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Abstract

Objective: To evaluate whether the expansion of Federally Qualified Health Centers

(FQHCs) improved late prenatal care initiation, low birth weight, and preterm birth

among Medicaid-covered or uninsured individuals.

Data Sources and Study Setting: We identified all FQHCs in California using the

Health Resources and Services Administration's Uniform Data System from 2000 to

2019. We used data from the U.S. Census American Community Survey to describe

area characteristics. We measured outcomes in California birth certificate data from

2007 to 2019.

Study Design: We compared areas that received their first FQHC between 2011 and

2016 to areas that received it later or that had never had an FQHC. Specifically, we

used a synthetic control with a staggered adoption approach to calculate non-

parametric estimates of the average treatment effects on the treated areas. The key

outcome variables were the rate of Medicaid or uninsured births with late prenatal

care initiation (>3 months' gestation), with low birth weight (<2500 grams), or with

preterm birth (<37 weeks' gestation).

Data Collection/Extraction Methods: The analysis was limited to births covered by

Medicaid or that were uninsured, as indicated on the birth certificate.

Principal Findings: The 55 areas in California that received their first FQHC in 2011–

2016 were more populous; their residents were more likely to be covered by Medic-

aid, to be low-income, or to be Hispanic than residents of the 48 areas that did not

have an FQHC by the end of the study period. We found no statistically significant

impact of the first FQHC on rates of late prenatal care initiation (ATT: �10.4 [95% CI

�38.1, 15.0]), low birth weight (ATT: 0.2 [95% CI �7.1, 5.4]), or preterm birth (ATT:

�7.0 [95% CI �15.5, 2.3]).

Conclusions: Our results from California suggest that access to primary and prenatal

care may not be enough to improve these outcomes. Future work should evaluate

the impact of ongoing initiatives to increase access to maternal health care at FQHCs

through targeted workforce investments.
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What is known on this topic

• Federally Qualified Health Centers (FQHCs) improve access to care in the areas they serve.

• Many low-income and minoritized people of reproductive age use FQHCs for contraception

and prenatal care.

• New federal funding has driven rapid growth in the number of FQHC clinic sites since 2010.

What this study adds

• We examine whether the opening of the first FQHC in a Primary Care Service Area improves

the timing of prenatal care initiation and birth outcomes.

• We did not detect statistically significant changes in rates of late prenatal care initiation, low

birth weight, or preterm birth after an area received its first FQHC.

• Our results suggest that access to primary and prenatal care may not be sufficient for

improving these outcomes.

1 | INTRODUCTION

The United States lags peer countries and national targets in maternal

and child health outcomes.1,2 Infants born preterm or with low birth

weight face elevated risk of infant death, developmental, cognitive,

and behavioral challenges, and worse educational and economic out-

comes later in life.3 Centuries of structural racism drive disparities in

these outcomes.4 In the United States in 2019, 14.4% of non-Hispanic

Black births and 10.0% of Hispanic births were preterm, compared to

9.3% of non-Hispanic White births.5

Access to prenatal care anchors approaches to improving these

outcomes.6 Receiving prenatal care early in pregnancy helps to iden-

tify and manage complications, provides pregnant people with

resources for support, and improves neonatal outcomes.7,8 Nearly all

pregnant people in the United States receive some prenatal care.9

However, in 2016, late (beginning in the third trimester) or no prenatal

care preceded 6% of all births, 9% of Medicaid-covered births, and

20% of births to uninsured individuals.9 Ten percent of non-Hispanic

Black pregnant people and 8% of Hispanic pregnant people had late

or no prenatal care, compared to 5% of non-Hispanic White pregnant

people.5

More evidence is needed on whether expanding the availability

of outpatient care improves late initiation of prenatal care and birth

outcomes. Prior work has shown that receiving pre-conception health

care is associated with early prenatal care initiation.10,11 People living

in areas with a higher density of obstetrician-gynecologists or primary

care physicians experience better prenatal care access and birth out-

comes.11,12 A recent study using historical data found reductions in

low birth weight and improved access to prenatal care following the

rollout of community health centers in the mid-1960s to late-

1980s.13 However, this analysis largely predates major increases in

Medicaid eligibility for pregnant individuals, as well as changes in the

demographic and health profiles of health center patients.14,15

Understanding how the continued expansion of health centers

might affect access to prenatal care and birth outcomes can inform

national policy on improving maternal and child health. Such expan-

sions are part of state and federal strategies targeting these outcomes,

alongside investments in the social determinants of health.16 Experts

recommend targeted investments in community-based organizations

and clinics that are positioned to meet the diverse needs of local

communities.17,18

Federally Qualified Health Centers (FQHCs) can be key partners.

These health centers are non-profit clinics with a majority-patient

governing board that provide free or low-cost, culturally tailored care

to low-income patients. The federal government supports FQHCs

with financial and programmatic resources. In addition to a wide range

of health care services, FQHCs provide non-clinical services, such as

language interpretation, transportation, and health education.19 In

2020, over 12,000 FQHC sites across the country cared for more than

28.6 million patients.20 FQHCs serve nearly one-third of all low-

income women of reproductive age.21 They also serve 8% of all preg-

nant people nationwide and a higher proportion from minoritized

groups: 18% of Hispanic and 10% of Black non-Hispanic pregnant

people.20 About two-thirds of FQHC clinic networks include a site

that provides prenatal care directly, and the rest refer patients to

other clinics.20 Racial disparities in access to care and birth outcomes

are diminished among patients served by FQHCs relative to the gen-

eral population.22

New or existing clinics can apply to the Health Resources and

Services Administration (HRSA) for FQHC certification. Eligible clinics

are non-profit, serve patients in a medically underserved area regard-

less of their ability to pay, and have a governing board of mostly

patients, among other requirements. Due to limited funding, not all

eligible clinics become FQHCs. HRSA prioritizes applicants based on

the needs of their communities and their demonstrated ability to meet

those needs. The Affordable Care Act increased funding for FQHCs
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with the establishment of the Community Health Center Fund. This

fund, which has been twice reauthorized and has grown from $1 bil-

lion in 2010 to $4 billion in 2019, has supported the operation and

expansion of FQHCs nationwide.23 This led to a 33% increase in the

number of FQHC sites and patients served between 2010 and 2016,

consistent with growth seen during prior increases in funding for this

program.24,25

FQHCs may impact access to prenatal care and birth outcomes

via several mechanisms (Figure 1). Patients in areas served by FQHCs

are more likely to report having a usual source of primary care than

patients in areas without FQHCs.26–28 One study found that this

translated into mortality reductions following the expansion of com-

munity health centers from 1965 to 1974.29 Having a usual source of

primary care enables better management of chronic health conditions,

like hypertension or diabetes, and, in turn, reduces the risk of preg-

nancy complications and adverse birth outcomes.10 Patients con-

nected to a clinic may obtain a pregnancy test there, leading to earlier

identification of their pregnancy and the initiation of prenatal

care.7,10,30,31 FQHCs improve access to highly effective contracep-

tion, which can decrease rates of unintended pregnancy.32,33 Unin-

tended pregnancy is associated with later initiation of prenatal care

and worse birth outcomes.7 FQHCs could therefore also impact the

demographic composition of the birthing population by changing birth

rates among their patients.

Features of the care provided at FQHCs may reduce obstacles to

initiating prenatal care, which include inflexible work or school sched-

ules, inconvenient locations, inaccessible transportation, cost, lan-

guage barriers, and racism or discrimination by clinic staff or

providers.7,31,34,35 FQHCs are located near their patient populations,

often provide transportation services, and have more convenient

hours.19 Care at FQHCs is free or low-cost. The clinics provide lan-

guage translation services and benefit from programs that create a

diverse workforce to match their patient population's demographic

profile.36

We study whether FQHCs impact late initiation of prenatal care,

low birth weight, and preterm birth among births covered by Medicaid

or to uninsured individuals. We leverage the recent growth in FQHC

sites to study whether the geographic expansion of pre-conception

and prenatal care improves these outcomes.

2 | METHODS

We conducted a synthetic control study to estimate the impact of the

first FQHC presence in an area on prenatal care and birth outcomes in

California between 2007 and 2019. We analyzed Primary Care Ser-

vice Areas (PCSAs), a geographic market definition for primary care

based on Medicare claims data.37 Primary Care Service Areas com-

prise neighboring ZIP codes in which most Medicare beneficiaries

receive their primary care from the same providers. Our analysis is

limited to California due to the availability of outcome data at the ZIP

code level.

2.1 | Data, sample, and outcomes

We measured outcomes in vital records and birth certificate data from

the California Department of Public Health. These data included

demographic and clinical characteristics of every birth in the state

from 2007 to 2019. We used the birthing person's ZIP code of resi-

dence and the PCSA Data Crosswalk Files from the Dartmouth Atlas

Project to attribute each birth to a PCSA.38 We restricted the analysis

to births covered by Medicaid and to uninsured individuals since pri-

vately insured pregnant people are less likely to receive care at an

F IGURE 1 Mechanisms of
FQHC impact on prenatal care
and birth outcomes [Color figure
can be viewed at
wileyonlinelibrary.com]
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FQHC. We limited the sample to PCSAs that had at least 10 births in

every year from 2007 to 2019 to maintain data deidentification.

We defined PCSAs' treatment status using the Uniform Data Sys-

tem (UDS). The UDS compiles information that FQHCs submit annu-

ally to HRSA. It includes the addresses of all clinic sites, which we

used to identify the location of all FQHC sites in California. In UDS

data from 2000 to 2019, we identified the year in which an FQHC

first appeared in each PCSA (its treatment year). To observe outcome

data for at least four pre-treatment years and three post-treatment

years, we defined the treatment group as all PCSAs that received their

first FQHC between 2011 and 2016 (see Appendix A for additional

detail). Though many PCSAs treated prior to 2011 received additional

FQHC sites over this time period, we did not include them in the anal-

ysis because the evolving impacts of earlier treatments could have

contaminated our estimates.39,40 PCSAs treated between 2017 and

2019 were excluded due to an insufficient post-period. PCSAs with-

out an FQHC by 2019 were considered never-treated and may have

been included in the synthetic control (discussed below).

We used data from the American Community Survey (ACS) to

describe the PCSAs' total population size and the percent enrolled in

Medicaid, with less than a high school education, under 200% of the Fed-

eral Poverty Level, and that were identified as White. We aggregated the

ZIP code-level 5-year estimates covering 2007–2019 to the PCSA-year

level by applying the ZIP-to-PCSA crosswalk and creating sums or

population-weighted averages (see Appendix A for additional detail on

the years of data used). We used additional demographic variables from

the birth certificate data to describe the rates of births to individuals with

less than a high school education and who were White.

We examined three primary outcomes: the population rate of births

preceded by late prenatal care initiation (after 3 months of gestation), of

infants born with low birth weight (< 2500 grams), and of infants born

preterm (at <37 weeks' completed gestation). We chose these outcomes

because they are all important to maternal and child health and are plausi-

bly affected by an FQHC within its first few years (Figure 1).

We estimated population rates for these outcomes in each PCSA

from 2007 to 2019. The outcomes are reported as rates per 10,000

reproductive-age females with Medicaid or who were uninsured. The

numerators were the number of births covered by Medicaid or to

uninsured individuals with late prenatal care initiation, low birth

weight, or preterm birth, respectively. The denominators were the

approximate numbers of reproductive-age females (ages 15–44) who

were uninsured or had Medicaid coverage. Since ZIP-code level data

on insurance coverage were not available prior to 2013, we approxi-

mated this quantity. Specifically, we obtained the number of females

ages 15–44 from the ACS and multiplied it by the percent of births

covered by Medicaid or that were uninsured, as observed in the birth

certificate data. We conducted a sensitivity analysis to assess any

potential bias from this approximation by replacing the percent of

births covered by Medicaid or that were uninsured with the percent

of females ages 19–64 with Medicaid or who were uninsured.

To evaluate whether our results could be explained by a shift in

the demographic composition of the birthing population due to

changes in family planning, we measured whether the first FQHC in a

PCSA led to changes in three secondary outcomes among the popula-

tion of females ages 15–44 with Medicaid or who were uninsured:

the overall birth rate, rates of births to Hispanic individuals, and rates

of births to individuals less than 20 years old (teens). Finally, because

our study period overlaps with California's county-level Medicaid

expansion, we assess whether county expansion decisions differed by

treatment status and its potential effects on our results (Appendix B).

2.2 | Statistical analysis

To estimate the impacts of the first FQHC presence, we compared out-

comes in treated and untreated PCSAs. Because we expected untreated

areas to have different outcome levels and trends, we did not naively

compare the two groups. Instead, we assumed that outcomes in the two

groups were comparable only after conditioning on their past outcome

trajectories. We used a synthetic control method, which enabled more

flexible conditioning on past outcomes than matching or including lagged

outcomes in a regression (see Appendix C for a detailed description of

this approach).41 PCSAs were treated at different times, so we indexed

time k� �9, 3f g in years relative to the treatment year (k¼0).

A PCSA's synthetic control could include two types of PCSAs:

never-treated PCSAs (no FQHC by 2019) and later-treated PCSAs.

Later-treated PCSAs were those that had their first FQHC presence

at least 3 years (the length of the post-period) after the treated PCSA

was treated. All the never-treated and later-treated PCSAs for a given

treated PCSA were considered potential “donors” to its synthetic

control. Each donor's PCSA made a weighted contribution to the

synthetic control. The weights were proportional to the similarity of

pre-treatment outcome trends between the treated and donor PCSA.

The estimates were the average treatment effect on the treated k

years after treatment ATTkð Þ for each k >0 and for the entire post-

period ATTð Þ. The estimator dATTk was the average difference

between the weighted combination of the treated PCSAs' outcomes

in year k and the synthetic control's outcome in year k. The estimator
dATT denotes the average dATTk across the post-period k� 1, 3f gð Þ
We allowed for an intercept difference between the treated units and

the synthetic control. We used a wild bootstrap procedure to con-

struct 95% confidence intervals around the treatment effect

estimates.42

This procedure, described in Ben-Michael et al. (2021), was a “par-
tially pooled” synthetic control as it combined two types of synthetic con-

trols: the pooled approach and the separate approach. The pooled

approach created one synthetic control based on the average pre-period

outcomes across all treated units. The separate approach created a dis-

tinct synthetic control for each treated unit (see Appendix D). The par-

tially pooled synthetic control created a weighted combination of these

two synthetic controls to minimize the bias from each. The synthetic con-

trol was constructed based on pre-period outcomes, and there was there-

fore a unique synthetic control for each outcome examined in this study

(see Appendix E for additional detail on variation in the composition of

the synthetic control across PCSAs and outcomes). To succinctly describe

the evolution of covariates in the treated group and synthetic control
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group, we created an average synthetic control group by normalizing the

weights across the never-treated and later-treated PCSAs for the low

birth weight outcome.

The key assumption is that the synthetic control's outcomes in the

post period approximate the treated group's post period outcomes if they

had not been treated. Though this assumption is not empirically testable,

Ben-Michael et al. suggest that it can be supported if the pre-treatment

difference in outcomes between the treated group and the synthetic con-

trol ( dATTk for k <0) is close to zero. While characteristics of treated

and untreated PCSAs are likely to differ, any differences that are sta-

ble over time will not bias our results. In addition, the synthetic con-

trol uses untreated PCSAs with similar outcome trends to the treated

PCSAs, which is the basis for comparability of their post-period out-

comes. Thus, even time-varying differences are not biased so long as

our synthetic control is well-matched. We believe this is the case,

based on the observed similarity in pre-period trends between the

treated and synthetic control groups. We conducted all analyses in R

version 4.0.2 using the augsynth package.43

3 | RESULTS

3.1 | Characteristics of treatment and synthetic
control groups

Between 2011 and 2016, 55 PCSAs received their first FQHC

(Figure 2). Forty-eight PCSAs had not received their first FQHC by

the end of 2019 (never-treated). Over the study period, residents of

treated PCSAs were more likely to have Medicaid, to have low

income, and to be non-White or Hispanic (Figure 3). The two groups

experienced similar trends in these characteristics over the study

period: the income and racial/ethnic makeup were relatively

unchanged, and the percent with Medicaid rose. Compared to their

synthetic controls, treated PCSAs had larger total and birthing popula-

tions (Appendix F). They had a similar rate of Medicaid or uninsured

births among the reproductive age population and a higher percent of

births that were covered by Medicaid or were uninsured. These mea-

sures were stable over the study period in both groups.

The rate of births to teens with Medicaid or who were uninsured

was similar in the treated and synthetic control PCSAs and declined over

the study period (Appendix F). The rate of births among individuals with

low educational attainment in this population was higher in the treatment

group and declined over the study period. The decline appears steeper in

the treated PCSAs. Treated areas had a lower rate of Medicaid or unin-

sured births among White individuals and a higher rate among Hispanic

individuals. The population rate of Medicaid or uninsured births to

Hispanic individuals declined in both groups over the study period.

3.2 | Estimating the impact of FQHCs on
outcomes

Prior to treatment, the average of the outcomes in the treated group

were (in rates per 10,000 reproductive-age females with Medicaid or

F IGURE 2 California primary care
service areas that received their first
FQHC (treatment) in 2011–2016, by year.
The boundaries in the map represent the
Primary Care Service Areas (PCSAs) that
are at least partially within California
(N = 348). The PCSAs shown in white are
excluded from the analysis because they
received their first FQHC prior to 2011

(N = 199), or after 2016 (N = 10), or
because they had fewer than
10 uninsured or Medicaid-covered births
in any year between 2007 and
2019 (N = 36).
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who were uninsured): 75 births with late prenatal care initiation (S.D. 61),

20 births with low birth weight (S.D. 13), and 36 preterm births (S.D. 23).

The synthetic control group achieved good balance on pre-period

outcomes compared to the treatment group. This is shown in Figure 4,

where the black line representing the difference between the two groups

is approximately zero through the whole pre-period for each outcome.

F IGURE 3 Primary Care Service Area (PCSA) population characteristics by treatment group and year. Each solid line represents the average
across treated PCSAs. Each dotted line represents the average synthetic control based on the low birth weight outcome. Data on all measures
were obtained from the American Community Survey. *ZIP-Code level insurance coverage information was only collected by the United States
Census American Community Survey beginning in 2013. Other public insurance does not include Medicare or TRICARE.

F IGURE 4 The Impact of the first FQHC in a primary care service area on late prenatal care initiation and birth outcomes. The black dots
show the dATTk , or difference between the treatment group and synthetic control, for each k years relative to the year of treatment (k = 0).
The gray bands are 95% confidence intervals from the wild bootstrap procedure.
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We found no statistically significant impact of the first FQHC in a

PCSA on the average post-period treatment effect (dATT) for late pre-

natal care initiation, low birth weight, or preterm birth (Figure 4 &

Appendix G). The year-specific point estimates ( dATTk ,k� 1, 3f g) for
late prenatal care initiation were negative (lower rates of late prenatal

care initiation in the treated group), and those for low birth weight

changed from positive (higher rates of low birth weight births) to neg-

ative over the 3-year post period. The year-specific point estimates

for preterm birth were consistently negative (lower rates of preterm

births in the treated group), and there was a statistically significant

treatment effect in the second year following treatment ( dATT2 =

�15.2 [95% CI �27.3, �0.9]). However, the treatment effect over the

whole post-period had a wide 95% confidence interval (dATT = �7.0

[95% CI �15.5, 2.3]) that precluded us from rejecting the null hypoth-

esis of no effect.

We also found no statistically significant average post-period

treatment effect (dATT) for the overall rate of Medicaid or uninsured

births or the rates of births to Hispanic individuals or to teens

(Appendix H). However, our results suggest a pattern of declining

birth rates among Hispanic and teenage individuals following the first

FQHC in a PCSA. The sensitivity analysis using an alternative denomi-

nator (the percent of females ages 19–64 with Medicaid or who were

uninsured) for the outcomes yielded qualitatively similar results (not

shown). Finally, we find no evidence that our results are driven by dif-

ferences in county adoption of Medicaid expansion by treatment sta-

tus (Appendix B).

4 | DISCUSSION

We did not find any consistent, statistically significant changes in

maternal and child health outcomes in the years following the intro-

duction of the first Federally Qualified Health Center in a Primary

Care Service Area. This suggests that increasing access to outpatient

care and enabling services may not improve the late initiation of pre-

natal care or birth outcomes. This may be because access to these ser-

vices is insufficient to overcome the structural determinants of these

outcomes, which include racism, environmental health, and stable

housing.4,44–46

Although we observed a small and statistically significant effect

on preterm birth in the second post-period year, the effect was smal-

ler and non-significant in both the first and third years. One potential

explanation for the “dip” is noise in the estimates comprising the syn-

thetic control estimator. Appendix D shows the variation in the PCSA-

specific treatment effects that are combined to form the partially

pooled estimator. The PCSAs with the largest variation in treatment

effects tended to have fewer births per year. Treatment assignment

was at the PCSA-level, so variation in our estimates was primarily

driven by the number of PCSAs. Although our sample of births was

very large, we had a modest number of treated and effective compari-

son units; only 55 PCSAs were treated, and many comparison PCSAs

received weights close to zero in the synthetic control algorithm

(Appendix E).

We offer a few explanations for our results. FQHCs may change

the composition of the birthing population by providing family plan-

ning and contraceptive care. If so, our treatment effects would com-

bine impacts on who gives birth with impacts on outcomes for

individuals. We found no statistically significant changes in the aver-

age post-period demographic composition of the birthing population

following the first FQHC, consistent with prior work.13 However, fol-

lowing the first FQHC, treated areas experienced a gradual differential

decrease in birth rates among individuals in our study population, as

well as among Hispanic and teenage individuals in the population.

These monotonic decreases suggest that FQHCs' provision of family

planning services may lead to decreased birth rates in the populations

they serve. In addition to the wide uncertainty around these esti-

mates, we cannot assign a normative interpretation to declining birth

rates. These may be desirable or not, depending on patient prefer-

ences.47 Future studies might address FQHC effects on access to

patient-centered family planning services.

Decreasing birth rates in these populations are unlikely to have

driven the null treatment effect estimates for our primary outcomes.

Hispanic and teenage individuals tend to have higher rates of late pre-

natal care initiation and low birth weight, and similar rates of preterm

birth compared to the overall birthing population.48 Therefore, the

shifts we observed were toward a birthing population with better out-

comes, which would amplify rather than offset any true positive treat-

ment effects of a new FQHC. However, the possibility remains that

the composition of the birthing population changed in unmeasured

ways that counteracted the positive impacts of FQHCs on individuals.

It is also possible that the current FQHC program, which is not

primarily aimed at impacting maternal health, could be better targeted

to improve these outcomes. Indeed, HRSA has planned workforce

investments in areas with limited maternity care professionals.49

HRSA will dispatch obstetrician/gynecologists and certified nurse

midwives from the National Health Service Corp to clinics in newly

identified maternity care health professional target areas. These more

targeted programmatic goals may improve the impact of FQHCs on

these outcomes.

There are important limitations to our data and analytic approach.

First, there are limitations to the Uniform Data System. The UDS does

not include detail on the FQHCs' operational history. As a result, our

treatment definition of the first FQHC in an area includes both the

establishment of new physical clinic sites and the conversion of exist-

ing clinic sites to FQHC status. We also cannot observe changes in

the presence of FQHC Look-Alike clinics or other community health

centers that are not part of the FQHC program. The UDS does not

include information on services provided at the FQHC site level, so

we cannot observe whether the sites in our sample provide prenatal

care directly or only by referral. However, the direct provision of pre-

natal care is only one mechanism by which FQHCs could impact these

outcomes. We are also not able to observe whether the FQHCs in our

sample are, as per their mission, providing high-quality, culturally sen-

sitive care that is tailored to their communities.

Second, we only estimate treatment effects for the 3 years fol-

lowing the first FQHC in an area. The clinics may become more
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effective at impacting these outcomes over time as they become

more known and trusted and learn how to best reach and help their

patient population. Over a longer post-period, FQHCs could also

impact other outcomes, including birth spacing and pre-conception

health.

Third, the key assumption of the synthetic control approach—that

the synthetic control based on lagged outcomes is a suitable counter-

factual for the treated group in the post-period—is not empirically ver-

ifiable. The balance achieved between the lagged outcomes in the

treated group and the synthetic control group lends confidence in this

assumption.

Finally, detailed outcome data at the PCSA level were not avail-

able for a nationwide analysis, which may have been more generaliz-

able and better powered to detect any true treatment effects.

California's rates of late prenatal care initiation, low birth weight, and

preterm birth are lower than the national averages; it is possible that

we would have been able to detect an impact of FQHCs in states with

worse outcomes at baseline.50 Still, these outcomes had room for

improvement in California over the study period.

Despite these limitations, our study provides evidence on an

important and timely research question using novel, rigorous statisti-

cal methods. We use data from a large and diverse state, use a vali-

dated geographic level of analysis that reflects care-seeking

behaviors, and employ a clearly defined treatment (i.e., the first

FQHC). The FQHC program continues to receive significant federal

investment, including $6 billion in the 2021 American Rescue Plan.51

Though we found no statistically significant impact of the first FQHC

in a PCSA on prenatal care initiation and birth outcomes, future

investments in the program that more specifically target maternal and

infant health may yield different results.
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