greater New Haven

Natasha Ray leads a long-standing community-based maternal 
health initiative focused on reducing infant mortality and 
improving service access. She brings 25 years of experience in 
community health and participatory research and chairs statewide 
engagement and equity efforts.

Andrea Barton Reeves, JD 
Commissioner, Connecticut Department of Social Services

Andrea Barton Reeves oversees programs supporting children, 
families, and older adults statewide. She brings experience  
in public administration, legal advocacy, and nonprofit  
leadership, and formerly served as CEO of the Connecticut  
Paid Leave Authority.

Lutonya Russell-Humes 
Vice president, grants and programs, Fairfield County’s 
Community Foundation

Lutonya Russell-Humes leads strategy and implementation  
of community investments focused on equity and well-being.  
She oversees major initiatives addressing systemic challenges  
in Fairfield County.

Mark Schaefer, PhD 
Vice president, system innovation and financing,  
Connecticut Hospital Association

Dr. Mark Schaefer leads policy and financing reforms to 
strengthen Connecticut’s health care delivery system. He 
previously served as state Medicaid director and director of 
healthcare innovation, bringing expertise in behavioral health, 
quality improvement, and system transformation.

Milagrosa Seguinot, AS, CCHW, TMI 
Executive director, Community Health Workers Association  
of Connecticut

Milagrosa Seguinot leads statewide community health worker 
workforce development, education, and advocacy. She brings 
decades of experience in maternal health, chronic disease 
prevention, and service navigation, serving as an educator, 
mentor, and statewide representative for CHWs.
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Appendix B. Expert Reviewers

Abbe R. Gluck, JD
Faculty director, Solomon Center for Health Law and Policy, 
Yale Law School

Abbe Gluck is the Alfred M. Rankin Professor of Law and founding 
faculty director of the Soloman Center for Health Law and Policy 
at Yale Law School. She directs the Yale Law School Medical Legal 
Partnership Program, has a secondary appointment on the faculty 
of Yale School of Medicine, and serves in leadership roles on the 
Uniform Law Commission and the American Law Institute (ALI). 
Abbe’s extensive knowledge of health law and policy enhances 
the review process.

Eugene DeClercq, PhD
Professor, community health sciences, Boston University  
School of Public Health

Dr. Eugene DeClercq is a professor of community health sciences 
at Boston University School of Public Health and holds a join 
appointment in obstetrics and gynecology at Boston University 
School of Medicine. His research on maternal mortality and 
morbidity includes the Listening to Mothers series. He is a 
member of the Massachusetts Maternal Mortality Review 
Committee and founder of Birth by the Numbers.

Jacquelyn Caglia, MPH
Head, Merck for Mothers

Jacque Caglia has over 20 years of experience in public health 
and currently serves as head of Merck for Mothers within the 
company’s social impact and sustainability team. She leads a 
dedicated team focused on improving maternal health outcomes 
and fostering transformative public-private partnerships with 
collaborators and grantees in the U.S. and around the world. 
Previously, she worked at the Harvard T.H. Chan School of Public 
Health, co-authoring the Lancet Commission on Women and 
Health report.

Laurie Zephyrin, MD, MBA, MPH
Senior vice president, advancing health equity,  
The Commonwealth Fund

Dr. Laurie Zephyrin is the senior vice president of Advancing 
Health Equity at The Commonwealth Fund. She is driven by a 
passion to transform health care and advance equity. She brings 
her experience as a clinician, health policymaker, and intrapreneur 
to her role at The CMWF to drive delivery system change.

Reverend Que English, PhD
President and CEO, Elev8 Health Inc.

Rev. Dr. Que English is the president and CEO of Elev8 Health Inc. 
and former director of the U.S. Department of Health & Human 
Services’ Center for Faith-Based and Neighborhood Partnerships. 
She has collaborated with the White House on national initiatives 
addressing COVID-19, maternal health, youth mental health, 
suicide prevention, and substance use disorders. Dr. English is 
a visionary leader and passionate advocate, excelling in driving 
public-private partnerships, public health advocacy, and faith-
based community engagement to advance equity, policy change, 
and large-scale social impact.

Zahirah McNatt, DrPH, MHSA
Deputy commissioner, Center for Health Equity and 
Community Wellness, and chief equity officer,  
NYC Health Department

Dr. Zahirah McNatt is the chief equity officer and deputy 
commissioner for the Center for Health Equity and Community 
Wellness (CHECW) at the New York City Health Department. In 
this role, she oversees the agency’s equity portfolio and provides 
direct oversight and management of programs and initiatives that 
work to increase visibility of the harm perpetuated by centuries 
of racist, socially unjust policy while pushing towards redress for 
the most impacted NYC communities. Dr. McNatt’s expertise lies 
at the intersection of global public health, humanitarian systems, 
and human rights. Her work has spanned academic, non-profit, 
and government sectors. 
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Appendix C. Subject Matter Experts

Lucinda Canty, PhD, RN, CNM, FACNM, FAAN 
Certified nurse-midwife, associate professor of nursing, and 
director of the Seedworks Health Equity in Nursing Program at 
the University of Massachusetts Amherst

Dr. Lucinda Canty is a certified nurse-midwife, associate professor 
of nursing, and director of the Seedworks Health Equity in 
Nursing Program at UMass Amherst, with over 30 years of 
experience in reproductive health care. Her research focuses 
on preventing maternal mortality, addressing racial disparities 
in reproductive health, and promoting anti-racism and diversity 
in nursing and midwifery. She is the founder of Lucinda’s 
House, a nonprofit that addresses maternal health equity in the 
community, and a nationally recognized scholar, artist, and poet, 
honored with multiple prestigious awards, including the 2024 
Trailblazer Award from the National Black Nurses Association.  

Deborah Garneau, MA  
Deputy director, Division of Community Health and Equity; 
director for Maternal and Child Health, Rhode Island 
Department of Health 

Deborah Garneau serves as the deputy director of the Division 
of Community Health and Equity and  director for Maternal 
and Child Health at the Rhode Island Department of Health. 
She is an expert in aligning systems, addressing structural 
health drivers, and leading authentic community engagement. 
Deborah’s background includes mental health and child welfare 
administration, making her a key leader in strategic public health 
planning. She shared insights on the design and implementation 
of the Rhode Island strategic plan during the February advisory 
committee meeting.  

Sangini S. Sheth, MD, MPH, FACOG 
Associate professor, obstetrics, gynecology and reproductive 
sciences, Yale School of Medicine 

Dr. Sangini S. Sheth is an associate professor at Yale School of 
Medicine, specializing in obstetrics,  gynecology, and reproductive 
sciences. She is dedicated to providing comprehensive 
gynecologic services, including cervical cancer prevention, 
prenatal care, and advanced treatments and surgeries. Dr. 
Sheth earned her MD and MPH from Johns Hopkins and has 
collaborated on international projects to improve cervical 
cancer prevention. She provided a pre-recorded video briefing 
on inequities in severe maternal morbidity for the November 
advisory committee meeting.

Leseliey Welch, MPH, MBA
Co-founder, Birth Detroit and Birth Center Equity

Leseliey Welch is a public health strategist, social entrepreneur, 
and writer. She co-founded Birth Detroit, which opened the 
city’s first freestanding community birth center in 2024, and Birth 
Center Equity, a national initiative investing in Black, Indigenous, 
and people of color-led birth centers. With nearly two decades 
of leadership in public health, she is also the vision behind 
National Birth Center Week and Beloved Birth 50 by 50 and an 
Aspen Institute Ascend fellow. She shared expertise on the role 
of community birth centers in advancing maternal health equity 
during the May advisory committee meeting.
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Appendix D. Connecticut Insights Participants

We gratefully acknowledge the 216 individuals who contributed 
their time, expertise, and experiences as part of the “CT Insights” 
conversations. We also thank the many community organizations 
and leaders who hosted these conversations.

Participants came from communities across Connecticut,  
and included clinical directors, doulas, community health  
workers, social workers, therapists, physicians, midwives,  
nurse-midwives, lactation consultants, nurses, community 
members/perinatal families (including pregnant people  
and supportive partners), health care executives, advocates, 
educators, faith leaders, philanthropic funders, private  
payors, and public health professionals. 

This engagement occurred in a variety of formats including town 
halls, one-on-one conversations, and conversations with existing 
groups. Forums and participating organizations included:

Mental Health Providers 
Conversation on the mental health needs of 
pregnant and postpartum people and the barriers 
and facilitators to mental health and mental health 
care that affect maternal health equity. 

 
 
 
Philanthropic Funders 
Conversation on the philanthropic priorities and 
investments in maternal health equity and the role of 
philanthropy in advancing maternal health equity.

 
 
 
Clinical Providers
Conversation about clinical programs and practices 
to address maternal health equity and health 
system and clinical facilitators and barriers to 
equity. Discussed how to achieve interdisciplinary 
collaboration to improve maternal health equity.

 
 
 
Workforce Educators  
Conversation with educators about plans and 
challenges to preparing the next generation of 
professionals to advance maternal health equity, 
including addressing bias, promoting trauma-
informed care, and strengthening workforce training.

•	 Clifford Beers Community Care Center
•	 Hartford Health Initiative
•	 Hartford HealthCare
•	 New Chapter Counseling Services, LLC
•	 Waterbury Hospital
•	 Connecticut Department of Public Health
•	 Mind Blossom
•	 Ledge Light Health District

•	 Waterbury Bridge to Success (BTS) Community Partnership
•	 Mind Blossom 
•	 The Connecticut Project
•	 Connecticut Council for Philanthropy
•	 Connecticut Community Foundation
•	 Yale New Haven Health System
•	 Bridgeport Prospers

•	 Hispanic Health Council
•	 Yale-Griffin Prevention Research Center
•	 Middlesex Health
•	 Hartford HealthCare
•	 Bridgeport Hospital - Yale New Haven Health
•	 Nurse-Family Partnership at RVNAhealth
•	 Women’s Health Connecticut
•	 American College of Nurse-Midwives (ACNM) & Yale
•	 Earth’s Natural Touch: Birth Care and Beyond, Inc.

•	 Golden Radiance Village and Danbury Hospital
•	 Eastern Connecticut State University
•	 Southern Connecticut State University
•	 Saint Mary’s Hospital
•	 Earth’s Natural Touch: Birth Care and Beyond, Inc.
•	 New Haven (CT) Chapter of The Links, Incorporated

Town Halls Participating Organizations
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Community-Based Organizations  
Conversation with community organizations on 
their work to address the needs of pregnant and 
postpartum people and families, and community 
assets, needs, and opportunities to advance maternal 
health equity locally.

•	 Waterbury Bridge to Success (BTS) Community Partnership and 
Day 43 Black Maternal Health Initiative

•	 Black Women United
•	 Trinity Health of New England
•	 Health Equity Solutions
•	 Nurse-Family Partnership at RVNAhealth
•	 CT Health Community Advisory Committee
•	 American Heart Association
•	 She Leads Justice
•	 New Haven Healthy Start
•	 Ministerial Health Fellowship
•	 Colored Hemisphere
•	 Black Health Collective
•	 BSEB - Birth Support, Education & Beyond, Inc
•	 PT Partners 
•	 Triumph Through Transitions, LLC.

Town Halls Participating Organizations

We collaborated with Waterbury Bridge to Success and New 
Haven Healthy Start to hold small group conversations with 
birthing people and partners to learn from those about to  
give birth or with recent birth experiences.

In addition, we met with existing groups and individual 
organizations engaged in maternal health work. Through  
this process, we consulted with the following organizations  
and groups: 

•	 New Haven Healthy Start 
•	 Hispanic Health Council Inc. 
•	 Earth’s Natural Touch: Birth Care and Beyond, Inc. 
•	 Molina Health/ConnectiCare 
•	 Lawrence & Memorial Hospital 

•	 Community Health Improvement Plan  
Health System Leaders
o	 Middlesex Health 
o	 Yale New Haven Health 
o	 Charlotte Hungerford Hospital/Hartford HealthCare 
o	 Nuvance Health 
o	 Hartford Hospital 
o	� St. Vincent’s Medical Center/Hartford HealthCare Fairfield 

Region
o	 Day Kimball Health 
o	 Greenwich Hospital 
o	 Connecticut Hospital Association 
o	 Hartford HealthCare Backus and Windham Hospitals 
o	 Trinity Health 
o	 Community Health Center, Inc. 
o	 Stamford Health 
o	 Saint Mary’s Hospital

•	 Yale Center for Clinical Investigation  
Cultural Ambassadors 
o	 Junta for Progressive Action 
o	 St. Stephens AME Zion Church 
o	 Walters Memorial AME Zion Church 
o	 Varick Memorial AME Zion Church  
o	� Northeastern Episcopal District and New England 

Conference of the African Methodist Episcopal  
Zion Church

o	 Cross Street AME Zion Church 
o	 Mount Olive AME Zion Church

•	 Substance Exposed Infant Initiative 
o	 Department of Children and Families  
o	 Department of Mental Health and Addiction Services  
o	 Wheeler Clinic

•	 Connecticut State Agencies 
o	 Department of Children and Families 
o	 Department of Correction 
o	 Office Of Early Childhood 
o	 Department of Mental Health and Addiction Services

As a result of this work, we had input from organizations and 
individuals from all Connecticut counties. This was important 
because each region has unique challenges and assets for 
pregnant people. 
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Towns Represented

WINDHAM 
COUNTY

FAIRFIELD 
 COUNTY

LITCHFIELD 
 COUNTY

HARTFORD 
 COUNTY

TOLLAND 
 COUNTY

NEW LONDON 
 COUNTYMIDDLESEX 

 COUNTY
NEW HAVEN 

 COUNTY

SOUTH 
WINDSOR

EAST  
HARTFORD

HARTFORD

BLOOMFIELD

ROCKY HILL

MIDDLETOWN

WINDHAM/
WILLIMANTIC

NORWICH

NEW  
LONDON

EAST LYME/ 
NIANTIC

WALLINGFORD

HAMDEN

NEW 
HAVEN

WEST  
HAVEN

DERBY

STRATFORD

BRIDGEPORT

STAMFORD

GREENWICH

RIDGEFIELD

DANBURY

NEW 
MILFORD

WATERBURY

TORRINGTON

PUTNAM
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