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Executive Summary
In 2024, 665 women died from pregnancy -related causes in the United States, with 
persistent disparities by race/ethnicity and urban/rural classifications. 1  Poor maternal 
health outcomes are concentrated where overlapping challenges such as economic 
disadvantage, environmental stressors, and barriers to quality healthcare make these 
outcomes more likely. Inaction has severe consequences, costing lives and imposing 
substantial economic costs. 2¶4  The 2025 Maternal Vulnerability Index (MVI) provides 
a critical lens into this moment , supporting decision -makers and practitioners across 
government, healthcare, and philanthropy to understand where and why  maternal 
vulnerability persists and how to respond.

* !FNBIOAB 3OLAI (?;FNB OM?M NB? N?LG ºQIG?H» B?L? ;H> CH IOL G;N?LC;FM¬ Q? L?=IAHCT? NB;N HIN
everyone who carries a pregnancy refers to themselves this way, and we respect the diversity of all  
birthing people.

The MVI was built on a powerful premise: 
maternal risk is not random. It is 
predictable, place -based, and 
preventable. By mapping these patterns, 
the MVI reveals not just where 
vulnerability exists, but why it persists, 
and highlights where interventions can 
have the greatest impact. Originally 
released in 2021, the MVI  is a national 
tool that examines community -level risk 
factors specific to maternal health, 
enabling the precise identification of 
where and why women are most 
vulnerable to adverse outcomes through 
a scoring system of 0 ¶100. It has been 
included in more than 25 peer -reviewed 
publications, with 9 examining its 
relationship to outcomes, including 
maternal mortality, severe maternal 
morbidity, and preterm birth. 

Despite improvements to maternal 
mortality rates from the COVID -era peak, 
structural conditions driving maternal 
vulnerability remain, with a 
disproportionate burden on Black and 
American Indian/Alaska Native (AI/AN) 
women. At the same time, the policy and 
healthcare environment has changed

significantly , with shifts in abortion access 
and health insurance coverage. New laws 
enacted through the One Big Beautiful Bill 
Act of 2025 (OBBBA) are projected to 
increase the uninsured population by 6 
million people, 5 with significant 
implications for women of reproductive 
age who rely on Medicaid during the 
perinatal period. More than 100 rural 
hospitals have closed since 2015, 6 and 
over 130 rural labor and delivery (L&D) 
units have closed  since 2020, 7 with more 
at risk of closure due to changes in 
Medicaid and Affordable Care Act 
funding.  Further, the Pregnancy Risk 
Assessment Monitoring System (PRAMS), 
a key maternal health surveillance 
program, faces an uncertain future with 
congressional funding secured only until 
September 2026. 8

This evolving policy environment and 
healthcare landscape calls for targeted 
and timely action. Along with the updated 
2025 MVI dataset, Surgo  Health has 
conducted an analysis of the 2025 MVI 
and identified three key findings.
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Key Findings

Together, these findings highlight that maternal risk in the U.S. is not random; it is  
predictable, place -based, and preventable. 

1 High -vulnerability communities require tailored, local solutions. 
,IOCMC;H; ;H> 4?R;M ;L? NB? GIMN POFH?L;<F? MN;N?M CH NB? =IOHNLS¬ S?N NB? -6)»M
thematic scores show that vulnerability is driven by different factors in each state. 
The pattern holds across geographic levels: effective interventions within states, 
counties, or ZIP codes must be place -based, informed by local drivers rather than 
uniform approaches.

State rankings mask within -state vulnerability. Eighteen states contain counties 
QCNB <INB ½6?LS (CAB¾ ;H> ½6?LS ,IQ¾ LCME­ 2;HECHA MN;N?M <S ION=IG?M IL
vulnerability overlooks significant within -state variation, hiding communities that 
require urgent, targeted action. Government agencies, health systems, and funders 
should look beyond the state level to most effectively allocate resources to 
communities most in need.

3

Index Scoring

Very High (80 -100)

High (60 -79)

Moderate (40 -59)

Low (20 -39)

Very Low (0 -19) 

The Maternal Vulnerability Index 
scores all U.S. geographies on a 
scale of 0 -100, where a higher 

score reflects greater 
vulnerability relative to other 
geographies. For this report, 

scores have been grouped into 
categories : 

Drivers of vulnerability concentrate differently 
across communities. While fewer women of 
reproductive age (WRA) live in counties with high 
MVI scores overall, Black and Hispanic/Latina 
women are disproportionately represented in 
these geographies. However, this pattern varies 
substantially by theme. At the county level, for 
example:
Å½6?LS (CAB¾ 2?JLI>O=NCP? (?;FNB=;L?

vulnerability is concentrated in rural, 
majority -White counties;

Å½6?LS (CAB¾ 0BSMC=;F (?;FNB POFH?L;<CFCNS
is concentrated in counties with larger Black 
and American Indian/Alaska Native 
populations; and

Å½6?LS (CAB¾ '?H?L;F (?;FNB=;L? POFH?L;<CFCNS
is concentrated in counties with large 
Hispanic/Latina populations.

2

Understanding both the drivers of vulnerability and the communities most exposed 
to them is necessary to design solutions that reach the women who need them most.
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Implications
Without targeted, place -based interventions that address the drivers of maternal 
vulnerability, maternal health inequities will persist or widen as policy changes are 
implemented and healthcare access continues to shift. Furthermore, there is a 
significant need for measures that promote, support, and protect maternal health given 
that federal and state policies have clear cascading effects on communities. The 
sections that follow show where vulnerability is greatest, who bears the greatest burden, 
and how stakeholders across government, healthcare, and philanthropy can respond.

HEALTH SYSTEMS: Identify the key non -clinical drivers of maternal risk in your 
patient population, develop and implement patient support programs, and integrate 
the MVI into risk stratification.  

PHILANTHROPY: Fund interventions in high -need geographies and support 
community -based organizations responding to local needs.

GOVERNMENT & STATE AGENCIES: Allocate funding based on need, expand and 
protect rural healthcare access, develop affordable insurance coverage options, 
and  grow the health workforce.

POLICYMAKERS & ADVOCATES: Develop and advance policies that address the 
needs of communities.

What is Maternal Vulnerability?
The MVI was created to understand the factors associated with maternal morbidity 
;H> GILN;FCNS CH NB? 5HCN?> 3N;N?M NBLIOAB ; B?;FNB ?KOCNS F?HM­ 4B? N?LG ½G;N?LH;F
POFH?L;<CFCNS¾ CM OM?> NI OH>?LMN;H> NB? MI=C;F¬ ?=IHIGC=¬ ;H> ?HPCLIHG?HN;F
exposures that increase health risk during the perinatal period. In other words, 
maternal vulnerability examines community -level factors and how they relate to 
risk of poor maternal outcomes  during pregnancy, delivery, and postpartum.
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Our initial report in 2021 introduced the MVI, focusing on the geography                     
of maternal vulnerability, how MVI themes clarify its drivers, and the racial 
disparities in maternal vulnerability across the United States. 9

This report highlights the current  geographic distribution of 
vulnerability,  examines the drivers of maternal vulnerability among women of 
reproductive age (WRA) à, and outlines actions for stakeholders across the 
ecosystem.

Purpose

àFor this report, women of reproductive age (WRA) refers to females ages 15 ¶44. 
Note: Surgo Health does not recommend using the MVI for comparisons across time periods (e.g., 
comparing the 2021 and 2025 MVIs).  Please see Annex B for more information on the methodology.
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Pregnancy -related mortality * peaked in 2021, with 
more than 1,220 deaths across the United States 
and a pregnancy -related mortality ratio (PRMR) of 
33.2 per 100,000 live births. 1 In 2024, the most 
recent data available, the PRMR was 18.4, with 
665 women dying of pregnancy -related causes. 1 
Despite this post -COVID decrease, significant 
racial disparities persist. The PRMR for American 
Indian and Alaska Native (AI/AN) women is more 
than 4 times that of non -Hispanic White women, 
and the PRMR of Black women is more than 3.3 
times that of non -Hispanic White women. 1

A wide range of factors contribute to adverse 
pregnancy outcomes. To understand the many 
upstream factors contributing to poor maternal 
health, Surgo Health developed the  Maternal 
Vulnerability Index (MVI) :  a novel dataset 
providing a hyperlocal, holistic view of the social, 
contextual, and behavioral factors that influence 
maternal health outcomes across the U.S. The 
MVI has been validated against multiple critical 
health outcomes, including maternal mortality, 10 
severe maternal morbidity, 11 infant mortality, 12 
preterm birth, 10,13 low birthweight, 10 and 
stillbirth. 14 A summary of the evidence to date 
appears in Annex A . By identifying and addressing 
the many factors that contribute to maternal 
vulnerability, we can improve birth outcomes for 
mothers, children, and families.

Compared to other high -income countries, the United States continues to perform 
worse on maternal morbidity and mortality measures. In a time of shifting public health 
priorities and a changing healthcare landscape, targeted action informed by timely 
intelligence is critical  NI CGJLIP? G;N?LH;F B?;FNB ;H> NI MOJJILN QIG?H»M Q?FF-being 
and strong families and communities.

* The Pregnancy Mortality Surveillance System (PMSS) defines a pregnancy -related death as a death 
during or within 1 year of the end of pregnancy from any cause related to or aggravated by the 
pregnancy. 15

Introduction
The Maternal Vulnerability 
Index & Why It Matters
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MVI Themes

Overview of the Drivers of Maternal Vulnerability

Physical Environment: Safety, stability, and environmental conditions of the 
surrounding community. Unsafe or resource -poor environments increase 
stress and create barriers to essential services that support maternal 
health.21

Socioeconomic Determinants: Social and economic conditions that shape 
stability, opportunity, and daily life. Socioeconomic disadvantage heightens 
chronic stress and limits resources needed to support a healthy pregnancy. 20

General Healthcare: Access to routine, preventive, and general medical care. 
Limited healthcare access, including barriers caused by inadequate health 
insurance coverage, delays early intervention and reduces ongoing 
management of health needs before and during pregnancy. 19

Mental Health & Substance Use: Mental health status, emotional support, and 
behavioral health risks within a community. Higher levels of stress, poor 
mental health, and substance use increase vulnerability during pregnancy and 
the postpartum period. 18

Physical Health: Overall burden of chronic disease and general physical health 
challenges in a community. Poorer baseline health increases the likelihood of 
pregnancy complications and makes maternal outcomes more fragile. 17 

Reproductive Healthcare: Access to and availability of reproductive and 
maternal healthcare services. Limited access increases the risk of delayed 
care, preventable complications, and reduced autonomy in managing 
reproductive health. 16

About the Index
Operationalizes  the root causes of adverse maternal health outcomes, 
including the social determinants of health, to drive precise action for maternal health.

Assigns all U.S. geographies a percentile score (0 ¶100), where a higher score 
indicates greater vulnerability to adverse outcomes relative  to other U.S. geographies 
at the same level. See Annex B  for more information on methodology.

Available  at the state, county, ZIP code tabulation area (ZCTA), and census tract 
levels, each featuring an independent national rank derived from their source data.

Captures  key drivers of maternal vulnerability through six themes, as outlined below.
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Understanding Risk to
Address the Why
The MVI enables organizations and practitioners to:

1 Identify high -risk communities:  Pinpoint areas where women are most 
vulnerable to poor maternal outcomes, enabling strategic resource allocation

Case Example: Vitamin Angels used the MVI to identify ZIP codes that would most 
benefit from maternal nutrition interventions to allocate funding and implement 
programming.

4 Conduct deep research: Incorporate data beyond clinical indicators to 
examine the social, contextual, and behavioral factors influencing maternal 
health outcomes

Case Example: Salazar et al. used the MVI alongside birth data to show that counties 
with very high MVI scores had significantly higher odds of preterm birth, with physical 
health and mental health themes remaining significant predictors even after adjusting 
for individual -level factors. 13

3 Guide precise interventions: Inform tailored program and policy design to 
address the root causes of poor outcomes, including preventive care and 
engagement interventions

Case Example: $OE? 5HCP?LMCNS»M -;LAIFCM )HMNCNON? @IL (?;FNB 0IFC=S CM OMCHA NB? -6)
to inform an implementation plan to improve the health and well -being of expectant 
parents and young children in North Carolina.

2 Stratify risk:  Understand the context in which mothers live to better 
understand their risk profile  and address the clinical and non -clinical factors 
contributing to adverse pregnancy outcomes 

Case Example:  Ochsner Health uses the MVI for its data -informed patient care 
strategy to understand the range of social risk factors women experience in their 
communities. To optimize use in clinical workflows, integrating MVI  data into 
electronic health records could enrich risk profiles beyond clinical indicators. For more 
localized health systems, granular indicators that show relative vulnerability within 
their catchment area hold the highest utility.



Maternal Vulnerability Index
2025 Data Findings & 
Policy Context
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Vulnerability at the State Level
More than 19.6 million (30%) women of reproductive age (WRA) live in the 11 states 
with the highest MVI scores in the country. 22  These states are concentrated in the 
South and Southwest, where the maternal mortality ratio (MMR) was 32.5, higher than 
the national MMR of 23.5 during the same period (2019 ¶2023). 23 By comparison, the 
10 states with the lowest MVI scores are concentrated in the Northeast and across the 
Midwest and West. While these states have a lower average MMR (20.1), 23 they 
comprise about 5.7 million WRA, or 9% of all WRA in the U.S. 22 To improve maternal 
health in the United States, a concentrated effort is needed in states with the 
highest risk.

Five states with the lowest MVI 
scores (starting with the lowest):

51. Vermont (VT)
50. New Hampshire (NH)
49. Maine (ME)
48. Minnesota (MN)
47. Hawaii (HI)

Five states with the highest MVI 
scores  (starting with the highest):

1. Louisiana (LA)
2. Texas (TX)
3. Mississippi (MS)
4. Alabama (AL)
5. Nevada (NV)

The full list of 2025 state rankings can be found in Annex C .

Figure 1.  A map of maternal vulnerability by state, as measured by the Maternal Vulnerability Index 
and categorized by quintile (0 ¶19, 20¶39, 40 ¶59, 60¶79, and 80¶100). States scoring above the 
80 th J?L=?HNCF? @;FF CHNI NB? ½6?LS (CAB¾ POFH?L;<CFCNS =;N?AILS­
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Drivers of Vulnerability Vary Across States
Maternal vulnerability is driven by different factors across states with
similar MVI scores. &CAOL? W MBIQM -6) NB?G? M=IL?M @IL NB? VV MN;N?M CH NB? ½6?LS
(CAB¾ POFH?L;<CFCNS =;N?AILS­ !M QCNB NB? IP?L;FF -6) M=IL?¬ BCAB?L M=IL?M CH ; NB?G;NC=
area indicate higher vulnerability. 

For example, the top three drivers of maternal vulnerability in Louisiana (LA) are 
physical environment, physical health, and mental health & substance use. In Texas 
(TX), by contrast, maternal vulnerability is driven by reproductive healthcare, physical 
environment, and general healthcare. To improve maternal health outcomes, place -
based interventions are needed to address the specific drivers within each state.

$LCP?LM I@ -;N?LH;F 6OFH?L;<CFCNS CH 3N;N?M QCNB ½6?LS (CAB¾MVI Scores

Figure 2.  -6) NB?G? M=IL?M @IL ?;=B I@ NB? VV MN;N?M QCNB ½6?LS (CAB¾ -6) M=IL?M¬ BCABFCABNCHA NB?
primary drivers of vulnerability by state. 

Reproductive 
Healthcare

Physical
Health

Physical
Environment

General 
Healthcare

Mental Health & 
Substance Use

Socioeconomic 
Determinants
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Medicaid Expansion and Maternal Vulnerability
Geographic patterns of vulnerability are shaped and reinforced by policy, with clear 
evidence from Medicaid expansion status. Medicaid is integral to maternal health in the 
United States. More than 16 million WRA (nearly 1 in 4) are covered by Medicaid 24 and 
more than 40% of all U.S. births were financed by the program in 2023. 25 Passed in 
2010, the  Affordable Care Act (ACA) offers  states enhanced  federal funding to expand 
Medicaid coverage.  As of January 2026, 41 states have adopted Medicaid expansion , 
including 12 states that also enacted  ºtrigger  F;QM» NI ?H> NB? ?RJ;HMCIH IL L?KOCL?
mitigation in the event of reduced  federal funding .26

On average, maternal vulnerability is higher in non -expansion states and in states 
QCNB ºNLCAA?L F;QM»compared to states that have adopted and implemented Medicaid 
expansion without trigger laws. /HFS @CP? I@ NB? VV MN;N?M ÁY[ÛÂ QCNB ½6?LS (CAB¾ -6)
M=IL?M B;P? ;>IJN?> -?>C=;C> ?RJ;HMCIH¬ QBCF? ^ I@ NB? VU MN;N?M Á^UÛÂ QCNB ½6?LS
,IQ¾ -6) M=IL?M B;P? ;>IJN?> ;H> CGJF?G?HN?> -?>C=;C> ?RJ;HMCIH­ (IQ?P?L¬ H?Q
laws enacted through the One Big Beautiful Bill Act (OBBBA) of 2025 will change 
eligibility criteria, and the uninsured population is projected to increase by more than 6 
million people. 5 The impact on WRA who rely on Medicaid during the perinatal period 
will become clear as states implement OBBBA provisions.

+ N= 51, including Washington, DC.
^  /H -;L=B V]¬ WUW[¬ 7CM=IHMCH»M AIP?LHIL MCAH?> ; F;Q ?RN?H>CHA -?>C=;C> =IP?L;A? NI IH? S?;L
postpartum, effective July 1, 2026. 29

Postpartum coverage extensions provide Medicaid coverage for up to 12 months after 
birth and are critical given that 63% of maternal deaths occur after birth 27 and the 
extended coverage period supports continuity of care for follow -up after childbirth, 
management of chronic conditions, and access to mental healthcare. Arkansas remains 
the only state ^ NB;N B;M HIN ?H;=N?> -?>C=;C>»M JIMNJ;LNOG =IP?L;A? ?RN?HMCIH­28

Figure 3.  Average state -level MVI score based on Medicaid expansion status. +

States without Medicaid expansion have higher average MVI scores.
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Vulnerability in Context: How Medicaid Cuts 
Could Affect Rural Access

ɷ 4BL?? I@ NB? ?F?P?H MN;N?M QCNB ¹6?LS (CAB¾ -6) M=IL?M Á!LCTIH;¬ &FILC>;¬ ;H> .?P;>;Â B;P? T?LI LOL;F ,ç$ OHCNM ;N
risk of closure in 2026. Texas has the most (13) rural L&D units at risk of closure in 2026.

Ultimately, states that have not yet implemented Medicaid expansion                                  
via the ACA can still do so.  Prioritizing coverage in the perinatal period                      
would increase access to care and reduce the risk of maternal morbidity                      
and mortality but will require states to make difficult budgetary decisions             
based on their priorities. 

133
rural labor & 
delivery units 
have closed 
since 2020.  7

As many as

rural hospitals at 
risk of closure in 

2026. 7

308

Nearly every state could see rural hospital closures as 
Medicaid cuts are implemented , with 46 of 50 states 
included on a list of at -risk rural hospitals from the U.S. 
Senate in 2025. 30 /@ NB? MN;N?M QCNB ½6?LS (CAB¾ -6) M=IL?M¬
there are  104 rural hospitals at risk  of closure. 30 Across the 
MN;N?M QCNB ½6?LS ,IQ¾ -6) M=IL?M¬ NB?L? ;L? IHFS WY LOL;F
hospitals at risk of closure. 30 Utilizing different criteria (i.e., 
not specific to changes in Medicaid), the Center for 
Healthcare Quality & Payment Reform identified 308 rural 
BIMJCN;FM ;N LCME I@ =FIMOL? CH MN;N?M QCNB ½6?LS (CAB¾ -6)
M=IL?M¬ ;H> ]W LOL;F BIMJCN;FM ;N LCME CH MN;N?M QCNB ½6?LS
,IQ¾ -6) M=IL?M­6 

Currently, fewer than half (41%) of rural hospitals in the U.S. 
offer labor and delivery (L&D) services, 7 which is a major 
barrier to care in these regions. Due to financial strain, and 
likely amplified by the forthcoming Medicaid cuts, there are 
35 rural L&D units at risk  of closure in 2026 across states 
QCNB ¹6?LS (CAB¾ -6) M=IL?M­\¬ɷComparatively, in states with 
¹6?LS ,IQ¾ -6) M=IL?M¬ NB?L? ;L? VW LOL;F ,ç$ OHCNM ;N LCME I@
closure.7

)H MN;N?M QCNB ¹6?LS (CAB¾ 2?JLI>O=NCP? (?;FNB=;L? M=IL?M
(Theme 1), 135 rural hospitals 30  and 35 rural L&D units 7 are
;N LCME I@ =FIMOL?­ )H MN;N?M QCNB ¹6?LS (CAB¾ '?H?L;F
Healthcare scores (Theme 4), 64 rural hospitals 30  and 29 
rural L&D units are at risk of closure. 7 These are counties 
that can least afford to lose access to care. 

The looming threat to rural hospitals and rural L&D units demonstrates one of the 
risks to maternal health amid federal Medicaid cuts. The closure of hospitals and
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critical services reduces access to healthcare and amplifies additional barriers 
such as transportation challenges, as distances to healthcare services increase.

The $50 billion Rural Health Transformation Program (RHTP) offers an 
opportunity to strengthen rural maternal healthcare  but requires prioritization 
of the perinatal period as states develop their RHTP initiatives. To see the 
greatest impact for rural areas in need, the Centers for Medicare & Medicaid 
Services (CMS), the federal agency overseeing the RHTP program, must 
prioritize geographies and populations with the greatest vulnerability and 
need.

Louisiana, the state with the highest maternal vulnerability score in the country, is 
particularly concerning. Thirty -three (33) rural hospitals are at risk of closure . 30  
/@ NBIM?¬ ]]Û ÁW^Â ;L? CH ; J;LCMB QCNB ; ¹6?LS (CAB¾ -6) M=IL?¬ CH=FO>CHA ; BIMJCN;F
CH NB? MN;N?»M GIMN POFH?L;<F? J;LCMB¬ !PIS?FF?M­30  More than 185,000 WRA live in 
a parish with at least one rural hospital at risk of closure. 22 

State Spotlight: Louisiana
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Vulnerability at the County Level
Zooming in on smaller geographic units, such as counties, ZIP codes, and                 
census tracts, enables practitioners and researchers to identify places of highest need, 
which can be obscured when data are examined at broader geographic levels. Annex D  
details the counties with the highest and lowest MVI scores in each U.S. state.

In 2025, nearly 6 million WRA lived in 
the most vulnerable counties 22 (highest 
MVI quintile),  where 22% identify as 
Black 31 and 32% identify as 
Hispanic/Latina .32  The most vulnerable 
counties are spread across 26 states, 
with 7 states having more than 50% of 
their counties scoring in the highest MVI 
KOCHNCF? ÁC­?­¬ ; ¹6?LS (CAB¾ -6) M=IL?Â­

Comparatively, in the least vulnerable 
counties (lowest MVI quintile) there are 
more than 13.9 million WRA , 22 with 
approximately 13% identifying as 
Hispanic/Latina, 32   10% identifying as 
Asian,33  and only 6.8% identifying as 
Black .31

The least vulnerable counties are spread 
across 41 states, with 12 states having at 
least 50% of their counties scoring in the 
FIQ?MN -6) KOCHNCF? ÁC­?­¬ ; ¹6?LS ,IQ¾ -6)
score).

If risk were spread evenly across all 
communities, we would expect to see Black 
and Hispanic/Latina WRA represented in 
each vulnerability quintile in proportion with 
their national population shares (14% and 
22%, respectively). Instead, we see an 
IP?LL?JL?M?HN;NCIH CH =IOHNC?M QCNB ½6?LS
(CAB¾ -6) M=IL?M ;H> ;H OH>?L-
L?JL?M?HN;NCIH CH =IOHNC?M QCNB ½6?LS ,IQ¾
MVI scores. This demonstrates how risk is 
unevenly distributed across racial/ethnic 
groups.

Figure 4.  A map of maternal vulnerability by county, as measured by the Maternal Vulnerability Index.
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Figure 5 includes the 18 states containing counties in both the highest and lowest MVI 
quintiles and shows the percentage of counties in each of those categories. In states 
QB?L? GIL? =IOHNC?M @;FF CHNI NB? ½6?LS ,IQ¾ =;N?AILS, we see pockets of need and 
vulnerability. By contrast, in states QB?L? GIL? =IOHNC?M @;FF CHNI NB? ½6?LS (CAB¾
category,  we see pockets of advantage and greater access to resources.

Examining Disparities in Vulnerability

The distribution of county -level MVI scores within a state highlights disparities. In 
Figure 6 (next page), each dot represents the MVI score of one county, with all counties 
from the same state aligned on the same vertical axis. The color of the dots 
corresponds to the MVI score quintile of a given state. States are grouped by region for 
regional comparison. States with greater variability (i.e., range or spread, as shown by 
the dots below) in MVI scores have larger disparities across counties. Action to 
address maternal vulnerability should prioritize highly vulnerable counties to reduce 
within -state inequity.

Figure 5.  0?L=?HN;A? I@ =IOHNC?M QCNBCH ; ACP?H MN;N? NB;N M=IL? ½6?LS (CAB¾ ;H> ½6?LS ,IQ¾ IH NB?
Maternal Vulnerability Index. Minnesota and Wisconsin demonstrate states with pockets of significant 
need, whereas Tennessee and Texas demonstrate states with widespread vulnerability and pockets of 
greater access to resources.
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Figure 6.  Distribution of county -level MVI scores per state, grouped by U.S. region.
County -level MVI scores vary widely within states, particularly in the South and in states 
with large AI/AN populations, signaling extreme within -state disparities.  
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Within -State Disparities Signal Deep Inequity
In this analysis, five states show the widest variation in county -level MVI scores, 
signaling deep internal disparities:

Å Alaska

ÅSouth Dakota 

ÅMontana

ÅNorth Carolina

Å Florida

The top three states with the greatest county -level MVI disparities (i.e. Alaska, South 
Dakota, and Montana) are also ranked among the top five states with the largest 
Indigenous populations as a share of state population. 34  Through deeper analysis, we 
see that counties with large AI/AN populations tend to have higher MVI scores, 
indicating a need to prioritize these communities to reduce local disparities and 
improve adverse outcomes.

!FNBIOAB -CHH?MIN;»M WUWZ MN;N?-level 
-6) M=IL? JF;=?M CN QCNBCH NB? ½6?LS
,IQ¾ POFH?L;<CFCNS ALIOJ¬ NB? LCME NI
mothers is not spread evenly across the 
MN;N?­ 7BCF? Z] I@ -CHH?MIN;»M ]\
=IOHNC?M Á[\ÛÂ B;P? ; ½6?LS ,IQ¾ -6)
score, Mahnomen County, Minnesota, 
ranks among the 10% most vulnerable 
counties in the United States. 

While Mahnomen County is a small, rural 
county with fewer than 1,000 WRA, its 
high vulnerability score demonstrates a 
need for additional resources, 
particularly for American Indian and 
Alaska Native (AI/AN) communities, 
which make up more than 40% of WRA 
in the county. 35

State Spotlight: Minnesota
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Zooming in further still, ZIP code data reveals disparities previously invisible at the 
county level. 

Kansas City is a large metropolitan area, administratively split between two states: 
Kansas City, Missouri (KCMO) and Kansas City, Kansas (KCK). At the state level, 
-CMMIOLC»M JIJOF;NCIH I@ 72! ;JJ?;LM GIL? POFH?L;<F? NB;H +;HM;M»¬ ;M L?@F?=N?> CH
NB?CL IP?L;FF -6) M=IL?M Á[] Ã½(CAB¾Ä PM­ Y[ Ã½-I>?L;N?¾ÄÂ­

The story begins to change when we look at the counties where Kansas City is located 
¶ Jackson County, MO, and Wyandotte County, KS. Wyandotte County, KS has a higher 
overall MVI score and higher theme scores for Physical Health, General Healthcare, 
Socioeconomic Determinants, and Physical Environment (4 of 6 themes) than Jackson 
County, MO.

Analyzing the ZIP code tabulation area 
(ZCTA) data for Kansas City continues to 
clarify the story. ß Figure 7 shows a map of 
maternal vulnerability by ZCTA in Kansas 
City, with darker shades indicating higher 
MVI scores (i.e., greater maternal risk). 
!=LIMM +;HM;M #CNS»M :#4!M¬ NB? ;P?L;A?
-6) M=IL? @;FFM QCNBCH NB? ½-I>?L;N?¾
vulnerability group, but there is substantial 
variation within the city and across state 
FCH?M­ )H +#+¬ Z]Û I@ :#4!M B;P? ½(CAB¾ IL
½6?LS (CAB¾ -6) M=IL?M¬ =IGJ;L?> NI Y[Û
of ZCTAs in KCMO, with visible disparities 
across ZCTAs.

While KCMO has a significantly larger 
population (approximately 116,000 WRA 
compared to 32,000 WRA in KCK), 22 Black 
and Hispanic/Latina WRA make up a larger 
share of the population in KCK (57% of 
WRA compared to 37% of WRA in 
KCMO31,32).

Going Deeper 

ß )H=FO>?> :#4!M Q?L? <;M?> IH NB? #?HMOM "OL?;O»M L?F;NCIHMBCJ @CF? @IL JF;=?M ;H> :#4!M­ 4B?
following ZCTAs were included in our analysis: 64012, 64053, 64055, 64064, 64068, 64079, 64081, 
64082, 64101, 64102, 64105, 64106, 64108 ¶64114, 64116¶64120, 64123 ¶64134, 64136 ¶64139, 
64145 ¶64147, 64149 ¶64158, 64161, 64163 ¶64167, 66012, 66101 ¶66106, 66109, 66111, 66112, 
66115, 66118, 66160, and 66216.

Figure 7.  A map of maternal vulnerability by 
ZCTA, as measured by the Maternal Vulnerability 
Index.

A Tale of Two Cities: Kansas City
Using ZIP Code Data to Dive Deeper
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Figure 8 shows the distribution of ZCTA -level MVI scores, including theme scores. Each 
dot represents one ZCTA. Compared to KCK, ZCTAs in KCMO have higher average 
Reproductive Healthcare and Mental Health & Substance Use theme scores, indicating 
higher vulnerability in these areas. State -level midwifery regulations can shape 
reproductive healthcare vulnerability by affecting access to care for WRA. While 
Kansas grants full autonomy, including prescriptive authority and practice 
independence, Missouri limits certified nurse -GC>QCP?M» JL;=NC=? ;ONBILCNS, which can 
decrease access and increase vulnerability. 36,37

In KCK,  socioeconomic disadvantage is a key driver of vulnerability, and higher 
uninsured rates, likely exacerbated by the lack of Medicaid expansion in Kansas ,26 also 
contribute to higher vulnerability.

Figure 8.  Distribution of ZCTA -level MVI scores for Kansas City, split by state (Kansas City, Kansas, and 
Kansas City, Missouri). 
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