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Summary

While Cesarean births can be medically necessary, the procedure has significant health risks. Thus, as part 
of the Nurture NJ initiative, New Jersey implemented several policies aimed at reducing the number of 
Cesareans performed without a clear medical need.

While the rate of low-risk Cesarean births was relatively high in 2016 compared to other states, New Jersey 
had the largest reduction in low-risk Cesarean birth rates of any state between 2016 and 2023, decreasing  
by 10 percent from 30.2 percent to 27.3 percent.

Low risk Cesarean rates remained highest for individuals with private insurance, declining 28.9 percent in 
2018 to 27.1 percent in 2023, though the trend over time was not statistically significant. Among those with 
Medicaid, where many Nurture NJ policies are focused, rates fell significantly from 24.8 percent in 2018 to 
21.3 percent in 2023.

Despite overall improvements, racial disparities in low-risk Cesarean birth rates persist in New Jersey.  
Black and Asian women experience rates 20-22% higher than those of white women.
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Importance of Reducing the Cesarean Birth Rate and New Jersey’s  
Policy Efforts 
Nearly one in three births in the United States involve Cesarean delivery, with significantly higher rates among Black 
women (March of Dimes, 2024). While Cesarean birth can be medically necessary, the procedure carries significant 
health risks, including blood clots and infections as well as emotional and economic costs for women (Sandall et 
al., 2018). A national goal of Healthy People 2030 is to reduce the percentage of low-risk Cesarean births to less 
than 23.6% of all births (U.S. Department of Health and Human Services, n.d.). The measure for this target is the 
Nulliparous, Term, Singleton, Vertex (NTSV) Cesarean Birth Rate, which identifies the proportion of live babies born 
at or beyond 37.0 weeks’ gestation to women in their first pregnancy, that are singleton (no multiples) and in the 
cephalic presentation (no breech presentation or transverse lie), via Cesarean birth (California Maternal Quality Care 
Collaborative, n.d.). 

As part of the Nurture NJ initiative, the state has implemented several policies to lower NTSV 
Cesarean rates across hospitals as part of its efforts to improve maternal and child health. 

For example, in 2019 New Jersey enacted P.L. 2019, c. 87, which prohibits health benefits coverage under Medicaid, 
the State Health Benefits Program, and the School Employees’ Health Benefits Program for certain nonmedically 
indicated, early elective deliveries (EEDs) performed at a hospital before 39 weeks’ gestation  
(New Jersey State Legislature, 2019; Office of the First Lady of New Jersey, 2021). 

In addition, in 2019, doula care became a benefit available to Medicaid beneficiaries through state legislative action 
P.L. 2019, c. 85. Doula-attended births are associated with lower Cesarean rates (Kozhimannil et al., 2014). The policy 
was fully implemented in 2021 (Office of the First Lady of New Jersey, 2021; The Office of the Governor of New Jersey, 
2023). Another recent policy change (2023) in New Jersey has equalized Medicaid reimbursement rates for maternity 
services for physicians and midwives, expanding opportunities for midwifery care (The Office of the Governor of New 
Jersey, 2023). Use of midwives is associated with lower rates of Cesarean birth (Damiano et al., 2020; Erickson et al., 
2021; Krolikowski-Ulmer et al., 2018; Lundsberg et al., 2017; The Commonwealth Fund, 2023).  

The Nurture NJ Strategic Plan also includes a series of recommendations regarding comprehensive informed consent 
procedures for maternity patients and limitations on participation in provider networks for hospitals that are not 
meeting national targets for NTSV Cesarean births (Hogan et al., 2021; New Jersey Department of Health, 2024).

New Jersey Comparison to Other States  
This original analysis investigates changes in the low-risk Cesarean birth rate in New Jersey before and after policy 
changes went into effect using CDC Wonder Birth data for state comparisons and data provided by the New Jersey 
Department of Health Maternal Data Center for the NJ specific rates.1  Figure 1 shows the change in NTSV Cesarean 
birth rates by state from 2016 to 2023. 

While New Jersey started the period with a relatively high rate, it had the largest reduction of any 
state over this period, decreasing by 10 percent from 30.2 percent to 27.3 percent. 

1 NJ-specific data was obtained from the New Jersey Maternal Data Center, which combines birth records with hospital discharge records to 
identify individuals with NTSV births and Cesarean deliveries. Cross-state comparisons use birth records only from the CDC Wonder Database.
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Among the 31 states with rates that were higher than the Healthy People target of 23.6% in 2016, only 11 (including 
New Jersey) achieved any decline in their NTSV Cesarean birth rate, while the other 20 states saw increases over  
this period. However, despite this progress, New Jersey’s NTSV Cesarean birth rate remained higher than many other 
states in 2023. Continued support and implementation of the Nurture NJ policies have the potential to further improve  
New Jersey’s rate overall and relative to other states.

Figure 1. Change in NTSV Cesarean Birth Rate from 2016 (Red) to 2023 (Blue) Across States
Notes: Rates are unadjusted for population characteristics. Dashed line indicates Healthy People 2030 target. Source: CDC Wonder Births.
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Examining progress in NJ: Differences by insurance status and race
Figure 2 shows the NTSV Cesarean birth rate in New Jersey by insurance status at delivery annually from 2018 to 2023. 
Cesarean rates were highest for individuals with private insurance, consistent with the broader scientific literature  
on Cesarean births among privately insured patients (Hoxha et al., 2017), declining from 28.9 percent in 2018 to  
27.1 percent in 2023, though the trend over time was not statistically significant. Among those with Medicaid,  
where many Nurture NJ policies are focused, rates fell significantly from 24.8 percent in 2018 to 21.3 percent in  
2023 (linear trend, p=0.03). Since 2019, births paid for by Medicaid have met the Healthy People target for the NTSV 
Cesarean birth rate.

Figure 2. NTSV Cesarean Birth Rates by Insurance at Delivery, New Jersey, 2018–2023
Notes: HP2030=Healthy People 2030; Source: NJ DOH Maternal Data Center
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Despite overall improvements, racial disparities in low-risk Cesarean birth rates persist in New Jersey. Figure 3  
shows the ratio of NTSV Cesarean birth rates by race and ethnicity, as compared to non-Hispanic White women.  
A ratio of 1.25, for example, indicates a 25% higher rate than for White women. From 2018 to 2023, Black and Asian 
women experienced rates on average about 22% and 20% higher, respectively, than those of White women, with no 
indication of a decline in disparities over this period. Women of multi-race and other populations did see a narrowing 
of the gap from 19% higher than White women in 2018 to 6% higher by 2023 (linear trend, p=0.001). Women of 
Hispanic ethnicity had similar NTSV Cesarean birth rates as White non-Hispanic across the study period, with a slight, 
non-significant decline.

Figure 3. Ratios of NTSV Cesarean Birth Rates by Race and Ethnicity, as compared to non-Hispanic White women, New Jersey, 2018–2023
Note: Ratio of 1 indicates equal rates. Source: NJ DOH Maternal Data Center.
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Recommendations for Policy and Practice 
New Jersey has made progress in reducing low-risk Cesarean births.  The implementation of payment changes which 
disallowed payments for certain early elective deliveries has had an effect on Cesarean rates, particularly among 
people covered by Medicaid.  Full implementation of policies that provide broader access to doulas and midwives, 
whose services are associated with lower Cesarean rates, is likely to contribute to additional improvements. 

In addition, New Jersey hospitals should continue to adopt and utilize the American College of Obstetricians and 
Gynecologists (ACOG) Alliance for Innovation on Maternal Health (AIM) Safe Reduction of Cesarean Birth patient safety 
bundle (American College of Obstetrics and Gynecology, 2021). 

Other strategies to reduce the Cesarean rate could include increasing access to group prenatal care,  utilizing 
intermittent fetal monitoring for low-risk patients, avoiding the admission of patients in early labor without a medical 
indication, and increasing the midwifery and doula presence in all New Jersey birthing hospitals (Alfirevic et al., 2017; 
Damiano et al., 2020; Kozhimannil et al., 2014; Smith et al., 2016; Trudnak et al., 2013; Wood et al., 2015). 
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