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ABSTRACT 
Hanna Erhardt, Kayla Murphy, Shalu Ravi, Kashyah Young: Six for Success: A Policy Strategy to Increase Exclusive Breastfeeding to Six Months in North Carolina
(Under the direction of Ciara Zachary & Elizabeth Tomlinson) 

[bookmark: _Int_OwUwm7Mx]Exclusive breastfeeding through six months is recommended to reduce the risk of adverse health outcomes for infants and mothers. Black mothers in North Carolina disproportionately experience breastfeeding disparities that result in early breastfeeding cessation. Systemic barriers, including inadequate access to lactation services, drive these inequities. This thesis will examine policy recommendations aimed at increasing exclusive breastfeeding rates in North Carolina, focusing on Black mothers. Policies were assessed across affordability, impact, equity, and political feasibility. Our recommended policy is a Medicaid State Plan Amendment (SPA) to expand reimbursement eligibility to Certified Lactation Counselors (CLCs) and Certified Lactation Educators (CLEs). With an estimated three-year state cost of approximately $1.25 million, this approach offers a cost-effective, equity-centered strategy to expand access to culturally responsive lactation support across North Carolina.
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[bookmark: _Toc227340565][bookmark: _Toc227340760]SECTION 1: PROBLEM STATEMENT
It is well-documented that breastfeeding is the best way to feed infants due to its’ nutritional benefits for both the mother and infant (Office of the Surgeon General, 2011). Nationally, only 27.9% of infants are exclusively breastfed at six months, falling well below the Healthy People 2030 target of 42.4% (Healthy People 2030). Nationally, the estimated cost of not breastfeeding is approximately $167 billion annually, driven by increased healthcare expenditures and premature mortality (Alive & Thrive, n.d.). It is important to examine the factors impeding and facilitating breastfeeding initiation and continuation because of the benefits it has to the infant, mother, and broader community (Association on Women’s Health, Obstetric, and Neonatal Nurses, 2021).
Impact on North Carolina
	North Carolina ranks in “the middle of the pack” compared to other states in the percentage of infants being breastfeed at any point through the first six months of life (Fernandez, 2024). In NC, approximately 81.4% of infants are breastfed at hospital discharge, yet only 30.8% are exclusively breastfed through six months (US Department of Health and Human Services et al., 2023). 
Health Inequities
According to 2023 CDC data, the percentage of North Carolina infants born to Black mothers and breastfed before hospital discharge was 71.6%, compared to 84% for infants born to white mother (NC Division of Public Health, 2026). Additionally, infants born to Black mothers in North Carolina experience an infant mortality rate approximately 1.7 times higher than the state average (NC Division of Public Health, 2026).
Current Efforts
The North Carolina Department of Health and Human Services (NCDHHS) has the Special Supplemental Nutrition Program for Women, Infants and Children (WIC) program, which provides breastfeeding promotion, support, and community referrals (NC DHHS, n.d.).
Rational and Summary
Improving breastfeeding continuation across North Carolina would strengthen maternal and infant health outcomes, reduce healthcare expenditures, and promote long-term economic stability (Harting et al., 2025). This is especially important in the context of racial disparities in breastfeeding outcomes. There are several policy actions that could address these gaps across the state, and ensure every family has the knowledge, support, and infrastructure available to breastfeed. 

[image: ]
Figure 1. Percentage of Exclusive Breastfeeding at 6 months or Any Breastfeeding at 12 months in North Carolina and the United States, compared to the Healthy People 2030 Target. (U.S. Breastfeeding Committee, 2023).
[bookmark: _Toc227340566][bookmark: _Toc227340761]SECTION 2: POLICY ANALYSIS
Policy Options  
Status Quo: Our policies will be compared to maintaining the status quo, which means that no new policies or programs will be implemented to increase lactation support. 
Policy #1 - Increasing access to Maternal Community Health Workers (CHWs): This policy recommendation aims to expand the maternal community health workforce, including community health workers, doulas, and maternal health educators, in existing health systems to improve breastfeeding continuation for mothers.
Policy #2 - Amending Medicaid reimbursement criteria to include CLCs and CLEs: This policy proposes expanding Medicaid provider eligibility to include Certified Lactation Educators (CLEs) and Certified Lactation Counselors (CLCs) by submitting a Medicaid State Plan Amendment (SPA) through NCDHHS to the Centers for Medicare & Medicaid Services (CMS). Currently, North Carolina Medicaid reimburses lactation services when provided by medical providers and International Board-Certified Lactation Consultants (IBCLCs). However, CLEs and CLCs are ineligible for reimbursement (NCDHHS, 2023).
Policy #3 - Adding IBCLCs as a provider in North Carolina Medicaid for direct telehealth billing: This policy would add Internationally Board-Certified Lactation Consultants (IBCLCs) as a provider type in North Carolina Medicaid, allowing them to directly enroll in and bill Medicaid. Currently, they must bill under a supervising physician (NCDHHS, 2023). Telehealth reimbursement can be especially difficult, so this policy focuses on removing administrative barriers for IBCLCs to provide tele-lactation services, with the goal of increasing access to this support.
Policy #4 – Smart Start Community-Based Peer Lactation Support Groups: This policy proposed a state appropriation to fund the creation of community-based peer lactation support groups using the evidence-based WIC peer-counseling model but coordinated and supported through Smart Start’s statewide early childhood network. Under this policy, the General Assembly would allocate recurring funds to Smart Start, enabling local partnerships in all 100 counties to recruit and train peer counselors, host culturally relevant lactation support groups, and provide postpartum breastfeeding assistance to breastfeeding families. 
Policy Analysis and Evaluation 
Table 1: Evaluation criteria and scoring definitions 
	Criterion 
	Definition 
	Scoring Scale (1-3)  

	 Affordability 
	The total monetary cost to North Carolina to implement the policy, including required personnel, training, and resources
	1: over $5 million
2: between $2-4 million  
3: under $1 million   

	Impact 
	The extent to which the policy impacts breastfeeding continuation through six months in North Carolina 
	1: least impact   
2: moderate impact  
3: most impact   

	Equity 
	The degree to which the policy improves breastfeeding duration for Black mothers in North Carolina or reduces racial disparities in breastfeeding continuation.
	1: least equitable   
2: moderately equitable   
3: most equitable   
** Weighted x2 

	Political Feasibility 
	The likelihood that the North Carolina General Assembly (NCGA) would pass the policy, based on anticipated stakeholder support and opposition
	1: least feasible   
2: moderately feasible   
3: most feasible 



Table 2: Comparison of each policy based on the evaluation criteria 
	Evaluation
Criteria 
	Affordability 
	Impact 
	Political Feasibility
	Equity (x2)

	Status Quo
	Moderate
The status quo costs the state no money. However, low rates of breastfeeding continuation and exclusivity lead to higher costs for adverse infant and child health outcomes. 
	Low
Current policies do little to expand access to lactation services, leaving gaps in breastfeeding support.
	High
Maintaining the status quo requires no policy changes, regulatory updates, or new spending commitments for the state.
	Moderate
Some individuals can access lactation support through existing providers. 

	Policy #1 - Increasing access to Maternal Community Health Workers (CHWs)
	Low
The policy would require both upfront and ongoing investments for training, salaries, and program administration to support additional community health work personnel. The estimated cost for expansion is roughly five to six million as seen in Virginia (Joint Commission on Heath Care, 2024).
	High
Expanding CHW would assist in increased access to resources, education, and additional postpartum support. Evidence from states such as Maine and New York, have refined Medicaid reimbursement or developed programs to fund education and support job placement at rural hospitals/clinics (Center for Healthcare Strategies, 2025).
	Moderate
[bookmark: _Int_yranbRNW]The policy has potential to reach the NCGA, however based on cost estimates to the state, it is unlikely to be implemented as intended. Sustained funding commitments will face constraints as North Carolina has not passed a state budget (Fredde, 2025).
	High
The policy would effectively reach populations who disproportionately experience breastfeeding disparities. Evidence supports CHW assistance in breastfeeding initiation and continuation for mothers (Israel, 2023).

	Policy #2 - Amending Medicaid reimbursement criteria to include CLCs and CLEs
	High
The policy would likely be highly affordable for the state. Illinois projected a federal budget impact of approximately $360,000 for fiscal year 2025 following implementation of its SPA (CMS, 2024). North Carolina’s implementation will likely be more as funding will go to the reimbursement of CLEs/CLCs. But with the Federal Medical Assistance Percentage (FMAP) for Medicaid set to 65%, state cost will remain low (KFF, 2026).
	High
[bookmark: _Int_E6jplrTR]The policy is expected to have a high impact by increasing access to reimbursable lactation services. Evidence from states implementing SPAs expanding lactation coverage shows improvements in breastfeeding indicators within two years. Rates of infants exclusive breastfeeding at six months. increased by 0.1–4.9 percentage points (Biviji et al., 2025).

	Moderate
Fourteen states have already amended their Medicaid SPAs to expand lactation coverage, with several recognizing additional LSPs beyond IBCLCs (Biviji et al., 2025). Illinois recently implemented SPA IL-23-0043, demonstrating the administrative feasibility of this approach (CMS, 2024).
	High
Medicaid covers a large proportion of births in the state, making its coverage policies critical for improving breastfeeding support among low-income populations. Expanding reimbursement eligibility to include CLEs and CLCs may increase access to culturally responsive care and help reduce disparities in breastfeeding continuation among Black mothers.

	Policy #3 - Adding IBCLCs as a provider in North Carolina Medicaid for direct telehealth billing
	Moderate
The estimated cost of providing lactation support services under North Carolina Medicaid is estimated to be about 4.5 million dollars, however, the projected net cost savings are about 2.3 
million dollars by decreasing health expenditures from the adverse infant and child health outcomes that breastfeeding mitigates (Biviji et al., 2025).
	High 
In an analysis of states that implemented SPAs to make IBCLCs a direct billable Medicaid provider, researchers found that when
comparing data from two years before and after SPA implementation,
there were improvements in breastfeeding outcomes in all states (Biviji et al., 2025).
	Moderate 
Medicaid Managed Care Organizations (MCOs) are a powerful group and would likely support this policy, as they would receive additional funds and save money in the long-term. There may be opposition from other types of providers who could view this policy as a threat to their patient base and scope of practice.  
	High
Black people make up only 22% of North Carolina’s population, but 37.4% of Medicaid recipients, and covers over half of births to Black mothers (U.S. Census Bureau; NCDHHS). This policy would provide services for Medicaid beneficiaries which serve a large proportion of Black residents who face other structural barriers, like being low-income (Biviji et al., 2025).

	Policy #4 - Community-Based Peer Lactation Support Group
	Low
When scaling to North Carolina, a statewide peer lactation support program coordinated by Smart Start would require an estimated $8-10 million annually, given Smart Start’s existing $150 million infrastructure and the cost of implementing a WIC-style peer counseling model across 100 counties (National WIC Association, 2019).
	High
[bookmark: _Int_stihjgBK]Peer counseling through a WIC model has been shown to significantly increase breastfeeding duration (National WIC Association, 2019). A WIC peer support program in Minnesota found a 3-5 percentage point increase at 3-6 months, so this policy is expected to produce similar strong improvements (Interrante, 2024).
 
	Moderate
[bookmark: _Int_d4bqrvVX]Smart Start is a well-established, bipartisan-supported early childhood network, which increases the likelihood that legislators would trust to coordinate a new statewide program. However, because the policy requires a new recurring appropriation of roughly $8-$10 million, it faces moderate fiscal resistance.
	High
Peer lactation counseling has been shown to be especially effective for Black mothers, significantly increasing breastfeeding initiation and duration, and helping reduce long-standing racial disparities in breastfeeding rates  (National WIC Association, 2019).






Table 3: Numerical scoring of evaluation criteria for each policy 
	Evaluation Criteria
	Affordability
	Impact 
	 Political Feasibility
	Equity (x2)
	Totals

	Status Quo
	2
	1
	3
	2
	8

	Policy 1: Increasing access to Maternal Community Health Workers (CHWs
	1
	
3 

	2
	6
	12

	Policy 2: Amending Medicaid reimbursement criteria to include CLCs and CLEs
	3
	3
	2
	6
	14

	Policy 3: Adding IBCLCs as a provider in North Carolina Medicaid for direct telehealth billing
	2
	3
	2
	6
	13

	Policy 4: Community-Based Peer Lactation Support Groups
	1
	3
	2
	6
	12



Final Recommendation 
After evaluating all proposed policies, our final recommendation is a State Plan Amendment (SPA) to Medicaid reimbursement requirements to include CLEs and CLCs. This policy provides the most cost-effective path as compared to the other options and the status quo. By utilizing existing Medicaid reimbursement mechanisms, the policy addresses the financial burden associated with low breastfeeding rates while expanding access to lactation support services. Research has found breastfeeding saves millions in healthcare cost by mitigating adverse maternal and infant health outcomes.11 Expanding Medicaid reimbursement to CLEs and CLCs will help ensure more families can access timely and culturally responsive lactation support.  

Evaluation Metrics 
Our quantitative process measure to evaluate the implementation of the policy is the number and proportion of Medicaid-reimbursable lactation providers in North Carolina who are certified as CLEs or CLCs after implementation of the SPA. Data can be collected through Medicaid provider enrollment records and billing claims.  
Our qualitative outcome measure to evaluate the impact of the policy is perceived accessibility and cultural responsiveness of lactation support services among Black mothers. This will be collected through focus groups or community-based interviews conducted in partnership with local lactation organizations.
[bookmark: _Toc227340567][bookmark: _Toc227340762]SECTION 3: BUDGET
PROGRAM SUMMARY
The primary goal of this policy is to increase rates of breastfeeding initiation and continuation by increasing the availability of culturally responsive and community-based lactation support. Over three years, the total program cost is projected at approximately $3.35 million, including personnel, service reimbursement, and provider outreach and training. Medicaid service expenditures are eligible for the Federal Medical Assistance Percentage (FMAP), with an estimated federal share of approximately $2 million and a state share of approximately $1.2 million over the three-year period.
[image: ]
Figure 2 Program Budget Breakdown by Staff Costs, Reimbursable Costs, and Provider Training and Outreach, and Funding Sources from the FMAP.
BUDGET NARRATIVE
Staff Cost. Staffing costs are relatively low for the implementation of this policy because all the required roles already exist within the North Carolina Department of Health and Human Services (NCDHHS) and can be integrated into existing responsibilities. As a result, most positions are budgeted at partial Full-Time Equivalent (FTE) levels rather than new full-time hires. Several roles are only funded in the first year, as their responsibilities are primarily related to developing and submitting the SPA and supporting initial provider enrollment and billing system updates. Once these implementation activities are completed, ongoing oversight can be managed within existing program operations. Salary estimates were sourced from median salary data reported by ZipRecruiter for comparable positions in North Carolina (Medicaid Analyst Salary in North Carolina; Healthcare Program Manager Salary in North Carolina; Provider Enrollment Specialist Salary in North Carolina; Claims Processing Specialist Salary in North Carolina; Healthcare Data Analytics Salary in North Carolina). Budget assumptions include 30% for fringe benefits and a 2% annual cost-of-living increase applied to staff costs in Years 2 and 3.
Reimbursable Cost. The cost of reimbursing CLEs and CLCs providing lactation services represents the largest component of the budget. Several assumptions were used to estimate this cost. North Carolina reports approximately 120,000 live births annually, with about 50% covered by Medicaid, resulting in an estimated 60,000 Medicaid births per year (NC Birth Demographics, n.d.). A conservative utilization rate of 10% for lactation services was used to calculate annual estimated patient count with a 2% annually to indicate program success. Reimbursement is estimated at $13 per 15-minute unit, based on rates used in Illinois Medicaid (Illinois Department of Healthcare and Family Services, 2024). Each patient is assumed to receive three one-hour visits (12 total units), resulting in a cost of $156 per patient and an estimated annual cost of $936,000.
Provider Outreach & Training. Outreach will focus on educating CLEs and CLCs on Medicaid billing and reimbursement procedures. In the first year, The Maternal Health Program Manager will develop a Standard Operating Procedure (SOP) outlining billing and coding guidance. Initial costs support the creation and distribution of this material. Additional outreach activities include social media campaigns, stakeholder engagement, and recruiting outreach to lactation organizations and independent providers to encourage enrollment and participation in the first year. In the following years, funds will primarily be used to support ongoing outreach and dissemination of program updates.
Funding Source. The program will be funded through a combination of federal and state Medicaid funds. Medicaid expenditures are shared between the federal government and the state through the Federal Medical Assistance Percentage (FMAP). In North Carolina, the FMAP is approximately 65%, meaning the federal government covers the majority of Medicaid service costs through CMS. The federal government will also match 50% of program administrative costs (KFF, 2026). Based on the estimated total program cost of $3,351,124 over three years, the federal share is projected at $2,105,242, while the state share is estimated at $1,245,881.
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Introduction 
It is well-documented that breastfeeding is the best way to feed infants due to its’ nutritional benefits for both the parent and infant (Office of the Surgeon General et al., 2011). The American Academy of Pediatrics recommend exclusively breastfeeding infants through the first six months of life, with continued breastfeeding through the first year (Office of the Surgeon General et al., 2011). Breast milk is uniquely composed to meet the nutritional needs of an infant, and a robust body of research shows that it can help lower the risk of several infections and diseases, including ear infections, asthma, lower respiratory infections, childhood obesity, and type 2 diabetes (USDA, n.d.). Breastfeeding also has numerous benefits for the lactating person, including reducing the risk of high blood pressure, some ovarian and breast cancers, and type 2 diabetes (USDA, n.d.). Breastfeeding also facilitates the bond between mother and infant, having positive impacts on psychosocial health (Office of the Surgeon General et al., 2011). 
Breastfeeding initiation typically occurs in the hospital after delivery, but not everyone receives this support equally (Fernandez, 2024). Breastfeeding continuation refers to how long the infant is breastfeeding after initiation, and the longer continuation, the more health benefits are realized (CDC, 2025). However, myriad factors lead to parents stopping breastfeeding sooner than planned (The Association of Women's Health, Obstetric and Neonatal Nurses (AWHONN), 2021). It is important to examine the factors impeding and facilitating breastfeeding continuation because of the benefits it has to the infant, birthing person, and broader community (AWHONN, 2021). Birthing person, lactating person, mother, and parent will be used interchangeably throughout this statement.  
Impact on North Carolina 
North Carolina ranks in “the middle of the pack” compared to other states in the percentage of infants being breastfeed at any point through the first 6 months of life (Fernandez, 2024). According to the 2019 National Vital Statistics System birth certificate data, 81.6% of NC births resulted in breastfeeding initiation, compared to 84.1% at the national level (Sankofa & Seger, 2023). Examining historical trends, the breastfeeding initiation rate in NC in 1999 was 64.2%, improving to 69.9% in 2003, also with increases in the percentage of infants being breastfed past eight weeks (Mason & Roholt, 2006). While the number of infants being breastfed at any time or exclusively through 6 months continually increased from 2009 to 2021, these rates remained below the Healthy People goals (Fernandez, 2024; Mason & Roholt, 2006).
In 2021, 60.3% of North Carolina infants had some breastfeeding at any point through 6 months (Fernandez, 2024). However, just under half of NC babies were exclusively breastfed through three months, and this number drops to just over a quarter at 6 months (Fernandez, 2024). In the 2023 NC Breastfeeding Report, only 22.1% of NC infants were breastfed exclusively through 6 months, compared to 24.9% nationally (Sankofa & Seger, 2023). The Healthy People 2030 goal for this same metric is 42.4%, showing that both the U.S. and NC have room for improvement, with NC trailing behind national numbers (Sankofa & Seger, 2023).  
Health Inequities 
Many determinants impact both breastfeeding initiation and continuation in NC, and there are documented disparities by race and ethnicity and geographic location (Standish & Parker, 2022). Firstly, there have been persistent disparities in breastfeeding initiation and continuation among Black and African American birthing people and infants in NC (Fernandez, 2024). At the national level, the average percentage of infants who are ever breastfed (exclusively or not) is about 86%, while only 76% of Black infants are ever breastfed on average (CDC, 2025). In NC, according to 2023 CDC data, the percentage of infants who were born to Black mothers and breastfed during the period between birth and hospital discharge was 71.6%, compared to 84% for infants born to white mothers (U.S. Department of Health and Human Services et al., 2023).  
Disparities in breastfeeding are also seen between those living in rural versus urban areas in NC. From 2020-2024, 84.4% of infants in urban classified areas were breastfeeding at discharge, compared to 74.8% of infants in rural classified areas (NCDHHS Division of Public Health, 2025). Furthermore, counties in the northeastern and southeastern regions see some of the lowest breastfeeding initiation rates in the state (see Figure 1) (CDC, 2024). 

[image: Figure 1]Figure 1, CDC Breastfeeding Initiation Rates and Maps by County, presenting 2018–2019 National Vital Statistics System data (CDC, 2024). 

 

Historical Context  
North Carolina has taken steps to improve breastfeeding rates and increase lactation support. The NC Department of Health and Human Services (DHHS) has the Special Supplemental Nutrition Program for Women, Infants and Children (WIC) program, which provides breastfeeding promotion, support, and community referrals (NC DHHS, n.d.). The WIC program also has two Breastfeeding-Friendly Designation Programs, which recognize medical centers and childcare centers for promoting and supporting breastfeeding within their space (NC DHHS, n.d.). These programs operate on a 5-star system, and a star is awarded for every two steps achieved in the “Ten Steps to Successful Breastfeeding” as defined by Baby Friendly USA (NC DHHS, n.d.). As of right now, seventeen medical centers across North Carolina have received five stars – most of which are in counties that already have high breastfeeding rates (NC DHHS, n.d.). This indicates that breastfeeding supports and resources may be unevenly distributed across NC, contributing to the disparities in breastfeeding outcomes.  
The NC Breastfeeding Coalition (NCBFC) is a 501(c)(3) non-profit founded in 2005, and is a group of providers, agencies, organizations, individuals, and advocates to support and promote breastfeeding in NC (NCBFC, 2026). They are a resource hub for a variety of lactation supports and educational materials in the different regions across NC (NCBFC, 2026).  
Rationale & Summary  
There is a substantial body of research that shows the numerous benefits of breastfeeding for the infant, parent, and community. Improving breastfeeding continuation rates not only is advantageous for maternal and child health, but also economically beneficial (Office of the Surgeon General et al., 2011). At the national level, suboptimal breastfeeding rates add more than three billion dollars a year to U.S. medical costs (Office of the Surgeon General et al., 2011). Additionally, increasing breastfeeding duration will make infants healthier, meaning parents won’t need as much time off work to care for sick children, incurring fewer medical expenses, and leading to higher productivity (Office of the Surgeon General et al., 2011).  
It is important that we address factors that may facilitate or impede breastfeeding continuation through six months. This is especially important in the context of racial and geographic disparities in breastfeeding outcomes across North Carolina. There are several policy actions that could address these gaps across the state, and ensure that every family has the knowledge, support, and infrastructure available to breastfeed.  
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 Evaluation Criteria and Scoring 
	Criterion  
	Definition  
	Scoring Scale (1-3)   

	Affordability  
	The monetary cost to the state of NC to implement the proposed policy, including resources, personnel.  
	1: over $5 million 
2: between $1-5 million   
3: under $1 million    

	Impact  
	How much the policy impacts breastfeeding continuation through 6 months in NC.
	1: least impact    
2: moderate impact   
3: most impact    

	Equity  
	How much the policy will positively affect breastfeeding duration for black mothers in NC or is the most likely to reduce racial disparities in breastfeeding continuation. 
	1: least equitable    
2: moderately equitable    
3: most equitable    
** Weighted x2  

	Political Feasibility  
	How likely the policy would be passed by the NC General Assembly, and based on opposition and support from stakeholders  
	1: least feasible    
2: moderately feasible    
3: most feasible  



Policy 1 - Funding Lactation Room Implementation through Smart Start  
The federal PUMP Act required employers to accommodate breastfeeding employees, such as providing break time and a private space, but does not require creation of permanent lactation rooms (U.S. Congress, 2022). Furthermore, this law only provides for employees and places of employment, not dedicated lactation spaces in the community, like libraries, parks, and shopping centers (Greensboro Chamber of Commerce, 2025). These policies are crucial to creating breastfeeding friendly environments, which increases the likelihood of exclusive breastfeeding through six months and longer breastfeeding duration (ACOG, 2021). As a local example, a non-profit “Breastfeed Durham” used the Improving Community Outcomes for Maternal and Child health (ICO4MCH) funds, managed by the county’s Department of Public Health, to implement lactation spaces in thirty eight businesses over three years (Breastfeed Durham, n.d.). A similar model could be replicated at the state level, leveraging the infrastructure that already exists within the NC Partnership for Children “Smart Start” agencies. Smart Start receives and allocates state funds for various maternal and child health initiatives, including some related to lactation, so it is feasible for them to direct this initiation (Smart Start, n.d.).  
Evaluating this policy based on the criteria listed above, this policy would be moderately affordable. Breastfeed Durham received one million dollars in ICO4MCH funds to build lactation rooms in the county and utilized additional funding from the county public health department (NCDHHS, 2022). Smart Start already receives over $120 million in state funds, and this policy would require an additional five million dollars to be allocated across agencies to implement this program. This policy will have a moderate impact on breastfeeding continuation, as this policy addresses the built environment to make breastfeeding more accessible, but is highly dependent on location and knowledge of lactation rooms. In terms of political feasibility, this policy would be moderately more feasible given the use of existing funds and infrastructure. Fiscal conservatives may oppose appropriating additional funds to Smart Start given they already receive significant state funding. Perinatal providers and professional organizations like the NC Breastfeeding Coalition would be strong supporters of this policy. Finally, this policy is moderately equitable; implementation will vary substantially across the state and may not have a high impact on breastfeeding outcomes for Black mothers if rooms aren’t implemented in relevant spaces.
Policy 2 - Adding IBCLCs as a provider type to NC Medicaid for direct telehealth billing
Coverage for lactation support through Medicaid is fragmented, creating gaps in these services for Medicaid beneficiaries (Biviji et al., 2025). NC Medicaid allows medical lactation services to be delivered via telehealth under Clinical Coverage Policy 1‑H, however, IBCLCs cannot enroll as independent Medicaid providers and therefore cannot be reimbursed directly for tele‑lactation services, creating coverage gaps (NCDHHS, 2023; Rosenzweig et al., 2025). These administrative hurdles make it less likely that IBCLCs will provide services, and that patients will know what services are available to them (Rosenzweig et al., 2025). States can make changes to how their Medicaid program is administered through State Plan Amendments (SPAs) (CMS, n.d.). There are eight states with SPAs that allow IBCLCs to bill as independent providers though Medicaid (Biviji et al., 2025). NC Medicaid could create a similar SPA, so IBCLCs can bill for preventive tele-lactation services and get reimbursed without physician supervision, thereby increasing access to these services. The development of the SPA would require legislative approval, and if authorized by the NCGA and approved by CMS, the NCGA will allocate additional funds to the state's Medicaid budget.  
	This policy is most affordable because lactation services are reimbursable through Medicaid, just not directly to IBCLCs (NCDHHS, 2025). This policy will have a high impact on breastfeeding. In an analysis of states that implemented SPAs to make IBCLCs a direct billable Medicaid provider, researchers found that when comparing data from two years before and after the SPA implementation, there were improvements in breastfeeding outcomes (Biviji et al., 2025). This policy is moderately politically feasible. Medicaid Managed Care Organizations (MCOs) are a powerful group and would likely support this policy, as they would receive additional funds and save money in the long-term. There may be opposition from other types of providers who could view this policy as a threat to their patient base and scope of practice. This policy is highly equitable given it is specific to Medicaid beneficiaries, and there is a high proportion of Black mothers on Medicaid in NC. 
	Evaluation Criteria  
	Policy 1: Appropriations to build lactation rooms in the community 
	Policy 2: Allowing IBCLCs to directly bill Medicaid 

	Affordability to NCGA  
	2
	2

	Impact on breastfeeding outcomes 
	2
	3

	Political Feasibility  
	3
	2

	Equity (x2)  
	4
	6

	Totals 
	11
	13



Final Recommendation 
The final policy recommendation to increase breastfeeding continuation rates is to create an SPA that allows IBCLCs to bill as independent Medicaid providers. Both policies were similar in affordability, while the lactation room policy is slightly more politically feasible; the SPA is more equitable and will have a higher impact.  
Potential Evaluation Metrics 
The process measure to evaluate the effectiveness of the implementation of this policy is a statewide survey of IBCLCs. The survey will ask about perceived barriers and facilitators to delivering tele-lactation services and getting Medicaid reimbursement. The outcome measure is breastfeeding continuation rates through six months, which will be assessed by using data from the years before and after the SPA and will be compared to improvements in other racial groups and across insurance types.  
[bookmark: _Toc227340571][bookmark: _Toc227340766]Program Budget 
The budget for this policy included staffing costs, provider training and support, beneficiary outreach and marketing, and revenue from the Federal Medical Assistance Percentage. Personnel Costs included six different roles needed to implement, manage, monitor, and evaluate this policy. Most of these personnel already exist within NC Medicaid, so most have 0.25 FTEs. The Medicaid Program Manager position is the only position at 0.75 FTE, as they will be responsible for overseeing the implementation and progress of this policy. Salaries were estimated by taking averages from the NC State Employee Salary Database Search, and Indeed and ZipRecruiter. 
[image: ]
Non-personnel Costs include costs for IBCLC training and support and for beneficiary outreach and marketing, which includes training events and a technical assistance hotline. Some of these costs can be absorbed by NCDHHS and NC Medicaid, given they already participate in provider training and beneficiary outreach. Live and virtual training events were included, as IBCLCs will require training in enrolling and billing Medicaid. These training events will mainly focus on the administrative complexity of enrolling in and billing Medicaid, as this policy aims to reduce these hurdles to increase IBCLC enrollment. A technical assistance hotline will be created for IBCLCs, with $5,000 budgeted for all three fiscal years for staffing and cell service. Modest marketing and outreach costs were included, as a digital campaign and printed materials would be very low cost. Marketing costs were included given that many families are unaware they are eligible for lactation support services (Biviji et al., 2025).
[image: ]
[image: ]It is estimated there will be 122,000 births in North Carolina per year, and about half of these will be paid for by Medicaid. If we assume a 3% utilization rate of IBCLCs out of 111,000 Medicaid births, it is estimated that 3,300 mothers will utilize an IBCLC. The 3% utilization was used under the assumption that utilization is already lower than this, while still keeping expected utilization low. There is very limited research on the exact percentage of NC Medicaid beneficiaries utilizing an IBCLC. The Medicaid reimbursement rate is an average of $15 per unit, which is 15 minutes - or about $60 for an hour-long appointment. It was also assumed these mothers will average two appointments with an IBCLC.
	The Federal Medical Assistance Percentage (FMAP) is the percentage of Medicaid costs the federal government gives to states. Thus, costs will be offset by 50% FMAP for administrative costs, and 65% FMAP for service costs. 
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Introduction
For mothers in the United States, breastfeeding is recommended for at least six months, with continuation through one to two years (Meek & Noble, 2022). Evidence demonstrates that breastfeeding improves maternal and infant health outcomes, including reduced risks of type two diabetes mellitus, respiratory tract infections, and infant mortality (Louis-Jacques & Stuebe, 2020). Given evidence supporting health benefits, breastfeeding continuation to six months represents a critical public health priority in North Carolina (U.S. Breastfeeding Committee, 2023). 
Impact on North Carolina
The Healthy People 2030 targets aim for 42.4% of infants to be exclusively breastfed through six months and 54.1% of infants to receive any breastfeeding through 12 months (Raju, 2023). However, current rates fall below these benchmarks. Nationally, 24.9% of infants are exclusively breastfed at six months and 35.9% receive any breastfeeding at 12 months (U.S. Breastfeeding Committee, 2025). North Carolina reports lower rates, with 22.1% of infants exclusively breastfeeding at six months and 34.2% of infants continue any breastfeeding at 12 months (U.S. Breastfeeding Committee, 2025). These gaps indicate systemic shortcomings in postpartum care, lactation support infrastructure, and policy implementation in North Carolina. 
Health Inequities
In North Carolina, Black mothers initiate breastfeeding at a rate of 71.6% compared to the national average rate of 76.5% (America’s Health Rankings, n.d.). Research across eight North Carolina medical centers found that non-Hispanic Black race, lack of commercial insurance, and residence in lower-education zip codes were independently associated with earlier breastfeeding cessation (McCloskey et al., 2023). Breastfeeding inequities among Black mothers are rooted in historical injustices, including the exploitation of Black mothers' reproductive labor through forced wet-nursing, and ongoing structural racism that limits access to culturally responsive lactation support (Adekunle, 2025). In addition, Black mothers disproportionately occupy positions that offer limited paid maternity leave, inflexible scheduling, and inadequate lactation accommodations (Milli & Buchanan, 2022). 
Past Efforts to Address the Problem
North Carolina has implemented various initiatives to improve breastfeeding outcomes, such as the North Carolina Women, Infants, and Children (WIC) Breastfeeding program and the NC Maternity Breastfeeding-Friendly Designation program (NC MBFD). The NC WIC Breastfeeding Program provides comprehensive breastfeeding counseling, breast pump access, and nutritious food benefits for low-income breastfeeding families (NCDHHS, 2022). The NC MBFD program awards maternity centers who implement evidence-based clinical protocols that promote and support lactation (NCDHHS, n.d.). 
Importance of Addressing the Problem
Improving breastfeeding continuation across North Carolina would improve maternal and infant outcomes, reduce healthcare expenditures, and strengthen fiscal sustainability. Sustained breastfeeding reduces infant hospitalizations, chronic diseases, and emergency healthcare utilization (Harting et al., 2025). Addressing breastfeeding continuation in North Carolina requires targeted policy action to expand the lactation workforce, integrate culturally responsive lactation care, and strengthen postpartum support systems to improve breastfeeding continuation rates through six months.
Figure 1: Comparison of Breastfeeding Rates to the Healthy People 2030 Target
[image: ]
Source: (U.S. Breastfeeding Committee, 2023)
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Evaluation Criteria and Scoring 
	Criterion  
	Definition  
	Scoring Scale (1-3)   

	Cost  
	The monetary cost to the state of NC to implement the proposed policy, including resources and personnel.  
	1: over $5 million 
2: between $1-5 million   
3: under $1 million    

	Impact  
	How much the policy impacts breastfeeding continuation through 6 months in NC  
	1: least impact    
2: moderate impact   
3: most impact    

	Equity  
	How much the policy will positively affect breastfeeding duration for black mothers in NC or is the most likely to reduce racial disparities in breastfeeding continuation. 
	1: least equitable    
2: moderately equitable    
3: most equitable    
** Weighted x2  

	Political Feasibility  
	How likely the policy would be passed by the NC General Assembly, and based on opposition and support from stakeholders  
	1: least feasible    
2: moderately feasible    
3: most feasible  




Analysis
Statewide expansion of the maternal community health workforce would increase access to consistent, culturally responsive, community-based lactation education and support across North Carolina. CHWs deliver ongoing support through home visits, phone or text follow-up, and coordination with healthcare providers (Kowalczyk et al., 2024). Evidence conducted in Michigan found that the use of CHWs was significantly associated with reduced risk of adverse birthing outcomes (Meghea et al., 2023). A CHW-led home visiting program targeting low-income Black mothers in Cleveland, Ohio demonstrated improved breastfeeding continuation rates (Hamilton et al., 2025). These findings demonstrate that expanding the maternal community health workforce can directly reduce early breastfeeding discontinuation in North Carolina.
The first policy recommendation scored 1/3 on cost, as statewide expansion of the community health workforce requires upfront and ongoing investment in training, salaries, and program administration. The policy recommendation scored 3/3 on impact, as it creates additional job opportunities, improves workforce retention, and expands access to breastfeeding services for mothers statewide. The policy recommendation scored 2/3 on political feasibility, as the expansion aligns with existing infant and maternal health priorities and workforce development initiatives. Sustained funding commitments may face legislative constraints, as North Carolina H.B. 888 is currently pending in committee during the 2025-2026 session, illustrating the continued challenges in securing stable funding (North Carolina General Assembly, 2025). The policy recommendation scored 3/3 on equity, as CHWs effectively reach populations who disproportionately experience breastfeeding disparities and can provide access to culturally responsive lactation support. 
            The second policy recommendation incorporates culturally responsive training for maternal healthcare professionals such as CHWs, CLCs, CLEs, breastfeeding peer counselors, midwives, and doulas. The Breastfeeding Heritage and Pride Initiative in Connecticut and Massachusetts demonstrates that culturally grounded training and support increase breastfeeding duration among Black and Hispanic mothers (Rhodes et al., 2021). The second policy recommendation scored 2/3 on cost, as culturally responsive training can be integrated into existing continuing education and professional development systems, but statewide implementation would require funding. The second policy recommendation scored 1/3 on impact, as training alone does not address structural barriers associated with breastfeeding. The second policy recommendation scored a 3/3 on political feasibility, as provider training requirements are common and align with existing quality improvement goals. The second policy recommendation scored 2/3 on equity, as culturally responsive training can reduce implicit bias and improve patient experiences. However, its effectiveness depends on consistent reinforcement across healthcare settings. 
	Evaluation Criteria  
	Policy 1: Maternal Community Health Workforce Expansion
	Policy 2: Culturally Responsive Training

	Cost  
	1
	2

	Impact
	3
	1

	Political Feasibility  
	2
	3

	Equity (x2)  
	6
	4

	Total Score
	12
	10



Stakeholder Analysis
Potential supportive stakeholders of the first policy recommendation include the NC Department of Health and Human Services, rural health coalitions (e.g., Western NC Breastfeeding Coalition), and maternal and child health advocacy organizations such as Nurture NC. Potential opposition may come from fiscal conservative members of the NC General Assembly (NCGA) concerned about long-term state budget commitments (Lewis, 2023). Potential supportive stakeholders of the second policy recommendation include hospital systems who focus on quality improvement (e.g., Duke University Health System), academic institutions such as the Mountain Area Health Education Center, and expectant mothers and families (Talley et al., 2024; Lewis, 2023). Potential opposition may come from healthcare providers who may not have to pursue additional education mandates and training requirements.
Final Recommendation
The recommended policy to increase breastfeeding continuation is expanding the maternal community health workforce. The first policy recommendation demonstrated higher potential of impact by directly addressing access barriers, workforce shortages, and geographic inequities associated with access to lactation support. To ensure the effectiveness of the first policy recommendation, clear metrics are required. The qualitative process measure will be defined with interviews involving CHW supervisors and program coordinators periodically to assess implementation fidelity, cultural responsiveness, and barriers to service delivery, with data collected through structured interviews and field reports. The quantitative outcome metric will be defined as a 20% increase in 6-month breastfeeding continuation rates and a 10% reduction in racial disparities within three years, measured using the Pregnancy Risk Assessment Monitoring System (PRAMS) survey and North Carolina vital statistics data.
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Program Overview
The Community Health Workforce Expansion addresses low breastfeeding continuation rates by expanding community-based workforce across six regional hubs aligned with North Carolina’s Department of Health and Human Service region map (NCDHHS, 2022). Funded through three sources, the NCDHHS Community Health grant, the HRSA CHW Training Award, and the CCR 2109 Grant, the program generates approximately $9.95 million against estimated annual costs of approximately $ 7.5 million. 
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Personnel Costs
Personnel represent the largest budget category. All salaries reflect current NC statewide labor market data and increase at 2% annually. Fringe benefits are calculated as a percentage of salary to account for payroll taxes, retirement contributions, and health insurance. 
Community Health Workers: CHWs serve as the primary direct-service workforce across seven regional hubs, with a $43,124 annual salary (ZipRecruiter, n.d.-a).  At an estimated caseload of 50–60 active breastfeeding families per CHW annually, 85 FTEs are required to serve the projected statewide volume. CHWs conduct in-home visits, breastfeeding counseling, care coordination, and follow-up support.
CHW Supervisors: Supervisors provide oversight and mentorship at a ratio of approximately 1:8–9 CHWs, consistent with community health best practices with a $50,000 annual salary (Salary.com, n.d.). Supervisors serve as regional liaisons with healthcare systems and ensure quality and consistency of service delivery across hubs.
Community Health Educators: Educators develop and deliver structured breastfeeding and maternal health education, with a $36,332 annual salary (ZipRecruiter, n.d.-b). Hybrid delivery allows educators to serve broad audiences efficiently and reduces facility and travel costs.
Doulas: Doulas provide hands-on breastfeeding guidance, latch/positioning support, and emotional support with a $49,080 annual salary (ZipRecruiter, n.d.-c). Evidence indicates doula support improves breastfeeding initiation and duration among underserved populations (Israel, 2023).
Community Health Program Managers: Managers form a central administrative team overseeing statewide operations, funder compliance, HR, finance, and cross-hub coordination with a $53,632 annual salary (ZipRecruiter, (n.d.-d). Centralized management prevents duplication and ensures consistent program implementation.
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Non-personnel Costs
CHW Certification Coursework: CHWs complete initial certification through Durham Technical Community College's CHW Continuing Education Program at $200/participant (Durham Technical Community College, n.d.). Costs are front-loaded in year one during onboarding.
Certification Exam Processing Fee: NC Community Health Worker Association certification exam fee of $50/participant is incurred in year one for initial credentialing and in year three for renewal, per the three-year renewal cycle (North Carolina Community Health Worker Association, n.d.).
Office Space: Shared office space for 2 locations at $250/month (4 hours of usage) supports administrative and coordination functions (Chron, n.d.). Staff primarily operate in community settings and via virtual platforms, minimizing facility overhead.
Office Supplies: Administrative materials, printing of breastfeeding education resources, and program documentation for 107 staff, focusing on CHWs, doulas, and educators. Digital distribution of materials is prioritized where it is feasible to reduce printing costs.
Vehicle Mileage Reimbursement: Reimbursement for staff travel over 20 miles, per NC mileage guidelines at $0.70/mile (North Carolina Industrial Commission, 2025). The regional hub structure and virtual delivery model minimize travel distances, resulting in low mileage costs.
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Revenue Source
The program is supported by three funding streams totaling $9,950,000/year across all three fiscal years (FY2026–2029). Annual revenue ($9,950,000) exceeds projected annual costs (~$7.4M), ensuring program sustainability and capacity to expand reach over the three-year period.
NCDHHS Community Health Grant: supports community health workforce activities and program coordination at $150,000/year (NCDHHS, n.d.).
HRSA CHW Training Award: funds CHW training, certification, and continuing education at $800,000/year based on estimate from Hendersonville, NC (HRSA, 2022).
CCR 2109 Grant: primary funding source for personnel and operational costs at $9,000,000/year (NCDHHS, 2021)
[image: ]
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Introduction: Breastfeeding provides well‑documented health benefits for both infants and mothers (CDC, 2025). Breast milk supports infant growth, development, and immune protection, reducing risks of asthma, obesity, childhood leukemia, gastrointestinal infections, SIDS, and infant mortality (Purkiewicz et al., 2025). Mothers also benefit through lower risks of breast and ovarian cancer, hypertension, and type II diabetes (CDC, 2025). National guidelines recommend exclusive breastfeeding for six months, yet continuation rates remain low (HHS, 2021). In 2013, although 81% of infants were breastfed at birth, only 44% were exclusively breastfed by three months (U.S. Breastfeeding Committee, 2023). Addressing barriers to six-month breastfeeding continuation is therefore essential.
Impact on NC: Low breastfeeding continuation through six months remains a major public health issue in North Carolina and contributes to preventable maternal and infant health risks. In NC, 81.4 percent of infants are breastfed at hospital discharge, but only 22.1 percent are exclusively breastfed at six months (CDC, 2023).  In the figure below, it is apparent North Carolina has made progress over the past two decades, increasing exclusive breastfeeding at six months from 6.9 percent in 2007 to 30.8 percent in 2022, but recent declines show that earlier gains are not being sustained (NCDHHS, 2024). NC also trails nearby states such as Tennessee at 24.9 percent and Virginia at 25.8 percent, indicating room for improvement within the region (CDC, 2023).
 [image: ]
Figure 1: Breastfeeding Continuation Rates in North Carolina  
Nutrition, Physical Activity, and Obesity: Data, Trends, and Maps | DNPAO | CDC 
Health Inequities: Breastfeeding outcomes and related infant health indicators in North Carolina vary significantly across racial, socioeconomic, and geographic groups, with disproportionate impacts on Black families, low-income households, and communities with limited access to maternity care. Racial disparities are especially important in the context of maternal and infant health. Infants born to Black mothers in North Carolina experience an infant mortality rate approximately 1.7 times higher than the state average (NCDHHS, 2024).  Black infants are also more likely to be born at low birth weight, with 14.3% of low birthweight births occurring among Black infants as compared to the average rate for white infants (7.3%) (March of Dimes, 2026). These adverse birth outcomes are associated with greater challenges in breastfeeding initiation and continuation. Breastfeeding initiation rates also vary substantially by race, with Black mothers having the lowest initiation rate of 74.5% as compared to White mothers (85.9), contributing to one of the largest racial gaps in breastfeeding initiation in the state (Marks et al., 2023).  
Historical Context: North Carolina has prioritized breastfeeding through the Title V Maternal and Child Health Block Grant and has also participated in federal initiatives such as Healthy Start, which provided more than $3.4 million to reduce racial and ethnic disparities in infant mortality through community-based supports that can include lactation education and counseling. More recently, the extension of Medicaid postpartum coverage to 12 months has expanded access to maternal health services during a critical period for breastfeeding continuation. Despite these efforts, most programs focus on initiation rather than sustained breastfeeding, contributing to the decline between birth and six months. 
Rationale: Breastfeeding also offers economic benefits to state health systems. Higher breastfeeding rates have been associated with reduction in Medicaid spending, including an estimated 111.6 million decrease in federal Medicaid costs attributable to reducing disease incidence (USDA, 2019).  Overall, total health-related costs could be reduced by $9.1 billion nationally, with most savings from reduction in early deaths, as well as decreased medical and nonmedical costs (USDA, 2019). A scoping review found suboptimal breastfeeding results in annual economic losses exceeding $100 billion in the United States alone, costs largely driven by preventable medical expenses and long-term impacts such as premature death and reduced cognitive development (Jegier et al., 2024).
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Evaluation Criteria and Scoring

	Criterion 
	Definition 
	Scoring Scale (1-3)  

	Affordability 
	The monetary cost to the state of NC to implement the proposed policy, including resources, personnel. 
	1: over $5 million
2: between $1-5 million  
3: under $1 million   

	Impact 
	How much the policy impacts breastfeeding continuation through 6 months in NC 
	1: least impact   
2: moderate impact  
3: most impact   

	Equity 
	How much the policy will positively affect breastfeeding duration for black mothers in NC or is the most likely to reduce racial disparities in breastfeeding continuation.
	1: least equitable   
2: moderately equitable   
3: most equitable   
** Weighted x2 

	Political Feasibility 
	How likely the policy would be passed by the NC General Assembly, and based on opposition and support from stakeholders 
	1: least feasible   
2: moderately feasible   
3: most feasible 



Policy Option 1: Integrating Postpartum Mental Health Screening into Well Child Visits  
The American Academy of Pediatrics recommends screening mothers for postpartum depression (PPD) at the infant’s 1‑, 2‑, 4‑, and 6‑month well‑child visits, yet fewer than half of mothers are screened nationally (AAP, 2022; Lamere, 2022). PPD, anxiety, and trauma are known risk factors for early breastfeeding cessation because untreated distress interferes with lactation and caregiving (Hoff, 2019). Breastfeeding can also become stressful when mothers face complications such as mastitis, latching problems, or severe pain, which can impede continuation without timely support (Rowles, 2024). Since OB/GYN visits end soon after birth, embedding PPD screening into well‑child visits ensures continued contact with the health system. 
AAP Bright Futures already permits billing CPT code 96161 under the child’s Medicaid ID, so the billing infrastructure exists. With 43.8 percent of NC births covered by Medicaid, this pathway reaches many mothers (NCDHHS, 2024). Michigan’s 2018 policy using this approach led to modest screening increases, and evidence shows screening is most effective when paired with care coordination that improves detection, referrals, and maternal outcomes (van der Zee‑van den Berg et al., 2017; Gordon, 2025).
Affordability: Costs are low because NC Medicaid already reimburses maternal mental health services. This policy does not create a new benefit; it clarifies and promotes use of CPT code 96161. Expected costs include a small increase in claims and minor administrative or training needs.
Impact: Impact on breastfeeding continuation is low to moderate. Although maternal mental health strongly influences breastfeeding duration, no studies directly link PPD screening during well‑child visits to improved breastfeeding outcomes. Screening improves detection and treatment, but breastfeeding is shaped by multiple factors beyond mental health.
Political Feasibility: Feasibility is moderate to high. The policy aligns with AAP guidance, uses an existing billing pathway, and builds on NC’s current Medicaid reimbursement for maternal depression screening. Bipartisan support is likely because the policy centers on maternal and infant health. Provider workflow concerns may arise but are manageable.
Stakeholders
· North Carolina Pediatric Society: Strongly supportive of breastfeeding initiatives and policies
· Private Pediatric Practices: May raise workflow concerns but have limited influence given AAP support.
Equity: This policy can advance equity for Black mothers, who face higher PPD rates, reduced access to mental health care, and lower breastfeeding continuation (March of Dimes, 2021). Because nearly all infants attend well‑child visits, this model increases screening consistency even after OB/GYN care ends. However, equity gains depend on the availability and quality of follow‑up services
Policy Option 2: Community-Based Peer Lactation Support Groups 
Evidence shows that peer counseling delivered through structured WIC programs significantly increases breastfeeding initiation, duration, and exclusivity among low‑income and minority women (Assibey-Mensah et al., 2019). This policy would establish community‑based peer lactation support groups coordinated through North Carolina WIC agencies. Minnesota’s WIC Breastfeeding Peer Program offers a strong model, using paraprofessional counselors from the communities they serve who are trained with the WIC Breastfeeding Curriculum and supported through regular supervision and documentation (Minnesota Department of Health, 2025). The program emphasizes frequent contact and early postpartum outreach, which has been shown to improve breastfeeding outcomes, particularly in communities with low breastfeeding prevalence. North Carolina could adopt a similar structure to expand culturally relevant breastfeeding support statewide.
Affordability: Costs are moderate. North Carolina would need to hire and train peer counselors and support supervision and documentation. Minnesota’s experience shows that these costs are manageable and scalable.
Impact: Peer support directly addresses breastfeeding challenges and has strong evidence of improving breastfeeding duration. Frequent, proactive contact is a key driver of effectiveness, making this policy likely to have a stronger and more immediate impact than indirect approaches.
Political Feasibility: Feasibility is moderate. WIC is well established, and Minnesota’s success provides a clear implementation model. The primary challenge is securing funding and staffing, but the program aligns with federal priorities and has been adopted in other states, making it politically realistic.
Stakeholders
· The North Carolina Obstetrical and Gynecological Society: Strong supporters of breastfeeding initiatives and influential with policymakers.
· International Lactation Consultant Association: May raise concerns about role overlap with IBCLCs and resource allocation, but influence is moderate.
Equity: The equity impact is high. Minnesota’s program intentionally hires peer counselors who reflect the racial and ethnic backgrounds of the families they serve, a strategy especially important for Black mothers who face systemic breastfeeding barriers. Racial concordance improves trust, communication, and engagement with breastfeeding support (Johnson et al., 2022). Implementing a similar model in North Carolina would expand culturally relevant support and better reach populations most affected by breastfeeding inequities.
Final Recommendation
Based on the evaluation criteria of feasibility, affordability, impact, and equity, Policy Option 2, Community‑Based Peer Lactation Support Groups, is the stronger recommendation for improving breastfeeding continuation through six months in North Carolina. Although both policies score similarly on cost and feasibility, peer support has substantially greater evidence of improving breastfeeding outcomes and reducing racial disparities. This approach directly targets breastfeeding behaviors and provides structured, culturally relevant support, as demonstrated in Minnesota’s program. While the policy requires investment in WIC staffing, training, and supervision, these costs are manageable. Given the scale of breastfeeding disparities in North Carolina, this option offers the greatest overall benefit.
	Evaluation Criteria 
	Policy 1: PPD Screening during Well-Child visits
	Policy 2: Community-Based Peer Lactation Support Groups

	Affordability 
	2
	2

	Impact on breastfeeding outcomes 
	2
	3

	Political Feasibility 
	2
	2

	Equity (x2) 
	4
	6

	Totals
	10
	13



Evaluation Metrics
To assess the effectiveness of the recommended policy, two evaluation metrics will be used to measure whether the policy was implemented as intended and if it is producing meaningful improvements. The first metric is a quantitative outcome measure that will track the proportion of participating mothers who are still breastfeeding at six months postpartum, stratified by race. This measure assesses whether the policy produces the intended improvement in breastfeeding continuation.
The second metric is a qualitative process measure that will assess Black mothers’ perceptions of the cultural relevance, trustworthiness, and usefulness of the peer support they received, collected through brief interviews or open‑ended survey responses. This measure evaluates whether the program is being implemented in a culturally responsive and effective manner.
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 	The program will employ 200 part-time peer counselors to offer prenatal education, postpartum follow-up, and ongoing breastfeeding assistance through phone, text, and in-person contact. Their work will be supported by 100 Local Program Coordinators who oversee training, supervision, documentation, and quality assurance in alignment with WIC Section 4.8 requirements. Finally, 100 Designated Breastfeeding Experts, who must have an IBLC certification, will provide more dedicated assistance if needed. State-level staff will include a Program Coordinator, a Training Specialist, and a Data Analyst who will provide centralized training, technical assistance, data management, and program oversight. Key program activities include standardized training using the WIC Breastfeeding Curriculum, provision of breastfeeding supplies and education materials, community outreach to increase awareness of services, and consistent data collection to monitor outcomes. By leveraging Smart Start’s statewide infrastructure and WIC’s proven peer support model, this program offers a sustainable, community centered approach to improving maternal and infant health across NC.  
[image: ]
Budget Narrative  
This budget outlines the projected three-year costs for the North Carolina Community-based Lactation Peer Support Program. All staffing and programmatic assumptions are grounded in the existing evidence-based WIC model and Smart Start’s early childhood health mission. 
Personnel Costs: Staffing represents the largest share of program expenses and includes 200 part-time Peer Counselors, 100 Local Program Coordinator, 100 Designated Breastfeeding Experts (IBCLCs) and designated state- level staff (Program Coordinator, Training Specialist, Data Analyst, and an Outreach Specialist). Peer Counselors and Coordinators are budgeted at 0.24-0.5 FTE to reflect flexible, community-based service delivery. Salaries are based on comparable salaries in existing programs and comparable salaries in the state, with a 30% fringe benefit rate to cover taxes and health insurance. A 2% annual increase is applied to all personnel costs to account for inflating and cost-of-living adjustments. 
Non-Personnel Costs: Non-personnel expenses included supplies, equipment, technology, and operational support required for effective program implementation. Training and certification costs reflect onboarding and annual continuing education using the WIC breastfeeding curriculum. Baby scales, breast pumps, and educational materials support direct service delivery and are purchases primarily in year 1, with modest replacement costs in subsequent years. Technology costs include phones, laptops, and tablets for peer counselors and coordinators, with partial replacement in Years 2 and 3. Meeting space, outreach materials, and media outreach support ongoing engagement with families and community partners. Software and data system costs include a one-time setup investment in year 1 to support statewide documentation and reporting for all 100 counties. 
Indirect Costs: These were calculated at 10% of total direct costs, consistent with the federal Uniform Guidance (2 CFR §200.414), which permits a 10% de minimis indirect cost rate for programs without a negotiated rate. This approach is commonly used by Smart Start partnerships and public health programs to cover administrative and overhead expenses. 
Revenue Assumptions: The program is fully funded through the North Carolina General Assembly’s recurring Smart Start General Fund appropriation, which supports statewide easy childhood health and family support initiatives.
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Breastfeeding is widely recognized as one of the most effective strategies for promoting infant health and survival, providing essential nutrients and antibodies that protect against infectious diseases and support healthy growth and development (WHO, 2025; National Academies of Sciences, Engineering, and Medicine, 2025). Major health organizations recommend exclusive breastfeeding (EBF) for the first six months of life, as it is associated with reduced risks of sudden infant death syndrome (SIDS), respiratory infections, and chronic conditions such as type 1 diabetes in infants (American Academy of Pediatrics, n.d.). Mothers also benefit, with longer breastfeeding duration linked to decreased risks of breast and ovarian cancers, cardiovascular disease, and type 2 diabetes (Chowdhury et al., 2015).
[image: ]Despite strong evidence and high breastfeeding initiation rates, continuation declines significantly over time. Nationally, approximately 86% of infants are breastfed at hospital discharge, yet only about 28% are exclusively breastfed at six months, well below the Healthy People 2030 target of 42.4% (CDC, 2025; ODPHP, n.d.). North Carolina reflects this trend, with initiation rates around 85% but only about 31% of infants exclusively breastfed at six months (CDC, 2025). This drop-off means many infants miss critical health protections during a key developmental period, contributing to poorer maternal and infant health outcomes and increased healthcare utilization.
These trends are particularly significant in North Carolina, where roughly 120,000 births occur annually and more than half are covered by Medicaid (NCDHHS, 2023a). Early cessation of breastfeeding contributes to higher healthcare costs due to increased rates of preventable illness in both infants and mothers (Jegier et al., 2024). Nationally, the economic cost of not breastfeeding is estimated at $167 billion annually, driven by healthcare expenditures and premature mortality (Alive & Thrive, n.d.). In North Carolina, expanding breastfeeding support has the potential to generate substantial cost savings, with estimates suggesting millions could be saved annually through improved lactation support and continuation rates (Sullivan C., & Chetwynd E., n.d.).
Breastfeeding outcomes are also shaped by significant health inequities. Black mothers have the lowest rates of breastfeeding initiation and continuation both nationally and within North Carolina (Beauregard J. L. et al., 2019; KFF, n.d.). Structural barriers, including limited paid parental leave, inflexible work environments, and inadequate workplace lactation accommodations, disproportionately affect working mothers (Moret-Tatay et al., 2025). Geographic disparities further compound the issue, as rural and underserved communities often lack access to lactation consultants and postpartum support services.
North Carolina has implemented several initiatives to promote breastfeeding, including the Maternity Center Breastfeeding-Friendly Designation Program, which aligns with the World Health Organization’s Ten Steps to Successful Breastfeeding (NCDHHS, n.d.). However, these efforts are largely concentrated in hospital settings and the immediate postpartum period, focusing heavily on initiation rather than sustained support. Medicaid coverage for lactation services is limited, often requiring medical necessity and restricting reimbursement to specific providers, which reduces access to ongoing, community-based care (NCDHHS, 2023b). Overall, while North Carolina has made progress in promoting breastfeeding initiation, current efforts fall short in supporting long-term continuation. 
Policy Analysis 
Policy Option 1: Amendment to Medicaid Reimbursement Requirements to include CLEs and CLCs
Currently, North Carolina Medicaid reimburses breastfeeding support services under Clinical Coverage Policy 1-1: Preventive Services, administered by the North Carolina Department of Health and Human Services (NCDHHS), Division of Health Benefits. Under this policy, lactation services are reimbursable when provided by medical providers and International Board-Certified Lactation Consultants (IBCLCs) (NCDHHS, 2023b). This policy proposes expanding Medicaid provider eligibility to include Certified Lactation Educators (CLEs) and Certified Lactation Counselors (CLCs) by submitting a Medicaid State Plan Amendment (SPA) through NCDHHS to the Centers for Medicare & Medicaid Services (CMS).
Several states have already implemented similar changes. A review of Medicaid SPAs found that fourteen states have amended their Medicaid plans to expand lactation coverage, with seven states recognizing additional lactation support providers beyond IBCLCs.7 Illinois, for example, approved SPA IL-23-0043, which established Medicaid coverage for lactation services provided by IBCLCs and includes CLCs (CMS, 2024). They projected a federal budget impact of approximately $360,000 for fiscal year 2025 following implementation of its SPA, suggesting that expanding provider eligibility can be achieved with relatively moderate fiscal strain (CMS, 2024).
Policy Option 2: State-funded Grant Program to Build Lactation Support Provider (LSP) Workforce
IBCLC certification is the most comprehensive and labor-intensive credential for lactation service providers (LSPs). Considered the gold standard for lactation support, IBCLCs are trained to address complex breastfeeding challenges and are commonly employed in hospital and clinical settings. However, obtaining IBCLC certification requires significant investments in coursework, supervised clinical hours, and examination fees, making it one of the most expensive pathways in lactation care (Patel, S., & Patel, S., 2016).Community-based LSPs, such as CLCs and CLEs, play an important role in providing breastfeeding education and support outside of clinical environments. These providers are often embedded in programs such as the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) or work as independent community providers. While the certification process for CLCs and CLEs is shorter and more affordable than the IBCLC pathway, the out-of-pocket costs associated with training and certification can still pose barriers to workforce entry.
North Carolina has previously taken steps to address shortages and lack of diversity within the LSP workforce. For example, Senate Bill 840 appropriated funding to Historically Black Colleges and Universities (HBCUs) to support the recruitment, training, and retention of lactation consultants across the state (S.840, 2024). Building on this precedent, a statewide state-funded grant program could help reduce financial barriers to certification for aspiring lactation providers. By supporting training for CLEs, CLCs, and IBCLCs, the program would expand and diversify the lactation workforce and strengthen access to breastfeeding support services across North Carolina.
Evaluation criteria. 
	Criterion  
	Definition  
	Scoring Scale (1-3)   

	Affordability  
	The monetary cost to the state of NC to implement the proposed policy, including resources, personnel.  
	1: over $5 million 
2: between $2-5 million   
3: under $1.5 million    

	Impact  
	How much the policy impacts breastfeeding continuation through 6 months in NC  
	1: least impact    
2: moderate impact   
3: most impact    

	Equity
(2x)  
	How much the policy will positively affect breastfeeding duration for black mothers in NC or is the most likely to reduce racial disparities in breastfeeding continuation. 
	1: least equitable    
2: moderately equitable    
3: most equitable    

	Political Feasibility  
	How likely the policy would be passed by the NC General Assembly, and based on opposition and support from stakeholders  
	1: least feasible    
2: moderately feasible    
3: most feasible  
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Amendment to Medicaid Reimbursement Requirements to include CLEs and CLCs
	Criteria
	Score
	Description 

	Political Feasibility
	2
	This policy option has moderate political feasibility, as implementation would occur through a State Plan Amendment (SPA). Fourteen states have already amended their Medicaid plans to expand lactation coverage, with several recognizing additional LSPs beyond IBCLCs.7 Illinois recently implemented SPA IL-23-0043, demonstrating the administrative feasibility of this approach (CMS, 2024). Legislative approval may still face some resistance since the North Carolina General Assembly controls Medicaid appropriations and may raise concerns about cost and provider oversight.

	Affordability
	3
	The policy would likely be moderately affordable for the state. Illinois projected a federal budget impact of approximately $360,000 for fiscal year 2025 following implementation of its SPA.8 Reimbursement is also structured in 15-minute increments, with IBCLCs reimbursed at higher rates than CLCs ($17 vs. $13 per unit), illustrating how tiered reimbursement can help manage program costs (HFS, 2024). North Carolina already reimburses IBCLCs under Clinical Coverage Policy 1-1, meaning expansion would increase utilization rather than require new administrative systems.

	Impact
	3
	The policy is expected to have high impact by increasing access to reimbursable lactation services. Evidence from states implementing SPAs expanding lactation coverage shows improvements in breastfeeding indicators within two years. Rates of infants exclusive breastfeeding at six months increased by 0.1–4.9 percentage points (Biviji et al., 2025).

	Equity
	3
	This policy has strong equity potential by expanding access to community-based LSPs who frequently serve Medicaid-enrolled families. Medicaid covers a large proportion of births in the state, making its coverage policies critical for improving breastfeeding support among low-income populations (Biviji et al., 2025).Expanding reimbursement eligibility to include CLEs and CLCs may increase access to culturally responsive care and help reduce disparities in breastfeeding continuation among Black mothers.


State-funded Grant Program to Build Lactation Support Provider (LSP) Workforce
	Criteria
	Score
	Description 

	Political Feasibility
	2
	This policy has moderate political feasibility. North Carolina has previously invested in lactation workforce development through legislation such as Senate Bill 840, which funded training programs at Historically Black Colleges and Universities. Expanding this effort into a statewide grant program would require sustained legislative appropriations. Budget constraints and competing funding priorities may limit political support for a long-term funding commitment.

	Affordability
	1
	This policy would involve higher costs to the state because it requires ongoing funding to subsidize certification and training costs for lactation providers. NC A&T, one of the HBCUs to receive funding from the state, supplemented the cost of its lactation program with a $2.5 million grant (S.840, 2024; Bernhart, 2025). Supporting a meaningful number of trainees statewide could require annual appropriations of roughly $1 million or more, along with administrative costs for grant management and program oversight.

	Impact
	2
	The expected impact is moderate. Financial support for certification would increase the number of trained lactation providers and address workforce shortages over time. Greater workforce capacity may improve geographic access to breastfeeding support services. Workforce development initiatives typically take several years before measurable improvements in breastfeeding continuation rates occur.

	Equity
	2
	This policy has moderate equity potential. Reducing certification costs may increase workforce diversity and allow individuals from underrepresented communities to enter the lactation profession. A more diverse workforce may improve culturally responsive breastfeeding support. Equity improvements depend on whether newly trained providers ultimately practice in communities experiencing the greatest breastfeeding disparities.



FINAL RECOMMENDATION
 
	Criteria 
	Policy Option 1
	Policy Option 2

	Politically Feasibility
	2
	2

	Affordability
	3
	1

	Impact
	3
	2

	Equity (x2) 
	3
	2

	Total
	14
	9



Based on the evaluation criteria, Policy Option 1: Amendment to Medicaid Reimbursement Requirements to include CLEs and CLCs is recommended. Both policies address low breastfeeding continuation rates, but Policy Option 1 provides greater impact and equity while maintaining moderate cost. Expanding provider eligibility through a Medicaid State Plan Amendment (SPA) allows North Carolina to increase access to lactation support services without creating a new program or administrative structure. This policy also leverages existing Medicaid reimbursement mechanisms, making it more efficient to implement and more likely to reach Medicaid-enrolled mothers who face barriers to breastfeeding support. To evaluate implementation and effectiveness of this policy, the following metrics will be used: 
Process Measure: Increase in the number and proportion of Medicaid-reimbursable lactation providers in North Carolina who are certified as CLEs or CLCs after implementation of the SPA. Data can be collected through Medicaid provider enrollment records and billing claims.
Outcome Measure: Perceived accessibility and cultural responsiveness of lactation support services among Black mothers, collected through focus groups or community-based interviews conducted in partnership with local maternal health organizations.
[bookmark: _Toc227340587][bookmark: _Toc227340784]Program Budget 
[image: ]
Staff Cost. Staffing costs are relatively low for the implementation of this policy because all of the required roles already exist within the North Carolina Department of Health and Human Services and can be integrated into existing responsibilities. As a result, most positions are budgeted at partial Full-Time Equivalent (FTE) levels rather than new full-time hires. Several roles are only funded in the first year, as their responsibilities are primarily related to developing and submitting the SPA and supporting initial provider enrollment and billing system updates. Once these implementation activities are completed, ongoing oversight can be managed within existing program operations. Salary estimates were sourced from median salary data reported by ZipRecruiter for comparable positions in North Carolina (ZipRecruiter, n.d.-a, n.d.-b, n.d.-c, n.d.-d, n.d.-e). Budget assumptions include 30% for fringe benefits and a 2% annual cost-of-living increase applied to staff costs in Years 2 and 3.
[image: ]Reimbursable Cost. The cost of reimbursing CLEs and CLCs providing lactation services represents the largest component of the budget. Several assumptions were used to estimate this cost. North Carolina reports approximately 120,000 live births annually, with about 50% covered by Medicaid, resulting in an estimated 60,000 Medicaid births per year.7 A conservative utilization rate of 10% for lactation services was used to calculate annual estimated patient count with a 2% annually to indicate program success. Reimbursement is estimated at $13 per 15-minute unit, based on rates used in Illinois Medicaid (CMS, 2024). Each patient is assumed to receive three one-hour visits (12 total units), resulting in a cost of $156 per patient and an estimated annual cost of $936,000.
[image: ]Provider Outreach & Training. Will focus on educating CLEs and CLCs on Medicaid billing and reimbursement procedures. In the first year, The Maternal Health Program Manager will develop a Standard Operating Procedure (SOP) outlining billing and coding guidance. Initial costs support the creation and distribution of this material. Additional outreach activities include social media campaigns, stakeholder engagement, and recruiting outreach to lactation organizations and independent providers to encourage enrollment and participation in the first year. In the following years, funds will primarily be used to support ongoing outreach and dissemination of program updates.
[image: ]
Funding Source. The program will be funded through a combination of federal and state Medicaid funds. Medicaid expenditures are shared between the federal government and the state through the Federal Medical Assistance Percentage (FMAP). In North Carolina, the FMAP is approximately 65%, meaning the federal government covers the majority of Medicaid service costs through CMS. The federal government will also match 50% of program administrative costs (KFF, 2026). Based on the estimated total program cost of $3,351,124 over three years, the federal share is projected at $2,105,242, while the state share is estimated at $1,245,881.
[bookmark: _Toc227340588][bookmark: _Toc227340785]Legislative Fact Sheet 
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OPPOSE H.B. 646

Protect the Quality of Clinical Lactation Care

WHAT IS HOUSE BILL 646?

The bill proposes to expand Medicaid Reimbursement
Requirements to include Certified Lactation Educators
and Certified Lactation Counselors.

TRAINING GAPS!

« Educators lack accreditation and clinical assessment skills.

« Counselors have a limited scope and must refer complex cases.

«» Lactation Specialists provide clinical expertise care, handle
complex cases, and are reimbursable through insurance.

QUALITY CARE

« Specialist-led care is linked to higher exclusive breastfeeding at six months.’

« 97.8% of medical providers prefer specialists for lactation support.

« “Policies and laws equating counselors and educators with the IBCLC certification
are dangerous and create risk for medical providers and patients.” United States
Lactation Consultant Association*

LACTATION COMPLEXITY

« Medical conditions such as birth defects, can affect
lactation.

« “Our IBCLC helped us with our tongue tied newborn.
She saw us for several follow up visits to make sure
breastfeeding was going well.” A new parent’
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Support HB 646:

An Act to Expand Medicaid Reimbursement
for Lactation Support Providers

A CALL TO ACTION FROM THE NORTH CAROLINA BREASTFEEDING COALITION

The Problem The Solution

80.2% of infants are CLCs and CLEs Expand Access
breastfed at birth, yet Without New Infrastructure
only 30.8% are CLCs and CLEs reflect
q the communities they
exclusively breastfed at serveland provide
six months culturally responsive
support

Take Action 14 states already

reimburse these

Urge your NC legislator providers through
Medicaid

to vote YES on HB 646

Expanding eligibility

uses existing Medicaid

mechanisms - no new

Expanding Medicaid reimbursement
to CLCs and CLEs is a low-cost, high-
impact step toward ensuring every
NC family gets the lactation programs;nojnew,
support they need. administrative burden

REFERENCES
SHALU RAVI 7
'NC BREASTFEEDING COALITION J\ 1. NC Department of Health and Human Services.
910 666 5464 A Wedicar Lactation Serices Cinical Coverage Paliy.
2 CC. Breastfeading ata, Trends, and Maps.
Shalu@NCBC.org NCBfC 5 NC Depariment of Heath and Human Services

Maternal & Infant Health Data Dashboard.
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YEAR1 YEARZ YEAR3 —
SFY 20262027 SFY2027-2028 20292030
1.STAFF CoST
Medicaid Policy Analyst (SPA Development) s 40,099.80 | § - [ - IS 40,099.80
Maternal Health Program Manager s 59,268.95 | § 6045433 [ § 6166342 |5 181,386.60
Provider Enroliment Speciallst s 15,023.45 5 -~ s — s 15,023.45
Claims System Specialist s 16,099.85 [ § s — s 16,099.85
Data & Evaluation Analyst s 68,285.10 | § 69,650.80 | 5 7104382 [§ 208,979.72
TOTAL $ 198,777.35 [ § 130,105.13 [§ 132,707.23 [ § 461,589.51
2. REIVIBURSABLE COST
Lactation Consultation by CLE/CLC s $36,000.00 $954,720.00 557381340 |5 2,864,534.40
[ToTAL s 936,000.00 | § 954,720.00 [ § 973,814.40 | § 2,864,534.40
3. PROVIDER OUTREACH & TRAINING
Medicaid billing guidance materials s 5.000.00[§ -Is s 5,000.00
Outreach to CLE/CLC providers s 10,00000 [ 5,000.00 | § 5,000.00 | § 20,000.00
ToTaL s 15,000.00 | § 5,000.00 | § 5,000.00 [ § 25,000.00
TOTAL (State & Federal Cost) $ 114977745 |$  1,089825.13($  1,111,52163 |$ 3,351,123.91

4. FUNDING SOURCE
Federal Share $ 2,105,242.12

Medical Service (FMAP 65%) S 186194736

Administrative (50%) s 243,294.76
|Appropriationsfrom NCGA $ 124588180
[Total Program Cost s 3ssume
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YEAR1

YEAR2

YEAR3

3-YEARTOTAL
SFY 2026 -2027 SFY 2027 -2028 SFY 2029 -2030
1. STAFF COST
Medicaid Policy Analyst (SPA Development) $ 40,099.80 | $ - S - S 40,099.80
Maternal Health Program Manager $ 59,268.95 | $ 60,454.33 | S 61,663.42 | S 181,386.69
Provider Enrollment Specialist $ 15,023.45 [ $ - B - $ 15,023.45
Claims System Specialist $ 16,099.85 | $ - S - $ 16,099.85
Data & Evaluation Analyst S 68,285.10 | & 69,650.80 | $ 71,043.82 | § 208,979.72
TOTAL $ 198,777.15 | $ 130,105.13 | $§ 132,707.23 | $ 461,589.51
2. REIMBURSABLE COST
Lactation Consultation by CLE/CLC $ 936,000.00 $954,720.00 $973,814.40 | $ 2,864,534.40
TOTAL $ 936,000.00 | $ 954,720.00 | $ 973,814.40 | $ 2,864,534.40
3. PROVIDER OUTREACH & TRAINING
Medicaid billing guidance materials S 5,000.00 | S - |S - |$ 5,000.00
Outreach to CLE/CLC providers S 10,000.00 | $ 5,000.00 | $ 5,000.00 |$ 20,000.00
TOTAL $ 15,000.00 | $ 5,000.00 | $ 5,000.00 | $ 25,000.00
TOTAL (State & Federal Cost) $ 1,149,777.15 | $ 1,089,825.13 | § 1,111,521.63 | $ 3,351,123.91

4. FUNDING SOURCE
Federal Share $ 2,105,242.12

Medical Service (FMAP 65%) $ 1,861,947.36

Administrative (50%) $ 243,294.76
Appropriations from NCGA $ 1,245,881.80
Total Program Cost $ 3,351,123.91
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2. REIMBURSABLE COST (Lactation Consultation by CLE/CLC)

Fiscal Year Unit Cost Units per Visit
SFY2026-2027 $13.00
SFY2027-2028 $13.00
SFY2028-2029 $13.00

Total Reimbursable Cost

FiscalYear cost
SFY2026-2027 936,000
SFY2027-2028 5954,720
SFY2028-2029 $973,814
3¥earTotal 52864530

HofVisits  Cost per Patient Estimated Patients  Annual Total
3 s156.00 6,000 $936,000.00
3 5156.00 6120 5954,720.00
3 $156.00 6202 $973,814.40
Assumptions

~50%of North Carolina liv births are covered by Medicaid (50% 120,000~ 60,000)
1 unit=15 minotesand $13

C1 visit- 1 hour
“Maximum of visits
- nitiat utalization ate of lactation srvices (10%) with a % increase each year (o
indicate program success
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4. PROVIDER OUTREACH & TRAINING.

Line item
Medicaid billng guidance materials

Outreach to CLE/CLC providers

Total

Line Discription

Creation of material to share with CLES/CLCs on billing and
reimbursement guidelines

Email campaigns, stakeholder meetings, recruitment outreach to
lactation organizations

SEATE 3-YEAR TOTAL

20262027 | 20272028 | 20282029

S 5000003 5 S 500000

S 1000000|3 5000005 500000[5 2000000

1500000 |§ 500000 500000 25,00000
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SUPPORT H.B. 646: Medicaid State Plan Amendment
(SPA) to Expand Lactation Coverage

An Act to authorize Medicaid reimbursement for Certified Lactation
Counselors (CLCs) and Certified Lactation Educators (CLEs)

Bringing Breastfeeding Support Home: Healthier Families, Stronger Communities

Breastfeeding Starts Strong but Too Many Families Lose Support After
Birth
82.8% of infants begin breastfeeding in North Carolina, but only 30.8% continue at
6 months.”

Why CLC and CLE Support Matters

()
(3
\ %
Expands Access to Care Improves Health
Adding CLEs and CLCs Outcomes
increases access to Ongoing support helps

community-based families breastfeed
support. longer.

Advances Health Equity
Expands care for
underserved and rural
communities.

Investing in Lactation Support Saves Money

North Carolina Medicaid could save $7 million per year with improved lactation
support.’

What Will H.B. 646 Do

m ¥ Adds Certified Lactation Counselors (CLCs) & Educators (CLEs) as
covered Medicaid providers.

v Builds on North Carolina existing Medicaid system and joins 14
states that have implemented a similar act.

Kashyah Young

wic WIC Breastfeeding Support Advisor
SREASTEEEDING oungonowetor

Lnen rocenae. casu roseae. (912) 448 - 9739
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US Birth Certificate Breastfeeding Initiation Data, 2018-2019
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YEAR 1 YEAR 2 YEAR 3 e
Budget Item SFY 2026-2027 SFY 2027-2028 SFY 2028-2029
1. Personnel Costs (Administrative)
Medicaid Policy Director 57,500 38,250 39,015 114,765
Medicaid Program Manager 63,750 65,025 66,326 195,101
Medicaid Billing/Claims Analyst 15,500 15,810 16,126.20 47,436
IT Systems Analyst 17,500 17,850 18,207 53,557
Communications and Outreach Coordinator 10,546 10,756 10971 32,273
Evaluation / Data Analyst 15,663 15,976 16,295 47,934
Fringe Benefits (~30% of salaries) 48,090 49,100 50,082 147,272
Personnel Subtotal 208,549 212,767 217,022 638,337
2. Non-personnel costs - Provider Training and Support (Administrative)

& and Virtual Training Events 20,000 10,000 10,000 40,000
Technical Assistance Hotline 5,000 5,000 5,000 15,000
Provider Training and Support 25,000 15000 15000 55,000
3. Non-personnel costs - Beneficiary Outreach and Marketing (administrative)

500 250 250 750
Print and Mail Materials 10,000 5,000 1,000 10,500
Outreach and Marketing Subtotal 10,500 5,250 1250 17,000
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4. Reimbursement Costs
Total expected reimbursement to IBCLCs 399,600 407,592 415,743 1,222,935
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SFY 2026-2027 SFY 2027-2028 SFY 2028-2029

TOTAL COSTS 643,649 640,609 649,015 1,933,272

TOTAL FMAP REVENUE 381,765 381,443 386,869 1,150,077
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VOTE NO on HB. 646!

Instead of using existing trained lactation
providers, HB. 646 is a proposed bill that
would allow Certified Lactation Counselors
(CLCs) and Educators (CLEs) to be
reimbursed through Medicaid

Certified Lactation Counselors and Certified Lactation
Educators are lactation paraprofessionals.

J Internationally Board Certified Lactation Consultants (IBCLCs)
are the highest credentialed lactation professionals.

WHY ARE WE OPPOSING THIS BILL?

(1) CLCs and CLEs do not have the same regulations
CLC/CLEs do not have the same disciplinary procedures as IBCLCs.?

(2) This could create battles over scope of practice

IBCLCs provide some of the same services as CLCs/CLEs, and more
specialized care.?

(3) Medicaid dollars are limited®

Reimbursing lower level lactation professionals may not be the most
efficient use of already strained Medicaid dollars. The effectiveness of
IBCLCs is well documented.

Protect IBCLCs and VOTE NO!

Hanna Erhardt N /N E E
Associate Chair of Administration, OBGYN “

919.123.4567 References

herhardt@unc.med.edu H E A LT H &
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Community Health Workforce Expansion

Personnel Cost

Category
Staff
Staff
Staff
Supervision

Line Description
Community Health Worker (CHW)
Maternal Health Educator

Doula

CHW Supervisor

Administration Community Health Program Manager

Total

Non-Personnel Costs

Category
Certification
Certification
Facilities
Supplies
Equipment
Total

Line Description
NC DHHS CHW Certification Coursework
Certification Exam Processing Fee

Office Space

Office Supplies

Vehicle Mileage Reimbursement

Revenue Source

Category
Grant
Grant
Grant
Total

Line Description
NCDHHS Community Health Grant
HRSA CHW Training Award

CCR 2109 Grant

Total Program Cost

$ 21,771,171.66

Total Revenue Cost

$ 29,850,000.00

Quanity
85
12
10
10

»-A»-A»-A»-A»-Aa

Quanity
100
100

107

RSV IV ARVARYS

wn v e

Yearly Salary
43,124.00
36,332.40
49,080.00
53,562.00
63,270.00

Unit Cost
200.00
50.00
250.00
20.00
$0.70 per mile

State Fiscal Year

2026-2027 2027-2028 2028-2029 3-Year Total
Fringe Benefits Total Cost Total Cost Total Cost Total Cost
30% S 4,765202.00 | 4,860,506.04 [ $  4957,716.16 | $ 14,583,424.20
30% $ 56678544 | S 57812115 [ $ 589,683.57 | $ 1,734,590.16
30% $ 63804000 [ $  650,80080 [ $ 663,816.82 | § 1,952,657.62
30% S 696306.00 [ 71023212 [ $ 724,436.76 | $ 2,130,974.88
30% S 411,25500 [ § 41948010 [ $ 427,869.70 | $ 1,058,604.80
$ 7,077,588.44 | § 7,219,14021 | $  7,363,523.01 | § 21,660,251.66
State Fiscal Year
2026-2027 2027-2028 2028-2029 3-Year Total
Rate Total Cost Total Cost Total Cost Total Cost
$ 20,000.00 | § - Is - |$ 2000000
$ 5,00000 | § - I 500000 [$ 10,0000
4 hours $ 2,00000 [ § 2,00000 [ § 2,00000 [ § 6,000.00
12 months | 2568000 [ $  24,00000 | § 2500000 [ $  74,680.00
Over 20 miles | $ 8000 | § 8000 | § 8000 | § 240.00
s 52,760.00 [ §  26,080.00 [ 32,080.00 [ §  110,920.00
State Fiscal Year
2026-2027 2027-2028 2028-2029
Total Cost Total Cost Total Cost
$  150,00000 [ §  150,00000 [ $ 150,000.00
S 800,000.00 [ §  800,00000 [ $ 800,000.00
$ 9,000,000.00 | § 9,000,00000 | $ 9,000,000.00
$  9,950,000.00 | § 9,950,00000 [ $  9,950,000.00
2026-2027 2027-2028 2028-2029
Annual Costs | $  7,130,348.44 | § 724522021 | § 7,395,603.01
Annual Revenue | $  9,950,000.00 | $ 9,950,000.00 | $ 9,950,000.00
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