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I ntroduction

Like many components of the health services system, the organization of perinatal services in the United
States has changed over the past decade. There is concern that these changes may have important effects
on maternd and newborn morbidity and mortdity, but little documentation exigts regarding the nature of
or reasons for the changes.

The objectives of the project reported here are to 1) describe the current organization of the system of
perinata hedth services in selected States; 2) describe who and/or what is influencing the design and
operation of the system; and, 3) explorethe perceived impact(s) of the current system on perinata health
care. This report provides preliminary descriptive information about the status of the organization of
perinatal healthservicessygemsinll States. Thiswork is part of alarger effort to assessthe organization
of perinatal service systems at both the State and local leve, and the factors currently influencing them.
Over the coming months, datafrom200 surveyed communitieswill be analyzed in conjunctionwiththe state
system information.

Approach

States were selected for this assessment to reflect variation with respect to level of infant mortdity,
managed care penetration, geographic location, higtory of regiondization and governmenta public hedth
gructure (i.e.,, nature and degree of centrdization). With one exception, States were not selected if
consderable informationwas a ready published about the State system (see Johnsonand Little 1999). The
11 Statesincluded in this assessment are; Arkansas, Colorado, Connecticut, Georgia, Indiana, Missouri,
New Jersey, Oregon, Virginia, Washington and Wisconsn.

Tdephone interviews were conducted with representatives of the Materna and Child Heath (MCH)
programs ineach of the 11 State Health Departments usng a generd interview guide. Other related human
services agency representatives familiar with the organization of perinatd hedth services in the State
participated in many of these interviews.  Additiona materids, such as reports, documents describing
guiddinesfor care or levels of hospitds, and State regulations, were obtained to supplement the interview
data. A more detailed discussion of the methodsis presented in Appendix A.

Followingtheinterviews, summarieswere prepared to describe the organi zation of perinata healthservices,
perinatal services and systems financing, data sources and accountability mechanisms related to perinatd
hedlth and services systems, and changes, chdlenges and opportunities related to perinatd care in each
State. These summarieswere shared with the Statesfor review of accuracy. The revised versons, based
on comments from State staff, are reported here.

To provide a backdrop to the interview and document review information, other data sourceswere used
to describe the hedlth and health services context for each State. Data about the characteristics of the
State' s birth population were obtained from the 1998 Final Report of Natality Data from the Nationa



Center for HedthStatistics(NCHS) (Ventura, et d., 2000). Dataon theinfant mortality rate were taken
from the Find Report of Mortaity Data from NCHS, the most recent data available at the time of this
report (Hoyert, et d., 1999). Information about the structure of the hedlth department in each State was
obtained fromFraser (1998). Findly, thereweretwo primary sourcesfor dataon managed care programs
and penetrationineach State: Joffe (1998) and Ketsche, et a. (1999). When other sources are used for
a given State, references are provided. Appendix A provides a more complete description of the data
drawn from each of these sources.

The stuation with managed carein most Statesis very fluid and the data on managed care are presented
for one paint in time based on avalable information. Moreover, managed care penetration is reported
differently by different sourcesof data. Findly, the observations of State M CH g&ff, while likdly reflecting
the overdl picture of environmentd influences including managed care statewide, are in some cases not
based on empiricd data, nor do they represent how changes in the hedth care environment may be
affecting access to perinatd hedlth care and organization of the system at the locdl levd.

General Observations

In generd, perinata services are organized to meet the loca needs of hedlth care providers and dients
specific to each State. Nevertheless, some common features of these systems were noted across the 11
States, reveded in summary tables. These observations are preliminary, and will be subsequently
supplemented with the community-level information described in Appendix A.

Even when regulations for the organization of services exist, communication and interactions among
providers and facilities are substantidly influenced by higtoricd, established relaionships. In the absence
of regulations, suchreaionshipsare the glue that holdsthe perinatal systemtogether. Second, all 11 States
have some process, whether forma or informd, to designate the level of obstetric and newborn care
provided in facilities, dthough the focusis often on newborn care. This process most commonly involves
sdlf-designationand is based onthe capabilitiesof the fadility to care for increasingly complex complications
in the mother or the newborn. There is variability, nonetheless, in the number of levels that are
designated—ranging from two to Sx across the 11 States—as well asin their definitions.

All of the States examined here now require some or dl Medicaid enrollees to receive prenatal and
obstetric care frommanaged care organizations (M COs), with some flexibility for exceptionsingeographic
areas where managed care providers are limited in supply.  The move to managed care, however, has
seemingly not affected the organization of perinatal servicesto the extent anticipated. While certain of the
higtorica relationships among providers may have been disrupted by the proliferation of managed care,
these changes are not perceived by those we interviewed as having affected in any sgnificant way access
of high-risk mothers or newborns to specidized care.



A Look into Arkansas

There were 36,685 births among the 546,148 women of reproductive age (15-44 years) in Arkansas in
1998. While overdl 77.8 percent of mothers began prenatd care in the first trimester, only 67.6 of non-
Hispanic Black and 61.6 percent of Hispanic mothers did so; 82 percent of non-Hispanic White women
received early carein 1998. Arkansas isfaced with the high infant mortdity rate of 8.7 infant degths per
1,000 live births, much greater than the U.S. rate of 7.2 in 1997. Concomitantly, the State had ahighlow
birth weight (LBW) rate of 8.9 percent in 1998 (13.9 among non-Hispanic Black infants) compared to
theU.S. rate of 7.6 (13.2 for non-Hispanic Black births); 1.7 percent of births (2.8 for non-Higpanic Black
births) were very low birth weight (VLBW) compared with 1.4 percent (3.1 percent for births to non-
Hispanic Black women) for the nation.

The Arkansas Department of Health (ADH) is a centrdized State agency that oversees public health
operations in dl seventy-five counties of the State through six bureaus, ten regiond area offices and
ninety-five local hedth units. The Title V Block Grant is administered by the Maternal and Child Hedlth
(MCH) Section of the ADH Bureau of Public Hedlth Programs (BPHP) (Arkansas Title V Block Grart,
1998).

Arkansas has low managed care penetration. Mogt national managed care plans that formerly had a
presence in Little Rock have snce left. HMO market penetration in 1997 was low at 9.7 percent, and

PPO market penetration was 19.2 percent. Managed care penetration is limited statewide for both the
private and public sectors. Facility-based Health Maintenance Organizations (HMOs) are not common,

most managed care is provided through provider networks and primary care case management. The
Arkansas Medical Society helped private community physdans formprovider organizations inrura aress,

such that they now can negotiate with large employers. About eight or nine such physician organizations
exig covering gpproximatdly two-thirds of the State geographically.

The Organization of Perinatal Services

Perinatal services in Arkansas are informdly organized statewide based on long-standing provider and
fadllity relationshipsthat have evolved over the past 16 or so years. While no forma guiddines for facility
designation or referrals exist, over seventy-five percent of VLBW babiesin 1996 were born in hospitals
withaNeonatal Intensve Care Unit (N1CU), reaching the State goal for that year. The development of this
informd “system” beganin the early 1980's with an annud training conference hosted by the University of
Arkansas for Medica Sciences (UAMYS). The ADH shared the responsibility for convening perinatal
providers by hogting this conference every other year for severa years. Recently, however, UAMS plans
and conducts this workshop with participation from ADH. Essentidly al key Arkansas players in the
perinatal care arena attend these meetings at which referra patterns, care guiddines, and other issues
relevant to the ddivery and organization of perinata services in the State are discussed and problems
addressed.
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Perinatal services, paticularly subspeciaty services, are clustered in the Little Rock metropolitan area,
which is Stuated at the geographic center of the State. There is no officid definition or process reated to
designationof levels of care, but the traditiond three-level framework is used indiscussons about perinatal
sarvices, particularly with regard to neonata intensive care. Somewhere between 60 and 75 hospitas
statewide provide maternity services. Three hospitas inLittle Rock have neonatal intensive care units, with
Children’s Hospita receiving the most referras. There are moderate size (leve 11-type) hospitas in 3 of
the 4 corners of the State that have obstetricians and pediatricians on staff, but no congstent neonata
medicine capacity. These“Levd 1I'S” may, for example, ventilate a baby for 12 to 24 hours to assessits
condition, for example, but if a greater intendty of careisneeded, the baby is transported to subspecidty
hospitdsin Little Rock. In the northeast corner of the State, serioudy ill infants are referred to Memphis,
Tennessee for gpeciaty or subspeciaty care. The number and typeof Arkansas hospitd birthing facilities
has not changed in recent years.

Inthisinformd perinata system, the ADH plays severd active roles. The M CH section daffs the statewide
Governor’s Perinata Advisory Board (PAB). Created in 1988 by statute, the Perinatal Advisory Board
reviews trends in hedth and perinatd activities and recommends actions to improve materna and infant
hedlth and hedlth care. The PAB dso serves asthe oversight body for the State Infant Mortality Review
program (Arkansas Title V Block Grant, year). The board meetstwiceayear, and is perceived to be an
“effective forum for the hedth department to get feedback from experts around the State.”  Its members
are diverse, reflecting al geographic areas of the State, and dl rlevant stakehol ders, induding the hospita
association, AAP Chapter, ACOG section, AAFP Chapter, Medicaid, Adminigtration for Children and
Youth, UAMS, and the State' s Area Health Education Centers (AHECS). The PAB produces a report
every other year (consstent withthe legidaive caendar) thatincludesextensveinformationon hedth status
and services, and recommendations for systemimprovements (followed-up on by the M CH section g&ff).

The professional medica societies are very active in the organization of perinatal services, induding the
Family Practice Academy (Family Practice Section of the Medica Society) as wel as the State’s
AmericanAcademy of Pediatrics(AAP) chapter and AmericanCollege of Obgtetricians and Gynecologists
(ACOG) sectionand the hospitd association. The State’ s* hedthcommunity” isvery close-knit, and much
gets done because people have worked together in so many ways over the years.

Professiona education has been used as atool over the yearsto evolve and sustain appropriate referral
patterns and appropriate use of tertiary fadilities. The M CH section routingly collaborateswith UAM Sand
others in educational conferences and other training, through which much of the informa policy and
perinata system practice is determined. As noted above, there is an annua statewide conference. In
addition, the AHECs routindy reach providers throughout the State. They have satellite links to 19
locations, and many providers (family practitioners, obstetricians, pediatricians, and nurse practitioners)
participate.

The MCH section dso works with the Campaign for Hedlthier Babies, a program to improve birth
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outcomes by encouraging pregnant women to obtain early and continuous prenatal care. These activities
include amedia campaign, the “Happy Birthday Baby Book,” abook of coupons that correspond to the
months of pregnancy, and the Babies and You work-site education program. The Campaign's core
codition conggts of the ADH, the Arkansas Department of Human Services, Arkansas Advocates for
Childrenand Families, UAM S Medical Center, the Arkansas High Risk Pregnancy Program, the Arkansas
Chapter of the March of Dimes and Arkansas Children's Hospitdl. They host regiona conferences, visit
hospitals, and conduct Grand Rounds to keep providers updated on emerging concerns and new
developments in both policy and practice.

The M CH section is dso a participant in the Arkansas Center for HealthImprovement, afarly new entity
that serves as the State’ s hedlth advisory board. The Center works with the university system, managed
care organizations, and other congtituencies. The ADH’s Center for Hedlth Statistics also plays a major
role influencing the delivery of perinatal servicesin Arkansas, as described below.

Perinatal transport services do not operate under formalized arrangements. Children’s Hospitd in Little
Rock has a helicopter that is widdly used. Most transport, however, is by ambulance, managed through
the State' sEM S system. The MCH section reports that trangport services are generally perceived to be
adequate.

Sgnificant geographic varigbility exigts in terms of back-up obstetrical care for high-risk pregnancies.
M oreover, continuity of care is of particular concern in the rurd areas of the State. With its Sgnificant
concentration of speciaty and subspecialty care resources, Little Rock provides clinics for women with
medicaly high-risk pregnancies. Communitieswithspeciaistsinobstetrics/gynecol ogistsand Pediatrics a so
exig inregions of the State | ocated one to three hours driving distance from Little Rock. Hospitasinthese
communitiesprovide care for moderately at-risk mothersand infants. In other communities, many women
receive ther prenatal care from family practice physicians. Referra to specidty care in these cases is
dependent on the practice routines and preferences of the community physician.

Servicesand Systems Financing

The ADH fundsthe provisionof direct perinata health services. Prenatal care for low-income womenliving
ggnificant distances from the Little Rock areais provided through public hedlth departments, community
hedlth centers (about 30 statewide), and AHECs. Approximately 45 nurse practitioners “circuit-ride’ to
locd hedthdepartment prenata dinicsin68 of the State’ s 75 counties. The MCH section has developed
amaternity record that incorporates risk assessment and care planning condstent withassessed risk. Two
obstetricians (the M CH director and another) inthe ADH provideconsultationfor these nurse practitioners
and asss with referrds to specidty centers, as appropriate. Approximately one-third of al pregnant
women in Arkansas recelve some of their prenatal care from aloca hedth unit each year. No funds are
specificdly dlocated for maintenance of a perinata services systembeyond the support of thesedlinics, the
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resources used to gaff the Governor’s Perinatal Advisory Board, and funds that support the annua
educational conferences.

Approximately 48 percent of al birthsin Arkansas annudly are paid for through Medicaid. Arkansas has
a 1915(b) waver and has implemented a Statewide primary care case management (PCCM) program
known as “ConnectCare.” Participation in ConnectCare is mandatory for persons eigible for Medicaid
based on TANF or TANF-related categories, SSI/SSI-related categories, and PWP/SOBRA.
Beneficiaries in this program must choose a primary care physician to coordinate their care. Following
passage of the 1989 Omnibus Budget Reconciliation Act (OBRA '89) statutory changes in the wdfare
program, Medicaid increasedfinancid digihility criteria for pregnant womenin Arkansas and infantsto 185
percent of the federd poverty level. Two yearslater, however, thisdecison wasreversed dueto Medicaid
budget shortfals. Financid digibility criteriais currently set at 133 percent federa poverty leve.

Arkansas requires targeted case management (generaly limited to medica as opposed to socid case
management) for Medicad-digible pregnant women, provided by a woman's physician or nurse
practitioner. Beyondthe PCCM program, Medicaid servicesarepaid for on afee-for-servicebasis. ADH,
through a memorandum of agreement with Medicaid, establishes guiddinesfor maternity, family planning,
and child hedlth services provided by the locd hedth units. Otherwise, ADH does not participate in
standard-setting efforts by Medicaid related to perinata care.

Medicaid has set reimbursement rates at about 80 percent of Usud and Customary Rates, which is about
the same as payment rates within the commercia sector. Reimbursement rates are reported not to limit
private sector involvement in providing care to Medicaid beneficiaries.

The PCCM FFS arrangement has had asgnificant, podtive impact on the hedth department’ s resources
and women’s accessto care. Medicaid pays for care coordination and other enhanced services in the
hedth department and UAMS dinics. It reimburses locad hedth departments for enhanced prenatal
services, induding case management/care coordination, and a specia package of educationd services. The
locd hedlth departmentsaso are reimbursed by Medicaid for identifying and enralling digible women, and
for linking them witha PCCM. This arrangement is perceived by the MCH section to be an effective
partnership. The volume of hedlth department-provided prenatal care has not decreased noticegbly, a
trend noted in many other States. There has, however, been adedineinvidtsto loca hedth departments
for EPSDT services, the MCH section presumes that the reason for this decline is that children are
increasingly receiving their care in the private sector.

Data Sour ces and Accountability M echanisms

The ADH'’s Center for Hedth Statistics analyzes hospitd discharge and PRAMS data. 1t dso links birth
and death certificates (birth certificates are dectronic in some facilities), and link Medicaid data (available
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sporadicaly) with birthcertificates. Dataare andyzed at the State agency by county, and are shared with
the local hedlthdepartments. Public reporting of county-level dataisdifficult, because certain countieshave
only one hospital, and pinpointing the hospital of ddliveryistoo transparent. Specific attention is given to
concerns related to timing of entry into prenatd care. Currently, the health department does not receive
datafrom any managed care plans, and, to the best of their knowledge, neither do other public agencies.

Another important source of data is the Arkansas Reproductive Heath Monitoring Sysem (ARHMS).
This system has been in operation for about 15 years, funded through a variety of sources induding the
CDC, the State hedlth department, and UAMS. A large CDC grant was obtained in 1997, extending
ARHMS to become a Center for Birth Defects Research and Prevention. The Center identified the
Arkansas neurd tube defect rate as one of the highest in any State. As adirect result of these findings, the
Stateis conducting a vigorous public awvareness campaign for the use of fdlic acid. Thecampaignisajoint
project of UAMS, ADH, March of Dimes, and severd private companies.

The MCH section directs sgnificant attention to perinatal services monitoring through their data andyss
and disssminationactivities. The ADH recently hired an epidemiologist, and is putting more resourcesinto
building data infrastructure. It has begun severd projects that include evauating the Campaign for
Hedthier Babies and compiling perinatal hedth status indicators into a county resource book. Other
projects include linking the Medicaid cdlam filesto birth certificatefilesto enable an evduation of the births
paid for by Medicaid and linking the ADH Management Information System data to birth certificates to
enable an evauation of patients obtaining prenatal care at dinics of the ADH (Arkansas Title V Block
Grant, 1998).

Facility and hospitd care monitoring occurs primarily through the Joint Committee on Accreditation of
Hedlthcare Organizations process. The State Facilities Services Divison of ADH reviews 5 hospitals on
an annud basis, and conducts reviews when a complaint arises. Obstetrical Department gaff in most
hospitals meet monthly and review concerns related to perinatal care.

In the last four years, the State began implementing ASPIRE, a strategic planning process undertaken at
the locd leve. The core public hedthfunctions werereviewed, and attention was drawn to data needs. It
is hoped that mgor datainitiatives will evolve with more resources.

Thereisadgnificant movement inthe State to promote community/county needsassessments. Assessments
wereimplemented first in Boone County, usngtools originaly developed for use in Missouri and adapted
for Arkansas. Seven countieswill begin this process once the Boone County pilot is complete. Two of the
seven planned county assessments will be conducted under the auspices of the TANF Trangtion
Employment Assistance (TEA) codition, and five under the directionof the hed th department. Sinceeach
county hasa TEA codlition, many hedthdepartmentsare looking to these entitiesto provide structureand
leadership for making decisons related to community-based systems of care. All TEA Codlitions have a
strong interest in adolescent pregnancy and parenting in that the State Department of Human Services
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counts these health concerns as a high priority for use of newly redized funds. Many of these coditions
aso have alocd interest in perinatd services for teens and other pregnant women.

Changes, Challenges and Opportunities

With respect to dinicd care, the perinatal services system is reported to be “stable,” in that no major
changeshave occurred dtering referra or care patterns. Corporate shifts, mergers, and buyoutsof hospitds
are occurring, but there are few problems related to hospital closures or other smilar issues.

The StateM CH sectionisconcerned about severd specific women' sand perinata hedthissues. The LBW
rate has not changed, and remains high, a 8.9 percent of birthsin 1998. Screening for chlamydiais now
occurring at family planning and prenatal care visits, and screening datawill be used to assess performance
on reducing the rate of preterm births. Substance abuse among pregnant women is a serious concernin
Arkansas, but resources for treetment historicaly have been very limited. State funds were recently
alocated to enhance availahility and access to treatment servicesfor pregnant women. Postneonatal degth
rates are higher thanwould be expected, even with adecline in SIDS degths. Of concern is the continued
exigence of diarrhed disease among infants, in particular, those living in the Missssippi Delta area.
Focused educationand provison of e ectrolyte solutions has beenundertakenwithassistancefromCDC.
A new datewide Infant Mortdity Review initigtive supported by the federd Maternd and Child Health
Bureau is under way.

Further, the popul ationof immigrantsis growing, composed largely of Spanishspeaking peopl e, particularly

Mexicans. The hedlth department is developing customized services for this population, using trandators
and bi-lingual nurses and nurse practitioners.

12



A Look Into Colorado

In Colorado, 59,577 births occurred in 1998 to the 886,562 women of reproductive age (15-44). The
overal percentage of women who began prenatal care in the first trimester was 82.2 percent in 1998; it
was 87.9 percent among non-Hispanic White women, 76.2 percent among Black non-Hispanic women
and 68.3 percent among Hispanic mothers. Colorado had an infant mortdity rate in 1997 of 7.0, Smilar
to the U.S. rate. The State, LBW rate, however, was 8.6 in 1998, much higher than the U.S. rate of 7.6
(arae of 13.3 for infants of non-Hispanic Black mothers); the VLBW rateof 1.3 percent (3.0for infants
of non-Higpanic Black mothers) was smilar to the U.S. rate.

Colorado’s Department of Public Hedth and Environment (DPHE), the Family and Community Hedlth
Services Divison, isrespongble for administering the State’ sMaternal and Child Hedth Block Grant and,
thus, accountable for perinatd hedth within the State. The Department is decentralized, with much of the
public hedlth activity directed at the county level. The State Maternal and Child Hedlth (MCH) program
makes Title V monies available in selected areas for agencies such as loca hedth departments or
community nurang agencies to conduct work including (but not limited to) needs assessments on perinatal
care within their communities. Loca areas aso seek funding from other sources for needs assessments
related to perinatal hedlth care.

Managed care has a strong presence in Colorado; the HMO market penetration rate in 1997 was 34
percent, and the PPO penetrationrate, 23 percent. Itisgrowing a amoderate rate, with an average yearly
growth rate of 24 percent for HMOs from 1995 to 1997. Mandatory Medicaid managed care was
implemented about 4 years ago, and 75 percent of dl enrollees mugt be in managed care plans by July
2000. Currently, 60-65 percent of al Medicaid clients are estimated to be in managed care plans, but this
figure varies geographicaly based onthe availability of managed care providers. In rurd areas, managed
care's penetration is dmost non-existent, dthough there is a plan which includes dl community health
centersin rura aress.

The Organization of Perinatal Services

There is an informd organization of perinatal services in Colorado and limited involvement of the State
MCH program, whether through legidation, policies, regulation or coordination. The perinatal services
system is primarily driven by established relationships and referrd patterns among individud providers,
market forces, and managed care organizations (MCOs).

The Colorado Perinatal Care Council (CPCC) was established in 1976 by Governor Lamm in response
to a DPHE recommendation in the 1975 Colorado Hedlth Systems Plan Framework, and plays a major
role today in planning and coordinating statewide perinatal hedlthcare ddivery. Hospitas (levelsl, |1 and
[11), professiona organizations, and consumers are represented on the CPCC.  In addition to hospitds,
CPCC has adiverse and representative membership of hedth care providers, educators, ancillary heslth
workers such as a registered dietitian and socid workers, consumers, universty faculty, and insurance
representatives. CPCC receivesits primary funding from voluntary contributions based on the number of
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births in each hospitd. The State hedth department provides some support for the infrastructure of the
perinatal hedlth system in the form of a coordinator from the CPCC who is housed in the MCH office.

A mgor activity of the CPCC is the development and periodic revisonof guiddinesfor levels of obstetric
and newborncare. Thelevelsof carein Colorado follow thetraditiond definitioninwhichaLevd | facility
provides basic care, Leve 1l offers speciaty care, and a Leve 111 facility covers subspecialty care.
Desgnation of levd of careisvoluntary, dthough asubcommittee of CPCC asssts in the identification of
Leve Il and I11 facilities. Hospitals that choose are asked to complete a designationquestionnaire based
manly on the AAP/ACOG Guiddines for Perinatal Care. They then sdf-desgnate a specific leve.
Each participating hospital submits thisinformation to a CPCC subcommittee, which agrees or disagrees
with their designation, and recommends changes needed to meet the criteriafor the self-designated leve,
asnecessary. Becausethis processis voluntary, there is some blurring of the digtinctions between Leve
Il'and Il facilities. The CPCC currently designates 17 hospitasasLeve 1l facilities, and 9 asLevd IlI
fadlities

Specidized perinatal services tend to be clustered in the larger metropolitan aress, particularly in Denver
and Colorado Springs.  Colorado’ sninetertiary centersrecaive referrals fromthe entire State, depending
on the complexity of the mother’ sor newborn’scondition. Leve 1 facilitiesin Colorado receive referras
from the surrounding geographic areas.  Patients from Grand Junctionrequiring tertiary care also may be
sent to Denver, or to Sat Lake City, Utah, dthough referrds to the latter are infrequent. Patients from
surrounding States (Montana, South Dakota, Wyoming, Nebraska and Kansas) are referred to facilities
in Colorado. These out-of-State referrals are based on provider-to-provider relationships.

Each fadlity establishes policies and procedures for the transtion of care between providers and
ingtitutions. Geographic barriers are a concern, especidly with regard to access to risk-appropriate care.
High-risk care is available to women if they can drive to it, and if they have a payer source. EMSiis
extensvely involved in ground trangports. Air transports are arranged by the receiving inditution.

Problems with accessto perinatd care were noted for undocumented women and low-income wormen.
Culturd barrierswere aso noted for Hispanic women, the largest minority group in Colorado, particularly
with regard to obtaining prenatal care in the absence of complications.

Servicesand Systems Financing

The Colorado DPHE has no role with regard to perinata care provided by commercia managed care or
coverage of care by commercid indemnity insurance. There is aso no insurance legidation or State
guiddines or regulations relaing to the content or coverage of perinatal care. The State MCH program,
however, has been involved in the evolution of the Medicaid managed care program and the coverage of
perinata care within it.
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The Colorado Medicaid programingtituted mandatory managed care about five years ago. There are Sx
managed care organizations (M COs) that providedinica prenatal careto enrolled women. In areasof the
State where managed care plans and providers are available, Medicaid enrolled women must be in
capitated managed care plans. Feefor-service arrangements, however, are dlowed in areas where
managed care plans are not available. Women are required to choose a primary care gatekeeper or an
HMO to receive benefits. The Medicaid dligibility criteriain Colorado is the federaly mandated 133
percent of the federd poverty levd.

Medicad managed care indituted some minimd guiddines in contracts regarding perinata care. State
MCH daff participated in drafting these guidelines, but report that the guidelines are not as strong as they
had hoped. While MCH saff expressed concerns about qudity of care, managed care representatives
focused more on financing. However, a mechanism for quality assessment (QA) was developed in
Medicad, and the Medicad officeis currently conducting a QA perinata study evauating risk assessment
and referrals.

The State evauates HM Os using Medicaid HEDIS measures such as the month of pregnancy awoman
initiates prenatal care, the number of prenata vistsshe completes and her outcome of pregnancy (induding
gedtationd age and birthweight). MCOsare concerned about being assessed negatively based on women
who enter into care lae in their pregnancies. Late entry into care may be duein part to some systemic
problems with the third-party enrollment broker system that the Medicaid program initiated in 1998.
Under this system, before awoman can be fully enrolled inan HM O, she heedsto completethe Medicad
enrollment process. The Medicaid certification process sometimes takes 4-6 weeks, even in the best of
circumstances, when awoman actively follows through the process.

Case management isa bendfit of Medicaid for high-risk women, under the program called “Prenatd Plus.”
The Prenatal PFlus Program is designed to complement medica care by addressng psychosocia and
behaviord risk. Prenatd Plusisaprogram that reimburses case management servicesfor pregnant women
at risk for low birth weight. “Specid Connections’ dso is a Medicaid program, which provides case
management and outpatient treatment for substance-using pregnant women. The State has undertaken
efforts to educate providers about the Prenatal Plus Program, and increase provider enrollment init. One
MCO has recently sgned a Memorandum of Understanding to participate in the Prenatd Plus Program,
another is close to doing so, and talks have begun with athird MCO.

Although Medicaid reimbursement for the medica components of prenatal care and labor and delivery is
generdly considered to be adequate, State M CH gaff arevery concerned about the viahility of the Prenatal
Plus Program, because paymentsonly cover 33-38 percent of the costs of services, and providers cannot
continue to function a thisleve of reimbursement. Loca sites currently have to pick up the remainder of
the costs.

With the implementation of Medicaid managed care, the University of Colorado has steadily been losing
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its dient base and referrd function as women, provided with more options, are increesngly using private
providers for perinata care. Another hospita in Denver has made in-roads into the University’s historic
outreach function: one perinatologist there has marketed the hospita’ sservices, particularly to patientsfrom
Wyoming. The Univerdty istrying to retain its current and recover its former dlientele, which isimportant
to itstraining function.

Data Sour ces and Accountability M echanisms

The State has many data sources currently used to informprogrammetic activities. Vitd statisticsdataare
used to specify Title V block grant indicators, and to assess hirth weight specific mortality, and the
occurrence of very low birthweght (VLBW) births by birthsteto eva uate whether or not these high-risk
births occur infadilitieswiththe appropriate level of care. Linked birth and infant degth certificatesareaso
used for child mortaity and materna mortdity reviews. Hospita discharge data provide the most detailed
information about births occurring at appropriate leves of care; a separate “complications database’ is
available. The hospitd discharge database isnot currently linked to vital records, but will bein the coming
year. Colorado participatesin PRAMS, and just received thefirst year of datafrom the system. The State
plans on incorporating these datainto the State planning process, and is working with the hedth gatistics
unit to distribute PRAMS data to a wide audience. Although the State participates in BRFSS, no
information is obtained from the survey related to perinatd hedth.

Data from MCOs or other insurance companies are not routingdy collected. More useis recently being
made of Medicaid data (especidly by the demographer for the M CH office). Thesedataare being linked
to vitd datisticsdata, dthough there have been some problems regarding this linkage. Studiesof perinatal
hedlth have been conducted in the State and include one on the cost of births among Medicaid patients
participating in Prenata Plus, and another using more sophisticated andyses to determine the multiple
causesof LBW inColorado. The DPHE islooking more and moretowardsconducting statewide analyses,
using county-specific data.

Changes, Challenges and Opportunities

The organization of the perinatal system in Colorado is reported to be based on established provider
relationships. Itisconsdered to bevolatileinthat shiftsin market forces, particularly dueto managed care,
influence these provider reationships. The organization of perinatd services, as noted earlier, is largdy
focused on the newborn, and care for the mother is seen as important primarily as it relaes to the
newborn’'s hedth. Further, there are questions about materna transports versus transporting newborns.
In particular, there is concernamong M CH gtaff that maternal transports, athough occurring, may not be
a priority, and that barriers to transport still exist. Also, because of the loose, unregulated nature of the
system, State MCH gaff also express some concerns about both medical and psychosocia care, and a
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lack of appropriatereferras. The medical aspects of care are often addressed but the psychosocid ones
may not be.

State MCH gaff aso have concerns regarding low-income and undocumented or non-citizen women's
financid accessto perinatal care. Medicaid digihility for pregnant womenreaches only 133 percent of the
federa poverty line, and is not likely to increase unless the State is federaly mandated to do so. Further,
the number of undocumented immigrant dientsin Colorado isincreasing, resulting in questions of how to
pay for their hedthcare since Title V dollarscover alimited number of patients for prenata care only, and
Medicaid emergency care covers only deliveries. The hedth department is encouraging the establishment
of community funded resources, and encouraging loca communities to work with employers to fund
maternal and child hedlth care for their employees. Continuation of the Prenatal Plus Program is dso
uncertain because of the low levels of reimbursement for services provided as part of the program.

The State has recently undertaken a study to evauate the causes of LBW. In addition, statewide efforts
have beeninitiated by the Colorado Gynecologica and Obstetrical Society to prevent pretermbirths. This
effort addresses the medica aspects of preterm births through education of providers, brochures for
patients, and a public service campaign. The Colorado Gynecological and Obstetrical Society has a
website on preterm birth prevention <http://www.cdphe.state.co.ushs/gis/preemie.asp> linked to the
Colorado hedlth department.
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A Look Into Connecticut

In Connecticut there were 43,820 births among the 714,845 women of reproductive age (15-44) in1998.
Overdl, 88 percent of mothers began prenatal careinthe firs trimester. The percentage of early userswas
much greater among non-Hispanic White women (91.3 percent) than for non-Hispanic Black (79.4
percent) or Hispanic (78.2 percent) mothers. Connecticut had aninfant mortdity rate of 7.2 infant desths
per 1,000 live births in 1997, the same as the rate for the nation. The State d'so had aLBW rate of 7.8
(13.3 for non-Hispanic Black hirths), smilar to the U.S. rate of 7.6, but its VLBW rate of 1.7 (3.8 for
non-Hispanic Black births) was higher than the U.S. figure of 1.4 percent.

The Connecticut Department of Public Hedth’s Bureau of Community Hedlth, Divison of Family Hedth
Services, adminigers the State's Title V Maternal and Child Hedlth Block Grant Program. It is a
decentrdized agency, with much of the authority for health located at the local level.

Connecticut has a moderate amount of managed care. HMO market penetration in 1997 was 37.6
percent, and PPO penetration was 13.0 percent; the yearly rate of growth of managed care penetration
from 1995 to 1997 was 33.7 percent.

The Organization of Perinatal Services

Inthe 1970s, avoluntary system of regionalized perinatal servicesinthe northerntier of Connecticut, called
the University of Connecticut Regiona Network Perinatal Program (UNICORN), was developed at and
coordinated by the Univergity of Connecticut Health Center (Richardson 1995). TheUNICORN program
was formdly disbanded in the early 1990s. Although this system no longer exigts formaly, its higtorica
remnantsremain, undergirding the current organizationof perinata servicesin the State. Today, however,
the system isincreasingly influenced by managed care contract arrangements.

As part of UNICORN, leaders from the University of Connecticut Health Center and John Dempsey
Hospital convened providers and representatives from facilities to adopt standards of perinatal care and
principles of systems organization and to establish referral arrangements. The northern part of the State
(based around Hartford and Dempsey Hospitas) initiated this process, and the southern tier (Yale, New
Haven) joined abit later. Thetwo Hartford-based hospitals served asthe “hub” of the informa system. The
central role of these two hogpitdlswaslogt in the early 1990s when, as noted above, the program was
formally disbanded in large part because the initiating director |eft the program.

Connecticut has 31 birthing fadilities, of which 30 are acute care hospitals and one is ahbirthing center. This
number has remained congtant for sometime. Thereisno forma designation of levels of careamong these
fadilities, dthough thereis sdf designation of levels based on genera nationa standards of practice, and the
traditiond three levels of care. The Connecticut Department of Public Health licenses hospitals, but does
not specificaly license obstetric services or NICUs. There are a number of specidty centers, the largest
of which are Hartford and Y de, New Haven Hospitals . Bridgeport aso has atertiary center.
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Standards of care developed by UNICORN were adopted by dl the ingtitutions to various degrees over
the active phase of the project (1970s and early 1980s). Thereis no ongoing monitoring of implementation
of these standards, however. Nonethdless, referrad patterns and standards remain consistent with
agreements that developed through that effort, guided by understandings between hospitals.

There are no forma arrangements for regiondization or collaboration among Connecticut’s neighboring
States, dthough depending on managed care contracts, Some care may be provided in New York or
Massachusetts. This care is often arranged by a doctor's special waiver request to a managed care
organization (as appropriate). Usudly the managed care organizations (MCOs) prefer to keep service
provison in the State, though some plans do have tri-State arrangements.

The State public hedlth department “does not have much of arole’ in organizing the perinatd services
system, and this has been the case for some time. According to the MCH Director, this Stuation isduein
part to the fact that the health department is not involved in direct care, and thus is hesitant to be directive
about perinata systems. Mogt of the State hedlth department’ s influence occurs through information and
educational activitiesin collaborationwiththe State chapters of the American College of Obstetricians and
Gynecologigts (ACOG) and the American Academy of Pediatrics (AAP) (for example, the M CH program
co-sponsors conferences at which they share educationa materids and make presentations), and through
andysis of vitd gatistics data

Other groups that are very influentid in the perinatal hedlth care arena include the professional medical
societies, aswell as the Connecticut Hospital Association, which isastrong lobbying group.
The Univergity of Connecticut Hedlth Center and Y de have long provided leadership.

A system of transport was established with UNICORN in the 1970s, which includes protocols and
procedures and periodic educationa sessions. It appearsto continue to be functioning consstent with the
practices and procedures established early on. Payment for trangport is through third party insurance.
Transport neither was nor currently is monitored by the State. Discussions are currently being held about
back transport, and whether ababy should be transported back to alocal hospita or directly home. Since
managed care plans have to pay for transport if they transfer a baby to a hospital, they more routindy
discharge directly to home, whenever possible. EM S does not appear to be formaly involved at the State
level in these trangport arrangements, athough State staff suspect that it is at the loca level.

The percent of births with very low birth weight for 1996 who were delivered at fadilities for high-risk
deliveries and neonates was 82.2. Given relatively constant percentages in recent years, only smal
improvements are expected in the near future.

Across Connecticut, access to care is a chalenge in both rura and urban areas. Because of low

population concentrations, there are rura areas where provider access is scarce or inconsgent due to
buyouts of amdl hospitals or M CO contract changes, and whereit may sometimesbe difficuit to determine
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relationships among facilities. It is possble that, insome parts of the State, pregnant womenhave to travel
some distance to find aparticipating physician. Transportationbecomesabarrier, especidly if acar isnot
available. Public trangportation for these areas is nearly non-existent, and sometimes there may be only
onetaxi company for the entire county.

Services and Systems Financing

By dtatute, the State is respongble for providing “subsidized nongroup hedth insurance products for
pregnant women” (Sec. 19a-7¢) and “Medical Ass stancefor Needy Pregnant WWomenand Children” (Sec.
17-134u). Connecticut has a statewide Medicaid managed care program, in which al persons with
TANF/TANF-related, SSI/SSI-related (withfamily digibility) and SOBRA Medicaid digihility must enrall
in an HMO. The State HMO contract requires participating plans to provide non-emergency
trangportation, screening for high-risk pregnancies, and outreach to pregnant women who have not been
to the doctor in three months. In addition, dl HMOs have voluntarily implemented specid pregnancy
programs, smilar to those provided for their commercid enrollees.

Expanded prenatal care services are built into the Medicaid managed care contracts. Arrangements with
public providers who offer enhanced services (such as community hedth centers and Visting Nurse
Associations) are encouraged inthe Medicaid program. The Stateisnot Sgnificantly involved inmonitoring
the system, dthough a amdl study related to perinatal care was conducted by Quaidime, a peer review
organiztion. A Medicaid Managed Care Council, legidated at the initiation of Medicaid managed care,
focuses primarily on issues related to al aspects of Medicad managed care. Specid attention has been
given by this group to ord hedth and behaviora hedth, but not to perinatal care.

Medicaid managed care reimbursement rates gppear to be “higher than in many other States nationdly,”
whichprobably reflectsthe high cost of living in the State. Asagenerd rule, there is no fee-for-service in
Medicaid, but some specia populations (e.g., children who are wards of the State) and some services
(Zeroto Three Infants and Toddlers program services, ora health services) are carved out.

The MCH gaff of the hedlth department run severa targeted programs to improve the hedlth of pregnant
women and their infants, in collaboration with local providers. Hedlth services have not been ddivered
directly by the public hedlth agency for over twenty years, but grants are givento loca hedthdepartments
to develop enabling and wrap-around services. The State's Hedlthy Choices for Women and Children
(HCWC) program provides access to primary and secondary prevention services related to the risks of
acohal, tobacco and other drug use. The larger community hedlth centers offer comprehensive perinata
programs, which provide medica care during the prenata and postpartum period oftenusing amidwifery
model, and include case management, nutrition, psychosocid, and other enabling and support services.

The Infant Mortality Action Plans Programs, started inthe mid 1980s, arelocated indifferent Sites with the
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highest infant mortdity ratesin Connecticut, to address community-level issuesto decrease infant mortdity,
by bringing local hedthleadership together. They weretrangtioned in thelate 1990sto becamethe State' s
FIMR program, focusing on the development and integration of the loca public hedthinfrastructureinthe
community. The State's Fetd and Infant Mortdity Review programs, operating in seven high-risk
communities, are expected to play an important role as they develop further.

Data Sour ces and Accountability M echanisms

Connecticut gives priority to MCH survelllance through activities such as Pregnancy Related Maternd
Mortdity Review, Fetd and Infant Mortdity Review, and vitd Satistics data collection and andysis. Title
V funds support an epidemiologist in the Office of Program Planning and Evauation. Most analyses
undertaken focus on udng vita gatistics data to report Title V' performance indicators. In addition, the
hedlth department reviews some hospital discharge data, caled CHIME. These data are owned by the
Connecticut Hospital Association, and the State health department’ s access is limited to the data that it
purchases. The Connecticut Medical Society has a longstanding arrangement with the State hedlth
department to conduct materna mortaity case reviews. Thereisno PRAMS in the State, Since the State
was unable to provide matching dollars and the staffing required by CDC. Connecticut does, however,
add perinatal-specific questions to their in the Behavioral Risk Factor Surveillance System survey.

Changes, Challenges and Opportunities

The entire health care market in Connecticut appearsto bein agate of flux due to the growth of managed
care, aswdl asto mergersand buyoutsamong Connecticut’ s hospitas. In terms of perinatal services, this
uncertainty raises severa points of concern. Firg, it ispossible that with hospital buyouts, there ultimately
may be fewer hospitals ddivering babies, a concern in terms of access to risk-appropriate care, aswel as
training of providers. As noted above, access to care, epecidly in rura aress, dready appearsto bea
problem. Despite the very fluid Situation, the MCH program staff do not perceive that patterns of care
have changed significantly, No specific strategies are being developed by public hedth at the State level
to address anecdotal concerns; they are watching for documentation of the existence of systems problems.

Some loca providers and congtituents have been vocal advocates about issues specific to perinata care,
and greater awareness of rdevant issues among legidators has been noted. Some new legidation was
drafted concerning newborn hearing screening, newborn HIV screening, and perinatal HIV screening of
women. Nevertheless, according to the MCH Director, “ perinatd hedth issues are smply not a priority
atthistime.” The Connecticut Department of Health hasidentified the prevention of mortality and morbidity
related to cancer, cerebrovascular disease, cardiovascular disease, and injuries as priority areas. In
addition, the ederly, women, and multicultura hedlth have been targeted as areas of specid interest.
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A Look Into Georgia

Among Georgia s 1,820,952 women of reproductive age (15-44 years), 122,368 births occurred in 1998.
Overdl, 86.4 percent of mothers began prenatal care in the first trimester, but only 79.4 percent of non-
Higpanic Black and 78.2 percent of Higpanic mothersdid so, comparedwith91.4 percent of non-Hispanic
White women. The infant mortality rate in Georgia was 8.6 infant desths per 1,000 live births in 1997,
much higher than the U.S. rate for that year. The State also had a higher LBW (8.5 percent) and VLBW
rate (1.8 percent). However, the respective rates for non-Hispanic Black mothers (LBW 12.7 percent
and VLBW, 3.0 percent) were close to the U.S. rates.

Georgia s Divison of Public Hedth has a decentraized structure, with significant activity occurring a the
local hedlthdepartment leve; direction, coordinationand monitoring activitiesoccur at the State level. The
State' s Title V Block Grant is administered through the Department of Human Resources, Division of
Public Hedth (DPH), Family Hedlth Branch (FHB). Muchof the organization of perinatal health services
iscoordinated under the auspi ces of the Women’ sHed thSection. DPH isdill in the Department of Human
Resources, but may ultimately become part of a new department. The State created a new Department
of Community Hedlth in 1999, whichcombined dl of the *hedlth care purchasers’ -- the Medicaid, State
Hedlth Planning, and the State Insurance Agencies - in an effort to facilitate planning.

Managed care plans in Georgia operate primarily in the Atlantaarea. Penetration islow overdl, but the
FHB gaff expect it may increase. In 1995, HMO penetration was 8.2 percent statewide (versus 20
percent nationwide). In 1990, there were two HMOs in the State; as of August, 1998, there were 18
HMOs, with 1.6 million enrollees. An additiona 2.2 million individuas were enrolled in other managed
care plans (PPO useishigh in Georgias rurd areas) (ANF/Urban Ingtitute, Highlights, December 1998).
Notwithstanding this overal expansion of managed care, some managed care organizations (MCOs) are
reported to have dropped out of the State market of late.

The Organization of Perinatal Services

Regiondization of perinatal care has a relatively long history in Georgia, going back to 1972, with
enactment of legidation establishing the Council on Maternd and Infant Hedlth to serve in an advisory
capacity to the Department and Board of Human Resources. A formaized regiond system of perinatal
services was developed soontheresfter based onthe firgt editionof Toward Improving the Outcome of
Pregnancy.

The Council on Materna and Infant Health (also referred to as the M and | Council) issuesthe document
“Recommended Guiddinesfor Perinatal CareinGeorgia.” InMay 1999, the Council released the second
edition of these guiddines, which are “intended to be a blueprint for a State perinatal hedlth care system.
. . [that] must provide for coordination and direction at the State level and for responsibility for problem
solving at the locd level.” These Guiddines detail a “drategy for action” for the perinatd regiondized
system, specific recommendeations for dinicd care throughout a woman's reproductive course from
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preconceptionto postpartum care (for both thewomanand infant), hospita guiddines, transport guidelines,
and specifications for levels of care, induding definitions, organization, fadlitiesand personnd. Inaddition
to creation of standards, specified statutory roles of the Council include providing oversight of
implementation of the standards, establishing indices to determine system effectiveness, and aiding State
agenciesin coordination with locad community effortsrelated to maternd and infant health concerns. The
Council implements some of these roles through a variety of vehicles, such as guiddines dissemination.
Overdight of standards, however, has long been opposed by the State's Hospital Association.

The FHB of DPH officidly identifies Sx of the State's subspecidty ingdtitutions as Regiona Perinatal
Centers (RPC). These RPCsreceive funding from the DPH and have specific responsibilities for working
with the other hospitas and providersin their geographic catchment area related to outreach, transport,
nutrition/WIC services, and perinatd education for basic and specidty birthing facilities. The centersaso
operate developmenta follow-up clinics for graduates of their NICUs.

Origindly, four regiond perinatd centerswere designated with defined geographic catchment areas based
on the concentration of births statewide; afifth area and center was added within afew years. 1n 1994,
agxth center was designated in the southwest corner of the State. The six regions include the cities and
their surrounding areas of Albany, Atlanta, Augusta, Columbus, Macon and Savannah.

The regiond perinatd centers heretofore have operated independently of Georgia's 19 public hedth
digricts. The gaff of the Women' s Hedlth Section within the FHB , however, are currently working to link
operation of these two entities in order to build capacity at the regiona level so that more regiond leve
planning can occur. Service patterns statewide currently depend on hospita and payor (managed care)
contract arrangements. The FHB staff haveworked hard (and effectively) over the past few yearsto adapt
the configurationand definition of the regiona schema to address many changing needs and issues, related
to increase in managed care, increase in the number of Medicaid providers, and increase in Medicaid
payments. The shift has been greatest in the Atlanta metropolitan region.

Georgia identifies its hospitals according to three levels of perinatal care: Basic, Specidty (relates to
neonata component specificaly), and Subspecidty (includes "wrap around” services above and beyond
the capability for special procedures, induding transport, educationa components, socia support, nutrition
sarvices, etc.). Desgnaion of leve of care is by self-assessment. The office of State hedth planning
providesasurvey usngthe Materna and Infant Hedth Council guidelines as the tool to measure services.
There are gpproximately 103 birth facilities Statewide; about 19 are designated as subspecidty and 20 as
specidty hospitals. Not al facilities within a single category, however, have the same capabilities.
Moreover, a sgnificant oversupply of hospita beds is noted in the Atlanta area, as well as a high
concentration of subspecidty facilities.

RPC dfiliations affect high-risk patient referra patterns. Each RPC operatestwo 24-hour consultationand
referra hotlines, one for materna concerns, and the other specific to neonata inquiries.  In addition, the
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RPCshave agreements with basic and specidty hospitalsin their regions reated to transports of mothers
and infants. Use of the EMS system for perinatal transports is the preferred means of transport, in part
because extensve guiddinesareinplacefor them. On occasion, however, private ambulance companies
are used; these companies have generdly not been known to adopt or implement the guiddlines. On
average, 2000 neonata and 1800 to 2000 maternd transportstake place each year. Transport data (and
oversght) are only available within areas surrounding the six perinatal centers.

The FHB in the DPH has maintained aleadership role since the inception of the State's organized perinatal
care sysem, exercisngitsinfluencethrough the funding and contractud arrangementswiththe RPCs. The
FHB, based on the authority established under these contracts, uses the “ Recommended Guidelines for
Perinatd Carein Georgid’ to articulate core requirements for the RPCs, and is working to enhance and
expand RPC qudity assessment roles. Although the “Recommended Guiddines for Perinatal Care in
Georgia’ serve as standards for the RPCs, they are not used as officid sandards for al birthing facilities.

Beyond the gt&ff of the FHB, many other organizations and entitiesplay mgjor roles in the organization of
perinatd services. The Council on Maternd and Infant Hedlth, whichincludes 17 individuds (physicians,
nurses, hospital adminigtrators, educators and consumers) appointed by the Governor, serves as afoca
point for much but not dl collaboration. The Council makes recommendations and serves as an advisory
council to the divisons and departments around maternd and infant health issues. While the MCH aff
report that the Council was not very active in the 1970s and 1980s, it has become much more so of late.
The Council meets monthly, and has an Executive Director and one gaff member. FHB dtaff recently
collaborated with the Council and its gaff to update the perinata guiddines to be consstent with current
technology and other contemporary perinatal care concerns.

The Council has forged strong relationships with professona and organizationd congtituencies. While
neither the FHB gtaff, the Hospital Association nor the State's Hedlthy Mothers, Healthy Babies Codition
are members of the Coundil, they and others routindy attend and participate in Council mesetings. The
Hospital Association, the March of Dimes, and the Hedthy Mothers, Hedthy Babies Codlition have a
grong voice in ddiberating perinata careissues. Neither the State Medica Association nor its obstetrical
and gynecologica section, however, are proactive in this arena inditutionaly. Nonetheless, there is
sgnificant interactionamong the members of these organizations onanindividud, interpersona bas's; much
of this interaction involves relationships established through the RPCs.

While the guiddines for RPCs apply equdly across the State, access to care in general varies
geographicadly. Thereis alimited array of services and expertise of providers in some areas, even for
performance of cesarean ddiveries. The capabilities of Basic level hospitals are limited, and this is
especidly aconcern in the Southwest corner of the State, where dl facilities (except the newest RPC) are
classfied asthe basic levd.
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Services and Systems Financing

As noted above, the Georgia DPH funds the RPCs for systemadministrationand coordination and some
clinica services. Over the years, funds supporting the RPCs have been alocated from various sources,
induding the Title V M CH Block Grant. Most recently, State funds ($20 million in 1999) have been
matched with Medicaid dollars (at a 60/40 rate for services) to support the RPCs through the provision
of inpatient services, outreach education, trangport, and administration of the system.

Medicad digihilityfor pregnant womenwas expanded to 200 percent of the federa poverty levd inMarch
1999. More than hdf (55 percent) of dl birthsin Georgia are now covered by Medicaid.

However, there is concern about the disincentives for referra of Medicaid-enrolled high-risk pregnant
women to subspecidty centers, asagloba feeis paid to the physician who performsthe ddivery. Thisis
especidly a concern if neonates are transported when a materna transport may have been more

appropriate.

Overdl Medicaid reimbursement cuts (an estimated $85 million, or 13 percent, in the past severd years)
to medicd providers have resulted in adecrease inthe number of physcians accepting Medicaid patients.

However, subgtantia increases in the reimbursement for obgtetric services in 1996, coupled with
decreased ratesin privateinsurance plans, haveresultedinashift inobstetric care for Medicaid dientsfrom
public hospitals and clinics to private providers. ( Georgiatitle V Block Grant, year)

Two 1915(b) waivershave made Medicaid managed care programs mandatory in Georgia for womenand
childrendigible by virtue of thair welfare digibility status. However, poverty-level digible pregnant women
are excluded fromboth the primary care case management and HM O reguirements.! HMOs arerequired
to cover perinatal (and primary care) case management, whichincludes socia case management, provided
by a range of providers (ANF/Urban Ingtitute, Highlights, December 1998). Pregnant women, digible
for Medicaid managed care through differing mechanisms, recaive different scopesof benefits, servicesand
care.

Georgias Title V program has developed an intervention focused on postpartum home visits (paid for by
Medicaid) throughwhichbothmaterna and neonata assessmentsare conducted. The MCH program staff
developed guiddinesand training for these assessments. SinceMedicaid ispaying for the program for their
clients, the M CH gt&ff hopethat “demand” will result in the statewide application of thisinterventionfor al
women, regardless of their source of insurance coverage.

A Child Hedlth Tracking System cdled “ Children Firs” has dso beendeveloped. This programislinked
withthe hedth department, with the intent of identifying high-risk infants (dl types of risk, not just medicd)

1In State fiscal year 1998, 42 percent of the Medicaid recipients were pregnant women and children
not receiving cash assstance. [ANF/Urban Ingtitute, Highlights, December 1998]
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and providing gppropriate follow-up. The program hel ps families get the services their children need for
good hedth and development. Aimed a Georgias children from birth through the early years of life,
Children Firg is afamily-centered, community-based effort designed to promote early identification of dl
children with conditions that place them at risk for poor health and/or developmental outcomes. Itadsois
designed to assst familiesinlinking their children to a primary hedlth care provider wherethey will receive
periodic comprehensve hed thassessments, devel opmental monitoring, referral to appropriate servicesand
sarvice coordination; and to generate data necessary for planning and devel oping programs to improve the
hedlth, socid and educationa outcomes of Georgias children.

Data Sour ces and Accountability M echanisms

Data are highly vaued in Georgia, but the Family Hedlth Branch saff consders this to be a priority area
for improvement. Staff say they are* datarichand informationpoor,” without the andytic capacity to work
on developing ussful reports. To address this perceived deficiency, the Family Hedth Branch employed
aCDC assgneefor the past severa yearswho worked to consolidate available data sets at the State levd.

Many data sources ussful for monitoring the systemof perinatal care are available, induding: vita statistics,
PRAMS, Family Planning Program data, and transport data. The FHB hasaccessto Medicaid data, but
there has been limited analysis of these data to date. Moreover, only two-month periods of hospital
discharge data are avalable to the FHB each year. Therefore, little analyses of these data has been
undertaken to date. The MCH program staff do not have accessto HEDIS or other managed care data.
The State participates in the Behavior Risk Factor Surveillance System survey, and has recently added
family planning and intimete partner violence modules.

The FHB now has some expanded epidemiologica capacity in the newest regiona center. Recently, this
RPC developed regional-specific analyses and convened stakeholders for a two-day summit. Data
andyssillugrated to the locd stakehol dersthat the problems they perceived as mgor contributorsto poor
perinata hedth outcomes (e.g., adolescent childbearing) were not those revealed through analyss of
empiricad data This summit wasreported to have energized the congtituency, and the FHB hopes to use
the resultsin southwest Georgia asamodd for andyds and sharing of datain the other regions. The FHB
aso isrecruiting two data specidigts for the perinatd area, one data manager, and one statigtician. They
anticipate that the additiona personnd will help grestly.

Of particular note with respect to system monitoring, a CDC/World Hedlth Organization collaborative
study, based on alongitudina database of births in the Atlanta area over a 10 year period, determined
expected rates of fetd and infant mortdity. These rates were then compared to rates across the State.
Women's health was found to be a mgor contributing factor to poor birth outcomes. The CDC/WHO
group aso looked at some limited MCO data. The raw data from the study could not be shared with
DHR, so further andyses were not possible.
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Changes, Challenges and Opportunities

Georgiasperinata servicessystemhas undergone severa changesover the past few years. A sixthregiond
center was established, and effortsare being madeto link the RPCs with the DPH'’ shedthdigtricts. While
enabling legidationfor theMaternal and Infant Council cdls for standards devel opment and implementation
oversight, there haslong been oppogtion to governmenta promulgation of forma standards of perinata
care, primarily from the State's Hospital Association. Thus, the system operates on guiddines (considered
to belesslegdly binding). FHB staff would like to see a certification process put in place to make hospital
level designation aswell as other features of the system more consistent and accountable statewide.

Asnotedabove, the Medicaid globa fee structureis perceived as a pressng problem. FHS staff anticipate
that negotiations underway with Medicaid inthis regard can and will result in resolution in the near future.

The recently released findings from the CDC/WHO study of births revedled the need for an increased
emphads onwomen'shedlth. The M CH program decided, based onthisinformation, to establish Regiond
Perinatal Coordinator postions to work with the area data in the RPCs (and hedth didtricts). This
arrangement was piloted in the Columbus region, and resulted there in a new focus on interconceptiona
hedth, as well as more traditiona issuesof concerns such as SIDS. The State dso has established goals
for women'’s hedlth, which are to improve hedth status, services, and the hedth system and, in turn, the
qudity of life for women and their families These gods drive the high leve activity that surrounds the
organization of perinatal servicesin Georgia.
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A Look Into Indiana

In Indiana, there were 85,122 hirths among the 1,323,826 women of reproductive age (15-44) in1998.
Ovedl, 79.9 percent of mothers began prenatal care in the firg trimester, 65.3 percent among non-
Higpanic Black, 64.7 percent among Higpanic and 82.6 percent among non-Hispanic Whitemothers. The
infant mortality rate ( 8.2 deaths per 1,000 live birthsin 1997) in Indiana was higher than the rate for the
U.S.. The States sLBW rate of 7.9 percent (13.5 for non-Hispanic Black infants) in 1998 is comparable
to the U.S. rate of 7.6 asisits VLBW (1.4 percent overdl and 2.9 for infants of Black non-Hispanic
mothers).

Materna and Child Hedlth Services (M CHS) withinthe Indiana State Department of Hedl th supervisesthe
adminigration of Title V funds. In fiscal year 1997, MCHS supported direct preventive and primary
medica services to pregnant women, new mothers and infants by funding grants to 14 agencies that
provided these servicesin 18 counties, to 10,767 pregnant womenand 11,848 infants under one year of

age.

The penetration of managed care in Indiana is low. HMO market penetration in 1997 was 13.2 percent
and PPO penetration, 27.6 percent; the average annud rate of growthinmanaged carefrom 1995t0 1997
was 26.4 percent.

The Organization of Perinatal Services

Within the last five years, there has been unprecedented growth in the organization of perinatal servicesin
Indiana. Before 1994, there were many innovative perinatd programs, but little linking of information or
gods of these programsin asystematic way. Fragmentation of effort was a serious problem. 1n 1994,
MCHS gaff sponsored a series of town meetings on women's and perinatal health. One statewide and
severa regiond task forces evolved fromthese meetings. These task forces devel oped recommendations
for the Indiana Strategic Perinatal Plan for the 21st Century, which was approved by the State Hedlth
Commissionerin1996. Asaresult, the Indiana Perinatal Network (1PN) was established with fundsfrom
MCHS.

The Indiana Perinata Network is a 501(c)3 nonprofit organization that works with the State Perinatal
Advisory Board (PAB) of about 50 members. The PAB evolved from one statewide task force for the
Indiana Strategic Perinatal Plan. Also established as an outgrowth of the plan were county and muilti-
county Regiond Perinatal Advisory Boards. Becausethe cultureof Indiana s State politicsavoids cresting
laws, rules, regulations or other requirements, no legidative, regulatory or policy mandates were used to
promote thisinitiative. The intent of the boards and the perinatal network isto “lead by consensus”

Determination of the level of care and service provisonfor Indianafacilities higtorically has been basaed on

the traditiond levels of care: basic, speciaty, and subspecidty care. IndianaUniversity Medica Center in
Indiangpalisisthe mgor sub-specialty center inthe State. However, there are now about eight to ten areas
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outs deof the metropolitan Indiangpolis regionthat contain facilitieswithneonatol ogists and perinatologists.
These fadilities are located in the more populated counties of Lake, Allen, St. Joseph, Madison,
Vanderburgh, Marian, Tippecanoe, Delaware and Porter. Throughout the State, there are five sdf-
declared Leve 111 facilities and 35 self-declared Leve |1 facilities.

The exiding loosdly organized systemof referral and hospital designationis based oninformal relationships
among providers and facilities. Recently, facilities have begun to voluntarily participate in a new hospita
survey initiative supported by the Indiana Perinatal Network (1PN) and based on the second edition of
Toward I mprovingthe Outcomeof Pregnancy. Thehospita survey isperceived by theMCHSprogram
daff as an excelent educationd intervention for hospitals through which facilities can eva uate themselves
morecriticaly and redidticaly intermsof thair perinatal services capacity and capabilities. A subcommittee
of the PAB isnow reviewing results of the firs fielding of the survey, and will use these results to develop
a consensus statement regarding levels of care.

MCHS program staff play adgnificant role in the organization of perinatal services, including sponsoring
needs assessments, working on planning, supporting the establishment of the IPN and Advisory Boards,
providing funding, technical assi stance, and monitoring outcomes. The MCHS staff Medicaid Director Sits
onthe State's Medicaid Managed Care Quality Improvement Committeeand Clinical Advisory Committee.
Additiona mechanisms are used by the MCHS program to influencethe system. For example, they have
aprogram which provides free pregnancy tests, through which information about Medicad digibility and
the importance of prenatal care is disseminated.

The IPN developed and adopted a Perinatal Care Guide in 1998. Guiddines include medicd care,
education and counsdling recommendations. The Network aso isworking on aBaby First-Right From
The Start mediacampaign, whichfocuses onlowering infant mortdity rates. A grant to the Indiana Chapter
of March of Dimes (and now to the IPN) enabled the hiring of three regionad Perinatal Facilitators and a
part-time media Saff person to implement the campaign. The IPN aso received funds through a MCH
Providers Partnership Grant with the American College of Nurse-Midwives to develop a consensus
document on “access to qudity care providers.” An “on-line magazing’ dso has been created to help
providersstatewidekeep current on palicy, researchand practi ceissues, at <http://www.cpdx.com/ipom>.

Other condtituent organizations, such asthe March of Dimes, actively collaborate in the organization of
perinatal servicesinthe State. During FY '98, the Indiana Healthy Mothers, Hedlthy Babies and Nationa
Perinatal Association chapters voted to change by-laws and to merge with the IPN, Inc. The Network
now functions as chapters of both the Nationa Perinatal Association as well as the Nationa Hedlthy
Mothers, Hedthy Babies Codition. A spin-off organization—the Indiana Perinatal Hedlth Planning
Group—wasformdly established to enable individuas, ingtitutions and groups to lobby legidatively. IPN
solicits and receives non-governmental funds to further promote the recommendations of the Perinatal
Advisory Committee established by MCHS.
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A transport system for newborns based on informd relationships among providers and fecilitiesis well-
edtablished in the State. Some back transport is conducted, as at times, babies, once stabilized, are sent
back to rurd hospitas to grow. MCHS and the IPN staff a so want to promote more attention to maternal
trangport, and encourage appropriate practicesin this regard. MCHS contacts perceive that the recent
hospita survey hasbegun to raise awareness on the part of providers about thisissue. Thereissome co-
management of patients between perinatologists and rurd physicians.

Although there are no forma agreements or arrangements for care of Indiana residentsin other States or
vice versa, there is some cross-over near the State' s borders.  For example, women and newbornsfrom
Gary, Indiana oftenseek servicesin the Chicago area. Women in Fountain or Warren countiesinindiana
at timesgo to lllinois womenfrom South Bend may go into Michigan, some women fromIndiana sClark
and Hoyd counties travel to Louisville, Kentucky, and others from parts of southeast Indiana travel to
Cincinnati, Ohio. The Medicaid program will consder a waiver request from providers who choose to
deliver or refer out-of-State. Somelndiana-based hospital sand managed care organizations (M COs) have
established cross-State referra patterns; regiona advisory boards are beginning to explore these out-of -
State referrals more closdly.

Currently, access to (and in some ingtances quality of) care is compromised by disparities across
geographic areas; lessdensaly popul ated areashavefewer providers. Many providers performing ddiveries
in the rurd areas are family practice physicians. Free-standing birthing centers and lay midwives are not
licensed by the State. The trangportation system is a chdlenge, especidly for poor women in rurd areas
enrolled in Medicaid who may have to travel further in order to find participating providers. Women
enrolled in managed care at times have to change providers mid-pregnancy as a result of changes in
networks or employment; this problem is reported to occur primarily in the commercid insurance market

Services and Systems Financing

MCHS dlocates $410,000 from the Title V block grant for the Indiana Perinata Network. In addition,
MCHS recently recelved $190,000 in State funds from the cigarette tax to add to resources for building
the perinatdl system. The money is to be spent on prenatd care.

Indiana’ sHoos er Hedthwise ProgramisaMedicaid Managed Care programbased ona1915(b) waiver.
Pregnant women must receive medica services through Primary Care Case Management (PCCM) or
Risk-Based Managed Care (RBMC) (i.e., a Hedlth Maintenance Organization), athough most select the
risk-based managed care. RBMC has higher rembursement, less paperwork, and payment is delivered
inamore timey manner. Medicaid primary care providers Sgn an agreement withthe State, and the State
covers targeted case management services for pregnant women that include home vists and socid case
management services. Fee-for-service optionsare available under the Medicaid program through PCCM.
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MCHS gaff report that Indiana sMedicaid program coversabout 50 percent of dl the State' s ddliveries.
Reimbursement rates for obstetrical care are reported to be good, but pediatricians are less satisfied.
Phydcians arereported to bolster thelr reimbursements through “ careful use of CPT code strategies.” As
aresult, MCH saff are concerned that the reimbursement system “does not reinforce the appropriate
referrd” of high-risk babies.

Data Sour ces and Accountability M echanisms

The results of an M CH needs assessment wasthe basis for the perinatd initiative in 1994. In addition, the
March of Dimes conducts anindependent needs assessment everyfewyears. Linked birthandinfant deeth
certificate data are extensively used by State gaff, and a number of items have recently been added to the
standard birth certificate. A detailed Perinatal Data Book is produced and disseminated yearly by the
Indiana Department of Health. Geographic Information Systems (GI'S) mapping technology is now being
used to identify and target areas with highinfant mortaity and morbidityrates; thisinformationis shared with
communities. The Medicaid program is conducting astudy with aperinatal focus, and will sharetheresults
withMCHS programgtaff. PRAMS was discontinued in Indianain 1994 because the hedlth department
could no longer support the required data staff.

Thereisno routine linking of Medicaid and birthcertificate data at thistime. Indiana participatesin BRFSS,
but there are no specific questions asked regarding perinatd issues. The sample sze would have to be
increased to obtain these data.

Fetal and Infant Mortality Reviews(FI M Rs) have been operating infive counties (Allen, Elkhart/St. Joseph,
Lake, Vanderburgh and Marion), supported with a mix of Federa Hedthy Start, State and locdl funds.
Network gtaff identified common themes from the FIMR projects data (over 500 cases), and prepared
a“Lessons Learned” report that was used as the basis for an educational packet for providersand avideo
for consumers. Recurring concerns were found with respect to: preterm labor (50 percent of cases);
amoking (40 percent of cases); late entry into prenatal care (25 percent of cases); decreased feta
movement (20 percent of cases); and inadequate weight gain during pregnancy (50 percent of cases).
Specific recommendations for each issue of concern, as wel as infant degp postioning, are being
promoted.

The Indiana Hospital Association has not actively disseminated hospital discharge data, dthough this
gtuation may be changing. Reports are prepared interndly and then shared with the hedlth department.
Further, the Department of Hedth (through a Materna and Child Hedth Bureau, State Systems
Development Initigtive Grant) is supporting apilot project in Elkhart and St. Joseph counties (and Marshdl
county under a separate agreement), in which vitd daigtics data are dectronicaly linked with hospita
discharge data. These datawill ultimately be linked with individua providers dinicd records. The pilot
has been very successful, but more funding will be needed to support continuation and replication of the
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project. Also, hospitdls objections to publication of reports utilizing the linked data will have to be
addressed in order to move forward with expansions.

Changes, Challenges and Opportunities

The system of perinata care services in Indiana currently is very fluid in terms of facility operations and
designation. MCHS gaff noted that perhaps the timing wasright for ther mgjor perinatal planning efforts.
If there had been a clearly defined, rigid organizationd system in place, then Indianamay have had more
difficulty in adapting to the changes introduced by managed care into the hedth care market. The IPN
seems to have good momentum going, and is becoming a stable structure for the State.  Establishment of
the Perinatdl Plan, the Advisory Boards and the Network are seen as a positive changes.

MCHS gaff have addressed severa specific concerns about the hedth of women in the State, including
unintended pregnancies, sexudly transmitted diseases (there was a syphilis outbreak recently in Marion
county), and the hedlth of pregnant womenin prison. An additiona specific chdlenge noted isthe need to
bol ster the hedth system capacity to competently serve the growing population of Hispanic women in the
State. MCHS and other units of the State hedlth department are addressing this issue by preparing
trandated materials and encouraging use of trandators by providers. Other hedthcare concernsinclude
implementation of recently passed Universad Newborn Hearing Screening legidation, preventionof neurd
tube defects in newborns through folic acid intake (a multimedia campaign is targeting this issue), and
reduction of teenage pregnancy. Indiana RESPECT is a statewide education campaign to decrease teen
pregnancy, congsting of community-based education programs and a statewide multimedia campaign.

A mgjor forceinperinatal care right now inIndianais managed care. Contracts as well ashospital buyouts
appear to be changing exiging service networks. The indindion is for hospitds to try to increase their
servicesin order to be more competitive inthe marketplace and maintainther patient base. More facilities
are Hf-desgnating at the specidty levd. MCHS is not sure what the ultimate impact of these shifts will
be, but hopes to be able to use the joint Network/Board structure to exert a positive influence.

A related problem is provider selection in the Medicaid managed care program. If a woman does not
select aprovider, the auto-assgnment process takes a long time, and entry into care is delayed. Some
strategies to addressthis problem have included working withMedicaid M COs, providing free pregnancy
test gtes, and prenata care coordination. However, it gppears that more work will be needed by State
and regiona boards. Also, the State does not implement presumptive digibility; this is seen as a barrier
because some managed care plans are hestant to provide care to women without having seen their
Medicaid cards, which are often delayed. MCHS staff are concerned that the impact of outreach efforts
are compromised by recent changes that no longer dlow for direct reimbursement to providers such as
perinatal care coordinators, nurse practitioners and midwives.

Although some problems have been cited with Medicaid managed care, the Stat€' s rate of early entry into
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prenata carehasremained stable. The MCHS gtaff monitor the Indiana Helpline (established in 1988) and
find that there appear to be less problems with Medicaid enrollment since the program shortened and
sreamlineditsapplicationprocess. Moreover, unlikeother States, MCHS-funded, hospital -based prenatal
dinicsare doing wdl in garnering Medicaid reimbursements, so much so that many no longer require Title
V funds. Theseprovidersenroll clientsdirectly into Medicaid, useeectronic billing, have physicianson-ste
at least 20 hours per week and have sophisticated business practices.
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A Look Into Missouri

In 1998, 75,358 hirths occurred among Missouri’s 1,198,060 women aged 15 to 44 years. Theoverdl
percentage of motherswho began prenatal careinthe firg trimester was 86.1 in 1998; the percentage was
greater among non-Higpanic Whitewomen (86.1 percent) thanfor non-Hispanic Black ( 74.5 percent) or
Hispanic (77.7 percent) mothers. Missouri had an infant mortality rate of 7.6 per 1,000 in 1997 and a
LBW rate of 7.8in 1998, both dightly higher than the U.S. rates, but the overdl VLBW, 1.4 percent, was
the same asthe U.S. rate. The LBW rate was very high for births to non-Hispanic Black mothers (14.1
percent), aswasthe VLBW rate of 3.2 percent.

Within the Missouri Department of Hedlth, the Division of Maternd, Child and Family Hedth (MCFH)
is the State agency responsible for the State's Title V program. The Divison established an Office of
Women's Hedlth in Federal FY 1997 to focus attention on hedlth issues affecting women across their life
gpan. The office, previoudy located within the Bureau of Family Heslth, has been moved to the Office of
the Director, with direct responshility to the Divison Director. Missouri’s health department has a
centralized structure, with autonomous local hedlth departments.

The State hasa moderate level of managed care, interms of both HMO market penetration (29.4 percent
in1997) and PPO penetration (26.6 percent in 1997), and an average annua growthrate between1995
and 1997 of 27.8 percent.

The Organization of Perinatal Services

The perinata health services system in Missouri is loosdy organized at the regional level and focuses
primaily on hedlth care for the newborn.  Coordination in geographic aress is based on working
relationships among providers and fadilities; some are based on established, historica reationships and
others result from managed care networks. These geographic areas generdly surround the maor
metropolitan areas of St. Louis, Kansas City, Springfidd, and Columbia. In other parts of the State
(referred to heresfter as out-State Missouri), relationships are most often established between a hospital
in the area and the geographically closest tertiary hospitd, or withone of the tertiary hospitdsin St. Louis.
Managed care organizations (MCOs) in the State are generally organized around the specific geographic
area of ther client base.

There is no legidation authorizing or promoting the organization of perinatal care nor do any regulations
exig inthisregard. The State playsarole in the designation of levels of carein hospitals, athough it has
little authority to enforce appropriate designation.

Hospitals are self-designated as Leve |, 11 or I11, based on traditiona definitions of levels of care. Sdf-
desgnation of the leve of careisprimarily based onthe obstetric leve of the fadility. The Annud Licensang
Survey of Missouri Hospitals (a cooperative project of the Missouri Hospital Association, Missouri
Department of Hedlth, and the American Hospital Association) providesamechanismfor evauaing these
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sdf-desgnations. It contains questions related to levels of perinatd care of facilities dong with the
perceived leve of care, but dso includes many other items not related to perinatal care asit is directed at
al possible hospitd services. The survey is unrelated to licensure of hospitals.

The content of the hospita survey questionnaire related to perinata care is based on the Guidelines for
Perinatal Care of the American College of Obgtetricians and Gynecologists (ACOG) and American
Academy of Pediatrics (AAP). Questions regarding newborn care include the number of neonatologists,
the subspecidtiesavailable, and the technical ability to take care of very smdl or very sick babiesinduding
respiratory equipment and pediatric subspeciatiessuchas cardiac surgery. The Missouri Bureau of Hedlth
Data Andyss gaff withinthe Center for HedlthInformation Management and Epidemiology usethe results
of the survey to evauate the designation of eachhospita and follow up withquestions, if necessary. They
may aso seek an evauation by a neonatologigt in one of the Leve 111 hospitasif they are unsure of the
gopropriate leve to designate a particular hospital.

The Missouri Department of Hedlth does not mandate hospitals to be classfied by levels of care, in part
because of past unsuccessful attempts to do so. There aso are no plans in the near future to mandate
classficationof theselevels. To do sowould requirelegidativeinvolvement and thearduoustask of gaining
support of professional societies, hospitals, and hospital associations whichis seenas amore complex task
than the Department of Health wishesto take on at thistime.

Two other States are involved in perinata referrds and transports with hospitas in Missouri.  1llinois
includesthe Leve I11 hospitas in St. Louis as part of itsperinatal health care system. Transfer of newborns
to Memphis, Tennessee occurs from Southeast Missouri, athough no forma rationship is established.

In the late 1970s and 1980s, a perinatal advisory committeewas organized by the Director of the DiviSon
of Hedth. Itsfocuswaslargdly on paying for care, including trangportation, of pregnant women and infants
withhigh-risk medical conditions. It was disbanded at the same time that Missouri expanded both digibility
for and coverage of pregnancy care in its Medicaid programs.

A revised Emergency Medica Services (EMS) Act was implemented in the past year whichnow requires
that the entire ambulance service be licensed. Regulations addressall aspects of the service including the
qudifications and duties of the medical director. The Bureau of Emergency Servicesvaidatesthislicensure
through annud gite vigts, which began last year. The act did not, however, include policies specificdly
related to the transport of high-risk pregnant women or newborns.

Legidation was passed in Missouri in 1996, effective July 1, 1997 that expanded the role of advanced
practice nurses (APNS) gvingthemgreater independence and limited prescriptionauthority. Assuch, they
a so can now become Medicaid providers. Thislegidation hasincreased the number of providersavailable
inrurd areas. APNs dso have begun to saff neonatd units since this legidation was passed.
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Community Hedth Centers (CHCs) are integrd providersof perinatal services. CHC's contract directly
with managed care organizations. Some CHC's have formed hedlth maintenance organizations (MCQOs)
which contract with the Divison of Medical Servicesto provide Medicaid managed care services.

Thereisgeographic variationinaccessto risk-appropriate care across the State related largely to the kinds
of providersthat are available inagivengeographic area. It isaso related to economics and the presence
of alarge HMO. Southeast Missouri, whererates of poor pregnancy outcomes and poverty are high, has
higtoricaly had limited access to high-risk care for the newborn, asthereis no tertiary center in this area.
Asareault, this area dso is perceived to be worse off with regard to the receipt of care by mothers and
their infantsin gppropriate facilities, athough State saff have no empiricad documentation of this concern.
A neonatologist has recently been recruited in Poplar Bluff and Cape Girardeau to address unmet needs
in Southeast Missouri.

Services and Systems Financing

There is no on-going funding of infrastructure for the perinata system in Missouri. Some Title V money
is used to support prenatal care for uninsured pregnant women, dong with funds from loca public hedth
agencies. Maernd and newborn transport cogs are primarily covered by third party payment, including
Medicaid, but there are aso some district ambulance boards that support some transports (not specific to
mothers or newborns) in their digtrict. Avallability of these funds varies, however, across didtricts.

There are no State regulations or guiddines reated to private insurance fee schedulesfor varying leves of
perinatal care for privateinsurance; private insurance guiddinesare writtenonly for timey payment for care.
The fee schedule for Medicaid reimbursement, however, is based on leves of care induding procedure
codes and medical criteria; that is, for some procedures, only specidists can be reimbursed.

In 1997, genera legdation was passed, effective in the summer of 1998, regarding MCO network
adequacy and access, as measured by distanceinmiles. Missouri dso has legidation that covers 48-hour
postpartum hospital stays for mothersand newborns. TheMissouri Department of Insurancereceived data
from insurance companies last summer to monitor this legidationand expectsto obtain these datasoon as
wdl. There is, however, no legidation or regulations regarding contracts or guidelines for care or for
accountability for MCOs specific to perinatd care.

In locations where managed care providers are available, Missouri Medicaid requires enrollment in a
managed care program. These locations include the St. Louis metropolitan area, Central Missouri, and
Western Missouri, which includes Kansas City and the surrounding area. Women and newborns may
receive care from fee-for-service providers in areas where there are no MCOs.

Approximately 40 percent of births are covered by Medicaid. About 48-49 percent of the entireMedicaid
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populationis served through managed care arrangements; for pregnant womenand newbornsonMedicaid,
50 percent are served through managed care arrangements. A barrier to implementation of Medicad
managed care hasbeenthe lack of managed care providersinrural areas where exceptions must be made.

Medicaid managed care has numerous contractua requirementsbut few are spedific to perinatd care. Risk
appraisal is required for dl pregnant women, and case management is available for women identified at
high-risk, but it isoptional based on client preferences. Involvement in the case management program aso
isvoluntary for providers. To participate, fee-for-service providers must enrall in the program and meet
enrollment requirements. Medicaid maintainsalist of providersenrolled inthe case management program
for referrd of high-risk mothers from non-participating providers. Women enrolled under the Medicaid
for Pregnant Women digibility category are digible for family planning and sexudly transmitted disease
services up to two years postpartum

The Medicaid globa pregnancy care fee can bebilledwhen one provider rendersadl of the pregnancy care,
whichincdudes five (or more) consecutive individud prenata vidts, routine urindyss testing during the
prenatal period, dl care for pregnancy-related conditions, i.e. nausea, vomiting, cyditis, vaginitis, etc.,
completion of a risk gppraisd, initid hospitd vist, ddivery and postpartum care. Two vigts and/or
consultation may be provided by other practitioners.

Some hospital systems and neonatol ogists are reported to be unhappy with reimbursement for care from
Medicaid. State staff, however, perceive this problem to be due in part to facilities not being at the
appropriate level to care for the very sick newborn, and accordingly, not being reimbursed for thet care.

As noted above, fee-for-service providers give care to women in areas where there is no Medicad
managed care. Physcian manudsare avalable, which outline how to bill for services and the servicesthey
need to deiver. The manua is avalable to providers on Medicad's Internet webdte, at
<http://Mmww.medicaid.stte mo.us>.

Data Sour ces and Accountability M echanisms

Missouri has a long history of use and andysis of vital satistics data. Hospital discharge data are
mandatory in al Missouri hospitas, and these data are linked for mothers and newborns. They are aso
matched with linked birth and infant death certificate data. Perinatal care information acquired from the
Annud Licenang Survey of Missouri Hospitals (mentioned above) isused to define leve of perinatd care
and to determine, in conjunctionwithdata from the birth certificate, the percentage of VLBW babiesborn
in hospitals by levd of care. These data have adso been used to evaluate changes in the Site of birth of
VLBW infants, as reported in the study published by Yeadt, €. a (1998). Consumer reports are
periodically prepared using these data; the last report about obstetrics was issued in 1993.
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The datafromthe annud hospital survey about neonatal service capabilities dso are used to evauate birth
welght specific outcomes by sdlf-designated levels of hospital care. As noted above, in Stuations where
the self designation does not appear to match the results of the survey, follow-up isdone by State Bureau
of Hedth Data Anayss gaff.

The Divison of Medical Services in the Department of Socia Services is respongble for monitoring
Medicad managed care plans. Annua dte vidts are performed and annua reports are required from
participating plans. The Department of Health monitors sdected indicators from birth certificate data to
track the impact of moving to managed care on aquarterly basis.  There is some evidence that there has
been an increase in the use of prenata care in terms of both adequate and early care by women enrolled
in Medicaid since managed care was implemented. Birth certificate data al so have been ussful inshowing
hospitals or providers where care can be improved.

The Department of Hedlthreceives dataonselected HEDI Sindicators, aswel as member satisfactiondata
frommanaged careplans. Indicators have included the rate of prenatal careinthe firg trimester, cesarean
deivery rate, and vagind birth after cesarean ddivery rate. The department has also recently published
consumer guides to commercid Medicaid and Medicare managed care plans.

The Missouri Department of Hedlth maintains awebsite containing profiles of MCH indicators by county,
a <http: //mwww.hedth.state mo.us'GL Request/profilehtml>. This webste aso includes county resident
dataand the proportionof VLBW infants born in the appropriate hospital for each county (aTitleV needs
assessment indicator). Theseanaysesare generdly performed above and beyond the requirements of the
Title V needs assessments.

Missouri has utilized the Behavioral Risk Factor Survellance System (BRFSS) to obtain information
regarding folic acid use.

Changes, Challenges and Opportunities

The perinatal system is described by the State MCH gtaff as generally secure, withalongtrack record of
gtable rdationshipsand provisonof excdlent care. The one exceptionto stablerelationshipsisthe Kansas
City areawherethere hasbeenanincrease inthe number of neonatologists. Many trained at the university
are now being hired by loca hospitals. A Levd Il center has been newly designated in the area because
of the avallability of aneonatologist, despite the low volume of births there.

Hospitalsin out-State Missouri are reported to fed financially threatened if they do not align or establish
a rdaionship with a larger hospitd; they cannot survive in the current dimeate unless they do so. Smdl
hospitals have closed in the State over the last decade or so and another small hospital recently indicated
plans to do so. In some instances, the relationships established may involve a new owner, but are not
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formd; for example, Barnes Jawish ChristianHospita has established rel ationships with a number of out-
State hospitals, but none are forma or contractud.

A mgor systems concernof State M CH gtaff inMissouri is the lack of clear definition of levels of care for
their hospital survey. This is due in part to the self-designation of agiven hospita. It isassumed that the
more precisay defined levels canbe determined, the less the variahility within levels or ability of hospitals
to blur digtinctions. For example, some facilities that self-designate as Leve 11 hospitals may be doing o
largdy for marketing purposes. This dso may be a result of the increasing numbers of neonatologists
available to oversee the nurseries in these hospitals.

Fragmentation of services for women and infants remains aprobleminMissouri. Aninitiative through the
Governor’s office, “Show Me Results,” is addressing this fragmentation and attempting to coordinate
publicly funded programs, starting with services to reduce teenage pregnancy. Another service-related
problemnoted by State MCH gtaff is the lack of accessto appropriate care for womenlivinginrura areas
and in the inner cities of Missouri’ slarge cities, particularly St. Louis and Kansas City. Neonatologists
have beenrecruited inthree rural communities: two in Southeast Missouri and one inthe Southwest. Infant
mortdity reductionprograms have beenimplementedin five countiesinthe State’ s Boothed region, Kansas
City and S. Louisto address the high infant mortality rate in these aress.

As areault of Medicaid managed care, the private sector is now providing more care to low--income
mothers and infants and less is being provided through State or loca hedlth department programs. This
makes some money available for care to uninsured womenaswel asfor gregter atention to implementing
the magor public hedth functions of assessment, assurance and accountability by the State. As noted
above, there is some preiminary evidencethat use of prenatal care may have improved since the move to
managed care for pregnant Medicaid enrollees. There are dso anecdota reports that implementation of
globa prenatal rembursement  effective July 1, 1987 may have helped with physician participation in
Medicad, athough it isnot clear if the actud number of Medicaid providers has increased.

Two mgjor continuingconcerns noted by State M CH gaff areracid disparitiesinmaternad and infant health
and increasesin preterm and LBW hirths. The infant mortdity rate for infants born to African-American
womenis 2.7 timesthe rate for infantsof Whitewomen. Maternd mortality ratesamong African-American
women were abnormaly high in 1995 and 1996 (seven deaths) withratesreverting back to prior levesin
1997 and 1998 (one and three deaths respectively). Inadequate prenatal care continues to be more
common among African-American women. Preterm birth rates have been increasing in Missouri in part
because of an increase in multiple pregnancies, but they have increased among singletons as well. There
has aso been arisein cesarean ddiveriesamong womenwithVLBW births. More research is needed to
determine the reasons for these increases.
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A Look Into New Jersey

In New Jersey, there were 114,550 births among the 1,781,493 women of reproductive age (15-44) in
1998. The overal percentage of women who received early prenatal care in 1998 was 81.6 percent.
Non-Hispanic White women (89.6 percent) were muchmorelikdly to begin careinthefirg trimester than
non-Hispanic Black (65.1 percent) or Higoanic (71.0 percent) women. New Jersey’s infant mortality rate
was6.3in1997, lower thanthe rate for the nation. The State’' s LBW rate was 7.8 percent (13.3 for non-
Hispanic Black infants), and its VLBW, 1.6 percent 3.4 for non-Hispanic Black infants), rates dightly
higher than the U.S. figures.

New Jersey’s hedth department is decentrdized. The TitleV program is administered by the Division of
Family Health Services (DFHS) within the Department of Health and Senior Services (DHSS).

The managed care penetration rate in New Jersey is moderate. The HMO penetration rate in 1997 was
28.1 percent, and the PPO penetrationrates was 18.7 percent. HMO growth wasrapid in thelate 1990s,
growing at aannud rate of 53.1 percent from 1995 to 1997.

The Organization of Perinatal Services

A forma systemof perinatal careis organized in New Jersey into seven regions, each with aMaternd and
Child Hedlth Consortium. These consortia were established in 1988 with funding from the Robert Wood
Johnson Foundationto enhancereferra networksinthe State and increase the number of womenreceiving
prenatal care. Eachregion must have at least 10,000 births per year. The basisfor clustering into the seven
regionsis historic referral patterns and geographic contiguity. The consortia are the centra organizationa
Sructures for perinata carein each area and are responsible for implementing State policy.

Hidoricdly, therewere three sets of regulations governing the organizationof perinatal careinNew Jersey:
certificate of need for regiondized perinatal services, materna and child heath consortia licenang standards
and hospital licensng standards. While the standards for the levels of perinatal care werefirstimplemented
between 1979 and 1981, the three sets of regulaions were adopted by the Health Care Adminigtration
Board of New Jersey in 1992. Certificate of need established rules to be used when applying for a
certificate of need in the provisonof perinatal care and included the establishment of MCH consortia and
gx levels of perinatd care. The MCH Consortia licensing described the responsibilities of the consortia
Hospital licenang firg included the standards for norma obstetric and newborn care and later for the
provison of intermediate and intensve care. On February 1, 1999, the three sets of regulations were
formally merged into one; they are effective through December 7, 2001.

The role of the State DHSS inthe organi zation of perinatal services in New Jersey is one of oversight and
monitoring of the implementation of the regulations. In the development of the regulations, the State
involved the mgor stakeholders, including academic centers that dso had a strong interest in the
organization, and attempted to balance their needs with the needs of the State.
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The MCH consortia are private, non-profit organizations responsible for: development of comprehensive
perinatal plans withan emphasis on prevention; development of aregion-wide systemof qudity assurance
through periodic data collection and andlys's, coordination and monitoring of a maternal and newborn
trangport sysem; development of discharge planning for infants and infant follow up and coordination;
provision of professona education to al perinatal and pediatric service providers in ther region and a
mechanismto assessitseffectiveness, and development of a system to resolve conflictsin the area. They
are also responsible for development of a preterm labor prevention program, including patient education
and support services.

All hospitals that provide perinatd care in aregion must be part of the consortium. The consortium must
include equa representation of hospital providers, non-hospital providers and consumers. In the smaller
regions, dl hospitds in the regionare represented onthe Board of Trustees of the consortium. Inonelarge
region, not dl hospitds are represented because there are too many; dl hospitas are, nevertheess,
represented on committees of the consortia. Each consortium must have an executive director, data
andyd, nurse consultant and outreach worker on staff.

Hogpitdscanchoosethar designationof the leve of perinatal care based onlicensure standards. TheNew
Jersey DHSS must, however, approve the designation, usngthe regulations for levels of care. There are
ax levels of hospitd care included in the regulations, dthough only five are relevant to perinatd care (the
gxth includes specidty acute care children's hospitals). The five leves from lowest to highest degree of
intengve care include community perinatad center (CPC)- hirthing center; CPC - basic; CPC -
intermediate; CPC - intengve, and Regiond Perinatal Center (RPC). Within each consortia, thereisa
minimum of one RPC; five regions have two RPCsand one hasthree. In the entire State, there are 5 CPC
birthing centers, 15 CPC basic facilities, 36 CPC intermediate facilities, 7 CPC intendve fadilities, and 13
RPCs.

Each hospitd within a consortium must have a letter of agreement with a RPC. Thisletter must include
transport-related issues, induding the Sze and medica conditions of newborns that can be cared for there.
The letter also outlines communications, induding both consultation and referrd, between facilities. A
birthing center must dso have an afiliaion with a hospita in close proximity aswel as one with an RPC.
Despite saverd levels of care, there is generdly not a hierarchy of servicesin the chain of referrasin an
area, other than referrdsto a RPC from any other level of hospita. There is some geographic variation
in care across consortia areas, but this variationisnot related to access but rather to the number of RPCs
and other facilitiesin the area.

The State regulations include the specific components of care that are organized by levels of care. These
generdly apply to inpatient care but areintended to extend to ambulatory careaswal. For example, every
hospitd is required to have aHedthStart clinic following the expansion of the scope of services provided
to pregnant womeninthe Medicaid program. Private obstetricians, nevertheess, are primarily affected by
the regulaions at the point of hospita admission.
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There are no interstate agreementslad out inthe regulaions for perinatal care. There may berelationships
among tertiary centersin other States, particularly between hospitals in Philadelphiaand New Y ork City
and New Jersey hospitals, but they are not included in the regulations and are largdy informd. Some New
Jersey hospitals may care for Pennsylvania or Delaware residents, especidly inthe southernmost counties.

At the State leve, a standing committee dealing with perinata health and hedlth care is composed of the
executive directors of each consortium and the M CH State program.  This committee was responsible for
deve oping the most recent regulations and has beeninfluentid inobtaining FY 2000 Statefundstoreinstate
prenatal care for legd immigrants. In generd, when a problem arises related to the organization or
regulaions for perinatal care, the State convenes a meeting of this committee.

Trangport of mothers and newbornsis usually covered by third party payers. Some charity care may be
written off by the RPCs and rembursed through other payments. Reciprocd reaionships involving
forward and back transport are included in the letter of agreement between a RPC and the community
hospitalsin a consortium. EMS is not involved with arranging trangportation.

From the perspective of the consortia, thereis a sense of security about the stability of the organization of
services fallowing the promulgation of the most recent set of regulations for perinatal care. There was
discussion at the time of their most recent revision to increase the minimal numbers of births in each
consortium, threatening existing loca reationships, but this change was not made. Also, as the consortia
have gained more experience, the relaionships among providers, for the most part, have become more
stable. Managed care does not appear to have much of an impact on the consortia at thistime.

Services and Systems Financing

The development of the consortia throughout the State was funded by seed money fromthe Robert Wood
Johnson Foundation. Membership dues, based on the number of births, are paid by al participating
hospitals to fund on-going infrastructure of the consortia. Neither Title V nor State fundsmay be used for
infragtructure support, adthough they may go for specific projects. Some consortia have a Healthy
Mothers/Healthy Babies grant as aresult of their mergerswiththese coditions and may have WIC grants
aswdl. Consortiamay aso go after grants funds. The annua budgets for the consortia range from
$450,000 to $1.5 million.

New Jersey received a 1915(b) waiver to implement a mandatory Medicaid managed care program, in
which pregnant women must enroll in an HMO to receive Medicaid benefits. The phase-in period for this
program is nearing completion, and 50 percent of Medicaid ddiveries were paid through managed care
in 1997. Medicaid contracting HM Os are required to provide NJ “HeadthStart” services, as needed, to
high-risk pregnant women. These services include comprehensive risk assessment, case coordination,
socia/psychologica services, heath and child birth education, nutrition assessment, guidance and
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counseling, home vidits, and outreach services.

The DHSS certifies providersas qudified HedthStart providers and sets standardsfor Saff capacity. The
programis offered inhospital-based dinics, Federdly Qualified Health Centers, local hedth departments,
and private obgtetric practices. In addition to prenatd services, it dso includes services to children(up to
age two) determined to be at high-risk for poor outcomes.

Thereisnothing in the regulations for perinatal carethat addresses rembursement for care. Medicaid has
acomplicated but comprehensve contract for participating providers who must sign a contract to agree
to participate in the program. Current guidelines for MCOs only address the reporting of HEDIS
measures. Contracts of MCOs, especidly those which contract with Medicaid, generaly meet some of
the guiddines for HedthStart. There are no specific guidelines for perinatd care provided by commercid
MCOs.

Medicaid coverage has shifted from fee-for-service to a phase-in of managed care, with the phase-in
period recently ending. Asnoted above, in 1997, 50 percent of the ddliveries of Medicaid enrolled women
were through managed care. Only one county in the State currently does not have enough managed care
providers to meet capacity. As a safeguard, women can get care from fee-for-service providers where
the managed care capacity is not adequate to meet the need.

The Medicaid program is located in the Department of Human Services, whichmonitorsthe guiddines for
the program. A gaff liaison person in the DHSS from Human Services takes complaints about managed
care; only afew dozenwerevoiced inthe past year. There doesnot appear to be any mgor concernswith
the qudity of perinata care provided inMedicaid MCOs. Reimbursement for care dependson the specific
services provided. It does not appear to be a concern of most providers, and there have not been many
providers dropping out of the program due to low reimbursement.

Data Sour ces and Accountability M echanisms

New Jersey has extensve data available from vitd datisticsfollowing implementationof aneectronic birth
certificate statewide and expangon of the data collected on the certificate. This expansion includes data
that cover the time period fromadmissionto labor and delivery and hospitd discharge and includesamore
comprehensive lig of maternal and newborn complications than contained on the current U.S. standard
birth certificate. The State uses these data to look at events at the consortia and hospita levels. Birth
defects and hearing screening are monitored through these data aswell. They are just now beginning to
be used for follow-up of immunizationsin infants.

Hospital discharge data are also avallable for analyss. The State haslooked at ambulatory discharge data

for childrenand haslinked these datato the eectronic birth certificate data. A focushereison ambulatory
sengtiveconditions. A smal project has aso been conducted on materna mortdity. The State participates
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in BRFSS, but no specid perinatd health questions are included in the survey.

A datewide Totd Qudity Improvement (TQI) work group hastakenthe lead in andyzing datardaed to
perinatal hedth. They have specificaly developed aligt of indicators, one of which isthe Ste of birth of
VLBW infants. The one areawhere dataintegration is still needed isfor Medicaid. State M CH program
daff are working onintegratingthesedatawithvitd statistics. Some HM O regulationsrequire the reporting
of HEDIS measures, but these measure are limited for mothers and newborns.

Consortia are required by regulation to andyze data on mothersand newbornsintheir areaand to access
datafrommember hospitals. Consortiaare also required to submit athree year perinatal/pediatric plan that
is updated yearly. Some consortia conduct specia surveys or focus groups on a case-by-case basis.

Changes, Challenges and Opportunities

The State MCH program gaff were concerned that managed care would have a mgjor impact on the
organization of perinatal services, but this impact does not appear to be large. There has been some
individud reorganization of hospital networks where MCO systems have beenimplemented, but no mgjor
disruptions in relationships or availability of care have occurred. There have been a few instances,
however, where a hospitd has realigned with another consortium because of these shifting networks.

In generd, access to risk-appropriate care is not perceived by State MCH program staff to be a mgjor
problem in New Jersey. There may, nevertheless, be problems with outreach and identificationof women
arik intheinner ditiesinthe State. As noted above, there is some variation in the compostion of the
facilities in the seven catchment areas but dl facilities are expected to achieve a least the minimum
standards of care.

Two primary concerns of State MCH g&ff related to perinatd hedth are racid disparitiesin pregnancy
outcomes and rising rates of LBW. Although there has been a decrease in Black infant mortdity rates, a
gtatewide committee is focusing onracia disparities. State saff are evaluating the extent to which therise
inLBW ratesisdue to increasesinmultiple births. Teen pregnancy remainsaproblemin New Jersey. The
problems noted at the consortialevel are similar to those for the State.

With regard to concerns about perinatal care, State MCH program staff recognize the need to develop
more culturdly competent services. Aninitiativeinthe Department of Hedlthisto develop training materids
for providersin thefield. Child care and trangportation remain barriersto ng care. State staff are
a so concerned about access to care for undocumented immigrants.



A Look Into Oregon

INnOregon, 45,273 hirths occurred in 1998 among the 699,737 women of reproductive age (15-44 years).

Oveadl, 80.2 percent of mothers began prenata care in the firg trimester, 82.8 percent among non-
Higpanic White and 79.4 percent among non-Hispanic Black women, but only 67.2 percent among
Higpanic women. Oregon’ sinfant mortality rate (5.8 infant deathsper 1,000 livebirthsin 1997), LBW rate
(5.4 percent overal and 9.8 for non-Hispanic Black infants in 1998), and VLBW rate ( 0.9 percent for
dl births, not avallable for non-Hispanic Black births) weremuchlower thanthe respective nationd figures.

In Oregon, muchof the governmenta authority related to healthoccurs at the local level. Oregon's Title V
Agency isthe Oregon Hedth Divison (OHD), a divisionof the Oregon Department of Human Resources
Searvices. The OHD is decentralized, with much of the activity and oversght occurring in the local hedlth
departments; there is a State Statute that specificaly identifies the local hedlth department as the public
hedth authority. The State'sMCH program staff fed that this devolution of authority is benefiad, in that
community needs and interest are addressed, resulting in community buy-in and support. Thereare34loca
hedlth agencies, serving 36 counties.

Managed care has alarge presence in Oregon: therewas a 47.3 percent HMO market penetration rate
and 16.6 percent PPO penetrationratein 1997. HMOsare growing dowly at thispoint, & an annud rate
of 11.4 percent between 1995 and 1997.

The Organization of Perinatal Services

In the 1980's Oregon undertook consderable efforts to implement regiondization of perinatd care, and
to establish three levels of care, as defined by traditional guiddines. The organizationof perinatal services,
as it loosdly exigts today in Oregon, is based on what remains of the relationships among facilities and
individud providers established under a set of guidelines that are no longer operationa. There is no
legidation or regulations at the State level authorizing or promoting the organization of perinatal services.

MCH aff indicate that there are probably three geographic catchment areas in the State, athough they
arenot spedificaly delineated. Thelevesof perinata caredso arenot formaly designated; the most recent
set of criteria for these designations was writtenin 1990. Currently at the locd leve, thereis informad sdf-
designation of levels of care of hospitas, based on the number of very low birth weight (VLBW) babies
that occur at the facility, and on facility staffing. The State MCH gaff identify six hospitals that would be
consdered as subspeciaty or “Leve 1117: threein Portland, serving the metropolitan area; one in Eugene
(West Centrd); onein Medford (Southwest); and one in Bend (Centra).

The OregonHedth Divisondescribeitsrole as a systems facilitator withrespect to perinatal care services,
rather than aregulator or active intervener. State health divison staff collaborate with the Oregon Hedlth
Sciences Universty (OHSU), which provides educeationd and technica assstanceto providersinprenatal
cinicsin loca hedth departments. OHSU dso gaffs high-risk prenatal dinicsin some counties. Many of
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theseeffortsaremade feasible through grant funds contracted to OHSU. State hedlth department staff so
assist communitiesin conducting needs assessments related to perinatd hedlth.

In 1987, withthe expansionof Medicaid digibility, there was a strong impetus for local health departments
to provide prenatal care, with 33 of the 34 local agencies doing so. While the minimd Title V funds
avalable for these entities had previoudy been used to fund infrastructure activities, monies were
reallocated to support prenatal care. More recently, withthe increasein privetizationof care resulting from
the introduction of mandatory Medicaid managed carein 1994, federdly qudified hedth centers and only
about one-third of loca health agencies now provide prenata care. The State MCH program is hoping
to redirect the efforts of local heath entitiesto returnto afocus oninfrastructureissues. State program staff
areworking withlocditiesto establish Oregon MothersCare, which includes a central referral mechanism
for prenatal care, a forma group that meets on aregular basis to discuss perinatal care, and a toll-free
number to inform low-income women where care is available to them. A perinatal care assessment tool
(adapted fromthe Col orado Department of Public Healthand Environment and Johns Hopkins Universty)
as0 has been introduced to locd hedth agencies to promote agreater emphass oninfrastructure building
for coordination of care and resource building.

A Technicd Advisory Group, composed of key perinatal partnersin the community, was convened by the
State in collaboration with OHSU. This group, however, is currently not in operation due to changesin
the Oregon Hedlth Divison administration and the need to reevauate the purpose and impact of such an
organization. Another group involved in perinatal hedlth concerns isthe Governor’ sMaternity Task Force
onPerinatal Care, gppointed in 1992 to advise to the Governor. Although this group’ sforma tasks have
ceased, one of which wasto develop areport card on perinatd hedlth in the State, members continue to
collaborate. Infact, the Task Force may evolve into the Oregon Perinatal Health Association (an affiliate
of the Nationa Perinatal Association).

The local hedlth agencies dso have aMaternd and Child Health Committee of the Conference of Local
Hedth Officids (CLHO). By Oregon gtatute, advises the Hedlth Divison. The CLHO MCH Committee
is composed of representatives from severa loca hedth agencies. Representatives from this committee
aso are onthe Governor’ sTask Force. Moreover, AreaHea th Education Centers (AHECS) areworking
with OHSU to establish medica telecommunication capabilities for providers in more isolated areas and
locd hedth agencies. Many have established local arrangements and systems.  For example, Lane,
Deschutes, and Marion Counties have local plans to address perinatal needs for womenwithout identified
financia resources.

Transport of high-risk mothers and newborns is handled informaly by the private sector, facility-to-facility,
provider-to-provider. Inthelast 10 years, materna transport has been emphasized, especidly from some
smdler hogpitals, but State level monitoring of the appropriateness of maternd transport is not in place.
However, the levels of hospitds where VLBW infants are born seemto be appropriate; about 85 percent
of suchbabiesborninrisk-appropriate hospitas. There areno EMS protocols specificaly addressing the

46



Reexamining the Organization of Perinatal Services Systems Oregon

transport of pregnant women, new mothers or their newborns. All patients are transported to the nearest
avaladle fadlity.

Interstate relationships regarding maternad and newborn transport appear to be based on geographic
proximity, withaninforma systemof referrals among providers and fadlitiesacross State lines. Inthevery
rurd, eastern part of the State, transport to Boise, Idaho may occur, or to Spokane or Walla Walla,
Washington. Some residents from Southwest Washington seek carein Portland.  High-risk infants born
in Washington or Cdifornia are followed to ensure continuity of care through referrals to local providers
and the locd hedth department.  In border cities and communities, relationships with their counter parts
have been formed by forma and informal agreements. Similar provider practices generdly are followed
in counties where access to a service may not be avalable in the county of residence. Geography has a
considerable impact on these practices, especidly given transportation distances.

Prior to 1994, there were generally established patterns of movement of high-risk newbornsin the State.
Based onanecdotal reports, State MCH staff suspect that withthe influx of managed care associated with
the 1115 Medicaid waiver, there have been some disruptions in the hitorica relationships that formed the
bass of the informd system. Managed care organizations (MCQOs), however, are noted to bewilling to
collaborate withlocd hedthagenciesand to devel op innovaive approachesto providing perinatal services.

Moreover, MCH gaff judge that partnerships between public hedth agencies, private providers, MCOs
and the Oregon Medica Assistance Program (OMAP) have been working well.

Services and Systems Financing

Oregonhaslimited funding to allocateto perinatal health care sysems ectivities. Asnoted above, the State
has a contract with OHSU that supports provider education and technical assistance activities and funds
OHSU to conduct high-risk dinicsinselected communities. TitleV Block Grant funds are aso being used
to encourage local hedth agencies to focus on infrastructure building. Otherwise, Title V funds support
safety net services for undocumented women and other MCH activities of loca hedth agencies, as
determined by local needs.

Thereisno State legidationregarding contracts, guiddinesfor or accountability of M COsfor perinata care
inthe State. Recently legidation was passed, however, requiring dl insurance carriersto provide coverage
for dl pregnant women. The Oregon Hedlth Divison isnot involved in regulation of MCOs or commercid
insurance plans. Genera provisions exist with respect to M COsrelated to the indusonof specidists and
subspecidistsinprovider groups. Plans generdly limit the number of specidistsonther panelsfor economic
reasons. Plans often advertise their reimbursement levels and physician groups independently decide with
which MCOsthey are willing to affiliate.

One third (32.2 percent) of ddiveriesin Oregon are covered by Medicaid, and 60 percent are covered
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by commercid insurance. Managed care, whether through commercia groups or Medicaid, is alarge
payer for perinatal services. M CH programdtaff estimate that half of Oregon’ sentire populationis covered
by managed care plans, and only about 10 percent of commercidly insured persons receive ther hedth
care under fee-for-service arrangements. Seven percent of women have no prenatal care coverage, and
Medicaid paysfor their ddiveries.

A statewide mandatory Medicaid managed care programwas implemented under a1115 waiver in1994.

The program varies by county, depending on the availahility of fully-capitated hedth plans (FCHPs) or

primary care case managers (PCCMs). Where FCHP capacity is sufficient, enrollment in the plan is
mandatory. The Medicaid program covers maternity case management services, athough its actua

provison of the servicesby the FCHP isoptiond. At thistime only two FCHPs contract with loca hedlth
departments to providethisservice. At the time mandatory managed care was implemented, each of the
36 counties in the State had two managed care plans. In the last year, however, several large MCOs
started to leave the moreisolated areas. To counter this, Sx rurd counties are developing their own M COs.

Moreover, Medicad remans fee-for-service for about 10 percent of enrolled pregnant women as a
safeguard for those who do not have access to managed care (for example, two countieshave no MCOs,

athough one hasaprimary caredinic). Theredsoisan*“opencard” optionwithin managed care plans, by
which providers can hill on afee-for-service basis for women who enter into prenatal care late.

Medicad plans are monitored by the Title XIX agency. The MCH gaff indicate that case management
services provided to women have been inconggent across the State. A statewide Maternity Case
Management qudity improvement project wasjust completed inajoint effort between OHD and OMAP,
aswell as county hedlth departments, severa M COs, some private agencies and providers. This project
is expected to result in more specific and comprehensive guiddines for service ddlivery as well as
reimbursement criteria

Current reimbursement incommercid M COsfor prenatal care and labor and ddlivery servicesfor anorma
vagina delivery is $4,000. Reimbursement is generdly low for services provided in loca hedth
departments, and there is alarge discrepancy between fee-for-service rembursement and reimbursement
for managed care contracts with health departments. Providers are reported to be displeased about their
Medicad managed care reimbursament rates. Plans have generdly not registered complaints, athough
some have dropped out of the Medicaid program in rural aress.

Data Sour ces and Accountability M echanisms
Oregonisvery interested in enhancing its collection and use of various routine data sources. The State has
avery active vitd satisticsunit, and recently began participatinginPRAMS. Thefirst year of PRAMShas

just been completed and the report of these data will soon be available. Hospital discharge data are
available, but are s8dom used. Some datawill soon be available from the pilot Fetd and Infant Mortdity
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Review projects in 4 rurd counties, which are just concluding and will result in a “Lessons Learned”
document.

TheM CH programreportsdifficultyinganingaccessto, usng, and understanding Medicaid data. A CDC-
funded project to improve the use of these data has recently begun, and MCH gtaff hopeto link Medicaid
and hirth certificate data as a result. Another data-specific difficulty stems from the fact that Medicad
managed care plansinitialy did not have an encounter system to gather data; this problem has since been
rectified. Limited encounter data are being collected while the data system is being upgraded to facilitate
data availability.

Most routine dataare used for reporting on Title V indicators, suchas reporting onthe appropriateddivery
gtefor VLBW hirths. State MCH staff hope to begin looking at transfers as well asto darify definitions
of levds of fadilities. Plansare being devel oped for assessment of quality assurance for Medicaid managed
care plans, specificaly related to perinatal care. However, the State would like to strengthen dataelements
regarding prenatal care and wrap-around services. The State participatesin BRFSS, but the survey does
not include perinatal health questions.

Changes, Challenges and Opportunities

Oregon’ s State M CH program staff fed that perinatd care has been strengthened over the last five years
in part because of greater utilization of certified nurse midwives (CNMs) in community practices and
hospitals. In the past 10 years reimbursement of CNM s became equa to that of physcians, postivey
affecting service ddlivery at thelocd level. The State dso licenses direct-entry midwives (LDEMS).

A magor influencein Oregon’s hedlth care sysem was initiation of the Oregon Hedth Plan in 1994. This
Medicaid managed care program increased digibility levels and prioritized health care services to be
provided, with perinatal care high on the priority list. While more women are covered under the system,
there is concern that implementation of the Oregon Hedth Plan has eroded the safety net. Local hedth
departments are not statutory providers of last resort, and they arelosing their paying (Medicaid) clients,
making it difficult for them to continue to serve non-paying dients.

State MCH program daff also noted additional concerns, such as access to wrap-around services
(specificdly substance abuse and mentd health services), appropriateness of the content of care provided,
and attentionto women’ sneeds* outsde’ of hedth (such asfood, housing, transportation, especidly given
welfare reform). Although lack of drug trestment for pregnant women has been identified as a problem,
limited resources have been all ocated for treatment. Other concerns highlighted fromaFIMR pilot project
involve possible limited completion of risk assessmentsby providers, and inadequate follow-up or referral
for risk-appropriate services.
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Womenlivinginvery rura areas, and onthe fringes of Portland, often experience trangportation problems
that limit access to appropriate perinatal care. Access and hedth status differ by demographic
characteristics. Minority groups have lessfrequent and later accessto care, and poorer outcomes. Insome
rurd communities, there is a high rate of providers who will not participate in Medicaid. Much of the
prenatd care throughout the State is provided by family practitioners, some of whom may restrict access
to care to after the fird trimester. The State has been actively trying to increase the number of prenatal
providers available for low-income women, usng CNMs and LDEMs to address this problem in part.

Women in Oregon have one of the lowest rates of early entry into prenatal care (Oregon is40th in the
country). State MCH program geff are trying to improve these rates through the Oregon MothersCare
project, and to identify women during pregnancy who need follow-up, but resources are limited. There
remain, nevertheless, questions about whether or not outreach efforts are effective in bringing womeninto
care. State staff aso recognize the need to address domestic violence, and have applied to the CDC for
fundsfor this. A project funded by the Health Care Financing Administration has just started to increase
HIV counsdling and testing recommendations for pregnant women.

Oregon has astrong systemof home vigtingindl counties in the State for pregnancy and early childhood.
Another divison within State government has an early intervention, home visiting service directed at
pregnant womenand early childhood for the prevention of child abuse and neglect. Theseentitiesand local
health agencies work collaboratively in the countieswhere these servicesexigt (about one third of Oregon
counties). This “Hedthy Start” program moddls its services after the Hawaii Hedthy Start program.  Its
emphasisis oncommunity collaborationand coordinated planning inadditionto direct servicesto families.
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A Look IntoVirginia

In Virginiathere were 94,351 birthsin 1998. The number of women of childbearing age, 15 to 44 years,
was 1,596,463. The percentage of women with early prenatal care was 85.2 percent in 1998, 90.2
percent among non-Hispanic White women, but only 74.4 percent among non-Hispanic Black and 73.2
percent among Higpanic women. Theinfant mortdity rate in the Commonwedth was 7.8 in 1997. The
LBW rate was 7.9 percent (12.6 percent for non-Hispanic Black infants), and the VLBW, 1.7 percent
(3.2 percent for infantsof non-Hispanic Black mothers). The Stateratesfor dl women were dightly higher
than the U.S. figures, dthough the LBW rate for non-Higpanic Black mothers was less that the nationd

percentage.

The state has a centralized heslth department structure. Within the office of the Virginia Department of
Hedth(VDH), the Maternd and Child Hedlth Services (Title V) Block Grant is managed by the Office of
Family Health Services (OFHYS). Thisoffice is aso responsble for facilitating the coordinationof perinatal
services within the State,

Virginiahas alow leve of managed care penetration. HMO market penetrationin 1997 was 15.6 percent,
and PPO market penetration was 25.1 percent. However, the managed care presence is growing; the
average yearly rate of growth of the managed care market in the State from 1995 to 1997 was 43.3
percent.

The Organization of Perinatal Services

Virginids*“sysem” of perinatd servicesis driven primarily by the competitive public/private environment,
and is not mandated at the State leve through legidation or executive authority. There are Six perinatal
hospitd centers, sdf-designated consistent with hospitd licensing regulations, and seven State hedlth
department-established and funded Regiond Perinatal Coordinating Counals (RPCCs). Six of the 11
speciaty and subspeciaty hospitas inthe Commonwed thresponded to anRFPto become thelead agency
for the RPCCs. One hospital in Roanoke serves as the lead agency for both Regions | and 11.

A study authorized by the Perinatd Services Advisory Board (PSAB) inVirginiawas conducted in 1990
by the Nationa Perinatal Information Center to resolve problems throughout the State on a voluntary
collaboretive bass regarding delivery of appropriate perinatal care. This study led to the later formation
of the RPCCs. The purpose of the RPCCsiis to develop and maintain the community leve infragtructure
necessary to support the delivery of perinatal services, but they have no authority to direct system
organization or operational aspects of dinicd perinata care. Ther intent is to establish coditions that
included boththe public and private sectors, hospita's and private physicians, community helth centersand
any other organizations with a vested interest or role in perinata care. These coditions are made up of
individuals representing hedth departments, hospitds, private providers and community hedth
organizations.
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TheRPCCshave been funded by the State hedlth department since 1992, initidly through grants, but under
contracts since 1997. Through these contracts, alead agency for the RPCC must be identified, and three
gpecific functionsmugt be undertaken: 1) develop and mantainthe RPCC; 2) planappropriateprofessiona
perinatal outreach and education; and 3) conduct at least one fetal and infant mortdityreview (FIMR). The
RPCCshave the latitudeto desgn ther activities consstent withthe contracts, but they must be responsive
to loca needs.

There are several methods used inVirginiato designateregions, leading to some confusionabout leadership
inagiven area. The perinatd regions were based upon speciaty neonatal care and were devel oped by the
PSAB in the 1980s. The hedlth digtrictswerein existence since well before 1980. The hedth didtrictsdo
not corrdate, however, with the Planning Didtricts, whichderive from other governmentd inititives. The
managed-care industry hasdevel opeditsown*“regions.” No group has been willing to tackletrying to bring
dl of the stakehol derstogether to make the geographic desgnations within the systemless confusng. When
andyzing data, counties are used and then the data are cal culated within the “region” that is applicable to
the gtuation.

Hospitd licendang regulaions promulgated in 1995 identify four levels for neonatd care: 1) Routing 2)
Intermediate; 3) Specidty; and 4) Subspecidty. Hospitds prefer to designate themsalves level 3 or 4,
amost no hospitals rate themsdves aslevel 1. The northernVirginiaarea has the highest concentration of
level 3 and 4 facilities. About 75 hospitasin the State provide obgtetric care, and gpproximately 11 are
specidty or sub-specidty centers: 4inthe Richmond areg, 5inthe Fairfax area, and 2 in Eagtern Virginia

The VDHsM CH Programdoes not play alarge role interms of outlining service delivery patterns, but acts
more as a“facilitator.” MCH gaff located within the VDH, Office of Family Hedlth Services, Divison of
Women's and Infants Hedth (DWIH), work in an advisory capacity, as colleagues, in overseeing the
organization of perinatal services throughout the State. 1n addition, public hedth maternity clinics (115 in
the 35 digtricts) serve about 20,000 women (at least one visit each) per year.

Two powerful groupsin Virginia are the State’ sMedical Society and Hospital Association. Obgtetricians
and neonatol ogists who are members of the Medica Society exert some influence regarding changes that
occur inthe State. However, at present perinatd care“isnot apriority for these organizations.” Managed
care organizations (MCOs) essentidly control the marketplace, and the political environment is such that
their approach istacitly or explicitly supported.

Although active inthe 1980's, the PSAB was disbanded infavor of the Governor-appointed Materna and
Child Health (MCH) Council. This council was crested to improve the hedth of the Commonwedth’'s
mothers and children by promoting and improving programs and service delivery systems related to
materna and child hedth. The Council is chaired by the Secretary of Hedlth and Human Resources and
includes the Commissioners of the Department of Health, the Director of the Department of Medical
Assistance Services, the Commissioner of the Department of Socia Services, the Superintendent of Public
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Instructionand the Commissioner of the Department of Menta Hedlth, Menta Retardationand Substance
Abuse Services. The Governor gppoints other members representing health professons with expertisein
MCH, private nonprofit organizations involved in the promotion of MCH, private indudtry, the rdigious
community, loca public officias and hospitals. The goas of the Council areto examine trendsand causes
of maternd and child morbidity and mortdity, review and evduate the Commonwedth’ sM CH programs,
develop palicies, principles and priorities which guide programs and services for mothers and children,
promote public and private partnerships or systems of care and coordination of agency effortsin MCH,
and advise and report to the Governor and Generd Assembly annually regarding potentid program and
policy initiativesin MCH.

The managed care organizations operating in the State have thelr own approaches to organizing or
“regiondizing” perinata services. M COs and physician practices (often based on reationships formed
when physcians were trained) greatly influence consultation and referral patterns. Regulations, however,
require collaborative agreements for protocols for referral and trangport between hospitas with different
levels of neonatd care, and include guidance for back transport aswel. The RPCCs play amgor rolein
negotiating those agreements.

All transport issues are handled at the local level between the loca emergency medica services and
participating hospitals even if they cross-State lines. Transports appear to operate smoothly between
fadlitiesat appropriate leves of care, asreported by State M CH gaff. Payment for materna and newborn
transport is mainly through third party insurance and the Emergency Medical Services program. Follow-up
of high-risk newborns occurs under the auspices of the Title V CSHCN program's Child Development
Clinics sponsored around the State, as well asthe Part C early intervention programs.

Referrds and transports cross State lines. In Southwest Virginia, tertiary care is provided in Memphis,
Tennesee. A smdl number of women living dong Virginid s southern border may go to Duke Medical
Center in North Carolina, while some North Carolina residents fromthe Duke/Researchtriangle areamay
receive care in Lynchburg, VA. There is a reported “influx” of deiveriesin the northern Virginia area of
womenwho liveinthe Didrict of Columbia, and some womencome to VirginafromMaryland's St. Mary's
County. InnorthernVirginia, Kai ser Permanente coversthree States, and patientsarereferred across State
borders within their sysem. In Eastern Virginia, some patients from Eastern North Carolinatravel to the
perinatal centersin the Norfolk areafor services

The 1997 Genera Assembly requested that the Maternd and Child Health Council study the issue of
access to perinatal servicesin rurd and underserved areas of the State and provide recommendations to
the 1998 Generd Assembly (House Joint Resolution617). The DWIH provided Saff support to the council
for the completion of thisreport. The Perinatd Subcommitteeidentified multiple options to improve access
to perinatal care in rurd and under served areas. The options focus on recruiting perinatal providers to
practicein underserved areas, promotion of collaborative practice modds inthese areas, and strategiesto
encourage women to seek perinatal services (FY 1998 TitleV Block Grant) .
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Servicesand Systems Financing

State resources supporting effortsaimed at the organization of the perinata health care system are limited
to those dlocated to the Regiond Perinatal Coordinating Councils under contract. The MCH program
adminigters these funding agreements, which total $875,000 per year. Title V funding supports &ff to
carry out the ectivitiesof the RPCC. The operation of the RPCCs appears to the MCH program steff to
be stable, and the State Health Commissioner is reported to be very committed to continued funding.

A phase-in of Medicaid managed careis currently underway inthe Commonwedlth. There are three types
of managed care plans. The “Meddlion” plan requires enrollment with a primary care case manage;
“Options’ requires enrollment in an HMO or aPCCM; and “Meddlion 11" beneficiaries are required to
enroll inHM Os. Persons withdigibility for lessthan 3 months (which includes some pregnant beneficiaries
in the latter part of their pregnancies) are not digible to participate in the managed care programs, they
participate in the fee-for-service program.  In areas where thereisinsuffident managed care penetration,
the State hasimplemented amandatory PCCM program whichrequiresal Medicaid enrolled womenand
children to choose a primary care physician to coordinate their hedlth care.

A Virginia Medicaid-funded program of note is “Baby Care,” aprogram that covers case management
servicesprovided by a registered nurse or socia worker for high-risk pregnant womenand childrenup to
age 2. It dso covers expanded prenatd services, including homemaker services, physician ordered bed
rest, education classesand nutrition services. Local hedthdepartments are the primary providersof “ Baby
Care’ services, but some managed care organizations provide them as well.

Medicaid payment rates for clinical services provided to individua women and infants are reported to be
competitive withcommercia insurance. There gppears to have been a downward adjustment in payment
rates in the past few years, both for public and private insurance. MCH program staff indicate that
reimbursement ratesare not adequate to support servicesprovided. Arrangementsfor cost-sharing related
to physician training may be emerging.

Data Sour ces and Accountability M echanisms

Virginia uses vitd datistics data for monitoring perinatal hedlth, like other States. Moreover, the Virginia
CARES bhirth defects registry has been in existence since the 1980s. Additiona data come from three
sources. VISION, a Patient Care Management System for health department clients statewide, provides
data on loca hedth department maternity patients. The Resource Mothers program’s Uniform Data Set
(UDS) has been operationd for a number of years, and provides data about clients such as age, race,
marita status, frequency of smoking, infant birth weight, infant compliance with immunizations, school and
employment status. Hedlthy Start grant funding hasbeen dlocated to automatethe Resource MothersUDS
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and expand it statewide. Also, a FIMR data set has been developed using the Nationa Fetd and Infant
Mortality Review Program's sysem. Virginia does not participate in PRAMS, but does adminigter the
Behaviord Risk Factor Survelllance System questionnaire that includes some questions rel ated to perinatal
hedlth risk during pregnancy (folic acid, smoking, nutrition items, €tc.).

Virginia Hedlth Information collects patient-level hospital discharge data.  Although these data are not
routindy shared with g&ff at the Virginia Department of Hedlth, they can request aggregated data for a
nomind fee. Staff from VDH have participated in designing specia reports of these data such asone on
cesarean ddiveriesin the Commonwedlth.

Virginia developed a Neonatal Outcome Data Set for the purpose of monitoring the 1995 hospita
regulations onneonata care. Staff from DWIH andyze the neonata outcome datawith consultationfrom
RPCC gaff. Development of this data set was contentious, and necesstated the assistance of an outside
facilitator to asss in the development of consensus among neonatologists. The dataare collected as part
of the Annud Survey of Hospitds.

Implementationof regulations pertinent to perinata careis overseen by the Center for Quality HedlthCare
Services and Consumer Protection (CQHCSCP), previoudy titled the Divisonof Health Facilities While
hospita designationisoutlinedinregulations, it is voluntary, and determined by the fedilitiesthemselves. The
CQHCSCP audits each site and determines whether it concurs with a hospitd’ s salf assessment. MCH
program gaff note that “implementation of the regulations has not been fully gppreciated.”

As part of the interagency agreement between Medicaid and MCH, the DWIH is to receive data on
Medicad clients. Data sharing has not been seen as a priority by Medicaid, however, and it has been 3
or 4 years Snce any data have been provided under these arrangements. Very recently, however, MCH
and Medicaid g&ff collaborationhas evolved around the conduct of several large Medicaid-funded Studies
relevant to ensuring accountability for the perinatal population.

In FY 1997, the Divison of Women's and Infants Health contracted with the Center for Pediatric
Research, Eagtern VirginiaMedica School, to complete a study of low birth weight infants. The study
designincluded the use of hospita discharge datatoidentify the number and costs of low birth-weight births
and their geographic digtribution (FY 1998, TitleV Block Grant).

Eachhedthdidrict develops its own qudity assurance program, which is assessed by VDH gaff through
annud renewa applicationsfor Title V fundsand through quarterly reports. The RPCCs assess perinata
hedlth issues by andyzing outcome data and morbidity within the neonatal units. Perinata outreach
professional educationis planned annudly based on andyds of the data and input from hospital and hedlth
department staff.
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Changes, Challenges and Opportunities

The hedlth care market appears to be shifting as a result of the movement of managed care into the
Commonwedthand may have animpact, asyet undetermined, onthe organizationand delivery of perinata
services. Multiple hospitd mergers and buyouts of smaler hospitals have occurred, some of which have
resulted in establishment of new NICUs. For-profit companies have entered regions of Virginia, bought
up smdler hospitals and established new NICUs, sometimesin regions with NICUs previoudy in place.
The incidence of these changes, however, appears to have begun to levd off about 3 years ago, and the
MCH program does not perceive that patterns of care have changed significantly since then.

Severa changes are occurring regarding providers of perinatal services. Increasingly, family practitioners
are perceived to be performing ddiveries, dthough there are no data available to document numbers.
Physicians working within the context of specialty centersareexpressing concerns about the effect of family
practitioners and mid-level providers entering the perinatd care arena.  Family practice physdans,
obstetricians and certified nurse midwives have met to discuss a shared-care moded aspart of alegidaive
gudy. Virginia seducationd ingtitutionsgeneraly support the concept of collaborative education for hedth
professonds, and it is part of Virginia Commonwedth’s University’s srategic plan.

Provider traning is a concern. The number of women ddivering in academic medica centers has
decreased, due in part to more Medicaid clients recelving care through managed care plans, and in part
to an gpparent decreasing birth rate. This decrease is anticipated to affect arrangements for medical
education, making the training of obgtetricians more chdlenging. As a result, medica schools are
increesingly looking to form partnerships with the private sector to ensure an adequate patient base to
support training of dinicians.

InVirginia, FIMRs were initidly supported through a grant from the Nationd FIMR Program with funds
fromthe Robert Wood Johnson Foundation, and are now a required component of the RPCCsunder the
recently implemented contract system of funding. The FIMRS were not immediately embraced by all
RPCCs, since additiona funding was not provided. Since then, however, funding has been bolstered in
part by the federd Hedthy Start program, and the MCH program is making efforts to secure additional
funds to support FIMR efforts statewide.

The Department of Hedlth's current priorities related to perinatal hedth services and hedlth outcomes for
women in the State focus on racia disparities. Mgor anayses of data about racial and ethnic hedlth
disparities were conducted, and, working with the Office of Minority Hedth, the MCH program has
applied for agrant focused on reducing these hedthdisparities. If awarded, this grant project may be used
in part to provide additiona support for the FIMRs.

I nadditionto continuingand/or expanding the FIMR ineach of the seven RPCCs, the Hedlthy Start funding
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expandsthe Resource M others Programand nutritionservices. A public education mediaprogram, called
“Loving Steps,” is planned in collaboration with Virginia State and Norfolk State Universties. It targets
dl dtizens to support pregnant women to seek early prenata care and promote hedthy behavior during
pregnancy, with the goa to produce a hedthy start for dl babies. Virginia State and Norfolk State
Universities conducted the focus groups from which the “Loving Steps’ campaign was developed. They
aso asssed in the fidd testing of the materids and participated in the review committee, which approved
the find products, as developed by the contractor.
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A Look Into Washington

A tota of 79,663 births occurred among the 1,278,700 women of reproductive age (15-44) in
Washington in 1998. While 83.0 percent of dl womenbegan prenatal careinthe firgt trimester, only 77.3
percent of non-Hispanic Black and 71.0 percent of Higoanic womendid so in 1998; the percentage of non-
Hispanic White women who recelved early care washigher, a 85.8 percent. The infant mortality rate of
5.6 infant deaths per 1,000 live birthsin 1997, the LBW ratein 1998 of 5.7 percent (10.1 percent for non-
Hispanic Black infants) and the VLBW rate of 1.1 percent (2.9 percent for infants of non-Hispanic Black
mothers) were al much lower than the respective rates for the nation.

The State has a decentralized public hedlth department structure, with most of the authority located at the
locd levd. Nonetheless, sgnificant monitoring and assurance functions take place at the State level.
Washington's Title V program is administered through Community and Family Hedlth in the Department
of Hedth. In 1993, Washington passed a comprehensive hedth reform bill, mandating hedth insurance
coverage for dl. However, mgor provisons of the act were repealed in 1994 and 1996.

Managed care spenetrationinWashingtonisabove average for the country. Neverthdess, dthoughHMO
market penetration in Sesttle rose from 19 percent in January 1996 to 29 percent inJuly 1997, thisfigure
is low for a metropolitan area, and low for the West Coast.(Community Report, Seattle, Washington,
Winter 1999). The PPO market penetration in Washington was 28 percent in 1997. The average annud
growth rate of HMOs was 21 percent from 1995-1997.

Organization of Perinatal Services

“Washington... hasahad forma system of perinatal regiondizationfor over adecade, withrdatively well-
delineated referrd relationshipsamong dl maternity unitsinthe State” (Rosenblatt 1996). The most recent
framework presented in the second edition of Towards Improving the Outcome of Pregnancy (TIOP
I1) forms the basis for the organization of perinatd activitiesin the State, and is used as a barometer to
assess the current system.

Washington State is formally organized statewide into four regiona perinatal catchment areas. These
catchment areas are hitorically based on geography, with particular atention to natural boundaries, like
mountains. More recently, some areas have changed based on shifting maternal and neonatal transport
patterns related to mergers and buyouts of hospitals and managed care contract changes.

Data on maternd and newborn trangports have been used to place hospitas in different catchment areas
from higtorical ones, when gppropriate, allowing the system to remain flexible with regard to the needs of
patients and providersin the area.

The four regiond programs are funded through State contracts with regiond centers in each catchment
area. The contracts specify the responghilities of the regiond programs for professiona education and
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outreach as well as needs assessment and planning conducted onatwo year cycle. Theregiond programs
aso are respongble for organizing and monitoring the provison of perinatal care available within their
cachment areas. Reflecting the centers primary focus on inpatient intrapartum care, saff of the State
M CH programbelieve that decisions with regard to clinical care are best Ieft to the regiond centerswhich
are more aware of the medica needs of the communitiesin their areas.

Three levels of careare defined inWashington, consstent with the traditiond definitions of Levd 1, Il and
[l facilities. These definitions are identified in a document on perinatal leves of care, first developed in
1986 by the State-staffed Perinata Advisory Committee (PAC), which included participation of the
regiond centers, Leve | and 1l fadilities, and Group Hedlth Insurance Corporation. The document has
been revised twice, once in 1988 and again in 1995, and is currently under review.

State statutes (Washington Annotated Code, WACs) and State regulations (Regulatory Code of
Washington, RCWs) for perinatal care were enacted in 1989 that outline the guiddines for intermediate
care nurseries and neonata intensive care units (NICUSs).  Although neonatologistsinthe State wanted to
make stronger guiddinesfor the qudifications of providersin these nurseries, the guiddines primarily focus
on specifications for fadlities, such as the numbers of births, numbers of beds, staffing, equipment,
laboratory and blood bank facilities, and availability of subspecidids. In addition to levels of care, there
are ds0 datutes concerning obstetric care, labor and delivery, newborn screening and obstetric and
neonatal patient care services. The State's statutes provide a minimum standard for hospitals to followto
maintain and protect the heath of women and tharr newborns who may encounter the need for hospita
hedthservices. Staffing sandardsinclude physicians, registered nurses, and others prepared by education
and experienceto provide obstetrica and neonata services. Required writtenpoliciesand proceduresare
delineated, as wdl as the need to review and revise them, as needed, at a minimum of every two years.
Record keeping (including completion of client chart, birth and death certificates and newborn screening
follow-up) dso isrequired. Physica emergency equipment and set-up aso are spelled out.

Thereare currently 10 NICUsinWashington, two of whichareinchildren’ shospitals. Eight hospitds also
provide obgtetric services, oneof theseisamilitary hospitd. Eight of the ten hospitds are members of the
PAC, described below. The hospita licensang divisonof the Department of Healthconductsannua reviews
of the scope of services in hospitds and verifies that certificates of need are conagtent with the leve of
perinatal care provided. Review teams, however, may not dways include someone with expertise in
perinatal hedlth care. If members of the licenang review team have concerns about the levels of careinthe
hospitd, the levels of perinatal care document is reviewed with the hospital and contacts at the State
Department of Health and Perinatal Regiond Programs (PRPs) are provided to them. It isthe hospitd's
respongibility to follow through with their PRP regarding any issues of concern.

Washington has had a standing Perinatal Advisory Committee (PAC) since 1984. It was established so

that the State could obtain information about the quality and scope of perinata care throughout the State.
Its purposeisto improve perinatal outcomes. It isacompletdy voluntary committee and has no legidative
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or adminidrative authority. 1ts membership includes the four PRPs and representatives of professiona
organizations as wel as consumer groups such as Hedthy Mothers, Hedlthy Babies and the March of
Dimes. No consumers or parents participate as members of the committee, dthough task forces of the
PAC indude consumers. The committeg’ s responsihilities center on communication and data support
activities. It isstaffed by the State MCH program, and produces awork plan every two years. The focus
of the current workplan is on monitoring legidation, reimbursement issuesrelated to perinatal care, support
of Medicaid qudity assessment activitiesaround managed care, domestic violence, and reducing perinata
transmisson of infectiousillnesses.

The Washington Department of Health, through its contracts with the four PRPs, is responsible for
overseeing the adminigrationof the perinata hedthcare systeminthe State. As noted above, the regiond
centersare responsible for overseeing the dinicd carethet is provided in their catchment area. Moreover,
the obstetrical and neonata dlinical nurse speciaigts at each center meet on a regular basis with
representativesfromthe local health departmentsinthe areaand discussther educational needswiththem.
Each center hasatoll-free telephone number, 24-hour physician and nurse consultation, its own transport
team, and produces a quarterly newdetter. Each dsoiscommitted to following up with referring physicians
within 24 hours of transport.

Each RPC has its own transport team, and distributes quarterly newdetters reviewing materna and
newborn transports. Follow-up of these transports is dso made for quaity assurance purposes when
transported mothersand newborns do not meet the guiddines for transport. Emergency Medica Services
(EMYS) isnaot generdly involvedintransport/back transport of mothersand newborn. Somework has been
done, however, to develop trangport guiddinesfor amother or baby inthe course of a planned home birth,
and how alicensed home birth provider would transfer care for that person to the EMT.

There are no forma relationships between Washington and neighboring States regarding perinatal care.
The regiond center in Spokane hasrecelved requests fromphysicians inldaho for education, consultation
and referra. Whilethese are activities that are funded by the center’ s contract, these contractsrelate only
to residents of Washington. Thelow reimbursement ratesfor Medicaid in Idaho arealso aconcern. There
are about 1200 births annually in Portland to southwesternWashingtonresidents. Washington isworking
withOregonto assurethat their residents have access to equivaent services covered under Washington's
Medicaid Program, known as First Steps (discussed below).

A high priority of the perinatal system isto ensuretimely accessto care for women. There are hospitalsin
some geographicaly isolated counties that perform less than 500 ddliveries per year and some with less
than100. They continueto provide obstetric and newborn care, however, in order to assuretimely access
to care for women in these isolated aress, particularly during the winter months.

From a dinicd perspective, the current system of perinatal carein Washington appears to be reatively
secure. Nevertheless, a times loca politics may need to be addressed, and the State is flexible about
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changesin agiven catchment area. A priority of the State Hedth Department is that the regiona program
meet the needs of their loca communities. Because only a portion of the regiond centers activities are
funded by the State contracts, the regiona centers have consderable autonomy in determining local needs
and their responses to them.

Services and Systems Financing

The State contracts with the regiond programs are funded with a combination of State appropriations
matched with Medicaid dollars. The perinatad program requirements (for example, education, training,
consultation) are written into the DOH/Department of Socia and Health Servicesinteragency agreement.
Funding levestota between $750,000 and one million dollars annualy. Thereisa 50 percent Medicaid
adminigrative match for 3 of the perinata regions and a 75 percent match for the fourth perinatal region.
The perinata program higtoricaly was funded with Title V' dollars, until budget cutsled to areduction in
direct servicedallars. In order to do the match on the federd Medicaid dollars, generd State fund dollars
must be used. Occasondly, Title V dollars have been available to fund some specific activitiesrelated to
the programs’ objectives. Specid State funds are aso avallable a times; for example, there are currently
designated State dlocations for priority treatment of pregnant women with substance abuse problems.

The State has saverad mechanisms through whichit caninfluence public finendng or insurance coverage of
the hedlth care recelved by women. Maternal care access legidation was passed in 1989 providing
coverage for medica prenatal care and support services to pregnant women up to 185 percent of the
federa poverty leve (newborns and childrenare covered upto 200 percent of poverty) through aprogram
cdled“Firg Steps.” This coverage a so includes access to servicesfor womenup to one year postpartum.
Although the results of areproductive health benefits survey show that 90 percent of plans cover prenatal
services, only 76 percent of digiblewomenare enrolled for these benefits. Theredsoisasubsdized State-
funded hedth insurance plan for people who otherwise cannot afford hedlth insurance, or are not offered
agroup plan by their employer.

Medicad aso offers the Maternity Care Access program which indudes case management and wrap
around services for women in need. Wrap around services were not initidly built into MCO contracts,
dthough amgority of providers offer these services. The Maternity Care Access program specificaly
provides for these services for Medicaid enrolled pregnant women, and MCO providers bill for them
through Medicaid. Case management and wrap around services also are avail ableto women who seefee-
for-service providers. Anindependent women' s hedlth advocacy group isundertaking an evauation of the
package of maternity services currently available to women through insurance and managed care.

In 1993, Medicaid mandated managed carefor dl enrollees. The implementation of this program (caled

Hedthy Options) was phased in on a county-by-county basis withfull implementationin place by the end
of 1996. Although the number of pregnant women receiving care through fee-for-service Medicad
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arrangements has declined inWashington State from 29,000 in 1993, there are till over 11,000 Medicaid
deliveries not occurring under managed carearrangements. Thisisduein part to possible exceptions under
the managed care rules, that indudea preexigting reaionship withaprovider, Native Americans recalving
carefromIndianHealthServiceproviders, and geographic residence where choicesare limited. A concern
of the State based on arecent andyss of vital statistics data, however, is that womenrecaving carefrom
fee-for-service providers showpoorer outcomes thanwomenin managed care evenwhenadjustmentsare
made for a number of confounders.

Thereare no datutes at the State level regarding the contracts, guidelines for or accountability of managed
care organizations for perinatd care. Thereare dso no policies or guidelines related to reimbursement for
Speciaty or subspecidty care. Providers are reimbursed currently based on diagnostic related groups
(DRGs). Washington still implements Certificate of Need for neonatal services.

Commercia managed care providers of perinatal care are generaly the same providersasfor Medicaid's
managed care program. Currently, saf referrd is permitted for accessing reproductive hedth benefits
withinthe insured’ shealth planor HM O. Washington State passed the Women' sHedthCare Access Act
to assure such access for women.

Community Hedlth Centers (CHCs) are found in 28 of Washington's 39 counties. The development of
the Community Hedlth Plan of Washington has alowed the CHCs to remain viable and competitive with
other loca hedth care providers.

The qudity of careinthe Hedthy Options program has been assessed annudly sinceitsinception. Initidly,
appropriateness of care was evauated intendvely by reviewing prenatal records to determine if proper
screening had beendone and if the dementsof care were appropriate. Thisevauation showed gppropriate
care by providerson most issues except for HIV/AIDS screening. The State is now conducting amore
focused evauation of HIV/AIDS screening and postpartum birth control use.  They dso are evduaing:
why some women are being exempted from Hedlthy Options; how continua digihility affectsoutcomesand
early accessto care; and the effect of case management on outcomes.

As noted above, fee-for-service careis ill available to women enrolled in Medicaid but primarily as a
safeguard for women who do not have access to a choice of providersin managed care or to be flexible
about women' sprovider preferences. With the advent of Medicaid managed care, for which certification
of providersis arequirement, the State Medicaid program gaff redlized that they did not certify providers
under fee-for-service arrangements and are currently working on this.

The Medicaid programin Washington evauated reimbursement for perinatal care through Medicaid, and
deemed it to be adequate. Some providers disagree with this assessment, epecialy in some rurd aress
where accessto risk-appropriate servicesis limited. Some M COshave pulled out of rurd areas, dthough
it isnot clear whether the reason for doing this is because of low reimbursement, or rather due to the lack
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of infrastructure for services in these aress.
Data Sources and other Accountability M echanisms

The Washington State Health Department has an extengive array of datathat it usesto monitor and evauate
changesin perinatal healthindicators, aswel asahistory of reportsin the published literature of these data.
Matched birthand infant death certificate datafilesarelinkedto hospital discharge abstractsinto a database
cdledBERD. Thesedataareasolinkedto Medicaid records. The State dso participatesin PRAMSand
usesthesedatafor population-based surveillance. PRAMSdatahave been particularly useful inidentifying
differences with respect to minorities, Higpanics are the largest minority group in the State. Washington
State participates in the Behaviora Risk Factor Surveillance System, but the survey does not usualy
captureadgnificant proportion of the pregnant, and thusperinata, population. In different years, however,
guestions are asked on related topics, for example, HIV testing and counsding, and family planning.

Data on infant mortdity, neonatal mortdity, perinata mortdity and fetd mortaity rates are evaluated
annudlly for each perinatal region. Cesarean deliveries are also evaluated using birth certificate data
Trangport informationis based oninternd reporting from NI CUs because of the poor qudity of these data
onthe birthcertificate. Transport data, availablefor about 10 years, are used to eva uate transportswithin
and outside of the catchment areas of each perinata center. The dteof birth isaso evduated for VLBW
and LBW infants by hospitd, within regions, and acrossthe State. Birth weight specific mortdity ratesare
smilarly evaluated, as are NICU cogts. Since 1996, NICU costs have been analyzed by the Children’s
Hospital and Regiond Medical Center, usng the commercidly available database known asHBSI Fathon,
which incorporates data reported by al Washington State hospitals. Data are analyzed by NICU
(accounting for case/charge mix), by premature infant birth weight groupings, and by specific diagnogtic
related groups.

The regiond perinata centersare required to provide datato the State every sx months on accessto care.
Dataabout materna and newborntransportsaso arerequired. Asnoted above, State M CH staff evaluate
these data by listing dl hospitas in the catchment area and looking & transport patterns among hospitals;
transports within and outside of the catchment area specifically are evaluated. In recent years, some
hospitals have been placed in different catchment areas not because of geography but rather because
rel ationships have changed among hospitas.

The State prepared areport on the “Hedth of Washington State” in 1996, but, besdesthat report, does
not conduct a statewide needs assessment other than the one required by Title V. The contracts with the
four regiond programs, however, require aneeds assessment of their catichment areas be conducted every
twoyears. The State doesnot definethe parameters of thisneeds assessment, athough technical assistance
isavalable. Rather, the State permitsthe perinatal programs to determine loca needs.

Prior to the implementation of Medicad managed care, encounter data were available for Medicad
enrollees. The Medicaid agency ownsthe First Steps database and has apart-timedirector for it. Severa
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Hed thDepartment staff meet monthly withthe director to review the data. MCOsdo not currently provide
encounter datato the Medicaid program; as aresult, thisimportant source of datais no longer available.
This is a concern, and the development of a tracking code or referencing number is being explored by
DSHS, Office of Research and Data Analyss.

As noted above, a number of studies have been conducted in Washington State evauating the status of
perinatal care. The report most relevant to the organization of perinatd servicesis the one by Powdll, et
al (1995) showing changesinthe designation of hospitas by levels of care and inthe percentage of VLBW
infantsborninLeve |1 and 111 hospitals. In particular, arisein the proportion of Leve |1 hospitalshasbeen
accompanied by arise, dbeit amdl, inthe proportionof VLBW infants born in these hospitdls. There are
anumber of other publications in the literature about the qudity of prenatal care in the State,

Changes, Challenges and Opportunities

Washington State recently used the 10 recommendations outlined in TIOP |1 as a means to evauate the
functioning of the perinatd hedthcare systeminthe State. Based on these recommendations, State MCH
daff assgned themselvesan Apgar score of 5.6, on ascale from 0-10.  The system scored the lowest on
the recommendationrelated to improving the availability of perinatal providers. Accessand quality of care
problems remain in rurd areas, and there are continuing concerns about the credentials of some providers
incertain geographic areas. The highest scoreswere assigned for accessto risk-appropriate prenatal care,
in-patient perinatal care, data documentation and eval uation, and financing of perinatal care.

State M CH gaff view the strengths of the Washington system as being based on existing relaionshipsand
partnerships, their 'levels of care’ document, the strong presence of neonatol ogists and pediatriciansin the
system, and the priority “to do the right thing for the right reasons.* Weaknesses noted by State MCH
program gaff include the lack of strong forma regulations, decreasing funding particularly in red federa
dollars, and hedlthcare market changes, which, at times, disrupt current relationships. Changesin contracts
of managed care organizations (MCQOs), buyouts and hospita mergers have resulted in dramatic changes
in the number of births occurringinsome hospitasinas little as a one year period. There aso have been
closures of anumber of smdler hospitals.

State g&ff citeanumber of problems whichare of priority concernto the M CH programinduding smoking
during pregnancy, domestic violence, HIV screening, substance use, unintended pregnancy and pediatric
follow-up. Within the context of perinatd systems, there is a disconnect between the mother and her
newbornfor healthinsurance or managed care coverage. Inparticular, childrenof motherswithMedicaid
coverage may not be recognized asenrolled inthe programuntil after birth. Also, infantswith specid needs
are often followed in the regiona centers because they do not have a medica home beyond the NICU
because of the high cogt of caring for these infants. The magnitude of this problem has only recently been
documented.
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Washington State has made a strong commitment to providing drug and dcohal trestment for dl women,
and making pregnant womena priority; 9 milliondollars hasbeendlocated by the State for these services.
A task force has been formed to examine smoking during pregnancy and ways to address the problem.
A Perinatal Partnership against Domestic Violence also has been developed which provides educationto
perinatal hedth service providers as wdl as to the general community about this problem.  Unintended
pregnancy is beingaddressed by extending coverage through one year postpartum for womenonMedicaid.
The Stateisa so focusing onthe provisionof family planning services and birthcontrol for Medicaid clients
at postpartum visits.
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A Look Into Wisconsin

In Wiscongn there were 67,450 births among the 1,152,991 women aged 15 to 44 yearsin 1998. The
overal percentage of women beginning prenatal care in the fird trimester was 84.5 percent, but it was
much higher among non-Higpanic White women (88.0 percent) than among non-Hispanic Black (67.5
percent) or Higpanic (71.9 percent) mothers. Wisconsin had an infant mortdity rate of 6.5in1997, lower
thanthe U.S. rate for the same year. The LBW rateof 6.5 (13.7 for infants of non-Higpanic Black women),
and VLBW rate of 1.2 percent ( 3.0 for non-Hispanic Black infants) were also lower thanthe respective
national percentages of 7.6 and 1.4 percent.

Wisconsn hasvery independent local hedthdepartments, and the regiond public hedlthstructure provides
much of the direction for loca hedth departments. Despite this Structure, the State plays asgnificant, if
“unofficid” role in the coordination of perinatal services sysems inthe State. The State’s Title V' program
is adminigtered through the Divison of Public Hedlth (DPH), withinthe Department of Health and Family
Services (DHFS).

Wiscongn is characterized by ahigh rate of individuds with hedlth insurance: employers account for 80
percent of the insured, attributable in part to the strong unionpresence withinthe State. 111997, Wisconsin
had a moderate penetration of managed care, with 30.5 percent in the HMO market and 23.7 percent in
the PPO market. The presence of managed care is growing dowly, with the average growth rate per year
from1995-1997 at only 14 percent. WisconsnM CH Program staff indicate that managed care hasalarge
presence in the State, with about 50-60 percent of State residents enrolled in managed care plans.

The Organization of Perinatal Services

According to Wisconan's Criteria for Classification of Hospitals (June 1990), the organization of
regiona perinatal services began in the State in the late 1960s, prior to the publication of the firg edition
of Toward Improving the Outcome of Pregnancy (T1OP). Wisconsin was one of the first Statesin the
nation to organize such a system. Curet (1977) described the reason for the success of these early efforts
to be due inlarge part to “the fact that it isavoluntary undertaking and helpsin deve oping solutionsto local
problems in perinatal care.” These regionaization efforts were based on the location of the perinatdl
centers in existence at the time and the geographic area surrounding the center. This organization has
generdly perssted.

INn1981, the Wisconsn Statewide Perinatal Task Force adapted the 1976 T1OP recommendations intheir
publication, Toward Improving the Outcome of Pregnancy in Wisconsin. In their Criteria for
Classification of Hospitals, arecommendationwas made to reducethelevdsof carefromthree (primary,
secondary and tertiary) to two (community hospital and perinatal center), in order to minimize confusion
regardingappropriatereferral and transport protocol s. This classification continues. Themost recent criteria
for classfication were devel oped through consensus of key stakeholders adapting the guiddines of the
American College of Obgtetricians and Gynecologists (ACOG) and American Academy of Pediatrics
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(AAP); they identified the dements of perinata care and resources, such as personne and equipment,
which should be available.

Today, the organizationof perinata servicesin Wisconsnis dill neither mandated nor legidated. Thereare
adso no State leve regulations or policies establishing regions or mandating referras, but there is an
organized regiond sysemfor referral of high-risk mothers and newborns. As noted above, this system is
based on the long history of referrad patterns and clinical standards, dating back several decades. In
addition to providing dinical care, regiond perinata centers (RPCs) take responsibility for promoting
linkageswith community providers, outreacheducation, and participationin research and qudity assurance.
While these centers are generdly responsible for organizing the perinatal heglth services system in their
areas, as origindly conceived, they, nevertheless, continue to adapt to changes in the hedth care
environment, as noted below.

There are seven perinatal regions in Wisconan; eachregionhasat least one perinata center. The perinatal
centers are determined through self designation, based on established criteria. There are four neonatal
intensve care unitsin Milwaukee, two in Madison, and two in LaCrosse. Eachremaining region has one.
A perinatd center for one region isin Duluth, Minnesota. | nthe areas wherethere is morethan one center,
relationships among fadlities are competitive, dthough some centers may be known for a particular
subspecidty. While each region has NICU capacity, only afew have ahigh-risk obstetrical unit.

Criteriafor trangport can be found to some extent inthe perinatal guiddines, but policy and proceduresare
established in each center in relation to the needs of community hospitdsin ther caichment areas. Bi-
directiona transport occurs among hospitals in these areas. Guiddines on services give less emphasis on
ancillary services, and are primarily focused on in-patient and “clinical” out-patient services. Anecdotal
reports indicate that many community-based hospitals continue to readily transport high-risk pregnant
women and newborns to the perinatal centers, but some may be holding patients longer than in the past.

Severd organizations in Wisconsn have “ashared respongbility” for leadership withregard to the system
of regional perinatal services. In addition to the RPCs, these organizations include the Wisconain
Associationfor Perinatal Care (WAPC), the Wisconsin Divisonof Public Hedth (WDPH), the University
of Wisconsin and other magjor academic ingtitutions and professiona groups, such as the State chapters of
ACOG and AAP. The WAPC is anon-profit multi-disciplinary organization, governed by a 38 member
Board of Directors. The Board indudes RPC representatives, consumers, Perinatal Foundation
representatives, members of the Schools of Nursng and Medicine, the WDPH, and the Wisconsin Hedlth
and Hospitd Association. The WAPC s the primary organization in the State focusing on perinata care
and has dways had a membership policy of inclusion. A contact person for each public hedlth agency in
the State as well as clinicd providers of dl disciplines serve as members. The WAPC' srole with regard
to perinatd care is one of advocacy, conducting needs assessments, developing guiddines and standards
of care (for example, guiddinesfor levdsof care), quality assurance, professiona and consumer educetion,
consultation and technical assstance, and coordination and facilitation.
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The role of the WDPH is one of dose collaboration with other organizations in the State interested in
perinatal hedth. Itsfunctionsincude setting State policy, regulations, and standards, planning for perinatal
hedlth needs, finandng of regiona systems building, resource development and allocation, and quality
assurance. The DPH has authority to carry out these activities from State statute, which indicates that
among ther duties is “MCH system coordination of services that promotes coordination of public and
private sector activities in the areas of MCH programs.” The university and other academic and
professiond groups are generdly involved in research, consultation and technica assistance, continuing
education, standard setting and quadity assurance. Local hedlth departments have beenmgor playersinthe
development of guiddines for follow-up of NICU graduates and linking them to community services.

A MCH Advisory Committee in the Department of Hedlth and Family Services dso isinvolved in issues
related to perinatal hedlth, athough its primary focus islooking at the “big picture” of M CH servicesin the
State, as well asTitleV programs. More specificaly, its subcommittees are organized consstent with a
“life cycle” framework inorder to provide equitabl e attention to theentire MCH population. The Advisory
Committeeincludesrepresentativesfromthe M CH coditionand WAPC. TheMCH Codition, established
in 1982, includes organizations interested in MCH; it aso has subcommittees devel oped around periods
of the life cycle. It plays more of an advocacy role than the MCH Advisory Committee. In the 1980's,
the Caodition primarily looked at the funding distribution of Title V monies, but in the 1990'sit has taken
abroader view of MCH needs. Although there is some overlap among these groups, they each tend to
have different memberships.

Wisconan works informally with other States in assuring access to risk-gppropriate perinata care for its
residents. A relaionship existsbetweenDuluth, Minnesotaand Wisconsnpatientsin close proximity. There
asoiscooperationbetween Rochester, Minnesota s Mayo Hedlth Care Systems and the perinatal center
in LaCrosse. The perinatal center in Madison has received patients from the Freeport, [llinois area.

In generd, the relaionships among fadilities within regions are quite strong, largdy because of a strong
history of collaboration. Managed care has had some effect, however, onreferral patterns, dueto changes
in provider networks. Economics play a more prominent role in these relations, as has managed care's
emphags on cost effective and evidence-based practice. Y et, MCH daff notethat the systemhas already
withstood a number of changes and adapted to them over the past 30 years of its existence.

Services and Systems Financing

Title V monies provide core funding for development and maintenance of the regiond system. The DPH
supportsthe systemby providing agrant to WA PC for perinatal syssems building, whichhas been renewed
through severa funding cycles. This grant covers activities related to maintenance of the system (e.g.,
workingonthedatasystemn, and promotion of preconception health services and universa newbornhearing
screening practices), forums for discussion, and provisionof education. WAPC al so seeks corporate and
foundation funding, and receives dues from its membership. The DPH issued a Request for Proposals
(RFP) inMay 1999 and has since sdlected the WAPC as the recipient for the Statewide Perinatd Hedlth
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System Building Program.  The WAPC is now expected to accomplish a minimum set of Performance
Benchmarks within the first nine months of the contract year. They include severd collaborative activities
working towards a continuum of perinata services for both pregnant womenand ther infants, and related
educational componentsfor consumersand professionals, among other requirements. Funding for thisRFP
for the firgt of five yearsis $250,000 of Title VV monies, effective January 2000 through December 2000
[RFP Generd Information Sheets).

There are no pecific State guiddines or policies for setting rembursement rates specific to specidty or
subspecidty perinatd care. Managed care organizations (MCOs) determine these within their own
organization. The Office of the Insurance Commissioner is responsible for determining the content of
insurance policies.

Prenatd care is a Medicaid-funded benefit, and some non-Medicaid digible low-income women receive
sarvices paid for by Title V monies. In addition, some individud clinicians or provider hospitals may use
their ownresourcesfor non-Medicaid digible and other uninsured patients. There are no pecific guiddines
for the scope of services to be provided to commercialy-insured patients, regardless of whether the
sarvices are from MCOs or fee-for-service (FFS) providers. In practice, Medicaid' s scope of services
often sets the standard for benefitsincluded under commercia insurance and managed care plans.

Medicaid Managed Carewasinitiated in 1984, with participation in HMOs required for sdlected groups.
The mandate was origindly only in Milwaukee and Dane Counties, then phased in to indude additiona
counties and the entire State by 1997. One-third of counties have both HMO and FFS options, due to
unevenditributionof HM Os; that is, requirementsfor partici pationinthe Medicaid managed care program
vary by Zip code, so that it is voluntary in some, mandatory in others, and in gill others, not available.
Native American beneficiaries are exempted from mandated managed care participation.

Medicaid covers case management services for high-risk pregnant women through 60 days postpartum
under its prenatal care coordination program. Wisconsn's criteria for the provison of prenatal care
coordination services are used to certify facilities wishing to participate in the program.

The State Medicaid program negotiates contracts with MCOs that include some specific components of
perinatal care, such as equal accessto pregnancy services. Thereare memorandaof understanding related
to establishing a relationship with care coordination providers, NICU cost sharing among hospitas, and
strong language regarding continuous newborn Medicaid digibility. Capitation rates seem to be adequate
for managed care plans to participate in the Medicaid program, and are Smilar to those for commercia
cariers.

The regiona system is seen as stable, based on the strong rel ationships devel oped over more than a 30-
year history of collaboration. However, financing will dways be a concern since funding is grant-based.
Corporate commitments, for example, whichfund some WAPC activitiesare fluid. A differencehasbeen
noted inthe last two yearsregarding the kind of activity (now focused more on specific issues) and amount
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of funding corporations are willing to provide. Since the WAPC was sdected as the recipient of the
Statewide Perinatd Hedlth System Building Program RFP, funding is secure for the next five years.

Data Sour ces and Accountability M echanisms

The sources of data related to perinatd hedth in Wisconsin are typical of those available in most States.
Vitd gatigticsdataare used to eva uateratesof poor pregnancy outcomes, and linked birthand infant death
certificates are available. Medicaid files aso are linked to birth certificates. Some data, dthough limited
incontent, are available fromthe hospital discharge abstracts database. PC Log—a systemdevel oped by
the WAPC, the DPH, and a private organi zation—yprovides capacity for additiona data collectionoptions.
This data system is used in most birth hospitals, and alows for the éectronic transmission of birth
certificates. More data items are induded in this system than are found on the sandard birth certificate.
These data can be accessed and andlyzed by individua hospitas for interna quality improvement.

The DPH has access to the hospital discharge database via the Internet. The Divisondoes not participate
iNPRAMS, and no specific questions related to perinatal health are added to the State’ sBehaviord Risk
Factor Survellance Survey. Every five years, however, the Bureau of Hedlth Information (within the
Divisonof Hedth Care Financing) conductsa Prenatal Care Survey with women who have recently given
birth, onissues such as accessto care. The public report is shared widdly, and used within the Bureau of
Hedth Information and Divison of Public Hedlth to inform their programmetic and policy decisons.

Regiond perinata centers collect data on transport, but do not have to share them with the State hedlth
agency. Asaresult, there are no statewide data on maternal or newborn transport.

The State has not generally conducted needs assessment activities for perinatal health outside of those
mandated by Title V. The DPH performed amid-coursereview of Healthy People 2000 objectivesaround
1995, and WAPC prepared a progress report onthe 1990 perinata task force recommendations. Studies
based on Medicaid data have been completed, but are largely for interna use only.

Changes, Challenges and Opportunities

The advent of managed care appears to have had an impact on the organization of perinatal services in
Wisconsninseverd ways. Referra patterns have changed as aresult of managed care networks, but the
effect of these changesisundetermined at thistime. As noted above, MCOs place a greater emphasison
evidence-based practice, but there is some debate asto whether or not it isbeing used primarily to identify
appropriatedinica care or becauseof fiscal issues. Genera concerns are expressed about accessto timely
prenatal care for pregnant women in MCOs. MCH program gaff attempted to influence the design of
Medicaid managed care contracts o that al women would be scheduled for a prenatal vist within two
weeks of gppointment setting, but this policy was ultimately implemented only for high-risk women.
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In rurd aress, there has been some difficulty accessing clinical and wrap-around services, due
primarily to distance and the lack of transportation. When wrap-around services are avallable, choiceis
often limited in these areas. Some counties have no hospita or no obgtetrician/gynecologist.

The Wisconsin Welfare ReformProgram (W2), dso appears to have influenced service ddivery for and
receipt of perinata care. Because women in W2 are now working in jolbs with limited flexibility in hours,
clients now have less access to wrap-around services, particularly home visits. Agencies may need to
expand their office hours for clients to avail themsalves of these services.

The M CH program daff have several concerns regarding women' shedth status. In particular, the WAPC
hasintroduced a preconceptiona careprogramto increase awareness of the importance of hedthy women
for a hedthy pregnancy. The program addresses both patient and provider education aong with the
development of guiddinesfor care. Moreover, WAPC worked collaboratively (with good results) with
family planning staff to promotepreconceptioncare. In addition, the Division of Hedlth Care Financing (the
State's Medicaid program) applied for a Medicaid waiver to expand provision of reproductive hedth
services, but the satus of this waver is unknown a this time Another health concern, acohol and tobacco
use by pregnant women, has been addressed through task forces, provider education, and collaboration
between the DPH and the Division of Supportive Living and focused on care coordination.

Racid disparitiesin infant mortality rates dso are aconcern. Thereare currently two federal Hedthy Start
grantsin Wisconsin. Oneiswith the Great Lakes Inter-Tribal Council, which works with severa Native
American tribes throughout the State. The other is the Black Hedlth Codition of Wisconsin, focusng on
African-American and other minority women populations. Also, an African-American infant mortdity
reduction work group was established to address this concern.
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Table 1. Structure of Authority for States' Perinatal Services Systems

Health Formal Authority for System i .
or . Basisand/or Area of
Department Informal Regulati (# Regions) or Clustering of Services
Structure’ Al egulation or Quasi-regional
State System HEJE e Policies
No (except Statute: 1988, Perinatal No Mainly in Little Rock,
AR Centralized advisory Advisory Board geographic center of the
board) state
co Very No No Quasi-regional Around cities: Denver, CO
Decentralized Springs, Grand Junction
No No No UNICORN: CT’s northern
CT Decentralized corridor initiated with Yale
now
No Limited: state health Six Regiond Concentration of births/
GA Decentralized F planning agency, CON Perinatal Centers population needs
(RPCs)
IN Decentralized No No 12 to 15 regiond Managed care contracts
boards
No No Quasi-regiona Major cities:
MO Centralized St. Louis, KC, Springfield,
Columbia, MCO networks
Yes Yes: CON, facility Seven regions Geography/ historic/
licensure, perinatal concentration of births
consortia, 1992 and
NJ Decentralized F revised (3 sets
integrated in 2/1999,
effective through
12/2001)
No No Quasi-regional; Geography / historical
OR very 3 geographic
Decentralized
catchment areas
No Yes: 1995 regulations Six regiond Concentration of births
. F tied to hospital perinatal centers; established by PSAB (now
VA Centralized licensure seven RPCCs MCH Council), location of
(1 RPCfor 2 RPCCs) | speciaty neonatal care
Yes Yes: WACs (laws) and Four regiona areas Geography / transport
. RCWs (regs), 1989, on patterns/ MCO contracts/
WA D t F . . .
ecentralized facilities and obstetric hospital mergers
and newborn services
Wi Very No No Seven regions Geography / historical
Decentralized

" This information was taken from Fraser 1998. We added an additional classification of “very decentralized” for Colorado, Oregon and

Wisconsin.
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Table 2. Definitions of Leve of Carefor Perinatal Services

Levelsof Care
. Designated by Whom and
State L evelsand Definitions Based on What Criteria?
Not officialy designated. In Little Rock, 3 hospitals with Self-designation based on professional norms
AR .
NICUs; II'sin 3 of 4 corners of the state.
(6{0) Traditional Levelsl, II, 11 CO Perinatal Council and avoluntary questionnaire
CT Traditional Levelsl, I, 111 Self-designation based on professional norms
(Handful of what would be Illsand “I1l wannabe's")
GA Basic, specialty, subspecialty ( Traditional Levelsl, 11, I11) Formal designation of RPC’ s self-assessment, checked by
6 Regional Perinatal Centers (Level 111) state health agency
IN Basic, specialty, subspecialty Voluntary self-designation through a hospital survey
(Traditional Levelsl, 11, 1)
MO Traditional Levelsl, II, 11 Voluntary self-designation through annual licensing survey
(recent increasein leve 111's) of MO hospitals (MHA, DOH, AHA), by obstetrical level
NJ Fivelevels: Perinatal Regiona Center and community center, Hospital self designation based on health department
intensive, intermediate, basic, and birthing center. licensure
OR Traditional Levelsl, II, 11 Informal, unofficia self-designation at the local level
Four levels: routine, intermediate, specialty, subspecialty Voluntary self-designation, checked by CQHCSCP (MCOs
VA (amajority of facilities are classified as specialty and have their own regionalization scheme)
subspecialty)
WA Traditional Levelsl, II, 11 Perinatal Advisory Committee “levels of care” document
Wi Two levels: community hospital and perinatal center Voluntary
14 NICUsin Milwaukee, 2 in Madison, 2 in LaCrosse
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Table 3. Agency Involvement and Support of the Organization of Perinatal Services

74

Ong(:l nfg State ?uppr())rt of Perinatal Advisory Board
Public Agency I nvolvement T A WL
(active, collaborator, limited) v/ | state/
5
State Y/N What/How? N . If yes, name
AR Active: on Perinatal Advisory Board, v Staff committee, reimburse Y S Governor’s Advisory
CHCs, AHECs for expenses Board
Limited: on Perinatal Advisory Board Staff on PCC council CO Perinatal Care
CcoO Y Y S .
Council, 1976
Limited: UConn/UNICORN, Hospital N/A
cT Association, PCA, VNA N N N/A
GA Active: contractual relationships with v $20 M in 1999, State and v S Maternal and Infant
RPCs, provides resources Medicaid Council
Active: needs assessment, funding, Title V $410,000 for Perinatal Perinatal Network (also
IN technical assistance, monitoring Y Network (99, $190,000 from Y S serves as NPA, HMHB
cigarette tax) loca chapter)
Collaborator: state collects/analyzes TitleV $3$ for prenatal care [Used to have PAC in
MO data N sarvices N N/A 19709
Active: assures adherence to $$ for projects of consortia S Dirs. of Consortia
regulations (past annual budget $450,000
NJ N Y .
to $1.5 M) R Consortia Boards of
Trustees
Limited: hotline to coordinate prenatal Contract with OHSU; TAG, MCH Com.,
OR care N Title V $$ - optional Y S Governor’s Maternity
Task Force
Collaborator: assists, funds, contracts $875,000 for operation of MCH Council (Gvnr-
VA for/with RPCCs Y RPCCs Y S appointed, currently
non-functional)
Active: contracts with 4 PRCs, Medicaid matching $, TitleV Perinatal Advisory
WA responsible for Y $, special DOH $ (totaling Y S Committee
administration/oversight $750,000 to $1M)
Collaborator: with WAPC, ACOG, Title V $$ to WAPC ($250,000 WAPC; MCH
W AAP, WPHA, University of Wisconsin Y for RFP) Y S Coadlition; MCH
Advisory Committee



Table4. Arrangementsfor Referral and Transport within the Perinatal Services System

Referral/Consultation System?
Work with Adjacent States? Transoort Arrangements
(to/from which states) P 9 Formal/ Based ON?
State Informal '
To Memphis, TN & Texarkana Informal; EMS ground transport, Physician practices
AR . - .
helicopter at Children’s Hospital
FromWY, MT, SD, NE, KS Fixed-wing aircraft at Children’s Hospital Established
(6{0) To Salt Lake City, UT Uses EM S system relationships,
marketing
CT Dueto MCO, some “tri-state” (NY, MA) Traditional, established via UNICORN, Physician practices
arrangements informal EMS
Augusta, GA to South Carolina Organized through RPCs, uses EMS Formal 24-hour
GA To Florida, Alabama system F consultation
hotlines
IN To Chicago, IL; Formal arrangements for newborns Physician practices
Cincinnati, OH; Michigan; Louisville, KY
To Memphis, TN Licensure (in generd) Physician practices
MO From Illinois district ambulance boards
all transport licensed through EMS
From DE, PA Limited amount of maternal transport; bi- Regulations
NJ ToNY, NY & Philadelphia, PA directiona E local relationships
EMS not involved; MOA between
hospitals
OR To Idaho, Cdifornia Private sector, facility to facility Local relationships
To and from Washington
VA To Memphis, DC Regions have protocols, RPCCs help, bi- E Memoranda of
FromDC, MD, NC directiona Agreement
From Oregon Formal system, datareviewed every 6 Toll-free telephone
WA months; bi-directional F number, ?4 hour
consultation, local
relationships
To L, Mayo Health Care Systems Formal, bi-directional transport History/clinical
Wi standards, local
relationships
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Table5. Availability and/or Use of Data for Monitoring States Perinatal Servicesand Systems

Data/M onitoring
Vital Statistics Medicaid Hospltal PRAMS Transport BRFSS MCOs
State Discharge
X
AR (linked birth & X X X X
death data)
X X (aso . arate
co (linkedbirth& | (linkedto vital Compﬁi‘;ions X
death data) statistics) database)
CT X X X
X X
GA X (limited) (limited) X X X
X (reports onl (former,
IN (linked birth & no |i0|ot ”nk)y' discontinued
death data) b in 1994)
X only for
MO X X (linked for X X Medicaid
moms and (folic acid)
members
newborns)
NJ X X X some HEDIS
(electronic)
OR X X X X X
(limited) (limited) (limited)
VA X X X X
WA X X X X X sporadic
X X
X X (limited) (collected and
Wi (linked birth & (linked to birth (access via used by
death data) data) internet) individual
RPCs)

PRAMS: Pregnancy Risk Assessment and Monitoring System.
BRFSS: All states participate in the Behavior Risk Factor Surveillance Survey (BRFSS), but several states add questions related to perinatal

issues, as sample size and other constraints allow.
MCOs: Data from Managed Care Organizations.

*WA used to have access to the First Steps Medicaid data, but less data are available since the initiation of Medicaid Managed Care.
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Table 6. Additional Information on Data Collection and Usein the States Perinatal Services System

Commentson Data

Arkansas Reproductive Health Monitoring Systems, now CDC-funded Center for Birth Defects Research and Prevention;
AR Perinatal health status indicators county resource book;
Working on matching Medicaid and birth certificate files, aswell as ADH MIS data to birth certificates.

(6{0) Hospital discharge datawill be linked to vital statistics data.
CT CT Hospital Association owns hospital discharge data (CHIME), ongoing pregnancy-related maternal mortality review.
GA Access.to fami I.y pl anni.ng program datg,_and “ thIQren Ei rst” program data. .
“Datarich and information poor”: recruiting epidemiologica staff, have CDC assignees.
IN Geographic Information Systems data;
Tri-county perinatal databook, based on additional items added to the birth certificate in these 3 counties.
MO HEDIS
NJ Statewide Total Quality Improvement Work Group
OR CDC project to help link and make better use of Medicaid data

Virginia Health Information group (within the Department of Health)

VISION: patient care information management system

VA Resource Mothers Uniform Data Set

Challenges analyzing the data at various regiona levels due to regional overlap: data are usually analyzed at the county or
health district levels.

BERD: linked hospital discharge abstracts and matched birth and infant death data;

WA NICU cost analysis studies.

PC log data system: electronic transmission of birth certificates.

wi Prenatal Care survey every 5 years.
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AAFP:
AAP;
ACOG:
AHECs.
BRFSS:
CDC:
CHC:
EMS:
EPSDT:
FFS:
FIMR:
FPL:
HEDIS:
HMO:
MCH:
MCO:
NICU:
PCCM:
PPO:
PRAMS:

Acronyms

American Academy of Family Physcians

American Academy of Pediatrics

American College of Obstetricians and Gynecologists
Area Hedlth Education Centers

Behavior Risk Factor Survelllance System

Centers for Disease Control and Prevention
Community Hedlth Center

Emergency Medicd Services

Early and Periodic Screening, Diagnoss and Treatment
Fee-for-service

Fetd and Infant Mortality Review

Federa Poverty Level

Hedlth Plan Employer Data and Information Set
Hedth Maintenance Organization

Materna and Child Hedlth

Managed Care Organization

Neonata Intensive Care Unit

Primary Care Case Management

Preferred Provider Organization

Pregnancy Risk Assessment and Monitoring System

PWP/SOBRA: Pregnant Women ProgranvSupplementa Omnibus Budget Reconciliation Act --

SIDS:
SSI:
TANF;

States must cover pregnant women with family incomes below 133% of the federa
poverty leve (and may cover pregnant womenup to 185% FPL). Pregnant womenreman
digiblefor Medicaid through the end of the caendar month in which the 60th day after the
end of the pregnancy fdls.

Sudden Infant Degth Syndrome
Supplementa Security Income
Temporary Assstance for Needy Families

TIOP (I & 1I): Toward Improving the Outcome of Pregnancy (see References)
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APPENDIX A: METHODS

The State Summaries

The questions addressed in this project included: What isthe current status of the organization of perinatal
sysems in selected States?;, What changes have occurred in this system in the past decade or so?; and,
What are the underlying reasons for these changes? Project methodology involved preparing summary
descriptions of the perinata hedthservice sysemsin 11 States usng multiple sources of datato informthe
State summaries. This gpproach was taken because of the complex nature of the perinata sysem in any
given State and the muitiple factors that may affect system design, functioning, and/or outcomes. States
differ not only inthe way that perinatd care is organized, but aso the geopoalitical organizationof itspublic
hedthstructure, itshistory of regiondization, managed care penetration, and a number of other factorsthat
may affect changesinthe organizationof a State' s system of servicesfor pregnant womenand ther infants.
Our methodology, therefore, was chosen in order to be able to understand observed changes in context.

States were identified for review ina series of discussons between faculty in the Women's and Children's
Hedth Policy Center and steff at the Federal Materna and Child Hedlth Bureau (MCHB). We sought to
examine a set of States that varied dong the dimensions noted above, as well as with respect to their
demographic profile, leve of infant mortdity, geographic location, public hedth structure and the amount
of informéation aready avallable about the state sysem. Clearly, a State' s interest in and ability to be
available for interviewing was an important factor in identification of the find st of 11 States. The States
of focus for this project therefore included: Arkansas, Col orado, Connecticut, Georgia, Indiana, Missouri,
New Jersey, Oregon, Virginia, Washington, and Wisconan.

The primary source of data for the State summaries was semi-structured telephone interviews with State
Materna and Child Hedth (MCH) Directors or their designee, along with reports and other written
documents describing the perinatal system in the State. The MCH Director in each State was identified
from the directory of the Association of Materna and Child Hedlth Programs. Other representatives of
hedlth and other human services agencies or organizations knowledgeable about the perinatd hedth
sarvices system aso participated in the interview in severa States. In addition, articles published in
professond journals and other reports readily avalable in the public domain or provided by the States
were used to supplement interview information.

An interview guide was used to facilitate the interview with the State director or designee and isfound in
Appendix B. Respondentsreceived acopy of thisguide prior to theinterview. Interviewswere conducted
during Summer 1999 by at least two interviewersfromthose listed here: Dr. Donna Strobino, the Principa
Investigator for the project, Ms. Hally Grason, a Co-investigator, Ms. Gillian Silver, the Project
Coordinator, and Dr. Ann Koontz, Associate Director for Perinatd Policy a the Divison of Perinata
Systems and Women' s Hedth in MCHB.

Background Data
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Other sourceswere used to describe the hedlth and health services context for each state. Dataabout the
characteristics of the State’ sbirthpopul ationwere obtained fromthe 1998 Final Report of Natality Data
from the Nationa Center for Health Statistics (NCHS) (Ventura, et a., 2000). Data on the infant
mortdity rate were taken from the Final Report of Mortality Data from NCHS, the most recent data
avalable at the time of this report (Hoyert, et a., 1999). Information about the structure of the hedlth
department in each state was obtained from Fraser (1998). Findly, there were two sources for data on
managed care penetration in each date: Joffe (1998) and Ketsche, et d. (1999). The specific indicators
used are defined below.

Natality Data (1998):

Percentage of mothers with early prenatal care: the number of women with live-born infants who began
prenatal care in the first trimester divided by the total number of live births, multiplied by one hundred.

Low birth weight rate (LBW): the number of live-born infants weighing less than 2500 grams at birth divided
by the total number of live births.

Very low birth weight rate (VLBW): the number of live-born infants weighing less than 1500 grams at birth
divided by the total number of live births.

Mortality Data (1997):

Infant mortality rate: the number of deaths occurring to infantsin the first year of lifein 1997 divided by the
total number of live births in the same year, multiplied by one thousand.

Managed Care Penetration Data:

Hedth Maintenance Organization (HMO) market penetration: the enrollment in HMOs in 1997 in the
geographic area cited as a percent of the total population of said area.

Preferred Provider Organization (PPO) penetration: the enrollment in PPOs in 1997 in the geographic area
cited as a percent of the total population of said area.

Hedth Maintenance Organization (HMO) average growth: average annual percentage increase in enrollment
on HMOs in the said area between the years 1995 and 1997.

Local Area Information

A second component of this project is investigation of the organization of the perinatd hedlth services
system at the community levd. This component has three objectives: 1) to assess the organization of
perinata hedth services in counties and metropolitan areas with specia emphasis on networks of care
related to risk-appropriate medica and psychosocid services; 2) to assess the extent of involvement of
local health departments in monitoring managed care and other hedthagenciesinrelationto perinatal hedth
care and 3) to assess the impact of changes in the health care environment, especialy managed care, on
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changing networks of perinatal care.

The designfor thiscomponent is a cross-sectiona study of sel ected countiesand metropolitanareaacross
the country. The sample of counties and metropolitan areas was selected for an evauation of the Fetal and
| nfant Mortality Review (FIMR) Programs nationwide. Approximately 180 counties and metropolitan
areas nationwidewith and without FIMR programs or other perinata service sysems initiaivesconditute
the sample. These areaswere salected based on the characteristics of the counties and metropolitan areas
with a FIMR in order to reduce variahility between areas with and without a FIMR. The presence or
absence of a FIMR, the presence or absence of a perinatd systems initiative, the area of the country
(Northeast, Southeast, Midwest and West), and population density were used to select the sample. Al
states were represented in the initial sample, dthough afew sates are not included in the find sample for
which interview data are available.

Study participants indude the M CH Director or designee or, in amdl counties without an individud so
designated, the most knowledgeable person about perinatd hedth in the loca hedth agency. Data are
obtained fromtelephoneinterviewsinwhichrespondents were asked about implementationof public health
functions related to perinatd hedlth, the organization of hospital-related perinatd servicesinthe area, and
changes that have occurred in the perinata service system in the past 10 years. The interviews were
completed on June 16, 2000.

Quedtions from the interviews with health department respondents represent the following aspects of the
perinatal services system and the role of the health department in rdation to the system: andysis of data;
conduct of needs assessments; existence of coditions or advisory boards related to perinatal hedlth care
and thar role in the community; direct or contractua provison of services, paticularly wrap around
sarvices, uniform record keeping and tracking systems for perinata dients;, promotion of regulations,
guidelines or standards for perinatal care; monitoring of managed care and other hedlth agencies; rolein
convening meetings and professond education; the distribution of hospitds in the area by levels of care;
changes in their distribution and reasons for these changes; other changesin the system and reasons for
these changes, and the interaction of the hedlth department with other human service agencies and private
providersinthe community. Thesedatawill be used to describe the organization of perinatal health services
sysems a the locd level and the factors that influence it.



10.

11.

12.

13.

14.

15.

APPENDIX B: MCH DIRECTORS DISCUSSION GUIDE

Are perinatal services organized into a system of care in your State?
I's there any legidation at the State level authorizing or promoting the organization of perinatal care?

Are there any regulations or policies at the State level authorizing or promoting the organization of
perinatal care?

Is the system or clustering of perinatal services organized on a statewide basis or regional basis?
What is the basis for clustering?

Does the perinatal system involve designation, mandated or voluntary, of level of hospitals or other
facilities which provide perinatal care?

Are there requirements related to the specific components of care that are organized or coordinated
by levels of care within the system?

Are there variations in the system by geographic area or some other criteria? Doesit adapt to local
or regional needs?

Does the organization of the system of perinatal care involve working with adjacent States? If so,
how?

What is the role of the health department in the organization of the perinatal care system?

I's there any on-going infrastructure support or funding to maintain the system for organizing perinatal
care? What is this support?

How secure is the current system; that is, are there sustainable structures or relationships to sustain
the current system? How likely isit that the current system will endure?

Have there been any major changes in the organization or functioning of the perinatal health system
in the past 5 years? What about in the last 10 years? Describe these changes.

What barriers and facilitators have affected the organization or functioning of the perinatal system
in the past 5 years? What about in the past 10 years? Were there any key events that affected the
system?

I's there a standing perinatal advisory committee, board, or group in the State that has a role in the
organization of perinatal health system ? (Distinguished from fetal and infant mortality reviews
(FIMR))

I's there an organized system or mechanism for consultation and referral of high risk mothers and
newborns in the State?
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16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

I's there an organized maternal and newborn transport system in the State? If not, then how does
transport take place?

Are there guidelines or standards about what constitutes a perinatal system? If yes, who developed
these guidelines? Are they monitored, what is monitored, and by whom?

Are there any guiddines or policies regarding reimbursement for specialty or subspeciaty care of
mothers and newborns?

Are there any data routinely collected or analyzed regarding the organization of the perinatal system
or perinatal servicesin the State?

Has a needs assessment for perinatal care been conducted in the State in the past 5 years, other than
the Title V mandated needs assessment? What about in the past 10 years?

Have there been any studies in your State evaluating the extent or outcome of the organization of
perinatal care/ perinatal system in the past 10 years?

Regardless of insurance plan, indemnity or managed care, are there differences across your State
in access to perinatal services, particularly with regard to risk-appropriate care and adequacy on the
care in meeting guidelines? What about barriers to access and the content of care provided? What
are these differences?

I's there any legidlation at the State level regarding the contracts, guidelines for or accountability of
managed care organizations for perinatal care in the State?

What is the role of managed care in the State Medicaid program? What guidelines, contractual
relationships or accountability procedures regarding perinatal care have been implemented for
Medicad managed care plans? Are there any concerns about the quality of care provided to
pregnant women and newborns in Medicaid managed care plans? Are data available about pregnant
women and newborns served in Medicaid MCOs? Is reimbursement/capitation to providers by
MCOs adequate to meet the needs of low income pregnant women?

What is the role of fee-for-service in the State Medicaid program?
What is the current role of commercial managed care in the State regarding perinatal care?

What currently are the major concerns in your State with regard to the hedlth status of pregnant
women and their newborns?

What currently are the major concerns in your State with regard to the health care/ services for
pregnant women and their newborns?

Have there been any other major changes in the organization or delivery of services for pregnant
women and newborns in your State in the past 5 years about which you have not aready told me?
What about the past 10 years?
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