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HOUSE CS FOR CS FOR SENATE BILL NO. 193(HES)
IN THE LEGISLATURE OF THE STATE OF ALASKA

NINETEENTH LEGISLATURE - SECOND SESSION
BY THE HOUSE HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

Offered:
Referred:

Sponsor(s): SENATORS SALO, Donley, Ellis, Duncan, Kelly, Pearce, Zharoff

REPRESENTATIVES Robinson, B.Davis, Finkelstein, G.Davis, Navarre

A BILL
FOR AN ACT ENTITLED
"An Act relating to insurance coverage for certain costs of birth; and providing

for an effective date."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 2142 is amended by adding a new section to read:

Sec. 21.42.347. COVERAGE FOR COSTS OF BIRTH, (a) An insurer who
provides coverage for the costs of childbirth shall also offer coverage for the costs of
hospitalization or medical care following childbirth for a period of not less than

(1) 48 hours after a vaginal birth; and
(2) 96 hours after a caesarean birth.

(b) Except as otherwise required to offer coverage specified under (a) of this
section, this section does not affect a payment arrangement entered into between a
hospital or physician and an insurer.

(c) This section may not be construed to require hospitalization or medical care

as described under (a)(1) or (2) of this section if the mother giving birth and the

-1- HCS CSSB 193(HES)
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mother’s health care pEovider agree that the mother and any newborn child of the
mother should be discharged earlier than required under (a)(1) or (2) of this section,
(d) In this section,
(1) "health care provider" means a person licensed in this state to
provide health care services;
(2) "insurer" includes
(A) an insurer, as defined in AS 21.90.900;
(B) a group health plan, as defined in 29 U.S.C. 1167()
(Employee Retirement Income Security Act of 1974);
© a health maintenance organization, as defined in
AS 21.86.900;
(D) a hospital service corporation or medical service
corporation, as defined in AS 21.87.330;
(E) a writing carrier, as defined in AS 21.55.500; and
(P an entity offering a service benefit plan, as referred to in 42
U.S.C. 1396g-I.
* Sec. 2. APPLICABILITY. This Act applies to a policy of insurance issued or renewed
on or after the effective date of this Act.
* Sec. 3. This Act takes effect immediately under AS 01.10.070(c).

HCS CSSB 193(HES) -2-
Naw Text Underlined (DELETED TEXT BRACKETED]
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HOUSE CONCURRENT RESOLUTION NO.
IN THE LEGISLATURE OF 1HE STATE OF ALASKA
NINETEENTH LEGISLATURE - SECOND SESSION

BY THE HOUSE HEALTH, EDUC/IiTION AND SOCIAL SERVICES COMMITTEE

Introduced:
Referred:

A RESOLUTION
Suspending Uniform Rules 24(c), 35, 41(b), and 42(e) of the Alaska State
Legislature c<tcerning Senate Bill No. 193 relating to insurance coverage for
certain costs of birth.
BE IT RESOLVED BY THE LEGISLATURE OF THE STATE OF ALASKA:

That under Rule 54 of the Uniform Rules of the Alaska State Legislature, the
provisions of Rules 24(c), 35, 41(b), and 42(e) of the Uniform Rules, regarding changes to the
title of a bill, are suspended in consideration of Senate Bill No. 193, relating to insurance

coverage for certain costs of birth.



MEMORANDVM.

TO* Cynthia
FROM: Ben
IN RE: insurance coverage for new mothers and babies

DATE: 25 March '96

Janet Keough at Aitna in Seattle (800 842 4866 or 206 426 2171) said that
standard coverage, in the absence of limitations |mE03ed by the plan
sponsor (usually the employer2 includes home health care.” She said a mom
and an infant discharged together, within 24 hours of birth, qualify for a
follow-ur[]) home visit. |f the mother and child are in the hospital longer
than 24 hours after the birth, then a home follow-up is not covered as a
necessary medical expense. |f a condition merited it, the infant would
qualify as a dependent for any further medically necessary services, such as
medications & C. Similarly, the mother would be covered for new medical
conditions as they arose, but not for any further ‘maternity’ covera(l;e. .
Post-partum examinations (usually in an OB/GYN's office) are customarily
covered in the ‘global’ fee for the delivery of a newborn.



Senator Judith E. Salo

Alaska State Legislature

Sponsor Statement

Senate Bill 193

I have introduced Senate Bill 193 to ensure that newborn babies and their
mothers receive adequate health care in the critical first few days after birth.
Complications that might jeopardize the health of the mother or child are
best dealt with if there is an adequate postpartum hospitalization period.
Birth is traumatic for both the child and the mother. That period of trauma is
best handled in a controlled care environment.

It is now becoming common for health insurers to require mothers and their
babies to leave the hospital 24 hours after an uncomplicated vaginal
delivery and 72 hours after a cesarean section. Insome states it is being
reduced to 12 hours. In many cases the mother and infant receive no follow
up care at home. The American Medical Association has dubbed these
practices "‘drive through deliveries."

Sending a newborn and mother home within 24 hours could pose severe
health risks. National medical organizations, including the American
College of Obstetricians and Gynecologists, the American Academy of
Pediatrics, and the American Medical Association have all stated that the
trend toward shorter hospital stays is placing the health of many newborns
and mothers at risk.

Senate Bill 193 will put a stop to these practices and require that health
insurers allow new mothers and infants to remain in the hospital up to 48
hours for a vaginal birth and 96 hours for a cesarean section. Keep in mind
that it does not require patients to stay in the hospital for the full time if the
patient and physician agree to a shorter stay. This decision, as many in
legard to medical care, is best made by the patient and physician.

South Anchorage * Low’ * Nikiski + Kalifornsky Beach

5-/1940 + (907) 465-3766 FAX
<07) 258-8183 + (907) 258-5571 FAX
>11 + (907) 283-7996
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QUALITY CARE OR DRIVE-THROUGH DELIVERIES?
By Kelly E Perez

s"Pwhe.Mensch had a quick labor and uncomplicated delivery, so she and baby Shimon
, went home the day after delivery.. Her insurer does not pay for more than a 24-hour stay.
Three days later Mensch detected a yellowish tint'to her son's face’ He had jaundice.
u* “fVrushed him to,a clinic, where Shimon recovered well. Untreated jaundice can cause
ntal retardation and brain damage. Mensch has no doubt that the problem would
~have been caughtsooner if her insurer had paid for another hospital day.

Explanations abound as to the origins of what critics call "drive-through deliveries." Some say
that they began as a consumer movement in the 19705 to shorten hospital stays, making
childbirth more natural. Others say they are the result of attempts to decrease a newhorn's
contact with contagious diseases in the hospital. Whatever the reasons, critics say in the last
five years the practice of early discharge has evolved into a push by insurers, typically health
maintenance organizations (HMOs), to save money.

The average length of stay for hospital deliveries dropped from 4.1 da%s in 1970 to 2.6 days in
1992, according to the Centers for Disease Control and Prevention (CDC), and the decline
continues. A few HMOs authorize only eight-hour postpartum stays.

Providers and maternal and child health experts have divided the potential problems of early

discharge into three categories: o _
* A new mother can face postpartum complications, breast feeding problems, and concerns

over self care and baby care. _ . .
» Many infant problems such as jaundice, dehydration, fever and poor feedln? do not occur in
the first 24 hours. Follow-up is critical to an infant's safety. Early detection allows for less

expensive treatment that can eliminate the need for readmission to the hospital for more costly

therapy.
« Newborn screening requires a series of tests that can be invalidated by short stays.

Outpatient follow-up can be difficult and expensive. About 14 percent of women and 11
percent of newhorns
experience complications after
they have been released from
g}ggospltal, according to the

Not So Fast, States Say

Enacted legislation or regulation: Maryland,
{\:/Iasslachusetts, New Jersey, New Mexico, North
arolina

Pending legislation:_California, Colorado, Connecticut,
Delaware, Florida, Georgia, Illinois, Indiana, Kentucky,
Michigan, Minnesota, Missouri, New Hampshire, New

. State Action
Five states have mandated
insurance coverage for

postpartum hospital stays and York, Ohio, Oklahoma, Pennsylvania, Rhode Island,
set minimum time \SNquth Carolina, Washington, Washington, D.C.,
isconsin

requirements. New Mexico
used a re%ulatory rocedure
through the state Corporation
Commission. Maryland's

Anticipated action: Arizona, Hawaii, lowa, Kansas,
Nebraska, Maine, Virginia

Source: NCSL

Denver Offite: 1560 Broacway,
Suite 700 Suite SIS
Denver. Colorado 60202

303830.2200 22623540

Weshington Office: 444 N. Capitol St. NW,,
Wérhington D.G 20001



Infants' Health Security Act amends the mandated benefits law and requires HMOs t~ cover
maternity staﬁy’s a_cco_rdlnEAto the guidelines for perinatal care developed by the American
Academy of Pediatrics (AAP) and the American College of Obstetricians and Gynecologists
(ACOG). A newborn and mother may be released within 24 hours if the baby meets certain
"medical stability" criteria and if the insurer provides a follow-up home visit. The New Jersey law
requires all health plans in the state (not just H.MO$2 to provide 48 hours of care for vaginal
deliveries and 96 hours after a Caesarean section, if requested by the doctor or the mother.,
North Carolina's measure amends the state's insurance statutes and requires coverage similar to
New Jersey's. Massachusetts law is similar in scope to New Jersey's except that it specifically
addresses the Employee Retirement Income Security Act of 1974 (ERISA), which currently

exempts self-insured plans from state regulation.

Federal Action
U.S. Senators Bill Bradley of New Jersey and Nancy Kassebaum of Kansas cosponsored the
Newborns' and Mothers” Health Protection Act of 1995 (S. 969) last June. A key feature of the
proposed federal law is that it would apply to ERISA Bl_ans. The American Medical Association,
ACOG and AAP have united to support . 969. The bill, which closely resembles New Jersey's
law, would establish a uniform policy. The Coalition A’\(T}alnst Mandated Hospital Stays opposes
the bill. Its members include the American College of Nurse-Midwives, the National Business
Group on Health and the National Association of Childbearing Centers. It has spoken out
?galnst Tdandatmg what it calls a "costly and unnecessary benefit." The coalition argues that the
aw would:
* Raise health care costs, . . o
+ Stifle innovative and cost-effective practices such as birthing centers,
+ Not guarantee optimal care, which is not defined by a predetermined length of stay,
* Micromanage health care in an unprecedented way.

As many states move toward managed care for their Medicaid recipients, questions about the
costs, efficacy and tLuaIity of care continue to arise. Although the average length of stay for all
women and babies has dropped hospital stays for Medicaid-funded deliveries (one-third of all
deliveries nationwide) decreased the most significantly. This supports the view of critics who
say that early discharge is almost strictly an issue of cost.

But cost is not the primary consideration, according to the Group Health Association of America
(GHAA), an association representing a ma]orltY of the nation's 584 HMOs. GHAA_sars that no
emfnrlcal evidence exists to support the need for longer stays and that shorter hospital stays work
well for families. If a patient needs longer hospitalization, the doctor may authorize it. Medical
decisions should be made by medical providers on a case-by-case basis and not by legislators,
says GHAA (a member of the Coalition Against Mandated Hospital Stays).

Many providers and HMOs, often on different sides of this issue, agree that these decisions
should not be "arbitrary policies." Providers argue that discharge timing should be decided by
the physician and mother. HMOs object to the idea of setting one standard for all members
because it undermines "utilization review,".a method used to evaluate health care on the basis

of appropriateness, necessity, quality and cost.
Contacts for More Information

Kelly E Perez Kathryn Moore
NCSL— Denver ACOG

L303) 830-2200 (202) 638-5577
elly.perez@ncsl.org

Herb Schultz

Judz Dolins GHAA
AA (202) 778-8476
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LEGAL ISSUES IN MEDICINE

WOMEN AND CHILDREN FIRST
GeorgeJ. Annas,J.D., M.P.H.

In the lore of the sea there arc few events that have
so exemplified heroism and self-sacrifice as the acts of
-he soldiers and sailors of the British ship Birkenhead
when it sank in 1852. The soldiers of the 74th Highland
Regiment stood at attention on deck (with the band
playing) “while the women and children were saved
and the captain very properly went down with his
.+hip.” 1More than 450 lives were lost, and the phrase
‘women and children first” was introduced into the
language as part of the “Birkenhead drill.” As Kipling
put it in his poem "Soldier an’ Sailor Too”: “to stand
an’ be still to the Birken'ead drill is a damn tough bullet
to chew.”2

In the rapidly evolving lore of managed care, the
Birkenhead drill’s rule of women and children first has
taken on a new meaning with respect to childbirth as
so-called drive-through deliveries are required by more
and more health plans. (Elsewhere in this issue of the
Journal, Parisi and Meyer discuss the question of the

-73fe;-N=ngth of stay after delivery.3) These plans often restrict

lospitalization benefits to 24 hours after a vaginal de-
livery and 48 hours after a cesarean section. The pri-
mary rationale is not to benefit mother and child, but
to enable the health plan to retain more insurance-pre-
mium dollars. The new drill is that the passengers must
sacrifice for the captain and crew; women and their
newborns arc expected to chew the tough bullet.

The Current Cultural Context

Why have women and children become the focus of
the first major public debate over market-driven man-
aged-care medicine? The answer is that this population
group is an irresistible target for both health care en-
trepreneurs and politicians. In the current budget-cut-
ting fever in Congress, welfare "reform,” which directly
alTccts mainly poor women and their children, was
passed by both the House and Senate as a way to re-
duce spending on the current programs. Similar strate-
gies are to abolish Medicaid and to push more poor
women into managcd-care settings. The only group for
which mandatory screening for the human immunode-
ficiency virus has been seriously proposed is pregnant
women and their newborns. Poor women and children,
who do not have the political influence or financial re-
sources to resist even draconian actions against their
interests, arc easy targets. Although drive-through de-
liveries also afTcct only women and children, the affect-
ed women are not limited to the poor but also include
the insured middle class, who can fight back. Moreover,
politicians have found middle-class women and their
children “telegenic and sympathetic,” in a way that al-
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lows this issue to serve as a surrogate for more per-
vasive- (and dangerous) problems with market-driven
medicine.4

The rush to embrace the ideology of the market-
place is based on the theory that Americans are moti-
vated primarily by money; therefore, changing finan-
cial incentives will change behavior. True believers in
the market think this is so in every phase of life.
Women will decide not to have more children, at least
at the margin, if the government refuses to increase
welfare payments; physicians will discharge women
and their newborns from hospitals early if the insur-
ance company refuses to pay the physician and hospi-
tal for longer stays. It is difficult to predict how the
24-hour rule (or even a 12-hour or 6-hour rule) will
affect the health of mothers and newborns, because
there is little more than anecdotal data available to
help determine the appropriate length of stay after de-
livery. One retrospective study, however, has shown
no increase in readmissions for babies discharged
within 24 hours after vaginal delivery, but a very large
increase (from 13 percent to 4.3 percent) in readmis-
sions for babies delivered by cesarean section who
were discharged within 24 hours.3In the absence of
conclusive data, it is not surprising that health plans
push to minimize their costs and that physicians fight
to retain decision-making authority over hospital dis-
charges.

In-Hospital D eliveries

Childbirth in the hospital was not widely promoted
until the 20th century. Th major reasons lbr the shift
from home delivery were greater safety for .noiher and
child, relief from pain, convenience for physicians, ef-
ficiency, the rise of scientific medicine, and the need
for a regular supply of patients to train medical stu-
dents.6 But gains for women were purchased ‘at the
expense of being processed as possibly diseased
jects.”5By the 1950s, in-hospital delivery had be:
“unpleasant and alienating. . . . women were po e*
less . . . playing a social role of passive depender. ;e
and obedience.”0 A movement to regain some control
began. Women were behind the shift to natural child-
birth, to the routine participation of fathers in the de-
livery room, and to drastic cuts in the length of stay in
the hospital after delivery.

By the 1990s, as Ellen Goodman has put it, “with
shorter and shorter hospital stays, the postpartum
world isn’t just like home, it is home.", If this trend
continues, wc could move full circle, with home birth
again becoming the norm. This is not necessarily bad
for women at low risk for complications of labor and
delivery. Hospitals arc expensive, and long stays arc
often, perhaps almost always, unnecessary. The cen-
tral issue, however, is not only the cost, but also the
quality of care: how can we make the experience of
childbirth responsive to the needs and wishes of wom-
en, rather than to the wishes of health care entrepre-
neurs or politicians?

The proponents of discharging new mothers and
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their babies more quickly from the hospital argue that
the long hospitalizations of the past were both unnec-
essary and potentially dangerous (because of the in-
creased risk of nosocomial infections) for both mother
and child. They point, quite rightly, to past excesses in
terms of the length of stay and argue that increases
in efficiency can be achieved without adverse effects on
mother and child. The average length of the hospital
stay for childbirth has already fallen from approximate-
ly four days in 1970 to two days in 1992 for all vaginal
deliveries and from eight to four days for cesarean de-
liveries." Since childbirth is the most common reason
for inpatient care in the United States, billions of health
care dollars could potentially be saved if the average
length of stay for mothers and babies were further
shortened. Nor is it only the for-profit plans that have
cut the length of stay. Kaiser Permancntc, a nonprofit
health plan that has a solid track record of taking care
of its patients over the long run, also sees shorter stays
after delivery as cost-effective, safe medical care. Its
physicians and nurses have reportedly been instructed
to encourage new mothers to leave the hospital by say-
ing that "hospital food is not tasty," that the mother
can have “unlimited visitors at home,” and that she will
sleep better in her own bed.9 This is all true, and al-
most all women will prefer to leave the hospital as soon
as possible, especially if good follow-up care at home is
available.

Opponents of early discharge have turned to the law
to change the practice. At both the state and federal
levels, legislation has been introduced (and some has
already been enacted) to modify or limit drive-through
deliveries by requiring health plans to pay hospitals for
longer stays under certain conditions. The early success
of these efforts is worth examining, because > may hold
lessons for other legislative action in the managcd-care
arena.

State Legislation

In May 1995, Maryland became the fiist state to en-
act legislation to curtail 24-hour-discharge policies.
As one of its primary reasons for acting, the legislature
noted that “hospital stays of less than 24 hours after
childbirth typically result in unsatisfactory PKU spec-
imens (for phenylketonuria testing] as a result of insuf-
ficient milk feedings" and that “the state’s statutes and
regulations direct the screening of newborn infants for
hereditary and congenital disorders in the hospital pri-
or to discharge"X (Maryland is perhaps the country’s
leader in newborn screening). The law, entitled the
Mothers’ and Infants’ Health Security Act, specifically
requires insurance plans to provide coverage for ma-
ternity and newborn care, including inpatient stays "in
accordance with the medical criteria outlined in the
most current version of the Guidelinesfor Perinatal Care
prepared by the American Academy of Pediatrics
[AAP] and the American College of Obstetricians and
Gynecologists [ACOG]."10 Because the AAP and
ACOG now recommend a 48-hour stay for uncompli-
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cated deliveries, the law, which took effect on October
1 had the effect of eliminating provisions for shorter
lengths of stay by insurance companies and health
plans.

Also in May 1995, the ACOG urged a moratorium on
further shortening of hospital stays after delivery until
their safety is established, saying:

The routine imposition of a short and arbitrary time limit on
hospital stay that docs not take maternal and infant need into
account could be equivalent to a large, uncontrolled, unin—
formed experiment that may potentially affect the health of

American women and their babies.ll

The second state to enact legislation was New jersey.
On June 29, Governor Christine Todd Whitman went
to Holy Name Hospital in Teaneck to sign a bill that
specified minimal lengths of stay that insurance com-
panies must cover. She told the audience at the hospi-
tal, “I have two children — one by C-section — and |
know that 24 hours is not enough.” 13 She added that
the new law used "common sense to give women a
chance to recover and babies a chance to get a good
head start.” B3Unlike the Maryland law, which followed
medical standards as set by the AAP and ACOG, the
New Jersey law specified that insurance plans must cov-
er “a minimum of 43 hours of in-patient care following
a vaginal delivery and a minimum of 96 hours of in-
patient care following a cesarean section for a mother
and her newly born child in a health care facility.” 13
The law further specifies that such coverage is not re-
quired unless the care either is “determined to be med-
ically necessary by the attending physician” or “is re-
quested by the mother."13 The provision that women
themselves make the final decision represents a legisla-
tive determination that their obstetricians and pedia-
tricians cannot exercise appropriate medical judgment
when under intense pressure to contain costs. From the
physicians’ and patients’ perspective, however, it will
probably be more important how the financial incen-
tives are structured and whether any financial benefit
accruing to the health plan goes to enrich investors or
to improve services.

North Carolina became the third state to enact leg-
islation onJuly 28, providing simply that “a health ben-
efit plan that provides maternity coverage shall provide
coverage for inpatient care for a mother and her newly-
born child for a minimum of forty-eight hours after
vaginal delivery and a minimum of ninety-six hours
after delivery by cesarean section."40n November 21,
Governor William Weld of Massachusetts signed legis-
lation similar to the New Jersey law. Other states with
legislation pending or under study on this topic include
California, Connecticut, Delaware, lllinois, Kentucky,
Michigan, New Mexico. New York, Ohio, Pennsylvania,
Rhode. Island, and Wisconsin.

States probably do not have the legai authority to re-
quire this type of benefit for employee group plans pro-
vided by corporations that are self-insured, because the
Employee Retirement Income Security Act (ERISA)

|11
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precludes the application of state mandatcd-bencfit laws
20 self-insured omployec-bcnefit plans.B0n the other
hand, courts may consider this a hcalth-and-safety
measure (especially laws like Maryland’s) rather than a
mandaled-benefit law.10 Whatever the final outcome,
however, ERISA does not limit the ability of the feder-
al government to require uniform health care benefits
across the country. Accordingly, federal legislation would
be most effective in this area.

Federal Legislation

Shortly after New Jersey adopted its law, Senator Bill
Bradley (D-N.J.), together with Senator Nancy Kassc-
baum (R-Kans.), introduced a proposed federal law to
be entitled the “Newborns’ and Mothers’ Health Pro-
tection Act." At the Senate hearing on the bill in Sep-
tember, Bradley argued that uniform federal legislation
that covered all American women and children was
needed. Horror stories help drive legislation. In dra-
matic testimony, Michelle and Steve Bauman of New
Jersey told the committee how their daughter had died
from a streptococcus B infection two days after she was
born. She and her mother had been discharged 28
hours after the baby’s birth. Although there may be no
way to know for sure, the Baumans believe that their
daughter would have been properly cared for had they
spent another 24 hours in the hospital. Mrs. Bauman
said that "her death certificate listed the cause of death
as meningitis when it should have read: '‘Death by the
system.”" 7

Senator Bradley's bill follows the New Jersey model
in that it requires all insurance plans that provide ben-
efits for childbirth “to ensure that coverage is provided
for a minimum of 43 hours of in-patient care following
a vaginal delivery and a minimum of 96 hours of in-
patient care following a cesarean section for a mother
and her newly born child in a health care facility." The
bill also contains the same waiver of the minimal
lengths of stay when care is not deemed medically nec-
essary and is not requested by the mother. The man-
agcd-care industry opposes the bill on the grounds that
government should not interfere with the market in this
area. Silent on similar legislation until very recently, the
American Medical Association supports the bill as “a
gocd first step” to ensure that women arc not dis-
charged until they and their physicians think it appro-
priate.B

W hen Legal Regulation Is Necessary

In the most general sense these bills represent clas-
sic government regulation of the market and can be
seen as following in the tradition of child-labor laws,
laws protecting workers' health and safety, and mini-
mum-wage laws. Because the market has no inherent
morality, whenever the market is used to produce and
distribute goods and services, government regulation is
required to protect the welfare of both workers and
consumers. Specific regulations, like those outlined in
these bills, arc inevitable when society sees industries,
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especially lor-profit corporations, going too far in pur-
suing their own goals at public expense.

These bills also reflect a concern about power. At
least since World War 11, physicians have held most of
the decision-making power in medicine. The informcd-
consent doctrine has sought to move decision making
toward a model of partnership between physicians and
patients, and at least in situations like childbirth, when
the woman is not sick, there have been notable suc-
cesses, including the increase in natural childbirth. In
most managcd-care settings, insurance companies and
health maintenance organizations (HMOs) >re at-
tempting to take decision-making authority awav from
physicians and their patients and to put more of it in
the hands of managers, who base their rules on cost-
benefit analysis. But cosi-bencfit analysis in medicine
is still rudimentary, and it is now being used primarily
on a trial-and-error basis, seeing how much can be cut
before physicians and their patients begin complaining
bitterly.

Neither organized medicine nor the public wants
managers to decide how individual patients will be
treated. The Maryland legislation attempts to put deci-
sion making back in the hands of physicians by requir-
ing that health plans and insurance companies accept
as necessary any care that is so designated by physi-
cians and that is consistent with professional medical
guidelines. Since both the AAP and ACOG also en-
dorse collaborative decision making grounded in in-
formed consent, this approach may be seen as the tra-
ditional model. The New Jersey law (and the federal
proposal based on it) is different, however. Although it
bows to the historical ability of physicians to determine
medical necessity, it moves beyond this concept by
directly empowering patients to make their own
decisions, based on their own values, regardless of their
physicians' views of medical necessity. Specifically,
even if 43 hours in the hospital after delivery is deter-
mined not to be medically necessary by a woman’s at-
tending physician (and the child’s pediatrician), the
woman and her child may still stay 43 hours if this is
what the woman wants. This is a powerful endorsement
of patients’ rights. O f course, the hospital is not a pris-
on, and women are r.ot required to stay for the entire
authorized time period. Doctors and hospitals can also
use incentives, such as improved prenatal education
and home care and child care after delivery, to make
leaving the Hospital early more attractive to women. If
they do so, this could be an example of a change that
benefits both patients and the health plan’s bottom
line.

Cost,Quality,and Access

But what about cost containment? Do not laws like
these undercut efforts to save money? The answer to
this question, of course, is that it depends on your per-
spective. Specifically, it depends on such things as the
contract that the insurance company has with the hos-
pital, and whether the hospital is owned by the HMO.
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In terms of actual cost to the hospital for a healthy
woman and her baby to spend an additional 24 hours in
the hospital, the amounts in question arc probably clos-
er to $100 than $1,000, at least if the hospital has excess
maternity-bed capacity. University Medical Center in
Stony Brook, New York, for example, has adopted a new
policy guaranteeing mothers a stay of at least 48 hours
if they wish it.31f the insurance company docs not pay
for the second day, the hospital will absorb the estimat-
ed 5300 in added cost.’5 At least one major hospital,
Tampa General, in Florida, has gone even further by of-
fering all its maternity patients an extra 48 hours of
post-dcliverv care after discharge from the hospital, at
no cost to the patient.-'0 The patients who opt for this
program will be cared for in a hotel-like unit, named
the Family Suites, which can now accommodate eight
women and could be expanded. The local competitors
of this hospital have charged that the program is simply
a marketing technique to attract more obstetrical pa-
tients. Nonetheless, to the extent that it meets the needs
of women and children in a reasonable and compassion-
ate way, it is to be applauded. It is also consistent with
the New Jersey model of putting more control in the
hands of women, and thus forcing managers to deal di-
rectly with women when refashioning obstetrical care.

Drive-through delivery legislation is a sideshow in
the debate over health care-financing reform that will
have little real effect on cost, quality, or access to health
care by women and their children. Although the length
of stay is important, especially after a cesarean section,
it is not a sufficient measure of the quality of care. It
has, nonetheless, taken on a life of its own for the public
and politicians because it can be easily understood and
because ir illustrates the general problem of premature
hospital discharge. Moreover, and perhaps most impor-
tant, action on this front permits politicians to appear
to be doing something positive to protect women and
children that costs the government no money.

We cannot solve either the real or the perceived
problems with market-driven medicine by passing stat-
utes dealing with single aspects of care (e.g., the length
of stay) or single reasons for hospitalization (e.g., child-
birth). No one, | take it, would consider it reasonable
for Congress to enact legislation on types of treatment
and minimal stays for coronary bypass or treatment of
head injuries, although these will probably have a much
greater impact on the overall quality of care than stays
after childbirth.

Unlike the proposals regarding hospital stays after
childbirth, which arbitrarily use the total number of
hours in the hospital as a surrogate for quality, Con-
gress w'as on much firmer ground when it adopted the
Emergency Medical Treatment and Active Labor Act,
requiring hospitals to admit women in active labor for
childbirth whenever there was cither “inadequate time
to effect safe transfer to another hospital prior to deliv-
ery" or when a “transfer may pose a threat [to] the
health and safety of the patient or the unborn child.”2
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Under this law, judgments about the health and safety
of the woman in labor must be made by a physician,
and a hospital may not lawfully transfer a woman in ac-
tive labor (or any other patient requiring emergency
care) unless the patient requests the transfer or the phy-
sician, in exercising reasonable medical judgment, de-
termines that the benefits to the patient that could be
“reasonably expected” to result from transfer outweigh
the increased risks."This legislation puts the protection
of patients first and does so by supporting decisions
made within the doctor-patient relationship.

If Congress and the slates are serious about protect-
ing the welfare of women and children, there are clear
steps that should be taken, the most important of which
is the guarantee of basic health care services to all chil-
dren and their mothers. Moreover, although it makes
no sense for Congress to regulate the details of specific
medical interventions, it is reasonable for Congress to
require all health plans to offer the same minimal ben-
efit package to all subscribers; this requirement could
help protect patients both by guaranteeing this mini-
mum and by encouraging health plans to compete on
the basis of the quality of care and their responsiveness
to patients' needs and wishes, rather than on the basis
of cost alone.

Conclusions

In the Navy it is traditional to fire a shot across the
bow of a ship before taking more aggressive action. The
symbolic legislative initiatives on the length of hospital
stays after childbirth, which will almost certainly sweep
the country state by state if federal legislation is not
soon enacted, are a shot across the bow of marketplace
medicine. Tiic signal can be ignored only at the peril of
the new health care industry, politicians will not re-
main their captives forever. The message is that pa-
tients arc patients, not customers. Patients need care,
not management. And patients should have a central
role in deciding how our new health care system will
operate.

The 74th Highland Regiment went down with the
ship to save the women and children aboard. We expect
no such heroics from our government leaders. It should
not be too much to expect of ourselves, however, that
instead of helping to raise symbolic flags like legislation
regulating drive-through deliveries, we renew our ef-
forts to provide decent health care for all Americans.
Since this effort must be made piecemeal, it seems rea-
sonable to pass legislation to guarantee the right to a
decent minimum of health care for women and children
first.
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BOOK REVIEWS

Stroke T herapy

Edited by Marc Fisher, with contributions by 33 others. 490
pp.. illustrated. Boston, Butterssorth-Heinemann, 1995. 390.
ISBN 0-7306-95/5-7.

An early chapter of (his book begins with a scenario that is
played out every day in emergency rooms throughout the
country:

A patient has arrived who had a sudden onset of aphasia and
right hemiparesis three hours before. A CT scan of the brain
is performed; perhaps an MRI scan is done if that is fortu-
itously available on short notice. The scans arc normal. Since
normal scans ate consistent with the diagnosis of acute is-
chemic infarction at three hours, this clinical diagnosis is
made. The patient is admitted to the hospital, the lesion is
allowed to ripen for several days, the scan is repeated. . . .

Therapy is not immediately available, and irreversible neuro-
nal injury is assumed to have already occurred.

As the reader explores the 19 chapters in this book, it be-
comes dear that cases such as this may be handled very dif-
ferently in the near future. A chapter on the pathophysiology
of stroke describes the recently identified biochemical fea-
tures of the ischemic cascade of neuronal injury and relates
recent experimental findings indicating that patients with a
stroke that began only three hours earlier may still have a
large rim of viable tissue, the ischemic penumbra. The chap-
ter on animal models of stroke therapy reveals that a myriad
of new* compounds can be administered to “icscue" neurons
in the ischemic penumbra and restore function in drug-treat-
ed animals.

A chapter on cytoprotective therapy for ischemic stroke
chronicles the preclinicnl and early clinical development of
these new neuroprotcctive medications. A similar chapter on
thrombolytic therapy succinctly summarizes the recent clini-
cal experience with both intraartcrial and intravenous throm-
bolytic agents to treat patients within the first few hours after
the onset of stroke.

But which of these therapies should be offered to the pa-
tient described above, who had negative ncuroimaging studies
three hours after the onset of symptoms? The answer may be
facilitated by the use of new techniques of magnetic reso-
nance imaging that immediately allow the identification of ar-
eas of brain ischemia at presentation, as well as (he status of
brain perfusion. With these techniques, known as diffusion-
weighted imaging and perfusion imaging, the ischemic pe-
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numbra may be imaged as an area of delayed or decreased
perfusion that extends beyond the region of the diffusion ab-
normality. These techniques are described in a wcll-wriiten
chapter in terms understandable to the nonradiologist. Im-
pressive examples of their use in patients with acute stroke
are also provided.

Besides the chapters described above, which provide a road
map into the firture of stroke therapy, there arc numerous oth-
er chapters that are useful for the clinician caring for patients
with stroke. These include a nice description of risk factors
for stroke, medical therapies (anticoagulant and antiplatclec
agents) for stroke prevention, intensive care of cerebrovascu-
lar disorders, and a summary of the recent trials of carotid
endartcrectomy.

The book is not limited to the discussion of ischemic stroke;
concise summaries of the diagnosis and treatment of sub-
arachnoid hemorrhage and intracranial hemorrhage arc also
included. New ncuroiniervetuional approaches to the treat-
ment and diagnosis of stroke, including endovascular treat-
ments for intracranial aneurysms and vascular malformations,
as well as the emerging field of cerebral angioplasty, are sum-
marized and accompanied by numerous excellent figures.

One of the final chapters describes therapy for unusual
causes of stroke, such as the antiphospholipid-antibodv syn-
drome, patent foramen ovale, arterial dissection, and cerebral
venous thrombosis. Although studies have not provided defin-
itive therapeutic guidelines for most of these, the chapter pro-
vides an excellent overview of the data currently available.

The chapters in this book are brief, but generally well ref-
erenced and almost uniformly well written. This is not a com-
prehensive textbook about the diagnosis and management of
stroke. It is, however, a book that conveys tremendous opti-
mism, documenting the substantial advances in the diagnosis
and therapy of stroke that have occurred over the past dec-
ade and promising even more remarkable progress in the
years to come.

Gregory W. Aibfrs, M.D.

Stanford, CA 94305 Stanford University Medical Center

The Axon: Structure, function, and

PATHOPHYSIOLOGY
Edited by Stephen G. Waxman, Jeffery D. Kocsis, and Peter
K. Sivs. 692 pp., illustrated. New York, Oxford University
Press,' 1995. SI75. ISBN 0-19-508293-1.

This book is an excellent new contribution to the expand-
ing field of neurobiology. Although a number of neuroscience
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' for each Medicare enrollee, and county-to-county vari-
ations can be great.

Medicare beneficiaries particularly are Attracted to
-JMOs if they do not charge Medicare’s normal deduc-
tibles and coinsurance and when they provide services
not offered by the traditional program, such as prescrip-
tion drug coverage, the report stated.

Over the past three years, the number of HMOs
charging Medicare beneficiaries no premiums increased
from 26 percent to 49 percent, GAO found. And while
32 percent of HM Os provided an outpatient prescription
drug benefit to Medicare beneficiaries in 1993, 49 per-
cent did so by the end of 1995.

Some beneficiaries also joined HM Os under an agree-
ment with their former employers to continue receiving
health care coverage, it added.

The first copy ofi the reoort. "Medicare HMOs: Rap-
id Enrollment Growth Concentrated in Selected States™
(GAO/HEHS-96-63). is firee; additional copies are S2
each firom GAO, P.0. Box 6015, Gaithersburg, Md.
2088J-6015; (202) 512-6000.0

Plan Regulation

Maryland Lawmakers Consider Stricter
Law For Maternity Hospital Stays

ANNAPOLIS, Md.—One year after passing a law
that appears not to have achieved its intended effect, the
Maryland General Assembly is considering stricter legis-
lation (SB 433/HB 614) on minimum hospital stays for

ili&j&ijchildbirth in order to close a loophole through which

health insurers and health maintenance organizations
are purportedly making shorter stays the rule and not
the exception.

“We thought we addressed this problem last year, but
apparently we did not,” Sen. Finance Committee Chair-
man Thomas L. Bromwell (D), the lead sponsor of SB
433, said at a Feb. 15 hearing. He was referring to the
“Mothers’ and Infants' Health Security Act” passed
during the Assembly’s 1995 legislative session
(1 MACR 24, 7/5/95).

The 1995 law, which was the first of its kind in the
nation, requires insurers, HMOs, and utilization review
agents to follow the Guidelines for Perinatal Care pub-
lished by the American Academy of Pediatrics and the
American College of Obstetrics and Gynecology, which
recommend 48-hour and 96-hour hospital stays for un-
complicated vaginal and cesarean-scction births, respec-
tively. However, an exception in the 1995 law allows
insurers and HMOs to authorize a shorter stay jf new-
borns meet the guidelines' criteria for medical stability
and if the insurer or HM O covers one post-partum home
visit.

Bromwell noted that, despite passage of the 1995 law,
most insurers and HMOs in Maryland are routinely
limiting coverage to 24 hours after delivery; In addition,
"some members of the insurance industry took a punitive
response to last year's legislation by. reducing their
customary hospital slay for cesarean-scction births from
72 to 48 hours," Bromwell said.
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Exception Crept™d”.Loophole

Sen Dclore: _Sor of st
year s iegislat ur iicaring lljat
the ex :cplion )s

to authorize a shortej hospjlai.jl3y _If ihey_rr»»T Ar*
home vTsfTAurnetTout lo be a giant loophole."

Kelley explained that this provision was added to the
1995 law to ensure that any infants who were sent home
in less than 48 hours would receive PKU screening to
prevent mental retardation. "W e intended that the single
home visit in lieu of a 48-hour hospital slay would be the
exception, not the rule, but it turns out we were wrong,”
she staled.

In many cases, the home visit is not even being
conducted when women are discharged from a hospital
less than 48 hours after delivery, according to Howard J.
Birenbaum, chairman of the Fetus and Newborn Com-
mittee of the American Academy of Pediatrics' Mary-
land Chapter, which supports the stricter legislation.
Birenbaum told the Senate committee that a survey of
women delivering at St. Agnes Hospital in Baltimore
after Maryland’s law took effect Oct. 1, 1995, “revealed
that 50 percent were not aware that they were entitled to
a home visit if they were discharged prior to 48 hours.
Of the remaining women, over 50 percent refused the
home visit because of a reluctance to meet a deductible
or copayment requirement,” he said.

Legislation Would Add Restrictions

As currently drafted, the stricter legislation being
considered by the Assembly would bar insurers and
HMOs from imposing a deductible or copayment for
three—not one—home visits that would have lo be
provided lo mothers who agree lo a sir rlr. hospital slay.
The measure also would prohibit insurers and HMOs
from penalizing physicians who order (he ‘onacr hospital
stays called for under the legislatio’.1 !i aiib.iion, insur-
ers and HMOs would be required lo provide annua!
notice to insureds and enrcllecs regarding the post-na”l
coverage mandated by the stale. If enacted, the legisla-
tion would take effect July 1.

The Maryland Association of Health Maintenance
Organizations said it opposed SB 433 unless it is amend-
ed lo give the attending physician the authority lo decide
whether a shorter hospital slay is appropriate. As draft-
ed, the legislation would allow the mother to make that
decision, in consultation with her attending physician. In
another area, M AHM O’s position paper said the legisla-
tion's home visit requirements arc “too prescriptive.”

As an alternative, MAHM O endorsed the concepts
embodied in SB 717, a broader bill that addresses
hospitalization benefits for post-delivery care. SB 717
would require 48 hours and 96 hours of hospitalization
after vaginal and ccsarcan-section deliveries, respective-
ly, only if the attending physician detcrmines'that such
hospitalization is necessary under AAP and ACOG
guidelines. The bill would establish an expedited appeal
process for physicians in the event that an insurer or
HM O renders an adverse decision regarding the hospi-
talization coverage ordered by the physician.

ONA's Managed Care Reporter
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The House Environmental Matters Committee has
scheduled a Feb. 27 hearing on the mallcr.D

|
Mental Health

San Diego County Begins Conversion
To Managed Mental Health System

SAN DIEGO—San Diego County plans lo begin
converting its S95 million mental health system to a
managed care model in 1997.

The first phase will cover programs for adults and
older adults and include a system redesign. To date, San
Diego County is the largest county in California to have
contemplated such a change.

On Feb. 6, the San Diego County Board of Supervi-
sors agreed to hire a technical expert to help with its
request for proposals, and county oflzcials hope by year’s
end to have completed the RFP process.

“Privatization is not quite the way to look at it, since
70 percent of our services are already contracted out to
private companies or community groups,” Joan Fricden-
berg, San Diego County’s deputy director for mental
health services, told BNA. And the reorganization may
not result in total privatization, with the county continu-
ing to run certain services for its target users, the
severely mentally ill, she noted.

Integration Is Goal Of Reorganization

“We're really looking at it as lo what good can be
learned from managed care and applying those managed
care principles and organizing them into a well-run
system,” Friedenbcrg said.

And because of the county's number of providers and
funding streams, there’s been no integration and no organi-
zation of different levels of care into a seamless system to
guarantee ease of access, Peter Panzarino, chief clinical
oflicer for Vista Behavioral Health Plans, a nonprofit
mental health HM O based in San Diego, told BNA.

“If managed care is about cutting costs, and it almost
invariably is, our concern is that it becomes the overrid-
ing thrust,” Laura Lee Hall, National Alliance for the
Mentally 1llI's deputy director for policy and research,
told BNA. “It becomes a way to cover up under-
funding."

On the other hand, Hall said she is guardedly optimis-
tic. “Maybe managed care can help improve the system.
Managed care is supposed to use scientifically proven
treatments for people who need them," she said.

To assist entities like San Diego County, NAMI by
April will complete a model RFP for government entities
planning to use managed care companies to run public
mental health programs. And by October, NAM | should
complete a report card on public sector managed care
for the mentally ill.

"l don’t know that we expect a heck of a lot of
savings,” Friedenbcrg said. Any savings will be reinvest-
ed in new services for the target population including
vocational education rnd meeting space for self-help
groups, she explained.
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Strong Financial Hits

“Publicly funded mental health systems have been
taking strong financial hits over the last several years,"
Friedenberg said.

San Diego County has suffered from California's
recession, as well as a proportionately smaller pot of
funding from the state than many other counties, due to
a faulty funding formula that has been partially re-
paired, she said.

In addition, San Diego County recently took over state
responsibility for the private hospitalization of patients
qualifying for Mcdi-Cal, the siute’s Medicaid program.
It receives S25 million yearly to run the program. Jn
January, it also will assume risk for outpatient Mcdi-Cal
patients.

The county wants lo improve its management of
information systems, making sure resources are used in
the best possible way, Friedenberg said.

Managed care organizations have developed the sys-
tems to perform intensive case management, thereby
ensuring that treatment regimes are being followed,
Panzarino said.

Monitoring Quality Of Care

The county’s contract should target utilization num-
bers and create a system for complaints and grievances,
Panzarino said. The contract also should assure it re-
ceives regular reports on case of access to different levels
of care.

“You want to create the correct incentives and not
provide the incentive lo deny care,” Panzarino said.
"There should be bonuses not only for utilization of care
but for quality of care,” including outcomes and
compliance.

The county likely will contract with a managed care
organization that either would contract with its network
of service providers or provide the services itself. San
Diego County may share risk with that contractor or
have the contractor assume all the risk.

There are special challenges to applying managed carc
principles to the target population. "A lot of managed
care was appropriately developed for people who are
basically healthy,” Friedenbcrg said. "We are dealing
with an adverse risk population. These are not people for
whom prevention works. We have to make sure we
preserve services and improve services for people who
need them."D

In Brief

SOUTH DAKOTA GOVERNOR SIGNS UR BILLS: South
Dakota Gov. William Janklow (R) Feb. 16 signed legisla-
tion that will require utilization review organizations oper-
ating within the state to register with it and to establish
grievance procedures for their members.

One bill (HB 1059) requires all utilization review organi-
zations operating within South Dakota to register with the
state health department; the other (HB 1057) requires both
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The health care world is changing, Voss said. "I’'m
not sure insurance is the right place to regulate health
care, Only 25 percent of the consumers arc in the
insurance market. The rest are in Medicaid, Medicare,
and employee plans. We don’t license the majority of
what people are receiving out there,” she added.

Maine And California

, The Maine Bureau of Insurance met Feb.’9 with
;various industry groups to address the issue of regu-
lating risk-bearing entities, said Alice Knapp, stafT
attorney for the State of Maine Bureau of Insurance,
noting a consensus that there are some legitimate
regulatory concerns with regard to downstream risk
contracting.

"I don't think we'll have a problem carving out
some standards. But there are a lot of details that
need to get hashed out,” she said. The bureau will look
at the experience of other states and pose hypothetical
situations at the next meeting March 8, she added.

In California, a bill in the state Legislature would
permit providers to offer full risk capitation coverage
(4 HCPR 250, 2/12/96). Currently, in order to offer
capitation, requirements for a health plan under the
Knox-Keene Act, including licensure, must be met.

Under the bill, hospitals and medical groups would
be authorized to contract with HMOs to provide a
comprehensive range of hospital, physician, and other
health care services normally handled by licensed
plans, on a full-risk, or "global” capitation basis.

State HMOs view the bill as an attempt by provid-
ers to get into the rapidly expanding managed care
business without having to comply with all Knox-
Keene Health Service Plan Act. The act requires
financial disclosure and equity requirements to guard
against health plans becoming insolvent.O

— By Jeannine Mjoseth

Vermont

DEAN SIGNS BILL TO CONTINUE
STATE'S EXPANDED MEDICAID PROGRAM

MONTPELIER, Vt.—A plan to enroll low-income
Vermonters in an expanded Medicaid program will
continue without interruption under a bill signed by
Gov. Howard Dean (D) Feb. 14.

The program, which began Jan. 1, had been threat-
ened because some lawmakers said it was not what
the legislature intended when it passed the enabling
legislation (H 159) last year (3 HCPR 626, 4/17/95).

The administration and the Legislature had envi-
sioned the plan as a managed care program, adminis-
tered by a private firm or firms. But since Jan. 1, the
state has been running the program itself as a scaled
back fee-for-service program partly because the only
private bidder for the program, AssureCare, has yet to
be granted a certificate of need from the state.

Shortly after the plan was kicked off, Senate Repub-
licans attached a provision to the 1995 budget recon-
ciliation bill (H 534) to halt the program. The move
drew fire from Dean, for whom health care reform
has long been a priority.

A House/Senate conference committee then worked
out a compromise to allow the plan to continue but
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require the state to adopt rules by April 15 for the
interim plan, according to Paul Wallacc-Brodeur, senior
health policy analyst with the Office of Health Access.
He said the state had not developed rules sooner because
of uncertainty over federal changes to Medicaid.

Sen. Tom Macaulay (R-Rutland), who spearheaded
the push to delay the program, told BNA he still thinks
the intent of the legislature is not being met by the
interim program, but that he could not get House
negotiators to agree.

The rules, which will be filed by March 8, would be
changed to accommodate the anticipated, permanent,
full-blown managed care plan, Wallace-Brodeur said.D

Virginia

LAV/MAKERS APPROVE LEGISLATION
SETTING . NDARDS FOR MATERNITY STAYS

CHARLOTTESVILLE, Va.-Both chambers of the
Virginia General Assembly recently joined several
other states in approving legislation setting minimum
standards for health plan coverage of hospital stays
for childbirth.

The legislation (HB 97, SB 148) passeJ both cham-
bers unanimously, approved by the House Feb. 8 and
the Senate Feb. 12.

Both the House and Senate bills originally were
written to allow women to stay 48 hours after a
vaginal delivery and 98 hours after a cesarean, with
their health plans picking up the tab for the entire
stay. Currently, most insurers will only cover 24 hours
for a vaginal delivery and 48 hours for a cesarean.

However, both bills were amended to require the
state set up a provision for "inpatient treatment in
accordance with the medical criteria outlined in the
most current version of or an official update to the
"Guidelines for Perinatal Care,” prepared by the
American Academy of Pediatrics and the American
College of Obstetricians and Gynecologists, or the
"Standards for Obstetrical Gynecological Services,”
prepared by the American College of Obstetricians
and Gynecologists.

The legislation requires payment for any home vis-
its or office visits recommended by the health care
provider subsequent to the birth.

In addition, insurers and health maintenance orga-
nizations will be required to develop optional cover-
age for obstetrical services that meet the same stan-
dards described above, including coverage of follow-
up'home or office visits.

The conference bill is expected to arrive on Gov.
George Allen’s (R) desk sometime in mid-March.O

Ohio

GOVERNOR CREDITS AGGRESSIVE EFFORTS
WITH SLASHING MEDICAID COST INCREASES

CINCINNATI—Ohio has cut growth in Medicaid
spending to a historic low—14 percent for fiscal
1995—by ensuring that stale dollars work "harder and
smarter,” Gov. George Voinovich (R) said Feb. 13 iri
his'sixth State-of-the-State address.

Speaking before a joint session of the Ohio General
Assembly, Voinovich said Ohio's rate of Medicaid
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Maryland

LAWMAKERS CONSIDERING_STRICTER LAW
FOR POST-DELIVERY HOSPITAL STAYS
d

ANNAPOLIS, Md.—One K,ear f,ter,passm% a_law
that appears not to have achieved its intended effect,
the Maryland = Genera] Assembly is considering
stricter legisjation (SB "433/HB 614) that would re-
quire health insurers and health maintenance organi-
zations to cover a minimum hospital stag of 48 hours
for uncomplicated vaginal births and 96 hours for
uncomplicated cesarean-section deliveries.

If a mother %grees to a shorter hospital stay, the
legislation would” require coverage for at least three
home visits by a registered nurse who has at least one
year of experience in maternal and child health care.

"We thouqht we addressed this problem last year,
but apparently we did not," Sen. Finance Committee
Chairman Thomas L. Bromwell (D-Baltimore), the
lead sponsor of SB 433, said at a Feb. 15 hearing. He
was referring to the "Mothers’ and Infants' Health
Security Act™ passed durlnsq the Assembly's 1995 legis-
lative session F3 HCPR 905, 6/5/95). ~

The 1995 law, which was the first of its kind in the
nation, requires insurers, HMQs, and utilization re-
view agents to follow the Guidelines for Perinatal
Care published by the American Academy of Pediat-
rics and the American College of Obstetrics and Gyne-
cologg, which recommend 48-hour. and 96-hour haspi-
tal Stays. for uncomplicated vaginal and. cesarean-
section”births, respectwell_}/. An exception in the 1995
law allows insurers and HMOs to authorize a shorter
stay if the newborn meet the guidelines' criteria for
medical stability and if the insurer or HMO covers one
post-partum home visit, _

Bromwel| noted that, despite. passage of the 1995
law, most insurers and HMOs in Maryland are rou-
tinely limiting coverage to 24 hours after delivery. In
addition, "some members of the insurance industry
took a punitive response to last ){ear's legislation by
redu_cm%,thelr customary hospital stay for cesarean-
section Dirths from 72 to°48 hours," Bromwell said. He
described this as "totally irresponsible." _

_The chairman predicted that "we will pass this new
bill." Although the Senate Finance Committee has not
scheduled a Vote on SB 433, the measure is expected to
be reported favorably because the hill's 26 sponsors
include every member of the committee, which has
urisdiction over insurance matters, In the House of

elegates, 84 of that chamber's 141 members co-
sponSored the companion bill, HB 614. The House

nvironmental Matters Committee has scheduled a
Feb. 27 hearing on the matter. Sen. Bromwell re-
marked that "members in both houses generally agree
that 1996 is going to_be the year for ‘quality-of-Care
|tssue"s.hPass,|dng this bill is the first stepin that direc-
lon," he said.
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Exception Created A Loophole

Sen. Delores G, Kelley (D-Baltimore), who was the
Prlme sponsor of last Year’s legislation, said durln%
he Feb, 15 hearlng that the exceﬁtlon in the law tha
allows insurers and HMOs to authorize a shorter hos-
B|tal stay if they cover one home visit "turned out to
ea Hlant logphiole.” , .

Ke eg explained that this provision was added to
the 1995 law to ensure that any infants who were sent
home in less than 48 hours would receive PKU screen-
ing to prevent mental retardation. "We intended that
the single home visit in lieu of a 48-hour hospital stay
would be the exception, not the rule, but it turns out
we were wrong," she stated. . ,

In many caSes, the home visit is not even being
conducted” when women are discharged from a_hospi-
tal less than 48 hours after delivery, according to
Howard J. Birenbaum, chairman of" the Fetus “and
Newborn Committee of the American Academy of
Pediatrics'  Maryland. Chapter, which supports” the
stricter Ieglslatlon. Birenbaum told the .Senate com-
mitteg that a survey of women delivering ;1 SI. Agnes
Hospital in Baltimore after Maryland's”law looK ef-
fect Oct, 1, 1995, "revealed that 50 percent were not
aware that they were entitled to a home visit if they
were discharged prior lo 48 hours. Of the remaining
women, over 50 percent refused the home visit bé-
cause of a reluctance to meet a deductible or co-
payment requirement," he said.

Legislation Would Add Restrictions

As currently drafted, the slrirk" legislation belng
considered by the,Assemb(ij would bar insurers an
HMOs from imposing a deductible or co-payment for
the three home visitS that would have to be provided
to mothers who a?ree to a shorter hospital stay. The
measure also woufd prohibit insurers and HMOS from

enallzmﬁ &)hYsmlans whq order the Ion%;er hos,P,ltaI
stays called Tor under the legislation. Tn addition,
insurers and HMOs would be” required to provide
annual notice to insureds and enrollees regarding the
Post-natal coverage mandated by the state.”If enacted,
he legislation would take effect July L1 ,

American Academy of PediatriCs representative
Bobbi Seabolt noted during the Senate hearing that 33
states are considering some form of Ieglslatlon re-
garding. post-delivery hospital care and that four
States, ‘Including Maryland, already have enacted leg-

islation in this area.
HMOs, Doctors Group Opposed

The. Maryland Association of Health Maintenance
Organizations. said it opposed SB. 433 unless it is
amended to give the attending physician the authority
to decide whether a shorter hospital stay is approer-
ate. As drafted, the legislation would allow the mother
to make that decision, in consultation with her attend-
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ing’ physician. In another area, MAHMO’s position
paper said the legislation’s home visit* requirements
are "loo prescriptive.”

As an alternative, MAHMO endorsed the concepts
embodied in SB 717, a broader bill that addresses
hospitalization benefits lor post-delivery care. SB 717
would require 48 hours and 96 hours o( hospitalization
alter vaginal and cesarean-section deliveries, respec-
tively, only if the attending physician determines that
such hospitalization is necessary under AAP and
ACOG guidelines. The bill would establish an expedit-
ed appeal process for physicians in the event that an
insurer or HMO renders an adverse decision regarding
the hospitalization coverage ordered by the physician.

Mirroring MAHMO's position, the Medical and Chir-
urgical Faculty of Maryland, the state’s leading physi-
cians organization, also called for amenoments to SB
433 while endorsing the approach embodied in SB 717.
The two groups previously had agreed to advocate this
position on post-delivery hospitalization as part of a
unique alliance on this and other health care issues
pending in the state (4 HCPR 203, 2/5/96).

Hospital's Free Second Day Causes Fury

While the General Assembly is considering the pos-
sibility of mandating longer hospital stays after deliv-
ery, St. Agnes Hospital in Baltimore ran into trouble
with state regulators Feb. 12 by announcing that it
would provide all new mothers and infants a full 48-
hour post-partum hospital stay and would cover the
second day at its own expense, regardless of the
mother's insurance coverage.

Although the hospital's action drew praise from 48-
hour-stay advocates, it ran afoul of hospital rate-
setting regulations under Maryland's all-payer sys-
tem, according to Robert Murray, executive director
of the Health Services Cost Review Commission, the
state's hospital rate-setting board.

Murray told BNA the state’s rate-setting rules are
intended to ensure that hospitals allocate costs equita-
bly across all payers and do not shift costs from one
group to another by offering reduced costs for certain
services. Under stale law, St. Agnes was required to
obtain HSCRC approval before implementing a rate
change of this nature, he said.

While mothers who deliver at St. Agnes may benefit
from this in the short term, all Maryland residents
could be harmed if the state's all-payer system col-
lapses, Murray noted.

After several days of negotiations, the HSCRC and
St. Agnes Feb. 20 announced an agreement under
which the hospital will file an alternative rate applica-
tion for the free second-day obstetric hospital stay.
The structure of the application will be developed in
cooperation with HSCRC staff and must be approved
by the commission. In the interim, St. Agnes will be
allowed to continue offering the free second day.

Murray told BNA that the HSCRC expects to review
the hospital’s application at its regularly scheduled
March 6 public meeting. He noted that the HSCRC
staff is examining the consequences associated with
St. Agnes' action under the slate's rate-setting mecha-
nisms and plans to present a recommendation at the
commission meeting.O
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Managed Care

REGULATION OF RISK-BEARING NETWORKS
DESCRIBED AS 'ALL OVER THE BOARD'

Most states still do not have a formal policy on the
regulation of risk-bearing provider networks, but pres-
sure to come up with consistent standards is intensify-
ing, health attorneys and insurance regulators say.

At opposite ends of the regulatory continuum are
trail-blazer Colorado, with its high managed care
penetration, and Maine, which has just started Ilo
discuss the issue. Colorado requires all provider orga-
nizations that accept any type of risk to have an
insurance license and meet minimum solvency stan-
dards, while Maine has not yet set any specific stan-
dards for risk-taking providers.

States are still "all over the board” in regulating
risk-assuming provider networks, Daniel W. Krane,
White and Williams, Philadelphia, told BNA.

Kranc referred, for example, to New Jersey's poli-
cy, which he said is based on an "internally inconsis-
tent" three-page memorandum that says if any entity
not licensed as an HMO, insurer, or service corpora-
tion assumes risk from any source, even an employer
exempt from state insurance laws under the Employ-
ee Retirement Income Security Act, that entity is in
the business of insurance.

Meanwhile, Pennsylvania issued a "murky draft" on
Sept. 21, 1995, in which the Department of Health said
it will review provider networks for solvency and
quality concerns. Earlier, a Group Health Association
of America survey revealed that state oversight was
erratic, and GHAA demanded state insurance com-
missioners crack down on provider entities taking in
risk (3 HCPR 1141, 7/17/95).

Pressure Has Intensified

Pressure to resolve the matter has intensified as
organizations such as physician-hospital organizations,
integrated service networks, and provider coopera-
tives contract directly with employer groups. By di-
rect contracting, network providers hope to bypass the
health plan middleman and capture more of the man-
aged care dollar. But direct contracting requires net-
works to assume the risks associated with providing
health care to an insured population and—at least
arguably—in many states, to assume risk is to be in
the business of insurance and subject to state
regulation.

That was the position taken by the National Associ-
ation of Insurance Commissioners in a bulletin issued
Aug. 10, 1995 (3 HCPR 1340, 8/21/95). The bulletin
advired state insurance regulators that health provider
networks accepting risk on a prepaid basis are in the
business of insurance and should be regulated as such.

"States are now starting to grapple with the prob-
lem. We need some fairly general standards with
which to assess these entities. We need some consis-
tency,"” Krane said. *

The NAIC is working on model legislation and regu-
lation in this area, but that slow and laborious process
has yet to result in standards that states can adopt.
Many state insurance representatives have called for
an interim "road map” that would indicate how direct
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The report also noted that the state since has im-
proved its methodologies for reimbursing HMOs such
that capitation rates for Medicaid are now adjusted by
age of the recipient and geographic location. The state
also is investigating the feasibility of using a risk-adjust-
mcnt formula to modify HM O capitation rates.

Lawmakers were cautioned, nonetheless, lo seek fur-
ther study before expanding managcd-carc "carve outs”
in such areas as mental health, long-term care, dental
coverage, and prenatal services—given the difficulty of
evaluating savings for acute-care services for Medicaid
recipients and stale employees in HMOs.

"Such studies are necessary not only lo assure mone-
tary savings to the state, but to determine how the
populations in question may receive the highest possible
quality of health care."

In the report—"Health Status of Stale-Sponsored
Patients: A Comparison Between HMOs and Fec-For-
Scrvicc"— House committee staffers examined computer
files of 236,816 state employees and dependents and
almost 1.5 million Medicaid recipients in the stale.d

Plan Conversions

Colorado Senate Resolves Consumer Concerns
And Backs Blues' For-Profit Conversion

DENVER—The Colorado Senate approved a bill
Feb. 29 that would allow Blue Cross and Blue Shield of
Colorado to seek legal status as a for-profit company,
after senators amended it a day earlier to answer con-
sumer groups’ concerns about conflicts of interest and
other issues.

"The amendments resolve the questions the Consum-
ers’ Union had," Cari Miller, spokesman for Blue Cross
and Blue Shield, told BNA. "We agreed to everything
they raised as possible concerns. We're very optimistic it
will pass in the House."

The company proposed the bill (SB 100) because it
needs capital to finance acquisitions and computer-driv-
en technology, expand reserves, and drive business, Mill-
er said. Fueling the conversion request is the evolution of
managed care, which increases the importance of form-
ing alliances and making acquisitions of other managed
care companies.

The bill outlines a process through which the non-
profit company would apply to the Colorado Division of
Insurance for conversion, including public notice and a
public hearing lo be conducted by the division.

Consumer groups expressed concern over potential
conflict-of-interest issues involving board members of
both the new for-profit entity and of a new nonprofit
foundation lo underwrite charitable projects.

The stakes are high, consumer groups noted: The new
private company would control potentially millions of
dollars that could be given to charitable foundations
serving the health care needs of the poor, Miller said.

The bill was amended to stale that a majority of
members could not serve on both the for-profit and the
not-for-profit boards. In addition, members of both
boards would be barred from voting on any issues that
3-6-96
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would be perceived as a conflict of interest under the
amendment to the bill, Miller said.

Senators also tinkered with language concerning the
valuation of the company, Miller said. Under the new
wording, the Commissioner of Insurr ice may consider
but will not be bound by markct-ba.>ed information in
determining the company's fair-market value.

The company’s net worth has been conservatively
estimated at S100 million, Miller noted.

The bill also was amended lo establish an appeals
process for those believing they were adversely affected
by actions taken during the public hearing process as the
company goes through conversion.d

Plan Regulation

Minnesota Senate Passes
Maternity Length-Of-Stay BIill

ST. PAUL, Minn.—The Minnesota Senate Feb. 26
passed legislation that would require health carc plans
offering maternity benefits lo cover at least 48 hours of
inpatient care for new mothers and their babies.

The bill (HF 2008) was approved by the Senate on a
55-8 vote. Sen. Don Betzold (DFL-Fridley), the bill's
sponsor, said it is nearly identical lo a bill passed by the
House of Representatives several weeks ago (2 MACR
151, 2/14/96). Like the House bill, the Senate version
requires health carc plans offering maternity benefits to
cover a minimum of 48 hours of inpatient care for new
mothers and their babies. New mothers who deliver their
infants by cesarean section would be covered for a
minimum of 96 hours of inpatient care, as would their
babies.

The main difference between the two bills, Betzold
said, is under the House health plans must only cover
inpatient care up to the minimums specified if the care is
determined to be "medically necessary" by the attending
health care provider after consultation with the mother.
The Senate version, he said, docs not require a determi-
nation by the health carc provider that the inpatient care
is medically necessary.

Betzold said he did not include the "medically neces-
sary" language in his bill because he viewed it as a
loophole that would allow insurance companies to push
for early hospital discharges.

The Senate version also contains a post-delivery provi-
sion, but, unlike the House version, it mandates that the
care be delivered within four days of discharge. The
precise timeframe was included, Betzold said, so there
would be no question as to what a “reasonable time”
constituted.

He added that the Senate bill also contains a provision
that prohibits insurance companies from paying new
mothers as an inducement lo leave the hospital early.

The Senate bill could have been sent to the House for
concurrence, Betzold said, but its House author, Rep.
Joe Opalz (DFL-St. Cloud), has already indicated he
will ask that a conference committee be appointed to
resolve the differences in the two versions of the bill.

Sarah Slocsz, spokeswoman for Allina Health System
Inc. of Minnetonka, Minn., one of the state's largest
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h care systems, said it will not oppose either version

Jdic bill that is before the Legislature. However, she
said, Ailina docs oppose setting health care policy in a
piecemeal fashion.

She added that it is possible that the Legislature's
mandating maternity stays may not fully resolve the
issue of early discharges. The portion of the population
covered by regulated health plans is decreasing, she said,
as more employers turn to self-insurance to save money
and save themselves from government regulations. She
said less than 50 percent of the stale's population is
covered by regulated health plans.

Self-insured plans would not be bound by either bill,
she said, nor would state residents covered by Minneso-
taCare, the slate's plan for the uninsured and under-
insured.O

Purchasing Coalitions

Colorado Bill Seeks To Preserve
Ability Of Co-Ops To Obtain Discounts

DENVER—The Colorado House approved a bill Feb
27 that would allow health purchasing cooperatives to
negotiate broad discounts with health plans.

The measure (HB 1264), sponsored by Rep. Steve
Tool (R), was sent to the stale Senate.

.he bill seeks to correct a problem that if left alone

“id wipe out the slate’s single co-op, The Alliance,
Claire Brockbank. vice president of marketing for the
cooperative, told BNA.

Authorizing legislation for The Alliance was approved
in 1994, Then lawmakers approved House Bill 94-1193,
allowing small employers—attempting to achieve the
clout of larger companies— to buy health care coverage
through cooperatives. Shortly after that, the Alliance
was formed.

However, also in 1994, lawmakers approved a bill
containing a provision that would bar insurers from
offering discounts to cooperatives on medical and over-
head costs as of Jan. 1, 1998. Because of a clause in HB
94-1210, insurance companies will have to add back into
their rates brokers' fees and other administrative costs,
although co-ops will continue doing some administrative
work.

The Alliance will lose its clout and become irrelevant
to prospective members, Brockbank told BNA.

Small insurance carriers will have to use a community
rating if the provision in HB 1210 takes effect, she said.
"We technically provide coverage in the small employe,
market... that means we will not be able lo negotiate in
1998."

‘Oligopolies, Not Competition'

This year’s HB 1264 would change that. “We have to

/, ‘Yes, co-ops can go out and negotiate,” " Brockbank
said.

However, a lobbyist for the Colorado Group Insurance
Association— representing brokers, agents, insurance
companies, some managed carc companies, and attor-
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neys who work with employee benefits—told BNA The
Alliance is trying to accomplish much more with HB
1264.

Right now, anybody in Colorado can form a co-op,
said Peggy Sandbak, legislative chair of the Denver-
based association. Attempts are under way to form a
cooperative of state employees and local municipalities
that could include upwards of 40,000 to 50,000 people,
she said.

"If that mega co-op can go out and hammer down
medical care costs,” they will get discounts so deep
smaller insurance companies would not be able to com-
pete, Sandbak said. The end result could be only three or
four health plans operating in Colorado, she warned.

“Health plans not chosen to participate in co-ops will
leave the state, and your only choice of care will be
cooperative health care,” she said. “We’ll wind up with
oligopolies, not competition.”

"It's a very short-term vision,"” she said, noting that
the Colorado Association of Commerce and Industry,
the state’s leading business advocacy group, supports HB
1264 in its current form.

The Colorado Group Insurance Association also sup-
ports HB 1264, but thinks it should be amended, Sand-
bak said. "Both the insurance industry and c0-0ps agree
[co-ops) ought to be able to negotiate" for discounts.

The association believes co-ops should retain the abili-
ty to negotiate belter prices on the overhead piece of
health care costs, she said. An adjusted community
rating should be used for other costs, she said, so that
costs for those outside a co-op are the same as for those
inside.

The insurance association is hoping lo amend HB
1264 when it reaches the Senate Health, Education.
Welfare, and Institutions committee.

Brockbank said insurers are against the bill in its
present form because what they have now amounts lo a
type of "government protection.”

“Why would they want to negotiate?" she said. “It's
in their total best interest not to negotiate."

The Alliance currently has some 7,500 covered lives
from about 350 companies, she added.C

In Brief

NORTH DAKOTA BLUES" UPDATE: In response to an early
February decision by the board of directors of Blue Cross
Blue Shield of North Dakota to convert the company from a
health service corporation to a mutual insurance company
(2 MACR 207, 2/28/96), Trent Hcincmeycr, deputy com-
missioner and general counsel for the North Dakota Insur-
ance Department, told BNA it is too early to say whether
the department will agree lo or oppose BCBS's plan. The
company's petition has not been presented to the depart-
ment yet, he said, so it docs not yet know the particulars of
how the mutualization will occur.

BCBS has indicated that its mutualization is not a first
step toward demutualization, wherein it would become a
for-profit company, he said, adding his understanding of the
BCBS plan is that it would become a mutual insurance
company, but it would remain nonprofit.
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Evelyn Murphy, executive vice president of Blue
Cross and Blue Shield of Massachusetts, said her
organization strongly supports the issuance of the
guidelines. “These guidelines take the spirit and tradi-
tion of community-oriented non-profits, such as Blue
Cross, and set the standard of giving back to the
community as expected practice for all HMOs that
want to do business in Massachusetts,” Murphy said.

The guidelines establish nine principles for HMOs to
follow. These include developing and making public a
policy statement outlining an HMO’s commitment to a
formal community benefits program and calling on
senior HMO officials to oversee the development and
allocation of resources for such a program.

It also calls on the HMO to involve community
members in defining the target population and the
specific needs of that population. Each organization is
called on to develop its program based on an assess-
ment of the health care needs and the resources of the
identified population.

The guidelines then direct the HMO to develop and
market products that would attract all segments of
the population, including direct enrollment for non-
group coverage. HMOs should work to promote insur-
ance reforms to make managed care an option for all
working people, take steps to reduce cultural, linguis-
tic, and physical barriers to health care, strive to
assist consumers who are about to lose their coverage
to maintain it as long as possible at reduced or
subsidized rates, and issue an annual community bene-
fits report.D

Insurance Regulation

NAIC CHIEF RENEWS CALL FOR_PSO RULES;
ASSOCIATION TO EXAMINE STATE LAWS

Provider-sponsored organizations (PSOs) that take
on risk should be subject to state insurance regulation
to ensure an adequate level of consumer protection,
Brian K. Atchinson, president of the National Associ-
ation of Insurance Commissioners, said Feb. 26.

Ata meeting of managed care health plans, Atchinson
reiterated NAIC's view that risk-bearing, integrated pro-
vider groups—whether they take the form of physician-
hospital organizations or independent practice associ-
ations—must be regulated. “We're going to ensure an
appropriate level oi regulatory oversight,” he told the
first annual policy conierence of the American Associ-
ation of Health Plans, held Feb. 25-27.

NAIC also will examine “how to regulate managed
care in the marketplace without adding too many
[regulatory] layers," Atchinson said, adding that state
laws and regulations will be evaluated in terms of
their efficiency and responsiveness to consumers and
the managed care industry.

NAIC To Issue White Paper On Risk

Last summer, NAIC advised insurance regulators that
PSOs accepting risk by providing care on a prepaid
basis are in the business of insurance and should be
regulated as such (3 HCPR 1340, 8/21/95). Within the
next six weeks, NAIC plans to issue a white paper
defining what a risk-bearing entity is, Atchinson said.
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NAIC also is developing model acts for PSOs that
would address such issues as solvency, rate regulation,
state guaranty funds, and the development of a com-
mon form PSOs would file with state insurance regu-
lators, he said.

NAIC model acts are not mandatory but may be
voluntarily adopted by states and incorporated into
their legislation. Most states still do not have a formal
policy on the regulation of risk-bearing provider
groups, but pressure to develop consistent standards is
increasing (4 HCPR 324, 2/26/96).

Atchinson noted that PSOs have become a "light-
ning rod” for debate since they were included in
Republican Medicare reform legislation. Bills ap-
proved by both the House and Senate would have
allowed PSOs to bypass health maintenance organiza-
tions and health insurers and contract directly with
the government to provide Medicare services (3
HCPR 2042, 11/27/95).

While congressional action on Medicare reform leg-
islation is on hold, the debate over the appropriate
degree of regulation for PSOs continues. Atchinson
noted that "many of these entities will operate outside
the Medicare arena,” adding to the need for regula-
tory oversight.

State regulators and gif™vs rrpresenth I M
industry have consistently srgued in Mvoi oi , R a-
tion, while the American Hospital Association and
provider groups have argued against it.

State Health Regulation Increases

Wi illiam T. Pound, executive director of the Nation-
al Conference of State Legislatures, told conference
attendees a. “climate of deregulation™ exists in state
capitols today—except in the area of health care.

Some legislative and regulatory changes are being
driven in part by efforts to reduce the growth u. Medic-
aid spending, Pound said. States are facing the possibil-
ity that federal funds for public programs such as
Medicaid will be capped or eliminated, Al the same
time, state expenditures on Medicaid, which have in-
creased from 9.1 percent in 1990 to 12.8 percent in 1994,
are “driving out spending in other areas,” he said.

There also is a movement in the states to increase
health insurance portability and to increase the avail-
ability of insurance while reducing the cost for small
employers, Pound said.

States continue to enact legislation designed to prohib-
it managed care plans from including “gag provisions”
in contracts with their network physicians, he observed.
Federal legislation recently was introduced (see related
report in this issue) following activity at the state
level, including a new law enacted in Massachusetts (4
HCPR 138, 1/29/96) and similar initiatives pending in
New York, Georgia, and Indiana.O

Minnesota

SENATE APPROVES POST-NATAL BILL
MEASURE MOVES TO CONFERENCE COMMITTEE

ST. PAUL, Minn,—The Minnesota Senate Feb. 26
passed legislation that would require health care plans
offering maternity benefits to cover at least 48 hours
of inpatient care for new r others and their babies.
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STATE developments

HF 2008, approved by the Senate on a 55-8 vote, is
now expected to head for conference committee. The
House passed a similar bill several weeks ago (4
HCPR 246, 2/12/96) and the conference committee
will address the differences in the two pieces of
legislation.

Sen. Don Betzold (DFL-Fridley), the Senate sponsor
of HF 2008, said it is nearly identical to the bill passed
by the House. Like the House bill, he said, his bill
would require health care plans offering maternity
benefits to cover a minimum of 48 hours of inpatient
care for new mothers and their babies. New mothers
who deliver their infants by cesarean section would be
covered for a minimum of 96 hours of inpatient care,
as would their babies.

The main difference between the two bills, Betzold
said, is the House bill's requirement of medical neces-
sity. Under the House version of the bill, health plans
only would have to cover inpatient care up to the
minimums specified if the care is determined to be
medically necessary by the attending health care pro-
vider after consultation with the mother. The Senate
version, he said, would not require a determination by
the health care provider that the inpatient care is
medically necessary.

‘Medically Necessary'

Betzold said he did not include the “medically nec-
essary” language in his bill because he viewed it as a
loophole that would allow insurance companies to
push for early hospital discharges of new mothers and
their infants. Since the phrase “medically necessary”
is rather vague, he said, he had concerns that new
mothers only would have coverage provided them for
48- or 96-hour stays if they were hemorrhaging or
facing other serious health problems related to their
deliveries.

According to Betzold, his concerns are based on the
fact that no policies now require new mothers to be
discharged within 24 hours of their deliveries. There
are protocols, however, he said, and physicians are
encouraged to adhere to them. He said he believes that
if the "medically necessary” language is included in
the bill, insurance companies will continue to make
medical decisions in place of doctors.

The House version of the bill would require that new
mothers who are discharged prior to what their policy
covers be provided with post-delivery care. The bill
states that the care would be a minimum of one house
visit by a registered nurse, who would be required to
provide parent education, train the mother on breast
and bottle feeding, and conduct any necessary clinical
tests. Under the House version of the legislation, the
post-delivery visit must be made within a reasonable
time after the mother’s discharge.

Betzold said the Senate version contains the same
provision on post-delivery care, but would mandate
that the care be delivered within four days of dis-
charge. The precise timeframe was included, he said,
so there would be no question as to what a "reasonable
time" constituted.

He added that the Senate bill contains a provision
that would prohibit insurance companies from paying
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anything to new mothers as an inducement to leave
the hospital early.

The bill could have been sent to the House for
concurrence, Betzold said, but its House author, Rep.
Joe Opatz (DFL-St. Cloud), already has indicated he
will ask that a conference committee be appointed to
resolve the differences in the two versions of the bill.

Plan Won't Oppose

Sarah Stoesz, spokeswoman for Allina Health Sys-
tem of Minnetonka, Minn., one of the state's Uugest
health care systems, said it will not oppose either
version of the bill that is before the Legislature.
However, she said, Allina does oppose setting health
care policy in a piecemeal fashion.

She added that it is possible that the Legislature’s
mandating maternity stays may not fully resolve the
issue of early discharges. The portion of the popula-
tion covered by regulated health plans is decreasing,
she said, as more employers turn to self-insurance to
save money and save themselves from government
regulations. She said less than 50 percent of the state's
population is covered by regulated health plans.

Self-insured plans would not be bound by either bill,
she said. State residents covered by MinnesotaCare,
the state’s plan for the uninsured and under-insured,
also would not be covered by the legislation’s MaN-
dates, she said.D

District of Columbia

MEDICAID PILOT LAUNCHED TO [IMPROVE,
COORDINATE CARE FOR DISABLED CHILDREN

The District of Columbia is moving forward with its
innovative managed care program for disabled chil-
dren who qualify for Medicaid and more than 100
children already enrolled in the voluntary program
will begin receiving enhanced bent:re and coordi-
nated services soon.

The District has contracted with Health Services for
Children with Special Needs Inc. (HSCSN), a non-profit
organization that developed a coordinated care sys-
tem designed to work with families of children with
physical and emotional disabilities to arrange compre-
hensive care and pay participating health providers a
prepaid monthly capitation rate. HSCSN is part of the
HSC Corp., which has been serving District families
for more than 110 years through the Hospital for Sick
Children. HSCSN has contracts with 1,200 health care
providers to serve about 3,200 eligible children.

Program Elements

The HSCSN program features six major elements: a
comprehensive benefit package (including long-term
care), capitation-based financing, community-oriented
service delivery, individualized care management,
quality management, and information technology, ac-
cording to an HSCSN fact sheet on the program.

Enhanced benefits beyond those currently available
under Medicaid are offered to program enrollees,
including transportation, appointment scheduling, and
respite care. Each child enrolled has a designated
primary care doctor and a care manager who coordi-
nates all care, the fact sheet said.
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1068-1213/96/50-S1.00



IN GOVERNMENT

Heinemcyer said BCBS’s proposal will be thoroughly
scrutinized once it is submitted. The department's obli-
gation is lo protect policyholders and subscribers in the
stale, he said, and it will ensure BCBS's plan is fair and
equitable to them before it approves "he plan.

The petition is subject to a p”’’ . hearing, he said,
although the department cc. ner will have final

say on whether the mutualiz itioi. | occur.
ml >

MEDICARE AND MSAs: Medicare beneficiaries who spend
less than S1,000 on health carc annually probably would
benefit from using medical savings accounts, but Medicare
would then lose about 52,400 per beneficiary—the amount
that would be transferred to beneficiaries and their insur-
ers, according to a draft chapter of an upcoming report
from the Physician Payment Review Commission.

"Beneficiaries who expect high expenditures should find
M SAs unattractive: it is cheaper to purchase Mcdigap
insurance than to spend up to a large deductible," said the
draft of PPRC’s report due to Congress in April.

PPRC considers highly possible the situation in which
only younger, healthy beneficiaries chose M SAs—in which
case, the average medical costs for the relatively sicker
beneficiaries remaining in traditional Medicare would in-
crease, costing the program more.

Based on the theory it is Medicare’s responsibility to
avoid overpaying plans that attract favorable selection,
PPRC recommended, in part, that:

* MSA enrollment and discnrollment rules be structured
to reduce potential for favorable selection, such as longer
enrollment periods or requiring beneficiaries to announce
disenrollment one year in advance;

e MSAs should have at least the same standard as Medi-
care risk contract health maintenance organizations for
data reporting; and

e Currcnt-la' <restrictions on HMOs offering high deduc-
tibles should be removed if MSAs arc allowed.

Congress may want to consider means testing for MSAs,
suggested Roger S. Taylor, executive vice president and
chief medical officer of PacifiCare Health Systems Inc.
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Under the GOP Medicare reform proposal, the MSA
option would include a catastrophic insurance policy and a
savings account. Medicare would pay a premium directly to
the insurer, and any remaining funds would be deposited
into the beneficiary’s account. Medicare's total payment
would vary based on age or sex of the beneficiary.

Deductibles would be less than S6.000, and the beneficia-
ry would pay for all medical care below the deductible
themselves. Costs above the deductible could be subject to
balance billing.

*mm

SOUTH DAKOTA MATERNITY STAY BILL: A bill that
would establish minimum requirements for maternity
health benefits in South Dakota was forwarded to Gov.
William Janklow (R) Feb. 24.

SB 192, authored by Sen. Pam Nelson (D-Sioux Falls),
requires that all health insurance policies ofTcring materni-
ty benefits base coverage upon standards established by the
American College of Obstetricians and Gynecologists, she
said. At present, the standards call for coverage of at least
48 hours for regular deliveries and 96 hours for cesarean
deliveries, according to Nelson.

The bill docs not mandate that new mothers and their
babies remain in the hospital for the specified timeframes,
Nelson said. Instead, she said, it mandates coverage mini-
mums. Decisions on discharge will still be up Ir<new
mothers and their attending y. - is, she said.

SB 192 also includes an exception lo its coverage require-
ments. Nelson said health plans need not cover the specified
minimum slays if they offer postdclivcry carc for both new
mothers and infants. While the bill originally called for
post delivery care to be defined as three home visits by a
registered nurse within five days of the family's discharge,
it NOW calls for one visit, she said.

However, she said, the bill also provides that health plans
ofTcring post-delivery carc arc not exempt from the 48 and
96-hour requirements if the attending physician determines
that inpatient care is medically necessary.D

BNA's Managed Cara Reporter
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Quality Assurance

NCQA RELEASES FINAL VERSION
OF MEDICAID PERFORMANCE MEASURES

The National Committee for Quality Assurance Feb.
1 announced the availability of the final version of
performance guidelines for assessing Medicaid health
care services.

"The release of Medicaid HEDIS heralds a hew era
in which all health plans, whether they serve privately
or publicly insured members, will be held accountable
for the quality of the care and services they deliver,"
NCQA President Margaret E. O’Kane said in a state-
ment. “And it ensures that [the Health Care Financing
Administration] and the state Medicaid agencies will
have the tools they need to assist health plans in
continuous improvement.”

The new performance measures were based on
NCQA'’s Health Plan Employer Data and Information
Set, known as HEDIS, and were designed to assess
specifically health plan performance in providing ser-
vices to children and pregnant women. According to
NCQA, 75 percent of Medicaid managed care enrol-
lees are under age 20, which is why the Medicaid

Njj/jingIIEDIS focuses on child and maternal health, and on

>

' neasuring access to care for Medicaid beneficiaries—
a traditional area of concern.

NCQA worked with HCFA, the American Public
Welfare Association, and a coalition of private and
public sector groups over 18 months to.develop the
Medicaid HEDIS measures using $400,000 in grant
monies from the David and Lucile Packard Founda-
tion’s Center for the Future of Children.

The draft version of Medicaid HEDIS was released
for review in July 1995 (3 HCPR 1116, 7/17/95); the
final version'incorporates the comments of the 120
organizations and individuals who reviewed the draft.
State Medicaid agencies will receive the final version
of Medicaid HEDIS the week of Jan. 29, NCQA said.

Promising to “aggressively promote the use of Med-
icaid HEDIS," HCFA Administrator Bruce C. Vladeck
called the release of the new performance measures
"a significant event in our common drive to pursue
and fulfill the promise of managed care in improving
access and quality for this vulnerable population."D

Post-Natal Care  « » X

CONNECTICUT_LAWMAKERS CRAFTING BILL
THAT WILL NOT RAISE ERISA CONCERNS

BOSTON—Connecticut' lawmakers are seeking a
way to compel longer hospital stays for all. women
after giving birth, without raising ERISA preemption

;sues or leaving patients covered by self-insured
plans'outside ,the mandate, according to a co-chairwo-
man of the Committee on Public Health''
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Connecticut State Rep. Anne McDonald (D) said the
legislature will give early consideration to a bill that
would require insurers to offer coverage for up to 48
hours after a regular delivery and 96 hours after a
cesarean section. The legislation, which is still in the
form of a draft measure (LCO No. 2), will be a top
priority when the General Assembly convenes Feb. 7.
"The issue is like motherhood, apple pie and the
Fourth of July,” McDonald told BNA. It is supported
by a majority. Even the insurance companies are
going along, she said.

But McDonald said concern has been raised about
the portion of the population that would not be cov-
ered if the mandate applies only to the insured and not
the self-insured segment of the marketplace. "We
would like it to cover “verybody,” she said Jan. 30.
According to McDonald, aporoximately 50 percent of
the population would not be covered by the mandate if
the legislation is written only to require insurance
carriers to pay for the extended stay.

However, she noted, if the state remm-es sol
sured plans to provide similar coverage, it would raise
the ERISA preemption issue. Under the Employee
Retirement Income Security Act, states are barred
from imposing regulations on self-funded plans.

PlaciDg Burden on Hospitals

As a result, McDonald said, lawmakers are consid-
ering an approach under which hospitals would be
required to allow patients to stay 48 or 96 hours after
delivery. The question then arises over who would pay
for the cost of the care, she said.

Washington, D.C., attorney Michael S. Gordon
agreed that requiring all health plans, including self-
insured plans, to provided extended care would “defi-
nitely run afoul of ERISA.” Gordon specializes in
pension and employee benefit law.

Gordon suggested that if the mandate was laid on
the hospital, and the cost of extended care was then
covered by a surcharge on payers, that .would meet
the test set forth in the most recent U.S. Supreme
Court ruling on ERISA preemption.

In that decision, New York State Conference of
Blue Cross and Blue Shield Plans v. Travelers
Insurance Co., (3 HCPR 704, 5/1/95), the U.S. Su-
preme Court ruled that a provider tax which raised
funds to cover the costs of the non-insured and to
compensate hospitals for state-imposed rate limits
was not preempted by ERISA.

. Gordon explained that because the item at issue was
a tax and not a state regulation, it was.allowed.
Similarly, he suggested, a state might be able, to avoid
an ERISA preemption of a regulation mandating self-
insured plans to offer .extended maternity;.stay by
requiring hospitals to provide that coverage,and .re-
cover the costs through-a surcharge arrangement.
There is nothing in ERISA-that preempts states from
legislating rules on hospitals and then creating an
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arrangement for hospitals to recoup their costs, Gor-
don explained.

AG Studying

Richard Kehoe, general counsel for Attorney Gener-
al Richard Blumenthal, said his office is studying the
issue and expects to make a recommendation on the
issue in early February. He said he hopes a simple
approach to ensuring extended maternity stays can be
reached without developing another "uncompensated
care pool” arrangement involving a hospital tax.

New York State is searching for a similar solution.
In that state, a conference committee of the Assembly
and Senate is attempting to reconcile differences be-
tween two bills that passed in January.

The Assembly-passed bill would set minimum stays
of two days for a regular delivery and five days for a
cesarean delivery (4 HCPR 104, 1/22/96). In an at-
tempt to cover all deliveries, the bill would impose the
requirement on hospitals, not insurers and health
maintenance organizations (A 8125).

The bill which passed the Senate would set mini-
mum stays of two days and four days. The legislation
would.impose the requirement on insurance policies
and HMO contracts (S 5742).

New York Assemblyman Richard Gottfried (D),
chairman of the Assembly Health Committee and
sponsor of the Assembly measure, said the Senate bill
would not cover women in self-insured plans, women
with no health insurance, and certain others.

“The Senate bill would not help more than half the
newborns and women in working families,” Gottfried

ASft&said in a statement. “Without the hospital clause in the

Assembly legislation, these mothers and newborns
would be left out in the cold.”

Rhode Island Bill

Similar legislation pending in Rhode Island only
would apply to health insurers and.HMOs. Two bills, S
2074 and H 1723, appear primed and ready to move,
according to Blue Cross and Blue Shield of Rhode
Island lobbyist Scott Fraser. Those bills, which are
virtually identical, do contain language that would
allow the stay to be shorter than 48 hours for regular
delivery and 96 hours for a cesarean delivery in cases
where both the doctor and the mother feel a brief stay
is appropriate.

Fraser said he believes the number of Rhode Island
residents covered by the law would be greater than 50
percent since Blue Cross and Blue Shield alone pro-
vides coverage for more than half the state’s
population.

In- Massachusetts, legislation was passed in 1995
requiring health insurers and HMOs to pay for 48 or 96
hours of care following birth (8 HCPR 2055,11/27/95).
It also contains language allowing for shorter stays
with physician and patient approval.

That bill, however,'also amends the hospital licens-
ing requirements-to require that-all women entering
the hospital for the purpose of giving birth be allowed
to'stay'the 48 or 96 hours after delivery. It does not
specify-who must pay for'the cost of the-carc if the
patient is covered by-a self-insured plan which de-
clines to pay for extended-coverage.
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"This is not an end-run around ERISA," explained
Sean Fitzpatrick, a spokesman for the Massachusetts
Department of Public Health, which is charged with
overseeing the law. "It is simply an attempt to estab-
lish in the hospital licensing regulations policy regard-
ing what is good treatment of a patient,” regardless of
by whom that patient is insured, he said.

Other states that have enacted laws requiring post-
natal hospital stays include Maryland (3 HCPR 905,
6/5/95), New Jersey (3 HCPR 1091, 7/10/95), and
North Carolina (3 HCPR 1275, 8/7/95).D

— By Martha Kessler

Colorado

INSURERS VOLUNTARILY AGREE TO COMPLY
WITH PROPOSED MATERNITY STAY STANDARDS

DENVER—Insurance companies and a Colorado
state lawmaker have made a "voluntary arrange-
ment” in which the insurers agreed to comply with
maternal length-of-stay standards a proposed bill
would have required (HB 1015).

In exchange, state Rep. Marcy Morrison (R) with-
drew House Bill 96-1015, which would have required
insurers to provide 48 hours of inpatient care for
mothers and newborns without the attending physician
having to obtain authorization from the insurer for
such care.

Under the “arrangement,” nine insurers agreed to
voluntarily provide the health care benefit for vaginal
births. For casarean-section births, mothers can receive
up to 96 hours of inpatient care, Morrison told BNA.

Also, the insurers said they would follow standards set

by the American Academy of Pediatrics and the Ameri-
can College of Obstetrics and Gynecology in conducting
utilization reviews, said Barbara Yondorf, director of
policy and research for the Colorado Division of Insur-
ance, which helped facilitate the agreement.
. And, Morrison said, the companies said they would
"make a great effort to direct information to pregnant
women, their pediatricians, and new moms about the
use of these guidelines.”

Morrison said the legislation’s goal was to ensure
new mothers are not released from the hospital
prematurely.

Carriers that were involved in the legislation wrote
letters to the division of insurance signaling their
willingness to comply with the arrangement, Yondorf
said. “We will hold them to it,” she said.

Carl Miller, spokesman for Blue Cross and Blue
Shield of Colorado, said the company was pleased with
the process of forging the arrangement.

"That's one we'd like to go through on every piece of
legislation,” he said. "Why pass a law that can be
misconstrued by lawsuits and all kinds of things down
the road? We knew what the sponsors intended, and
we knew there wasn’t a problem responding to what
they were doing."

He'said.the insurers are going to work with the
Colorado chapter of the professional provider organiza-
tions to implement education and outreach programs.D
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tionatp share payments. Once the state collects this
$116 million, it plans to turn around and apply it to
Medicaid, generating another 5298 million in federal
funding, according to DHH Secretary Bobby lJindal
and Undersecretary David Hood.

"It turns out the state, as a health care provider,
was not properly compensated for indigent care it has
provided,” Jindal said in a statement According to
Hood, "The money is owed to us from prior years. It is
money that is in excess of that budgeted. It creates a
surplus.”

But the money may not be coming to the state from
the federal government as quickly as Louisiana might
hope. Pamela Gentry, a press officer at the Health
Care Financing Administration, told BNA that HCFA
does not know what the state is talking about regard-
ing over ?400 million in money Louisiana says Wash-
ington owes it.

"The dollars quoted, we're not sure what is
involved,” said Gentry. “We’'re in the process of get-
ting together with the state to see what they're refer-
ring to.”

HCFA plans to “get together with state [officials]
and get. documentation of what money they're refer-
ring to. We don't know what it is,” Gentry added.

‘A Legitimate Collection’

Hood told BNA that HCFA has not yet contacted
DHH. If and when it does, the state will make the
point that the money is "a legitimate collection we
can make. We' would be remiss if we didn’t." Hood
went on to say that there is "nothing too mysterious
about this. We are collecting what is legally owed to
our state hospitals. Medicaid has a liability to pay
these hospitals.”

Specifically, DHH plans to submit with its regular
Medicaid request next quarter, claims against the
federal government totaling 5116 million. This money
will be generated from three areas:

e paying prior year cost settlements;

e paying additional uncompensated care costs for
the current and prior fiscal years; and

e reopening cost reports dating from fiscal year
1988-90 to allow additional disproportionate share
payments, according to a DHH statement and Hood.

Hood, who serves as chief financial officer of DHH
and oversees the Medicaid program, explained that
when his office conducted an audit of the Medicaid
program going back to 1988, he found that charity
hospitals run by the Louisiana Health Care Authority
and facilities operated by the DHH are owed prior
year cost settlements totaling 549 million. Of this, $38
million is federal Medicaid money that the state never
collected.

This money is owed to the state from prior fiscal
years, Hood said, and is based on the fact that hospitals
"file cost reports because they are on a retrospective
budget.” At the end of the year, hospitals "file cost
reports where the true costs are listed,” Hood said.

Retrospective Budget

“Private hospitals' do it' all the time,” Hood ex-
plained. "When you're on a retrospective budget, there
is no limit on how far back you can go." He noted that
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there "are many private companies who do a very
good bu”~weco- ow Q - contingonoy- booio” -doing aoetj
settlemejit reports for private-iinspitals and collecting
“every iickel" the states ana lederal government
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costs,” mostly from fiscal year 1994-95, according to
Hood. Hood said this is a "recalculation of the total
amount we can pay based on the number of indigent
care patient days.” The total amount owed to LHCA
and DHH for indigent care is $86 million, Hood said,
but because the costs are shared by the state and the
federal government, HCFA owes $62 million.

The state has also "reopened cost reports" dating as
far back as fiscal year 1988-89. "There is additional
money there as well [in] disproportionate share pay-
ments” totaling $39 million owed to the state, Hood said.

All told, the state Medicaid program has been un-
derfunded by $139 million since fiscal year 1988-89,
according to DHH. When the state’s share is taken out,
the federal government owes $116 million. Hood said
that once this money is collected from the federal
government it becomes the state’'s money to do with
what it pleases.

Generate Matching Funds

What the state plans to do is use this money to
generate more federal matching dollars totaling $298
million. When it is all added together, the federal
government will owe Louisiana $414 million that the
state plans to collect during the next quarter, when
the state essentially runs out of money in Medicaid,
Hood said.

Jindal said he has “condemned this type of refinanc-
ing in the past [because] it was used as an excuse to
make the budget grow." He said that using federal
dollars to generate more federal dollars "is essentially
how we found ourselves with an 5820 million financing
deficit in 1995: windfall money was treated as recur-
ring revenue. We will not repeat that error. These are
non-recurring funds and cannot be used to solve our
enormous budget problem for the coming fiscal year,”
Jindal said.

For the next fiscal year, which begins July 1, the
Medicaid program faces a shortfall of $1 billion,
according to DHH. “Next year’s problem remains
huge—at least $330 million in state funds.” Jindal said
he remains “committed to reforming the entire sys-
tem, rather than finding temporary solutions,” like the
one being employed for the current fiscal year. Jindal
noted he only took office on Jan. 8 and "inherited a
$475 million ... problem.”

Even with the federal money, assuming it material-
izes, the Medicaid program is still $38 million over
budget for the year in state money. Hood said he plans
to submit in two weeks to the Legislature a list of cuts
to Medicaid.D

Georgia
BILL MANDATING MINIMAL HOSPITAL STAYS
FOR POST-NATAL CARE APPROVED BY SENATE

ATLANTA—Legislation (SB 482) that would require
insurers to cover a minimum hospital stay of two days
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state developments

mo a mother and newborn after a vaginal delivery,
and a minimum of four days following a cesarean
section, was afproved by the Georgia Senate Jan. 25
by a vote of 54-1. _

Sen. Nadine Thomas (D), one of the hill's sponsors,
said the bill had widespread support among state
legislators and would _I|keIY be approved by the Geor-
ia House and signed into faw by Gov. Zell'Miller (D).

he bill currently is pending before the House Insur-
ance Committee.

Bill Features Strong Provisions

Thomas, who is a registered nurse, said discharges
of mothers and babies after 24 hours means many
"have not had an opportunity to be given instructions
on how to care for the bab¥, how to care for them-
selves, and the mportance of follow-up.” She modeled
the legislation after similar bills in Maryland, New
Jersey, and North Carolina and conformed it to meet
the néeds of Georgia residents. ,

Under the Georgia bill, new mothers have the option
of going home after 24 hours if a patient's obstetrician
apf)roves earl,){ discharge, but insurers must pay for a
follow-up visit, and a second one if necessary, by a
registered nurse within 48 to 72 hours after hirth. "We
have a strong bill,” Thomas said. o

I.hO{nas said the bill also will apply to Medicaid

atients.

d The bill was initially filed at the urﬁmg of nursmg
groups, she noted, but'once it was publicized about 2
organizations ran%mg from the Junior League to
Geor?mns for Children declared their support. Health
maintenance o.rPamzanons have mounted quiet oppo-
sition to the bill, but so far have not gained substan-
tive support for their position, according to Thomas.D

New Jersey

WHITMAN PROPOSES CUTS IN PROGRAM
SUBSIDIZING DRUG COSTS FOR SENIORS

PHILADELPHIA—Among the most controversial
spending cuts in the 516 billion fiscal 1997 state
bud,?et recommended by New Jersey Gov. Christine
Whitman &Rz Jan. 29 is a proposal to cut 526 million
from a state program that subsidizes prescription
drugs for some 224,000 seniors and disabled people.

e annual ~ost of the Pharmaceutical Assistance
to the Aged and Disabled (PAAD) prog(am has bal-
looned from $8 million when it was established in 1975
to $170 million last year, Peter Veriero, Whitman's
chief of staff, said during a Jan. 27 press briefing on
thev{?roposed budget. _

"We must find ways to bring the cost of programs
under control or we may lose the ability to provide
these services to even the most needy in"the future,"
Verniero said. o .

The Whitman administration is proposing an assets
test on current PAAD participants, excluding non-
liquid assets such as a house and car, with a goal of
disqualifying 30,000 of them from the program.
"We're not wedded to the assets test per se,” Verniero
toted, emphasizing that the %overnor will work with
state lawmakers to identify alternatives if necessary.
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The present income eligibilitX standard for seniors
and the disabled under the PAAD program is $17,056
for single people and $20,913 for married couples. The

. program pays the full cost of prescriptions minus a $5

copayment paid by the recipient.

inority Democrats in both houses of the General
Assembly promptly denounced the proposal as unfair
and mean-spirited” and vowed to work with senior
citizen groups to defeat it. In a statement issued Jan.
30, Senate Minority Leader John A. Lynch said the
Senate Democratic <aucus unammously agreed to
work to kill the proposed means test for PAAD
eligibility.

Medicaid Managed Care

In her budget address, Whitman reaffirmed her
commitment to shifting all New Jersey Medicaid re-
cipients into mana?e_d care programs, asserting that
the move will result in better health care for people on
Medicaid as well as savings for the state's taxpayers.
She also announced an initiative that aims to ‘save
money by cutting down on fraud and abuse in the
Medicaid program through the use of standardized
prescription forms and a requirement that all Medic-
aid recipients choose a single pharmacy to fill all their
prescriptions.

In response to concerns expressed by frustrated
senior citizens, Whitman proposed consolidating all
senior services and funding into the state Health' De-

artment, which would be renamed the Department of

ealth and Senior Services. Currently, senior services
are spread among three departments, with the Health
Department handling long-term care, the Human Ser-
vice Department dealing with Medicaid, and the Com-
munity Affairs DePartment responsible for housing.
_ Notably absent from the 1997 recommended spend-
ing plan is any provision for reimbursing New Jersey
hospitals for charity care expenditures. Payroll taxes
had been diverted” from the stale’s unemploklment
fund since 1993 to pay for charity care, but that
authorization expired Dec. 31, 1995. State lawmakers
last year rejected Whitman's proposal to fund uncom-
pensated care by,mcreasm% the clﬁ,arette tax by 25
cents a pack to raise about $400 million a year. |

"Charity care as an issue is on the sidelines until the
Legislature submits a éaroposal of its own for our
review," Verniero said.

Florida

UDGET PLAN ESTIMATES éAVINGS OF
444 MILLION FROM MANAGED CARE

TAMPA, Fla.—Expanding delivery of managed-care
services to Florida’s Foor in" the coming fiscal year will
save taxpayers an estimated $44.4 million, accordm? to
asummary of the 1996-97 budget Rroposal released Jan
18 by the office of Gov. Lawton Chiles (D). o

In"the budget plan, the Chiles administration said it
would save $33.5 million through increased use of
managed-care for Medicaid recipients and another
$1.09 million from managed-care techniques in pro-
viding services to persons with drug, alcohol, or men-
tal-health’problems. .

2-5-96 BNA’s Health Caro Policy Report
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Queslion Of Profit Motive Raised By Debate
On Mandated Length-Of-Stay For Childbirth

The extent to which profits are behind the trend in
ear| t¥ releases of women and newboms following child-
grte was debated among physicians addressing a Senate
Physrcrans representing the Amencan Medrcal Assocr-
ation apd the American College o Ob f]tetncyans and
Gynecologists called the trend nsae sicians
representing pro(inrnent manaﬁ]e carg %rovr ers The
Permanente’ Medical Group Ic., and Group Hea

Assocratron of America, gef ended early rele es med-
cally sound, and urged Congress not to mandate lengths

of Sta
TheySenate Labor and Human Resources Committee
Was consrderrnr% e%slatron (S 969) that wauld require
health insurers 1o allow new mothers and their Infants to
remain rn the hospital for a minimum of 48 hours after a
hours after a caesarean delivery.
Maryland and New Jerse already have_enacted similar
legislation, and other stalés are considering such restric-
trons p MACR 24 7 ?9
tmouth  Medical School neonalolo ist Judith
Frank sarE the conseguences of earl y c arges are
largely unknown. Yet because onstetrical delivery Is the
most eduent cause of hosprta rzatrons today
charged, 1t has hecome a logical target for cost-imiting
rnterven jons.

Evaluating Discharge Policies

Sharon Levine, associate medical director of The Per-
manente Medical Group, said Kaiser was exporrng
processes for evaluating a new mother a*d her child for
drschar%e at the eight-hour mark. About 60 percent of
new mothers, in the plan leave the hospital after 24
hours, she said.

Sen. Bill Bradley (D-NJ), whose state was the second
to enact legislation srmrlar f0'S 969, said * drive-through
deliveries potentral put millions’ of mothers and In-
tants at risk. He questioned wh Kaiser would be lookin

startrnq such % (processa t th eg%ht -nour lime frame i
It Wes ng consr rrn% even ear
plained that for a24 our reease the process begins on
average at the 20-hour mark.

Levine stated that Kaiser (provrdes unlimited stays n
the hospital when they are medically necessary. She said

three recent studres drd not rnd adverse outcomes assocH-

ated wrt shorter lengths of sla
reeze standq Erds of cay le into statute through

egrs atron will impede progress towayds the dual goals of
quality improvement ‘and cost effectiveness" “Levine

testified.

9-20-95

releases. Levine ex-

In Government

Speaking for GHAA, Richard Marshall, chief of pedi-
atrics for the Harvard Community Health Plan, said the
organrzatron Wes studyrnq the etfect ot the trend on
newboms n mothers, BUT the ?roup finds 1t rnacppropn-
ate o esta Ish an "Inflexible satutor standard for”an
exact num el of hours for a osprta maternity slay.
Instea the rndust O,y should focus on quality, compre-
hensive prenata and follow-up care.

“By means of enhanced pre and post-natal education
and support da os -gischarge home VISIt, we eIreve
we can provide a quality of care for mother and baby
equal to or better than that traditionally provrded
Marshall asserted.

The hill does not mean lawmakers “should intervene in
every case in all circumstances," Bradley said.Q

Provider Regulation

lealth Attorneys Supportive Of NAIC
Bulletin On Risk-Bearing Entities

PHILADELPHIA— Health care. attormneys .yive been
“vervVipportive” of the bull etrn on insurance _li/énsure for
risk-beawng entities. released b S% the N atrona JMssocialion
of Insurance Commrssroners d Greg Stile/, NAIC sen-
jor counsel'end health polic manager

The bulletin recommends that staIe/subJect health
provider netwVks that assume risk on/ prelplar rs to
re?ulatron undor state insurance laws (|

6/95). It "H" stanIratcs what/he e (attorney
been saying all an\g '—that_risk-bearin entrtres wil
requlated, Slites tolCLBNA SeptyS at NAIC's quarterly
méeting in Philadelph

NAIC is workin Id\allaw/states concemn that risk
should not be sprea, fonexcnnple, from astaIe Ircensed
healtn maintenance or anrsatror]qto an unlicensed p
clan-hospital organization' Mu accepts a capr atlon
contract from the HMO; he Vaid. “ Slates will hold the
HMO liable. "The guestion\s how good I that
guarantee.”

Industry provrdey] roups have NAIC that even if

O 5.In th usrness of insurance it should ke
re uIated differen g/ from an HMO  nascd on how much
fisk It assume/; Slites said. “Thert\ a question of
whether a middle ground exists."

NAIC s /robing the question in its ol*oing debate
over defir.itfons of vanous nsk beanng entities, rncIudrng
closed ano open networ s fee- pr Service- cnrrtrcs an
entities/vith and without gatekeepers, saiaV/ Kenney
Shipic/ charnrvoman of the NAIC Health Ron Ac-
countability_Working Group of the Regulatory \ame-
wor/ Task’ Force, Sep

[The different entities may come through a sifole
door. The NAIC is trying to Oesign a single’ regulator

Copyright © 1995 Oy The Bureau ot National Affairs. Inc., Washington. OC. 20037
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Laws To Curb 'Drive-Through Deliveries'
Gaining Momentum In State Legislatures

EfTorls to impose conditions on post-celivery dis-
charges of mothers and infants are gammgf momentum
in state legislatures, one month after”Maryland became
the first state lo enact restrictions.

The Maryland law (SB 67/), signed May 25, general-
Ig/nre(wlres insurers to provide a home visit fo'~mother

d child if they are discharged from a hospital prior to
48 hours after normal, vaginal deliveries. ,

The |aw—the *Mothers” and Infants™ Health Security
Act’—incorporates standards for obstetric and pediatric
care jointly developed by the American College of Obsl--
tricians and Gynecqlogists (ACOG) and theé Amerir
Academy of Pediafrics EAA ). It takes effect Oct, .

A stricter bill (AB 2224) that mandates ah48-hour

R\

hospital slay after vagmal deliveries. passed t
Jer e<)Leg| lature Juné 12, Gov. Christine Toad Whit-

man (D) Sign the measure into law June 2S.
.In bellwéther Californja, freshman Assemblywomﬁn

__Liz Figueroa (‘D) Introduced a bill modeled” on the
miCMtiiviaryland statute” June 26 (AB 1978). The hill has the
oacking of Assembly Speaker Doris Allen (D), who also
chairs the Assembly Health Committee  Hearings are
being planned for later this summer. A bill also may be
introdluced in Massachusetts. ,

In New York stale, two hills have been infroduced
which would establish minimum_hospital stays for child-
birth, The bills would require that all health insurance
Rollm_es and managed care plans cover at least a two-day

ospital stay for vaginal childbirths and a five-day mini-
mum stay Tor all Caesarean births. Both hills “are in
committees of each house (A 8125, S 53722).

Leglsl_?tmn S0 has been jntroduced in Congress.
Sens.”BIll Bradley (D-NJ) and Nancy Kassebaum (R-
Kan) introduced "a hill (S 969% Jurie 27 that would
require a minimum slay of 48 hours for vaginal deliv-
eries and 96-nour staP/s after a caesarean section deliv-
ery, A companion bill (HR 948) was Introduced in the
House June 28 by Rep. George Miller (D-Calif).

Risks vs. Costs

Supporters of the restrictions say the common gracnce
of discharge within 24 hours or less—sometimes called
“drive-through deliveries"—poses health risks, especiall

for infants. “In Rartlcula,r, they say S,IPnS of jaundic

usually do not show up In infants Until" 24 hours after
birth 0r later and that adequate PKU,screenmP—a lest
ofa bab¥]s ab|I|t¥ to metaholize protein—is nof possible
until 28 ours after delivery. If not diagnosed within 21

7-5-95
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days, PKU leads to mental retardation, according to the
American Academy of Pediatrics.

From 1970 to 1992, the average length of stay for
mothers after a vagna! delivery™declined 46 percent
from 39 days lo 2.1 days, according lo the U.S, Centers
for Disease” Contrl and Prevention (CDC), Dlsch,arqe
within 12 hours after vaginal deliveries is"increasingly
common.

The impetus-for the change, even managed-care com-
panies concede, is cost. “1don't think anybody would say
It is not," said Camille Dobson, deputy d:réclor of the
Maryland Association of Health Maintenance Organiza-
ltgws which "vigorously opposed” the new Maryland

Ohstetric delivery js the most common reason for
hospital admission in the United States, according, to the

C. As such, keeping down costs associated with
ﬂgg\l/tﬁrylacnan translate Tnto signif. ant savings for a

Supﬁ%rters of the discharge restrictions say health
plans have %one to% far. "There are only a few studies
Indicating that highly motivated womer with high in-
come and' education [2vels have done well with disc ar?e
as.soon as, 24 hours. Of course they're gaing lo do well,"
said Bobbi Seaboll, lobbyist for thé Maryland chapter of
the American Academy ‘of Pediatrics.

“The insurance companies decided without data they
V\{]ere é)w(ljg to perpetrate this experiment on the public.”
she adoed:

Guidelines Allow

HMOs and other managed-care companies generally
oppose the Ief]lslatlon, and 'strongly dispute the’ implica-
tion that shorter hospital stays compromise medical care.

“We Dbelieve it t%dlschar_ e] is a medicai.decision that
should be made By physicians on a case-by-case hasis
and. not through a leQislative mandate," said Laura
Caliguiri, legiSlative  programs —coordinator for the
American Mahaged Care and Review Association.

The joint ACOG-AAP. "Guidelines for Perinatal
Care" recommend_posl-delivry ﬁhschartr;e after normal,
vaginal births at 48 hours but “allow for a woman to go
home at the 24-hour time frame when that woman hag

some checkEmnts Indicating that It Is safe,” note
usan P|san?], spokeswoman for the HMO trade group
Group Health Association of America.

“There_is sort of this misperception that they're onl
covered for that" 24-hour ‘slay,” Pisano said.” "HM
coverage 5 corrg)rehenswe covera ? It a mother or child
IS sick and needs more care, they'll get It.

Copyright 0 1995 by Tho Bureau ol National AHairs, Inc.. Washington, O.C. 20037
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Concern in Maryland

WhaI ro ted the concern about the length of post-
partum oso al stays In M d wés a spike In the
statewrde rate of made uate KU testmg due lo "insuf-
ficient milk feeding.” The rale went from 5 percent in
1989 to 30 ercent in 1993, accordm to Susan Panny,
M.D., director of the Office of Heredita Conge -
tal Diseases In the MarYIand Departmen o Health and
Mental Hygiene. About 25 percent of infants with inad-
equate. P tests in 1993 never underwent a followup
screenmg accordmﬁ to state data.

An alequate PKU est regurres 24 hours of milk
feed mg and most ne orns do not receive their first
mrl eedmg until four hours after birth. Drschardes
within 24 hours or less of delivery were blamed for the
testm defi rcrenc In Maryland, about five cases of PKU
are r nosed each year, anny said.

aryland Assocratron of HMOs vigorously ob-

Jected lo thie view that earIK discharges were to blame

for what Dobson called “the perceived problem with
PKU testing.”

There Was not enough data to verify that HMOs
were not obtaining results in a trmely manner Dobson
said. Moreover, “Virtually 100 percent of HMOs sched-
ule “a follow-up visit within~ two weeks of delivery,
Dobson said.

Some HMOs also olgected to the requirement for a
home visit on quality grounds mamtamm that an oﬁrce
visit ensured mother and child would N yprogery
trained stafT and with appropriate |rghtmg and other
medical conditions, Dobson said.

Outrage in California

The precrprtatmg event in California was the June 19
ree e of an mterna memorandum for a downtown Los
geles health facility owned by Kaiser Foundation
HeaIth Plan Inc./Southern California Region. The memo
was obtained by Consumers for Quality Carc, an advo-

ca
[}/a?ed F/Iarch 31, the memo from the Southern Cali-
fornia_Permanenic Medical Group says, “for the post
partum patients who deliver vaginally and are othenwise
normal, we will encoura%e the patient to complete therr
[]est ang bondm with the baby at hoHte & earr()
ours after delivery. Any assistance with care and breast
feeding can be accomplrshed In the outpatient settmg
An attachment that lists benefits of the early-Qlis-
arge policy for patients and stafT notes that the policy
llow Pérmanente to "(rjeduce our overhead costs to
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remain_competitive in a fluid marketplace and thus
retain our jobs and attract more patrent

In a statement issted by Consumers for Quality Carc
Assemblywoman Figuerca said, "l am outrarrred that
HMOs and hospitals in California have formal’ policies
fo encourage the release of mothers who have just had
babies for The sole reason of cost cutting,"

"When 1 saw that [memo], | was just appalled,’
Fi LfI02 told BNA. * It tugged at aII . strings: & a
legislator, as a mom and & an cnrollce of a managed
care system, | just fell oTended in all my aspects.”

The™ Iexrbe drschar}ge poIrcy outmed in the memo
remains In effect at arser Los Angeles, said Ruth
Petrucha, M.D., a malernal/felal specralrst at the facil-
ity. Since It went into effect in April, five mothers, and
newboms have been discharged at eight hours from
among 600 hirths.

Codifying Clinical Criteria

The managed- care industry has been riurck to object
to the adoption of medical guidelines,in stale statutes.
“Pulling any kind of medical criteria In statute is
foolish, because it changes,” said Dobson. The ACOG-
AAP perinatal quidelings are revised every three to five

4 The new law could create a situation in which “UR

a ents wo n't know what version of the quidelines to

g ! en authorizing hospitalizations, Dobson
ested.

? t s an unusual situation |o have clinical guidelines
bemg made into statute. We do think it is important not

legislate a cookic-cul'er approach,” said GHAA's

Pisano.

Managed -care companres also are leery of the prece-
dent “|T's the start of the sIrp’oery slope," Dobson said.
W at's next? Arc you going lo Start puftmg quidelines
for %oronary bypass surgéry mto statute? Do you want to

The impact of the new law in Maryland will be
strongest on those plans that do not already offer post-
dclivery home._visits as part of their packagé of bengfits,
r[r)gvkr)rst%wsald They will" be required 'to 00”so under the

"Managed-care comoanres should look upon this
whole event that the 12-hour and 24-hour djscharges
have struck a raw nerve in many people, said
Seabolt.D

—by Thomas IV Derry

7-S-9S GNA's Manageo Care Reporter
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.Indiana parents could sue ifchildren removed from home.unjuitly

Under proposed legislation, parents in Indiana coulcl sue thE 3tate ifthey oen"evecl ct

welfare officials unjustly removed their children froffi"th"tTI73Iffer7* Houselcnmnn if:tp
unanimously approved a bill that would let parents file lawsuits if the state interferes with a
parent™s right to raise his or her child with out showing a compelling government interest. The
vote on HB 1346, authored by Rep. Jon Padfield, came after testimony from parents who say
their children were removed from their homes after false reports of abuse had been made.
Although several lawmakers expressed concerns about portions of the controversial
legislation, all agTeed that the Indiana Family and Social Services Agency Administration
had overstepped its bounds in too many cases and needed to be restrained. The state agency is
responsible for investigating reports of child abuse and neglect.

..Kansas committee debates issue of Grive-by deliveries”

Debate already has turned "partisan on a Kansas proposal for dealing with so-called drive-by
births. The Health and Human Services Committee is considering a resolution that would ask
health insurance companies to pay for at least three days Worth ofcare for new mothers and
their infants. Itwould also ask the Insurance Department to gather statistics and other
information. The committee®s chairman, Rep. Carlos Mayans, proposed the resolution. He
and other Republicans would rather ask companies to voluntarily follow a standard than
mandate one in state law. The committee 3 Democrats favor a mandate, as does Democratic
Insurance Commissioner Kathleen Sebelius. The committee had a hearing on the resolution,
but members debated the proposal vigorously even befor i the first witness finished testifying.
The committee took no action.

_ Utah committee votes down biill to lower schooldropout age to 14

The Utah Senate Education Committee voted 3-2 to reject a bill that would have lowered the
school dropout age from 18 to 14. Utah Taxpayers Association head Howard Stephenson
sponsored the bill as a way for schools to get rid of troublemakers. The state Office of
Education, the Utah Education Association and the Utah PTA opposed the plan, saying that
state discipline policies are in place that give schools the option of suspending unruly students.
Chronic offenders can be kicked out altogether at age 16, said Doug Bates, legislative and legal
specialist with the state office. Committee members commended Stephenson®s theory that
denying students access to education would make them want to return to school. However, the
majority believed the idea was flawed. The kids this law would apply to are “%ithout values,””
said Sen. Nathan Tanner. They will see itas freedom to go on to more disruptive behavior.””

..Kentucky House passes bill to lengthen maternity hospital stays

The Kentucky House passed a bill to require insurers to cover longer hospital stays forwomen
and their newborn babies. Rep. Steve Riggs said parents and babies would benefit from his
bill, which seeks to reverse a trend toward shorter hospital stays for delivering babies. The bill
passed 92-0 and now heads to the Senate. Under the bill, health insurance plans would have to
provide inpatient hospital care lasting at least 48 hours forwomen who had vaginal deliveries
and 96 hours forwomen who delivered by Cesarean section. Mothers and their babies now are
often sent home in 24 hours, Riggs said. Some insurers have proposed that hospital stays be
reduced to 12 hours, he said. The short stays are a cost-cutting effort by the insurers, he said.

F anm'tv cnnne.ll rp.ipp.ts larger property tax break for seniors
The Austin. Texas, citv cotmrnl-hasjpiected a plan to gffpr a larr*r prnpnrtv taut break tv

cricMjeus whu uwfi their homes. On a 3-2 vote, the council
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which exempts seniors from tax liabilities on home values up to $51,000. The,

proposal™w CrWV. li“Lve al lowed seniors to skip property taxes on home valufsaip<tr$100,000. The.,
current tax breakwas*tttyWffected by the vote. “This is notj*fcaarCTIE*TFs a tax shift,”Mayor
Bruce Todd said before ra pp inst"f-hapTfrPsnre. Todd said, that the loss of $2.8
million in tax revenues would cr*aAy~cTaig”b”aien on young taxpayers and older residents
who rent their homeg”~SWrefSare about 18,500 homesow5T&d*hg”senior citizens in Austin.
Seniorst£fl*e5tpected to pay $5.4 million in property taxes this yeajTTtrat”about 4 percent of the

million in property taxes the city expects to collect.

V*i.. IndianaHouse panel approves bill requiring coverage of longer maternity stays

" Insurers would have to cover 48-hour hospital stays for new mothers under a bill approved by
an Indiana General Assembly panel. The bill sponsored by Rep. Mary Kay Budak would
require insurers to follow guidelines adopted by the American College of Obstetricians and
Gynecologists. The guidelines call for a 48-hour hospital stay after delivery, and a 96-hour
stay after a Caesarean section. The-House-Insurance, Corporations-and Small Business
Committee approved the bill 10-2. One negative vote came from Rep. Tim Brown, the
legislature™s only physician member. He said that the bill is unnecessary and that the
legislature should not set medical standards. Budak said that the bill does not mandate
specific lengths of stays. Itwould allow a mother and baby to go home sooner if their physician
approves and ifthey will receive a checkup at home or the hospital within 48 hours.

.Oklahoma Senate bill tackles runaway problem
SerisHelen Cole said that a loophole in Oklahoma law makes italmost impossible for som$
parent?Xfr> retrieve their runaway children. Therefore, she has introduced Senate Bill 74;
which would make ita crime to encourage a child to be a runaway. “Ftwould be illegdl for an
adult to hide avnjnaway, even ifthe child went there ofhis own free will,"” said M*"TCole. A
runaway would bé&sdefined as a minor who had been gone from the home for 4g”nours. After 72
hours, the child wouhUm classified as an endangered runaway, alerting authorities to the
possibility of foul play. ?“merson convicted of encouraging a child to remain a runaway could
face a $1,000 fine and a yemsm prison. A second offense would be a/felony, with a penalty of
three years in prison and a S5JXW fine. The measure also woujri“make ita felony for anyone to
harbor an endangered runaway.

HOQMEQWNEES:
Ohio Ordinance Would Make HoWrtvners Responsible For Drug Use

People in Cincinnati, Ohio, who allow theiptfmuse”to be used for dealing drugs could end up®in
jail along with the dealers. The City Cpdncil plans ttrSqllow Cleveland®s lead in shutting down
crack houses by making homeownepS*responsible for propSHy where drugs are sold. “kt's a
very aggressive tool,” Brad Baihm, criminal justice director nt Attorney General Betty
Mongtomery, said. “ft has bjdn effective in Cleveland and coulcNjain Cincinnati, too.””

The council members updnimously have endorsed the proposal and asi®ed the city solicitor to
prepare a draft for adoption. The persistence of crack and drug houses nSqur neighborhoods
is an unacceptable blight on our community,” Mayor Roxanne Qualls said. is intolerable
that a persoiymn knowingly alio drug activity to continue on property they legsjly own.
Property”owners must assume r.sponsibility.””

The,0leveland Crack House SWAT Team, using a similar ordinance, has closed more"cimn
8>0crack houses since its inception in 1991. Qualls said that the Cleveland example shows tsft
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len a patient does not notify the company, a computer automatically denies the clajjm-Hrtren
customlrr-saj™ice personnel research why the claim was denied, Nelsimsgjjir-Strstomers can
challenge a claims"tiéRia} through a three-tiered appeals projasa™"WHere circumstances® ..
surrounding the failure t<Tnol5fy>"aifja”nintojyui™ decision-whether to extend
coverage is based on the patient 3cjiftmiSCm~ces”such as emergency situations, she said.
Neither woman from Uri~rftrsfiyHospital appealedEK”eoi”~lshe said, adding: “Most people
understan®jhie-WITenthey buy a policy and to most people, it"snot"a-big"deal." “tfyou e going

amanaged care plan, you better be prepared to have your care manage?

Georgia Senate Passes Bill Giving New Mothers Longer Hospital Stays

A bill that would require insurers to cover new mothers foraminimum hospital stay of two
days won overwhelming approval 54-1 in the Georgia Senate. The measure puts the decision of
when to send mothers home back in the hands of doctors rather than managed health care
providers, said Sen. Nadine Thomas, the bill 3 sponsor. “One of the problems providers are
having around Georgia is they cannot practice safe medicine because they have (insurers)
saying, You"ve got to get this person out, you Ve got to get this mother out, you"ve got to get this
baby out,”™said Thomas.

The bill, which must now be approved by the House, would require hospital stays of at least 48
hours for normal births and 96 hours for Caesarean births unless the patient and her doctor
agree she should leave earlier. Insurers would also be required to pay for a follow-up medical
visitwithin 48 hours ifthe woman leaves the hospital early.

Charges that insurance companies were forcingwomen out of hospitals before they could
safely go home prompted the measure, which even drew votes from lawmakers who questioned
that reasoning. You make itsound like people are being forced out of the hospital after 24
hours. Isn T the question really who pays for a stay in the hospital after the first 24 hours?”%aid
Sen. Mike Egan, who voted for the bill. The only vote against the bill came from Sen. Bob
Guhl, who said that the legislation would drive up the cost of health insurance. “Don"t tell me
that, ifwe save one child, it'sworth a million dollars. We Ve heard enough of that,”Guhl said.
“Private enterprise knows how to deal with the situation better than a legislator.””

Compromise On Maternity Stays Advances In Virginia Legislature

Virginia legislators advanced a compromise bill that would stop insurers from pushing
mothers and newborns out of the hospital 24 hours after childbirth ifdoctors don"t think they are
ready to go home. Critics of "drive-through childbirth”%say that in the past few years more and
more insurers have limited post-childbirth hospital stays to as little as a day. The.bill

endorsed by Hcuse ofDelegates and Senate committees would force insurers to base discharge
decisions on set medical guidelines. This establishes that the doctor will determine the
length of stay,” said Del. Clifton A. Woodrum, a sponsor of the bill. Gov. George Allen has not
yet decided ifhe will support the hill, a spokeswoman said.

Woodrum 3 original measure would have required insurers to allow new mothers and their
babies to stay in the hospital no less than 48 hours after a regular delivery or 96 hours after a
Caesarean delivery unless a mother wants to go home earlier. Insurance representatives
vigorously opposed that, saying that doctors, not lawmakers, should determine the lengths of
stays. The compromise bill would require insurers to pay for additional hospital time if
doctors find that the mother or child does not meet criteria set forth in discharge guidelines
prepared by the American Academy of Pediatrics and the American College of Obstetricians
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and Gynecologists. Insurers also would have to pay for post-childbirth home visits ifa doctor
thinks they are necessary based on the guidelines.

Doctors and an association of health maintenance organizations support the compromise. “f
think, it's"great,” said Dr. William Moskowitz, associate professor of pediatrics at the Medical
College of Virginia Hospitals. “F think the HMOs clearly have always tried to take care of
their patients as best as possible but a lot of times they lose sight ofwhat the primary goal is.”
Many doctors and nurses say that longer stays often are needed because some medical
problems don Tshow up in the firstday and new mothers often haven T learned to care for their

babies yet.

The Virginia Association of HMOs supported the compromise but said many HMOs already
use the guidelines. May Fox, the association®s executive director, said that the bill will only
apply to maternity patients with a demonstrated need to stay in the hospital. Women who feel
fatigued but are otherwise healthy will not be able to stay longer, she said. Ms. Fox said that she
had no idea how much the bill could cost HMO s that will have to adopt the guidelines. The
association represents about 23 HMOs. The bill also applies to Medicaid recipients but will cost
nothing extra because Medicaid programs already adhere to the guidelines, said Tom

McGraw, director of the program delivery division of the Virginia Department of Medical

Assistance Services.

ABORTION:
lowa City Council Approves Parental Notification Ordinance

Quad foties-area teenagers wanting to have an abortion would have to get permission f;
parent first>"mider an ordinance approved by the Davenport, lowa, City Council. The”

comes as two almrtion providers look to open the only clinics in the Quad Cities,

ordinance, approved on a 7-3 vote, requires the parent or guardian of a girl youja™er than 18 to
be notified at least €SSmurs before the abortion is performed. Exceptions wp*fld be a medical
emergency, a written noEige of notification from the parent or guardiarpdr reported cases of
sexual abuse, neglect or physical abuse.

Planned Parenthood of Greater R>wya and the lowa City-based/Emma Goldman Clinic for
Women both announced plans in 19a5”0 open health clinica'nere that would provide abortions.
Planned Parenthood 3 Judy Rutledge smtlJier group i*ifrvestigating whether the city can
legally regulate abortions. "l think there3 a qgestio”as towhether the city has the authority to
pass these type of ordinances, ”>’she said. Right the closest.access to-abo:cion from the Quad
Cities-Davenport, Bettendorf, Rock Islandf*TIl., ahd Moiine, 111 -is the Emma Goldman
Clinic. The parental notification ordinap”e will not taks"effect until May 15, in hopes that the
lowa legislature will have ac"-ed onjf"parental notificatiorNhl! it has been studying. “®#e hope
itsends a message to our legislature-we need action on thivVCouncil member Joe Seng said.

DOMESTIC VIOLENCE:,

Most New y<&/k Domestic Violence Victims Get Unemploymbqt Insurance

State officials s,ay most people who lose their jobs due to domestic violence areSMe to collect
unemployment insurance inNew York and that no specific changes are needed u\the benefit
programme) accommodate them. The state Labor Department was ordered by the state*
legmisture last year to exammc tV problems of employees who are forced to leave or uu”
vjrork due to violence in the home, and uevisc an unemployment benefits policy for them. Tf
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Supreme Court regarding waiver provisions, including
an expedited appeals process, Curry said. In the letter
to Ryan, the court didn't give reasons for not writing
the rules, nor did it have to in accordance to state law,
Curry said. . ,

A federal,jud([;e had ruled in June 1995 that the
Farental notice law could not be considered constitu-
ional unless the state Supreme Court issued rules
giving Xoung women an opportunity to bﬁpass_ the
notification requirement by gomg to court. The lllinois
Constitution gives only the Supreme Court the power
to establish rules governing legal challenges. .

While ACLU public information officer Valerie
Phillips said her group was pleased with che decision,
calling it "a victory for teenagers in lllinois who want
the right to choose to have an abortion," legislators
who labored for monins to craft the law admit to
being outright confused by the court's conduct.

"I'm rpnily not sure if there are legal issues here
that are .causmq this or if politics by the court are
coming into play," state Rep. Ann Hughes (R-
McHenry), ,co-si)onsor of the bill that Gov. Jim Edgar
(R) signéd into law June 1, 1995, told BNA Jan. 25.

Second Failure For Notification Law

The court's inaction marks the second time Illinois
has failed to approve a parental notification law. A
similar 1983 law was deemed unenforceable because
it did not offer the constitutionally guaranteed right to
go to court to challenge the law.

Although the state ugreme Court eventually wrote
rules to make the 1983 law enforceable, a “federal
udge later found those rules to be unconstitutional.

everal other states, mcludmgi Pennsylvania and Min-
nesota, have created bypass laws that, have been de-
clared constitutional. .

The legislature passed two versions of a parental
notice law following heated debate in its spring 1995
session, of whit! Gov. Edgar chose HB 955 to 5|%n into
law as the Parental Notice of Abortion Act of 1995.
~ The law re?uned a minor to notify a parent, guard-
ian or other family member before getting an abor-
tion, Edgar had said when he S|ﬁned it that he thought
the law would withstand legal challenges. The law was
challenged immediately, however, and afederalgu_dge
allowed an mhuncuon request by the ACLU to put it on
hold June 8, 1995.

New Notification Bills Proposed

Some lawmakers have submitted new notification
bills: two are pending currently in the state Legisla-
ture State Reps. Thomas Lachner (R-Lake Buff) and
Peter Roskam (R-Wheaton) have proposed bills for
consideration. o .

One bill would require minors to notify a parent or
legal guardian before having an abortion, and would
impose civil courtpenalties on physicians who violate
the rule. The other would require anyone under age 16
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to notify a family member, which could mean a
sibling at least 21 years old.D

New Jersey im

POST-NATAL HOSPITAL STAYS LONGER
IN WAKE OF NEW LAW, STATE REPORTS

PHILADELPHIA—Women giving birth in New Jer-
sey hospitals who have uncquI|cated vaginal deliv-
eries are staying in the hospital an average of almost
two days, a marked increase from the average inpa-
tient stay prior to the state's enactment last year of a
mandatory 48-.hour-sta3/ law, the New Jersey Health
Department said Jan. 22.

he Health Department said data from New Jer-
sey’'s newly-developed electronic system of recording
births shows an average mpaﬂent,stay of 1310 14
dags for women who gave birth prior fo the June 28,
1995, enactment of A 2224. The law requires health
insurers in the state to pay for at least 48 hours of
inpatient care for a mother and her newborn after an
uncomplicated vaginal birth (3 HCPR 1091, 7/10/95).

The average matermti/ stay climbed to 1.7 days In
July 1995 and reached 1.9 days during the last three
months of the year. . . .

"This law has made an immediate and dramatic
difference for women_giving birth and for newborns,"
state Health Commissioner Len Fishman said in a state-
ment. "Mothers who need the extra recover,Y time are#
exercising their choice to stay in the hospital. Health’
care providers also now have more time |- fast new-'
borns for disorders that can cause mental rcuidation or
death if not diagnosed early and treated promptly."

The percentage of blood samples taken from new-
borns less than 24 hours old dropped to ju< over 2.0
percent at the end of 1995, from 7.0 percent a ){ear
earlier, the Health Department said. Tests on blood m
drawn prior to 24 hours after a newborn’s first protein «
meal cannot properly detect PKU, a disorder that can:
cause mental retardation if not treated promptly,’ the
Hea'th Department noted. Early d|sc,har%e also makes
it difficult to screen newborns In a timely fashion for
hyﬁlothyrmmsm. . o .

ew Jersey's Electronic Birth Certificate System
be%an in four hospitals in early 1995 and now operates
in 41 hospitals and one bwthmg center. The state's two
other hirthing centers and 28 other hospitals with
maternity units are expected to be on-line by mid-
1996. The Health Deﬁartment said the system will
allow hqunals and nealth officials to collect and
analyze information that ultimately can be used to
improve the quality of health care.

Massachusetts

MANAGED MENTAL HEALTH CARE FIRM CHOSEN
TO ADMINISTFR SERVICES UNDER PROGRAMS

BOSTON—Health officials in Massachusetts Jan. 19
announced they had chosen a managed care company
to handle mental health services for Department of
Mental Health consumers and the state’s Medicaid
pO}r)ulanon. _ . . _
The combined plan, believed to be the first of its
kind in the nation, will save the state an estimated $17
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Post-Natal Care

EAWS T0 %JRB 'DRIVE-THROUGH DE%IVERIES’
AINING MOMENTUM IN STATE LEGISLATURES

Efforts to impose conditions on post-delivery dis-
charges of mothers and infants are gaining momen-
tum “in. state legislatures just a few months after
Maryland became the first state to enact restrictions.

New Jersey and North Carolina have joined Mary-
land in passing legislation in this area, while Califor-
nia, Delaware, Illinois, New York, and Pennsylvania
are_considering their own bills.

The Maryland law fSB 677), signed May 25 (3 HCPR
905, 6/5/9 ? generally requires insurers to provide a
home visit for mother and child if they are discharged
from a hospital prior to 48 hours after normal, vaginal
deliveries. ,

The law—the "Mothers' and Infants' Health Securit
Act"—incorporates standards for obstetric and Ped|a-
ric care jointly developed by the American College of
Obstetricians "and Gynecologists and the American
Academy of Pediatrics. It takes effect Oct. L

A stricter bill (A 2224) that requires insurers to pay
for a 48-hour hospital stay after vaginal deliveries and
96 hours of inpatient care after a caesarean section
was sgned bzl ew Jersey Gov. Christine Whitman (R)
June 28 (3 HCPR 1091, 7/10/95). The requirement
does not apply to insurers that provide benefits for
ﬁost-dehvery care for the mother and newborn at
ome, unless the attending physician determines the
longer hospital stay is medically necessary or the
mother requests it. _

Lawmakers in n,e|g.hbor|n? Delaware and Pennsyl-
vania introduced similar bills in June, shortly before
the start of the summer recess.

Delaware

~ Delaware State Rep. Wayne Smith (R) told BNA he
is_optimistic about the prospects for passage of HB
357, which he co-sponsored with House Speaker Terry
Spence (R) and Rep. Charles W. Welch (RS), despite the
likelihood of opposition from insurers. ,

"When you're talking about insurance guys against
newborns “and mothers, 1'd bet on the newborns and
mothers," Smith said. The hill was reported June 28
by the House Revenue and Finance Committee, which
Smith chairs. It bars individual and group health plans
from limiting post-dellver\éhospnal stays for mothers
or newbornsto less than 48 hours. Although the meas-
ure does not address the length of stay following C-
section hirths, "We're certainly open to amendments,"
Smith said. _ .

He said Delaware insurers and hospitals "have a
good track record" of deferring to physicians’ recom-
mendations on the length of a new mother's hospital
stay, but "We want to make sure it's a right under our
insurance code," he added.
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Medical reports on potential health risks to new-
borns as a result of earlty discharge from the hospital
and anecdotal reports from constituents about their
experiences prompted the introduction of the bill,
Smith said. By the time Delaware's legislative session
resumes in January 1996, a number of other states
will have enacted similar bills, Smith predicted, build-
ing momentum for Delaware to do likewise.

Pennsylvania

In Pennsylvania, a measure sponsored by state Rep.
Lawrence H. Curry (DJ was introduced June 15. The

roposed Mothers”™ and Infants' Health Security Act
iH 1747) would mandate benefits for at least 48

ours of inpatient care for a mother and her newborn
after a vaginal delivery and 96 hours of hospitaliza-
tion after a C-section. =~

It also woul,d.reqéure insurers to pay for at least
three home visits by a registered nurse after the
mother and child are d|schar?ed. During the home
visits one day, two days, and four to five days after
discharge, the nurse would provide services such as
parent education, _t_ra,mmgi in breast or bottle feeding,
and approgrlate ciinical tests and medical evaluation
of the mother and baby.

The measure was réferred to the House Insurance
Committee, where it faces an uncertain future now
that several of the state’s managed carc. organizations
have taken steps to address their customers' concerns.

Meanwhile, Pennsylvania Blue Shield and Indepen-
dence Blue Cross Aug. 2 announced a change in policy
effective |mmed|ate|;{ for their managed care plans in
southeastern Pennsylvania. Rather than limiting cov-
erage for new mothers who have routine deliveries to
a 24-hour hospital stay with three,gost-dmcharge home
visits, the plans now ‘give subscribers the option of a
48-hour hospital stay with no home visits, Indepen-
dence Blue Cross spokesman Chris Rathke said. The
policy of a three-day inpatient stay after a C-section
delivery remains unchanged. _

Brucé. Hironimus, director of qovernment affairs
for Pennsylvania Blue Shield, said the insurer's heaith
maintenance organizations elsewhere in the state al-
read%/ give new mothers the option of a 48-hour hospi-
tal stay following routine deliveries. o

Other insurers have indicated they will take similar
steps to address the issue, Pennsylvania House Insur-
ance Committee Chairman Nicholas A. Micozzie (R)
told BNA. Micozzie said a private-sector solution is
ﬁreferable to government mandates, which boost

ealth care costs. As a result, he said of Curry's bill,
"It will not be presented to the committee until I'm
fuw knowledgeable it's needed." o

ew Jersey's new law dealing with insurers' limits
on maternity hospital stays received extensive cover-
age in the Philadelphia-area media and probably had
more to do with the policy change by the Blues than
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the introduction of Curry's bill, Hironimus said. He
d the change in pohcg a "progressive and’proac-
move to satisfy the-Blues' southeastern Pennsyl-
, .amanaged care customers, who include a number
of Mew Jersey residents, and to "try to get as much
consistency as possible" in response to the change in
New Jersey law.

North Carolina

In July, the North Carolina legislature enacted as
par: of an insurance bill a requirement that insurance
companies pa?{ for a minimum 48-hour hospital stay
for vagina! deliveries and a minimum 96-hour stay for
C-sections (Chapter 517 of the 1005 session). _

In North Carolina, Ie€|slat|on is enacted when it
Passes both house of the Legislature; bills are not sent
0 the governor. _ .

The amendment covering maternity stays, offered
by Rep. Arlene Pulley (R-Wake and Durham Counties),
was added to the Senate bill durmﬁ consideration by
the House. The House passed the bill July 27 by a vote
of 32-11. The amended version went back™ to the
Senate, which passed it 43 to 0 on July 28.

In California, the Senate Insurance Committee July
20 approved related Ie%|slat|on 8-1 with little debate.

‘The measure (AB 1841) by Assemblywoman Liz
Figueroa (D-Fremont) would "apply to ev.erY health
care service plan contract, non-profit hospital service
plan contract, and certain disability insurance poli-
cies. and is intended to reduce the risk of readmissions
common neonatal problems such as jaundice or
A*2-*jratjon, according to the bill's author.

. applying utilization review standards, plane
would be required to follow :he most current version
of the ACOG-AAP standards, accordmg to the bill.

In New York state, two bills have been introduced
that would establish minimum hospital stays for child-
birth, The bills would require that all health insurance
policies and managed care plans cover at least a two-
day hospital stay for vaPmaI childbirths and a five-
day minimum stay for ail caesarean births. Both bills
aré in committees of each house (A 8125, S 5322).

In Illinojs, Reﬁ. Lauren Beth Gash (D-Highland Park)-

introduced a bill in June that would prohibit insurers
and managed care companies from restricting a wom-
an's hospital stay to less than 48 hours unless home
care follow-up visits are provided. State Sens. James
DeLeo, Arthur Berman, and John Cullerton, all Demo-
crats from Chicago, announced in July that they will
introduce a similar bill in the state Senate. Both bhills
are expected to be considered this fall.

Legislation also has been introduced in Congress.
Sens. Bill Bradley (D-NJ) and Nancy Kassebaum (R-
Kan) introduced "a bill (S 969) June 27 that would
re(i.uwe. a minimum stay of 43 hours for vaginal
deliveries and 96-hour stays after a caesarean section
delivery. Hearings on S°969 will be he'd in early
September, a committee source told BNA. .

companion bill (HR 948) was introduced in the
muse June 28 by Rep. George Miller (D-Calif).

Risks v. Costs

_Supporters of the restrictions say the common prac-
tice of discharge within 24 hours or less—sometimes
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called "drive-through deliveries"—poses health risks,
especially for infants. In particular, they say signs of
haundme usually do not show up in infants until 24
ours after birth or later and that adequate PKU
screening—a test of a.bab)r's ability to metabolize
Frote|n.—|s not possible until 28 hours after delivery.
f not diagnosed within 21 days, PKU leads to mental
retardation, according to the American Academy of
Pediatrics.

From 1970 to 1992, the average length of stay for
mothers after a vaginal delivery declined 46 percent
from 39 days to 21 days, according to the U.S.
Centers for Disease Control and Prevention (CDC).
Discharge within 12 hours after vaginal deliveries is
increasingly common.

The impetus for the change, even managed care
comPames concede, is cost. 'l don't think “anybody
would say it is not," said Camille Dobson, deputy
director of the Maryland Association of Health Main-
tenance Organizations, which "vigorously opposed’
the new Maryland law.

Obstetric delivery is the most common reason for
hospital admission ‘in the United States, according to
the CDC. As such, keeping down costs associated with
delivery can translate into significant savings for a
health pian. , o

Supﬁorters of the discharge restrictions say health
plans have gone too far. “There are oniy a few studies
Indicating that highly motivated women with h|ggh
income and education levels have done well with
discharge as soon as 24 hours. Of course theY're oing
to do well," said Bobbi Seabolt, lobbyist for the Mary-
land chapter of the American Academy of Pediatrics.

"The Insurance companies decided without data
they were gomg to perpetrace this experiment on the
public," she added.

Guidelines Allow Flexibility

HMOs and other managed care companies %en,erally

op{qose the legislation and strongly dispute the impli-
cation that shorter hospital stays compromise medical
care,
"We believe [discharge] is a medicai decision that
should be made by physicians on a casc-by-case basis
and not through a legislative mandate," said Laura
Caliguiri, legislative programs coordinator for the
American Managed Care and Review Association.

The joint ACOG-AAP "Guidelines for Perinatal
Care" lecommend post-delivery discharge after nor-
mal, va?mal births at 48 hours but "allow for a
woman to go home at the 24-hour time frame when
that woman has passed some checkpoints indicating
that it is safe," noted Susan Pisaro, spokeswoman for
the HMO trade group Group Health Association oi
America. o _

"There is sort of this misperception that they're
only covered for that" 24-hour stay, Pisano said.
"HMO coverage is comprehensive coverage. If a
m(%thte”r or child is sick and needs more care, they'll
get it.

Concern In Maryland

What prompted the concern about the length of
postpartum hospital stays in Maryland was a spike in
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the statewide -ite of inadequate PKU testing due to
"insufficient nJaIfc feeding." The rate ‘went from 5
ercent in 1989 to 30 percent in 1993, according to
usan Panny, a physician and director, of the Office of
Hereditary ‘and Caongenital Diseases in the Maryland
Department of Health and Mental Hygiene. About 25
percent of infants with inadequate PKU tests in 1993
never underwent a follow-up screening, according to
state data. _ .

An adequate PKU test requires 24 hours of milk
feeding and most newhorns do not receive their first
milk feeding until four hours after birth. Discharges
within 24 hours or less of delivery were blamed for the
testing deficiency. In Maryland, about five cases of
PKU are diagnosed each year, Panny said.
~ The Maryland Association of HMOs V|gor0usl>{ ob-
ercted to the view that early discharges were to blame
or what Dobson called "the perceived problem with
PKU testing." ,

“There was_ not enou?h data to verify that HMOs
were not obtaining results in a timely manner," Dob-
son said. Moreover, "\(|r.tua.||f¥. 100 percent of HMQOs
schedule a follow-up visit within two weeks" of deliv-
er)é, Dobson said. , ,

ome HMOs also objected to the requirement for a
home visit on quality’ grounds, maintaining that an
office visit ensured mother and child would be seen by
properly trained staff and with appropriate lighting
and other medical condirons, Dobson said. o

Officials in North Carolina engaged in a similar
debate. Charles Hammond, chairman of obstetrics at
Duke University Medical Center, said he has concermns
about mothers "who have not had adequate prenatal
care and education before their deliveries.

According to Hammond, in parts of the East Coast
there are ?roups of women who are underinsured and
who do not have ready access to good medical care. It
is esPeC|a|Iy critical” that these "women stay in the
hospital long enough after delivery to be properly
educated about how to care for their babies.

"I'm not sure we would like to rule out any short .

st.ar, but the problem is, obstetricians and gynecolo-
gists get frustrated when, they must (approve” a short
stayl even when circumstances clearly indicate a long-
er stay is needed." , _ .

"Our feeling is that medical policy decisions need to
be based on data rather than anecdotal information."
says Jan Emerson, director of public relations for
Blue Cross and Blue Shield of North Carolina. Sh° s.ud
that Blue Cross and Blue Shield is in the midst of a
study to determine if 24-hour stays, which are now
standard for healthy deliveries, aré adequate for new
mothers.

"If you are a new mom and have had a healthy
delivery, many Eeople prefer to be at home. Hospitals
are for very sick people," said Emerson.

Outrage In California

The precipitating event in California was the June
19 release of an internal memorandum for a down-
town Los Ar.geles health famhtY owned by Kaiser
Foundation Health Plan Inc./Southern Califdrnia Re-
gion. The memo was obtained by Consumers for Qual-
ity Care, an advocacy group.

w3 17

Dated March.31, the memo from the Southern Cali-
fornia Permanente Medical Group says, "For the ﬁost
partum patients who deliver vaginally and are other-
wise normal, we will en.couragq1 the ‘patient to com-
plete their rest and bondmlg with- the baby at home as
early as 8 hours after delivery. Any assistance with
care and breast feeding can be accomplished in the
outpat|entsett|n%.” . _ .

An attachment that lists benefits of the;early-dis-
charge p_0I|C){ for _patients and staff notes that the
ﬁohcy will allow Permanente to "[rJeduce our over-

ead costs to remain competitive In a fluid market-
place and thus retain our jobs and. attract more
patients." _ _

Ini a statement issued by Consumers for Quality
Care, Assemblywoman Figueroa said, "I am outraged
that HMOs and hospitals in California have formal
policies to encourage the release of mothers who have
just had babies for the sole reason of cost cuttmq."

"When | saw that [memoj, | was just appalled,”
Figueroa told BNA. "It tugged at all my strings: as a
legislator, as @ mom, and as an enrollee of a managed
care system. | just felt offended in all m¥ aspects.

The™ “flexible discharge policy" outlined in the
memo_remains in effect at Kaiser Los Anﬂeles said
Ruth Petrucha, a physician and a maternallfetal spe-
cialist at the facility.” Since it went into effect in April,
five mothers and newborns have been discharged at
eight hours from among 600 births. o

hile several California groups have testified in
favor of Figueroa's bill, none have gone on record

opjﬁosmé; it o _ .

he California Association of HMOs is not taking a
position on the oil), but is working with the author on
several issues, spokeswoman Tina Tingus told BNA.

The association supports the use of appropriate
guidelines regarding inpatient care and is proposing
more studies to determine if shortened hospital stays
affect the health of mothers and newborns. Much of
the debate on the Ienﬁth of stay has occurred without
empirical evidence that supports or refutes existing
practices, CAHMO said in a July 20 release,

CAHMO and its member plans encourage further
study in this area tc help determine whaf length of
stay” is appropriate for normal, healthy births, and
how to avoid complications, Executive Director Myra
Snyder said. CAHMO represents nearly all licensed
HMOs in California, which provide coverage to 12
million eque.. . .

The Calitornia Medical Association supports the
bill, spokeswoman Danielle Walters told BNA.

However, she noted that CMA is working with Fi-
gueroa on_the bill's provisions for home nurse visits
and flexibility for patients who could go home earlier
than 48 hours after birth.
~The bill is likely to be amended at least one more
time to-clarify many of the issues raised by CAHMO,
CMA, and other groups, and to address provisions for
midwife deliveries, _according to several sources
working on the bill. The Senate Appropriations Com-
mittee also will consider the bill.

Codifying Clinical Criteria
The managed care industry has been quick to obJ'ect
to the adoption of medical guidelines in state statutes.
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"Putting any kind of medical criteria in statute is
molish, because it changes/' said Dobson. The ACOG-
P perinatal guidelines are revised every three to

e years. L
. The new Maryland law could create a-situation in
which "UR agents wouldn't know what version of the
Pmdelmes to rely on" when, authorizing hospitaliza-
lons, Dobson sug(TJes.ted.. W

"It is anunusual situation to have clinical guidelines
being made into statute. We do think it is important
not to legislace a cookie-cutter approach,” said
GHAA'’s Pisano. .

Managed care comPames also are leery of the pre-
cedent. *It's the start of the slippery slope," Dobson
said. "What's next? Are you going to start Puttm
Bmdelmes for coronary bypass surgery into statute’

0 Kou.want to do thaf?" _ .

The impact of the new law in Maryland will be
strongest on those plans that do not already offer post-
dehverg home visits as part of their package of bene-
fits, Dobson said. They will be required to do so under
the new law,

"Managed C3re companies should look upon this
whole e\rqen& that the 19- olur,andp u24-h0ur dﬁjg&argés

have struck a raw nerve in many people," said
Sea oft.D Y peop
—3y Thomas W. Derry, Laura Mahoney, Lor-
raine McCarthy, and Sheri Sellmeyer

Post-Natal Care

e ARATIORS MO ERRINERY tine

CHICAGO—The abbreviation of hospital stays for
new mothers and their babies, created by insurance
industry efforts to keep costs down, has spurred sever-
al innovative agproaches to after-delivery care.

A suburban Chicago hospital has developed a pro-
ﬂ]ram that provides free follow-up home assistance

at many insurance companies will not pay for. The
hospital started the program in January after noticing
that many women were forced becauseé of their insur-
ance plans to leave the hospital before they said they
were ready for the challenges of a new’baby, Sue
Brandt, unit manager of maternity services, told BNA.

"It started when we realized” a lot of insurance
companies weren't going to let patients stay in,"
Brandt said. "We just couldn't meet the patients’

BNA's HEALTH CARE'POLICY REPORT

needs in the short period of, time—particularly in
teaching them how to take care of themselves and,
more |mp0_rtantIY, how to take'care of the baby. We
felt it was important to do the visits and we didn't feel
that- we should char?e for it." . -

Currently, several.Chicago area hospitals will send
a nurse to"examine the newborn and its mother but
only if- the insurance company pa?/s for the visit, an
informal surve¥ of several hoSpitals revealed.

For the-first four months of Lake Forest's program,
only first-time mothers were visited, Brandt said.
After that initial pilot program was successful, the
program was extended to ail moms who requested i,
and most did, she said, The program has since become
a hit not only with patients, but also pediatricians, and
is set to become a long-time fixture at the hospital,
Brandt said. . X

"With_capitation coming, | would rather see lots of
other things go before | would give up this,” she said.

Birthcare Inn

In Boston, maternity nurse Evelyn Crotty has cre-
ated Birthcare Inn, a program thaf places new moth-
ers and their babies in alocal hotel with a nurse on
duty to handle a wide range of needs. The S185 a day
charge includes room, nursing care, parenting classes,
breakfast, and parking, Crotty told BNA. The average
stay at Birthcare Inn, which will be housed at Boston's
Doubletree Guest Suites Hotel, would be one to three
dars, Crotty said.

nterested new mothers would call Crotty, who
would reserve a room at the hotel, she said. The
family would be greeted at the hotel, settled in by a
nurse, and then scheduled for instructions in breast-
feedm? and other aspects of parenting, Crotty said.
Initially a nurse will not be on duty 24 hours a day, but
would "be able to respond within 15 minutes ‘when
summoned by phone, said Crotty, a maternity nurse
for 13 Years. ,

_Crotty acknowledged that so far msurance,comﬁa-
nies have been skeptical, but she plans to pitch her
idea to large CO{Porat|ons as a possible employer-
covered job benefit. . .

"My goal here is not to attack insurance companies,”
Crotty said. "My goal is provide a necessary service to
new mothers and their babies. This is for women who
would need a little bit more than home care."D

—By Thom Wilder

8-7-9S Copyngnt O 199S by The Bureau ol National Affairs, Inc.. V/ashington, D.C. 20037
1068-1213/95/50+51.00



1318 (Vol. 3)
rof
| £4

Medicaid

NN.. ORE. MANAGED CARE EFFORTS
SfyD TO PRODUCE DIFFERENT RESULTS

0 states that began ambitious programs to move
mor& Medicaid recipients into managed care plans in
1994 'produced widely different results, Iarge(ljy be-
cause Vf their previous experience with managed care
and tha pace at which the changes were developed,
according to case studies released by Mathemacica
Policy Research Inc. j

The first year of Tennessee’s TennCare program

Broduced Vnixed and controversial" results, while
hase 1 ofithe Medicaid component of the Oregon
Health PlanVeceived widespread support/throughout
that state, concluded the study prepared for The Hen-
ry J. Kaiser family Foundation and The Common-
wealth Fund. .

Manaqed care\ which already covdrs nearly one-
fourth of Medicaiii beneficiaries, “is rapidly becoming
the primary way hValth services are/delivered to low-
income A aericans,Y the two organizations said in a
joint statement accoVipanying the,report.
~ The TennCare program—"quickly developed” and
implemented in January 1994 just two months after
the state obtained the necessary Section 1115 waiver
from the Health Care Fmancing Administration—per-
haps moved too quickly in achieving its goal of enroll-
ing Medicaid beneficiaries /Into managed care, the
regort suggested. vV
~Some 400,000 previousmuninsured persons were
signed up and the numbe™ ot\imanaged care organiza-
tions enrolling them gr*w from from one covering
35,000 persons to morefthan 13, covering the majority
of TennCare enrollees/But thelrapid.pace of change
"created considerable confusmnxor patients, provid-
ers, and health plans”™ Mathematica said.

TennCare'More About Sal\ng Costs

“Starting from/ a base of limited managed care,
TennCare .pred|ctab|¥ did not shift in year one to a
system with fully Tunctioning and Vvell-developed

COs,” Mathemacica said, adding that me program in
the first year was "much more about managed costs
than mana%ed care, with limited change\n the deliv-
ery systemt" .

‘TennCare officials expect some sorting but among
Eartlmpatmg plans, perhaps |nc|ud|n.? changes in mar-

et shacle, consolidations, or even failures,” tn'e report
said of the plan's future. But as of the end of 1994
when/data for the report was gathered, “it wgs still
too early to tell how well MCOs manage financially
within the capitation rates paid because of uncertainty
atyout incurred but not reported obligations and year-
end settlements.” Start-up costs also cloud the finan-
cial analysis of the first year, the report said.
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In contrast, the Medicaid component of the "m ulti-
faceted and ambitious" Oregon Health Plan "is broad-
lyWiewed as successful and as a potential benchmark
fortohat is possible with careful planning and realistic
goal settmg," the report said, pointing out that,Oregon
started” "from- a “solid base of managed care
experiemse.” . . [ .

More thari one-third of Ore?omans were enrolled in
HMOs wherKfhe first phase of the OHP"as begun in
February 1994 and 31 percent of Medicaid recipients
allready were en\rolled in at least [/)arnally capitated
plans. . S
"All licensed health maintenance'orgar.izations in Or-
egon are participating, fullf/ capitated plans are being
relied on more than originally anticipated, and extreme-
ly high rates of voluntary plan selection have been
achieved,” Mathematics reported. More than 70 percent
of OHP enrollees were in,mlly capitated plans by the
end of the first Year of ooeratlon, researchers found,

Even the state's "priority list" of what health care
services would be covered—"controversial outside of
Oregon because of its explicit rammmﬁ” —was widely
accepted within the state because oi the process used
to develop it, the-report said. \

The case studies, directed by MarciaTJold of Mathe-
matics, will be followed by additional reports on
Medicaid managed care programs in Nevr'York, Cali-
fornia, and Minnesota. \

"Managed Care and Low Income Populations: A
Case Study of Managed Care in Tennessee” (Document
No. 1062) and “A Case Study of Manaqed Care in
Oregon” (Document No. 1063) are available at no
charge from the Henry J. Kaiser Family Foundation
publications request line, (800) 656-4533.1

'Post-Natal Care

'RAPID_DISCHARGES AFTER C-SECTIONS
LEAD TO MORE HOSPITAL READMISgIONS

Babies who are sent home from hospitals within 24
hours after being delivered b?/ cesarean section are
more than three times as likely to develop problems
and return to the hospital as those who stay for two or
more days after their birth, according to ?2 study
released Aug. 9 by HCIA Inc. .

_The study found that 4.3 percent of babies who were
discharged within 24 hours after cesarean deliveries
had to be readmitted for serious health problems—
mostly perinatal infections or disorders caused by low
birthweight—compared to 13 percent of cesarean-
section babies who were allowed to stay for two to
seven days after birth. .

_By contrast, infants who were delivered by regular
birth had no statistically significant differences in
readmission rates regardless of whether they were
sent home within 24 hours or after longer stays, the
study found.

CopyrigMt O 1995 by The Bureau of National Affairs. Inc.. Washington, O.C. 20037
106a-12ia/95fS0U1.00



SURVEYS & STUDIES (vol. 3) 1319

ealth plans ncreasr ave heen paying only for traditional Medicare," the report said. "Medicare
24|-£tourn18sprta‘ stays a e Wﬁbm% romptin ysev mrolﬁaes w 0 éorned MSA ?anspwoufdl In efrect, [)e
eral states to §ass r consider laws requirind Insurers accer%mg % r riSks or ower returns.” hors, rrvate

0 pCYAoror?rrr] ethsa{?ysmgsthgrs whoﬂgelod 2) heaIth rlsurar?crearr]:arr?éxrsasvr?mﬂda Ise cgtahsetrguftrc n uraneg

arntenance or anrz tron were ﬂre Z ans combined with an M AT] overnment wou
schar urc than t 0se Wit { rvate aKe a ixed contr] Htron to the Ins rance comrr[)]arlpr
suranc edicaid coverage. Most of those wrt covent e costs of t %emr m, and wou ake a
HMO overage—577 ercent— were senth me wit cash contrr utron {0 the beneficiary's M
In 24 ours comrrare to 359 percent of tose with "TheU or Medicare MSA plans rs th il benefi-
other ercra rnsurance coverage and 39,3 per- Ctlr%rrlreﬁ/l vao ldhb% ven a gove nme Co trr udt d)tqortro

retano Set. ft

cenho M {ecr pien ds dd
T estw?7 aiso found wide reﬁ d]nal drsParrtres inte outo gocoe spenaing, associated Wit
timin os rta disc (ar es, I the Weslern stares, 73 strophic-leye deductibles,” the report saic

REFCG t of mothers and Bah res were se t home_in 24 ‘Death Sprral j

he cafa-

ours or less, comﬁa t0 3 err:fer]1 tose rn e ¢
Sout ern state an ercent of those In the M Ar;cordrrtﬂ/I f0.the authors, a dedath S rra for the
west ercent 0 mot er Infants rnt tr ditional Medicare p( mqram cou Ct? [ H MSAs are
Northeastl were Sent ome within ou oftered and Con ress ts the growt per capita

ere 14, 31 mothers rron op on, te cost of the traditioifal program—wit
es of. teﬂ ? ospita 0 Slaé/ src er' benefic.aries—would Increase abové . the ley
Aission aé(s ormal elrverre allowed ”on%ress ronHJtrn areduction in henefits
ew orns are availab e for 575 plus shipping an and drs no| torA ene crar es/
andiing from HCIA Inc., (800) 568-3282.1 B rtl src beneficiaries ane left yet %
ther ene ecause

e study was hased on inform trn from HCIA's co sto axl
datrt) se oY 10 mrﬂ?dsnaﬁj fayer ?sc Eta es and cov- I\ﬁSn& #ere arrr]jheal ler b neficiaries chosw

fit reductions a ain would belike

- - rncreased ita ¢ sts Jne repor sal
Medical Savings Accounts "It oSy ? that strvers selection” would not be

tro caus n spiral, huc it would still
vlses COULD REDUCE MEDICAL COSTS: F J ?o a?o S Of bener t ﬂrosg enroq eels Wﬂg chosle

WINGS MAY NOT FLOW TO MEDICARE traditional coverage t elfeport sai.

|ed|ca| S Vln S aCCOlmtS haV the pOtenﬁlal tO)' R Another effect of cfpuld be that managed C3re
dUCGS med|C endlg lvl |Care e rO ee%- lluc would decline if M plans" become popular, the au-
Savings WO Ot NECESSarl OW tO t |e ICare thors said, although theyyfrrobably would not seriously

program, accor Ing to a repoft released A g erqde the managed care/market.
Any s éings [0 e Medicare pogran depénd on e For addrtronagt nformation about the report, contact
eve rment %ontrrbutrons to MSAs an y J. Kaiser .Family Foundation, 2400 Sand
ne ICia res w enroll in sych Ians said the Hrﬁ Road Menlo Par, C ty 94025, &15 354-9400.G

: %%at R S]av N c&Tn'té oh fical
armaceutiCals
dgare Be el C'a”es e iten oy YDEN WANTS [ENIORS' DRUG, CONCERNS

ﬁ‘c’t ers, P”ecs?%%N ter%oé‘se CLpam James W Neys ADDRESSED IN MEDICARE REFORM DEBATE
OH icans\have rndrc te that MSAs Wlﬂ] con ress must address the costs\associated with

Begh ed cti e C tastro |ca covera - \Wwould, hosgrt rzatron/ senior crtrzegs resulting t*o tne
one o evera e rcare ben iclaries H%C”pt'on 0 na ﬁrrort{/l'a ruas ’ts art o te

unger ar orr[r (epem e, ebate on ref ormrndO rcaresﬁ Ron
edu?t e WOU Z regJ told"an A d% res

nomical el coordination and'e ucaton amo % provrd IS

no Il
report st tegnfflurther the e care tr&a1 ernnrﬁtf ett £ th d
ment 10 a.one-time/ Xhorceﬂ It ne rcrarrﬁ% would at?QQSS%Pa er \lﬁr theggﬁ %ﬁ r(rerr \iérd%%tes
mrnrmrze risk’ selectron roblems Ut would not z-1(9’[ hal” combinations of me IC '[|0 S, a (R e Inap-
feasible because / changes in” beneficiaries” income  propria 7rescrr tion of ugs, Wyden said [\
s e s e
Reducton I Outlays? R oot the epor e eased At e Brre
f'the House ommerce Surreo

Medrcare“outla S cduld be reduced f ov rmment aen, a e
ga mer]tA o MSA plans w re set, lower” than the e O ea Environment, pledged to pus

ctuarial value of the "tra rona Medicare (}J‘tro for /on re. ror]al ctr?n on | Provrn{gﬁg eflatric train-
grarryDyt that o ddtcome IS uP the repo sai e Ical schogls and ation revrewa

rtre”r care S?F arrgs to enroll irk MSA B t can "prin edr?are Into the 21 t century” al
plarfs wi extr eme ey | cu\1 }r]emrums Oft e I P]ro e the h a Seniors wnhen ongress begins
Ians were set at lower rates than the actuarial value jnsideration of Medrcare reform In Septémber.

$-14-95 SNA'Slm&%gﬁlcgoport



1730 (Vol. 3) BNA's HEALTH CARE POLICY REPORT

LG %'Oa”r%I%?@%%’é?”o‘he%eéhp?ewv‘tl% ALDS rsHI\?I ?ectroheéh%hhﬁsé Pﬁoﬁt‘ﬁh”?nsegmvev”aht

IpS HIV, or hronrc or beow TOt ercent f the fe ?eral gov rty "Avel Thg
CFA un ertak S lts civ]l rrghs and AD an I nbupt d29880 or - SIpgte person an
sis O the waiver appli catront orce wr 120101 a ouse
concerns | wn rn durrng the week of g In_addition, partici ants cannot receive full cover-
expects a orma sponse, Dooha reported.] ag e for prescri tron rueMtrcpugh insurance or other
%ver %nt u sr ¥fpr gramsbr“rmedrcal assistance
l\/leatchjd / roHrth tr Inform atlron aborgtmthe ro Jm"ca be qb-
LLINOIS. GOV, EDGAR SEEKS / e 0 tolh e TImos. Denadient o'p ub(hc
TO RESTORE HOSPICE CARE FUNDING / le_a } AID}%A}S% grty e73tr59? ath W, Jefferson- t
S et Y e
naﬁr o Lo ttf%atsrhtas ik Postha Cae
: MASS. SENATE APPRQOVES SILL TO REQUIRE
ov mOfg Of?g S 5 ma é’g ar js  MINMURT HOSPITAL STAYS FOR CHILDEIRTH
hrrnqrtl the hospice care Issue ac }Jr discussion in
a veo s ssion Decause of Its/importance 1o OSTON—The Massachusetts Se ate O 11 pas
lllinois resr ens sent to the House a measure (S 2000 re rrn
0S rce are IS a humane ard' c6st ttectrve way rnsuresto pa orar‘nnr um o0 48 ours \n atie
roY rng dare to poor eo? re termé care following vaginal births an 96hours ollowing a
na r arsr in a sfate H n sty cesarean section.
les we ave 10 convrncedt at fun rn% % Oprce If the brII IS enacted, M ssachusetts would oin
care asan ternatr to much rrore expenﬁ Spi- Ma Ian an New Jer%ely laws man atrn% ini-
fa care tar a er mr lons of dollars.’ mu ollowin . Su porterss
T e out rest ?prcec re IS ex CtF ? eral 0 te states are consl enn S| rIar egrsatron
apt)ro ate rond The bill recognizes tha ésorsth)g r)stao?nty t‘té'sé tah

fin urren
0S IC rE)I’O am IS expec“ %ﬁmore than Precedence Over tne nee
ol surance companies,” sald Sen ontrgnP/
U

éponsor nd cnarrman of thel rsIatures In
measure allows an e

%?set ysavr sr hospital ¢/re, Edgar s
ar had ncu ed ho rce care tn the (}tdget he
ubmitted In. March, u twas eliminated durin

mifjee. r
Fo\%rgtsgﬁ rét|Saérsesrlt(snvlvzrtI e Legislature at the clos unar n] atﬁoan SrechcT';1 %rp\ev?) H% Ee patient ana ryoc

e drawn up by the
h cal . aerre nulgfrr?nusbvlt(retlr-llgabte issued within 120 days of
Pharmaceuticals th Iawsgrm tementat}on with the assistance o an

ILLINOIS EXPANDS FREE D UG PROGRAM visory committee that would inglude consumes,
R T e R T T
He%'['ﬂ]CA%)LﬁTh(f i '””O'San[l) é}%gg”ee romo 6?0“?“ Hospha Asaocratlilo the Massacﬂuseéts Niedical ac
FUETI Rttt e S
plefuih the" Hlmatvimmunodef enc sets Asﬁ?ociatro rosi geat (arntenance Organiza-

charge 1o  peoplel U2

Vius’ of acquted mmune gefiency syndfome wh trons
? rE) aveMa guale MSurance o L 2o o° Are ot qu h s DE oM Companies and HVOs
% or Me and 10 s [hos |ta|s rom Sowin ear v Fecnares
1, additon, the brogram, has e fpdified f aéllorxv exc gt In accordance with stale redulations. Insurers
mergenc $ m a(tocap [pharm Cist raé E%an ! 9 ca 't “0” rp\)rgtents o Otd erwise Ee“a'%'” th

&avrn%t rxart 01t prescripfon t ¢ fiied through OIS OF OIner providers wiho order care tonsistertt wi

la or er ol

As mo d more Indjviduals in lllinois are con-
(nted ggrrtt% tg)r(s atlr]a i O:a omic, e rréustc nt)rnt ee Stg \ ;POSt—Natfﬂ Care
L f4EW YORK HMOs SUPPORT BILL
cr trca ettrr fe W ? nee
Jo n JLum krn st te drect r health, sars n a TYrOALEBS/IAtEUEHYMl'ltltltl\e/lmet?ctsrilg\ateSHTé\l(t?t -

Sgement
art ent antrcrr r ‘he program will\ serve tenane rganization Conference announced its
an aver%’ 7%0 persons %p r?nth at a cost of ort (%ot state qurslatron that, worﬁ tabﬁrsh
,T nin ecomrn;ﬁyear The state ontrrbutes |n|mum os ital stays Tor women grvrn
) 2m| on tot

e program’and the remarn er Is friom e con ere ce, whnich represents the s H
g rnJu 88 atakr’Yl%

eral funds. stry, sent a etter to eorge E

10-16-95 Copyright 0 1996 by The Bureau ol Nalional aéarrs. Inc.. Washington. 0.C. 2003?
IM3-21.3/95/30-5.00



STATE DEVELOPMENTS

asking him to propose legislation that would.require a
minimum stay oi two days for an pncomplicated
vagﬂnal delivery and four days for a cesarean Dirth.
nder the proposed bill, @ woman whose Ph sician

determined that she and her hahy met accepted medi-
cal criteria and were %uaranteed appropriate home
care could be discharged earlier. , _

“With all the confusion and misinformation nation-
a!lYlabout maternity Ien?ths of sta?]/, the intent of our
bill is to clarify the level of care that women in New
York are alread% receiving and, at the same time,
8uarantee that shorter lengths of stay are medically
etermined and accompanied by after-care services,”
Kathryn Allen, president of the conference, said in
releasmgi]the proposal. . o

Bills that would have established two-day minimum
stays for vaginal deliveries and five-day. minimum
stays for cesarean births were introduced’in the 1995
legislative session, but died on the floor of the state
Assemblg and_the Rules Committee of the Senate ﬂA
3125, S5322). The Legislature is scheduled to return to
Albany in January for its 1996 session.]

Financing

.Y. PANEL CONSIDERIN
?0OM HMOs, INSURER

NKE GEORGE, N.Y.—The task force appomteé\
by <\ov. George E. Pataki (R) to study New vor's
, care financing system is considering a vanety
oi ways to provide care for the uninsured, including
requiring a greater contribution from health Tnainte-
nance organizations and insurers, state Health Com-
missioner Barbara A. DeBuono told a conference of
the Healthcare Association of New York State Oct. 11.

TeBuono s&d, as the state crafts a nkw financing
system, she is increasingly concerned snout providing
health care to some 2.4 million New /Yorkers without
coverage. Moreover, she said that/number probably
+vill increase underVhe Medicaid block grant proposal
before Congress since !'he state will "be forced to
tighten its Medicaid eligibility requirements.

DeBuono said, underVhe current system, hospitals,
outpatient clinics, and the public health system are
treating some of the uninsured population. ~
Cf'm ver%/ worried about\he growth of this popula-
tion and whether or not/hese entities that have been
committed to serving this population will be able to do
it in the future," DeBuono toldshe conference. “1 also
worry about the commitment tftpt our insurance in-
dustry and our HVDD industry is prepared to make for
the social and the/public good of covering and support-
ngthe care for/his growing umnsured.Populanon."

eBuono said the state probably will move away
from a system that provides direct subsidies to hospi-
tals for providing care to the uninsured and more
toward dsystem focused on providing care to
individuals. ,

DeBudno, when asked by reporters after this, confer-
ence, declined to cite specific rx])roposals for covering
the uninsured or for requiring that insurers and IfMOS
plaK_ a greater role. But she said the task force is
lopking at what other states have done, especially
innesota, and is considering a variety of options.

10-16-95
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addition, she said one proposal under consideration is/
form of tax break for small businesses who provide

coverage to their employees.

~JeBuono said everyone “has to step up to the platf

including small businesses, large businesses, HM

insurers, hospitals, and the government.

Pataki appointed the task force last month to devel-
op aplan for the state's hospital financing system
which'Is known as the New York ProsF;)ectwe Hos/p|ta|
Reimbtirsement Methodology (3 HCPR 1575, ICJy2/95).

Politics And Waivers

The health commissioner also told the conference
that the state's Medicaid waiver application/before the
Health Cara Financing Administration is bt/ing held up
on political grounds, not substantive ones/She said the
state has answered all of HCFA's substantive questions
on the waiven, which would allow the/state to shift
most of its Medicaid population into m_ana?ed -are.

DeBuono tola\reporters that the political pr <blem is
that the administration in Washington is Democratic
and the one in Xlbany is Republic/an. “It now is a
question of is there the political will on the part of the
administration to fvelp New York/out and to support
our desire to restructure our Medicaid program?"

DeBuono said, if the current olock grant proposal
for Medicaid is enacted, New York will "have to “com-

letely and totally restructure/its Medicaid program.

he $ billion to 'S5 billion sayings expected from the
waiver program over trie next several years “is sim-
ply not going to cut it," Sfie paid.r

AIDS

NEW N.Y. POLICY PERMITS MOTHERS
TO LEARN RESULTS OF TE.STING ON NEWBORNS

ALBANY, N.Y.— New YoA Gov. George E. Pataki
R), reversmq a Ion?standmg Atate Pollcy,. announced
ct. 10 that the state has settled a lawsuit to permit

mothers to find out/the resulélof ceétam HIV tests
?ertormed on their/newbomns q‘bv Irl Doe V. Pa-
akl, NY SupCt, No. 10661-95, Settled 10/10/95).

Pataki said, under the settlement, the state Health
DePartment willl draft regulations that will allow
mothers to signi consent form |nd|cat_|nfg whether or
not she wants fa be informed of hen infant's human
immunodeficiency virus test results. \

In addition/the regulations will require that prena-
tal care providers counsel pregnant women about the
risk of moth'er-to-child transmission of fyie HIV virus
and encourage all pregnant women fo be tested
voluntarily. . .

All babies born in New York state sincel 1987 have
been anonymously tested for the HIV virus! under an
ongoing/epidemiological study. The New Y\)rk State
Senate/passed IQP|s|at|on earlier this Year to make the
test results available to mothers, but the bilivdied in
the state Assembly. . I

EHzabeth Cooper, co-chairwoman of a coalition
called the New York Task Force on Women and AIDS,
said the task force supports a policy of voluntary
testing and mandatory counseling. She said the man-
datory counseling provisions in”the settlement ire

/inadequate, however, because they do not cover phyki-
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LongerHospitalStays for Childbirth Are Needed,Pediatricians Say

W CHICAGO, Ocl, 10 (AP) - Most
‘mothers and babies need to stay in
the hospital at least 48 hours after
,childbirth, the nation’s largest group
of pediatricians said today buckmq
a trend toward shorter stays Ilja
save money. ,

"The faCt that a short hospital
slay can be accomplished does not
mean It Is aprorop"rlate for every
mother and infant," the Americai

Academy of Pediatrics said In a poli-

cy statement.

, |ncreasmglly
ng paymer fi
yond 2 .
ed delivery, said the 49,000-member

academy, “based In Elk Grove Vil-

lage, a suburb of Chicago.
hree slates — Maryland, New
Jersey and North Carolina — have
enacted laws to insure that mothers
and newborns have at least 48 hours
In the hospital under most circum-
acconling to the American

insurers arc refus-
or hospital slays. be-
hours after an uncomplicat-

College of Obstetricians and Gyne-
cologists. o

Similar bills_are pending in Con-
ﬂr_ess_ and in California, Delaware,
linois, Kentucky, Massachusetts,
Minnesota, New York, Ohio, Penn-
sylvania and Rhode Island, the or-
ganization said..

The obstetricians' group and the
Ped|atr|0|ans have reCommended in
he past mat hospital stuy(s after
childbirth range from. at least 43
hours for vaginal deliveries to 9
hours for CaeSarean sections.

The new guidelines refine the old
ones, said Dr. William Oh, chairman
of the pediatricians’ Committee on
Fetus and Newborn. The guidelines
are published In the Octobér Issue of
the journal Pediatrics.

"Mothers ure v,erY upset because
some of the hospitals are discharg-
ing mothers within 6,12 and, at most,
2 hours,” Dr. Oh said by telephone.
"Many of the mothers are still re-

covering from labor.”

Pediatricians are very concerned
for medical reasons, said Dr. Oh,
chairman of Red|atr|cs aé_ Brown
University School of Medicine in
Providence, R.I.

Discharging babies only hours af-
ter they are horm does nol“allow time
to spot’ developments,

The timing of the discharge should
be decided Dy the doctor and not by
"arbitrary policy" established by a
third-party, the quidelines say.

“Mothers and infants should be hos-
pitalized together until 1Cconditions
are met, which %enerally takes more
than 48 hours, the academy said.

The conditions Include: an ab-
sence of medical complications;
completion of ut least two successful
feedmogs; the baba/ has urinated and
passed a stool; a documented ability
of the mother to care for (he baby,
including receiving training in feed-

Nleu

p. A H

October 11, 1

ing, newborn care and jnfant safety;
Performan,ce of certain laboratory
lests, and identification of a continu-
ing source of medical cure.

. The conditions also include assess-
mgi whether the mother abuses alco-
hol or drugs, has a hIStOf% of child
abuse or mental illness, Is homeless,
has been u victim of domestic vio-
lence or lacks social support.

_L.ynne Fritter, a spokeswoman for

lie Health Insurunce Association of
merica, agreed that decisions
about when to discharge mothers
und newborns should be mude case
by case,

"I'm not aware that there Is a
policv out there where they refuse to
Pay after 24 hours," Ms. Fritter said
rom the Washington_headquarters
of the association, which represents
more than 200 insurers. "It has al-
wa?és been up to physicians whether
lo keep the motherand child in the
hospital after 21 hours.

"lork lrmecs
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Check 1n, deliver, go home

Hospitals are hustling new mothers outin aday-orless. Is itrisky?
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Motherhood abroad
Typical hospital stay for new mothers:

Australia: d to 6 Cays
Canada: 2 Vi days
France: Up to 2 weeks; 5-day

St common

um? cent on]ﬁa t
ours most care
IreIand 5 to 6 days
Japan: 5 to 7 days
Netherlands: Mostly home Dirths, with
all-day nurse for a week
Sweden: 1 to 3 days, with midwife

providers, rP

United States: 24 to 36 hours

r ste rrcal ands Jo mg
BAA 6;s<c»||

rB/ H‘? pro essr nal
that breviated ﬁtalys or
portunity for mothers to rest,

House call. / specialist in home maternal carc spotted trouble in Jack Joseph Jundanian.

|I|ca| cord care tial ills tend to deveI later. Some
S RN

Iems SU ace’ PKU. whi W Yf

eart murmurs and some 0

may even proeetrﬁﬁ}ePa le rP u% t ea%

gl

e ISSuU It's a nl
mamﬁﬁéﬁem w@
ation en er n I'OVI nce. W
SUTYE}/ researc .0n ea(rlg

ar 1

%)rﬁerence
sore at an

é artment 0
ea tEtlrnBuraena/tlt(r:e We g%tt”ta ave enou
efx perience with one-dav. sta rL o{rv

can revent the vf .
one in

tra]n
atemt wast are
ee 8 g care' tnm
0 e rse. SOme me ca cente
er orm outpatient mas ectomes

rs no longer routine cst am
Eu erers or overni h se va lon,

0

ven cardiac tm 00t

eaﬁrer Recon urefﬁrowj qu rf meg

prtaI m rt ern Irginia, for examp
I'SNEWS & WORLD REPORT, DECEMBER S. 19



to pare Bhe averaﬁe Iength of Iat rlearned her son -revived
sta or W atlents &ust Wrt % atr and now a
eex from 122 (?t as a ehnetrc
ardrac crenc
e T “%eka

v o trge'tnua
dC fa ?
FOF ntrrgr] g

Ht J(Xeg” e at tood my aroun

QVer, revroa% enera ot ar thgr ae 0 insis-
tronso moth IS, 10 agn mom tent. nort elr babies sofortu
can't count an havin de} ate ntetvvo}/]ears Ince 24
[]ence relative theré to ?o our turnar ec(anr-
ﬁ Enérrsrpg or spot a dever ommon I Hcmnar
in are e rens Hospital has readmrtte
trnogrgaﬁlbee/rlraar al marko the Ve In ant su“(err]rngau erg %L
now h grs rnsuthcre ttrmel %Fr esy ed 0 P/
ewer n rses ense ee r rnc o e w
tr r ost asa esu
gﬁt evg one or a 0 “ende brarn
to get er sevee condit ons
on a rﬁn 0 unc unt
C|OCk grumb Orls John-  insistent mom. Sheryl Mulhall argued for a second night's on rveyo
on associate a mrnrstra or stay—and Tyler, unlike a previous baby lived. OIV ross
Batre_ltcare sen/rces t rrn vr t
0S rtfa omen in Wash-  ester, IIl, Mwo eﬁ her heeis. ing nur ?]Bre rscove rrw R]ro fe
rn on, D veB/ rustra a er do or [<nn t stemming..fro aae 8
t'is t actually dan erous erni n ee

edical rna 8 anot at evening.

tu r S, tou s ant, Show no adyerse n't eat next ornrn rnte tanct

impact for mothers or In ant % e turne e ana stru t
rsc e arI nd acom uter a a breathe

%gres natr n rde § nave

nc a eaﬂ e rn
mat ncom any n Batrmore
sign rcant SS %atton betvveen en
a¥ readmission rate. | ¥
trn he 2.4 ercento \omen req ur

rta all nwrthrn arh
r%rsc ende rrst Stal qtlﬁe one-

e 1SS0 comPt n that If p pep-
e were vrncq F catigns, th e d
al r {

(iW u%’statrs%@ now,”

0-hase ternrst
ra oonsu n(_? rouBrthat Créates qui e

rtson, an actuar-
or health ins eri/I

i%ne sweet home oreoveJe earlﬁ

scharge programs, appear. to
%r wit gatr ents. Some erc nt of
arseﬁ recent ne ot? er)r(rgt ter ?ggsnet
gatrs acfion \Xrth thelr osprt stay.
reast ee rn% %n S {0 o more

eht

out tation an
LA T g
ost hlrm shugger nlcft’rl Woéhe snortestalrlrsalprerge( t(?trr[tS lccintep é)lltﬁvnuorg

smoothl Al aon am é‘Paéﬁ&
thc kout the Iess Iyt?teyareto

piC hr os O,ta
e otal evqen esuc sthat
some oblem cases s utf

tem hree e CP exﬁau
h/E’ha 8 er%T

P T
grerf 10 rsc g eraga i fnag
irth to strapping baby Tyler, t och

U.SNEWS 4 WORLD REPORT. DECEMBER'S. 1904 ftrthejwe|cfri T e iareese

assinet

r("ct}rv
i

Forabrittiantcelebratidn



JIVI

tm xa

* NBWS YOU CAN UsE

n}n ort. It un eIrev
e what we find on
F " Underscores 0 e‘
rlrca nurse enore
lams. pﬁasr dent of Profes-
sronal urse Associates

' Inc., Rr% te nusr
ractrc evelan

ﬁﬁart éé?es i ma‘et%ss
o wh o salfl. rrH

B% n ?ﬁ ol ackP:E

coverﬁ wes this

as yellow g 3 hanana from
a liver Inf ctﬁrn Visitin
nurses and other maternit
exp%rts rﬁport seerng ev-

d m hiood Hots
daressron In mother

to !) ts with in ec‘
Hm Ccorqs, Cé) al moms like Brenda Gaines in baby care and breast- feedrng
ones []oken rom delly
art murmu ds Ong Baltimore  recent S n/ey of l%]ﬁ t<ar$er P°rm
se recentlz orﬂene the doar to fi nte m lie nder r firm’s care. -
2 new ca(j iting. me onrum —rts ms oun In ectrons n Ypercent o
m tter, swallo e utero. e mothers and 3 rcen 0
ollow- uns Included In some | Tants. et the rate o os rtaI rea mrs
eat % rﬁevent suc comolca- sron harh ercent
ecoming emergencies. In a aday in"the hospital now hilling Hew

AUTHIRS WAITED

Leaoing Subsidy book publisher seeks manuscripts ol
all typés: toon, oon-licaon. ooetry. scholarly, juve-
nile and relrgrous works, eic. Newlithors welcomed.
Send lor free 32-0age illustrated bookJei s-69
Varlage Press. 516 W34 St.. New York, NY 10001

POETRY CONTEST
$24000
aarttt

moas |nur [
Possible Publication

3 Home improvement. CIeveIand nurse Beverly Wmh educates new

On our 60(h anniversary, our writers
and editors take a fresf look at usaae
and at our own rules to neip guide us
into the next B0years, The US. News
Stylebook continues to be a handy
guide tor anyone who wants to com-
municate clearly and effectively.

For your own copy of the wircbound
U.S. News Stylebook for Writers and

Editors (item 5"58%4)—printed on re-

Ycled paoper please send S1095
P SJ.00 for shrgprng 3nd handlrng
0. Stylebook. U.S. News Specialty
Marketrngc/o Sisk. Dept. 2400M
P.O. Box 470. Fedcralsbura. MD
21632.

Or call (S00) S36-NEWS. ext. 2400
Credit Card orders only.

Please alb" | *eek tor delivery.
Individual orders shipped by Proeill Vel

Co umbia Hos
f ents Soon nﬂi}e sent

e“rer about

su st ntral e tot
toRl% 8500,000 for 9%

Kaiser mane fe
atients In aF dg
rofession Nur?e A
jates. MoreoveF ollow-u
ecan staveo f emer e
CV- rooEn VISItS b reas?
ther that her Infant’
es are a son of
of sel ure?t

P%E%se t formual
9%0 on, s -
win Yor ||everggone says

nu\ic‘geotI IEemsu rt]oEx

. et i

t%or er sta y al
e T
5 e

. to Include breast-
feeding and ¢ oosr g a pv%ratncran

omen new
GOIaEG that ad

s me with

U

crrc&r Ision care, W Staﬁées ates

Lca CeBter In Berk ﬁeg tﬁ

omns nack f or C kt[r\%qatY

?urs even on wee kends.

ta Sates pl Eans to factor a nomc vrsrt

rnto itS per capita materrl costs
Many_manaoed-care plans rnc]udrng

Kaiser "Permariente an urhana an
me]rn rers iso rov:de home Visits.
E) es—l e having to Igoet aoprov-
eore rsc age—c ? eer

rrn d no gur lines_or edera rules

ate such seryices, Er It.u
tO new mot ers e Nicole Jundania

fgotseglrls 8 t th err%&r) ex\}\a,eerts 2,31[15

e s L o
uges E war Baile H av
Rt
Ft S
= trnaa g

erthe e
[*%aternr ¥o (41 (ﬁee

co nter ave avB arnvvr c

ar. It may on eCause "most
E}‘)esare %eﬁ resi)i nt ntes
arcia 0, cffalr of the er?at
h e ; gnae E)S%IOAFO atessun
novwver rns rs.and m n dp Fare
Blanscoud é{ eirropust ot om lines
ouncing rapidly Into the red.

By Mary Lord

U.S.NEWS4 world report,December s.isx






Across the country, babies just hours,

old are being discharged

from hospitals-

sim ply to satisfy insurance companies.

Tiny lives are at risk.

Here's how you can

help stop this shocking practice.

at Steenland, 40, a profes-
sor of English literature in
Moraga, CA, gave birth
to her first child, Miya,
March 15at 1205am. A
mere fourteen hours lat-
er, at 2:00 pm. on Thursday, the hos-
pital dlscharﬁed her. “1wasn't at all
ready to go home," says Steenland.
“| had been up two nights straight
because | kept going into labor and
then stoppm%. | was exhausted. | had
also started hemorrhaging and was
hooked u,o to an IV with Pitocin to
stop the bleeding." The hospital real-
ly wanted to send her home at noon
but, says Steenland, "a very nice
nurse Ig];ave us two extra hours, | was
ooked up to the IV until liter-
ally ten” minutes before |
walked out the door."
_ But that wasn't the worst of
it, Once home, on Fnda?/
night, Miya started to wail.
Her temperature was 102.7. Steen-
land and her husband, Glen Moriwa-
ki, an artist, called their pediatrician,
who told them to unswaddle her.
That brought her temperature down.
On Saturday morning they took her
to the doctor's office where a blood
test was taken. On Monday morning
they got a call that Steenland re-
members as “just chilling." The
blood test showed signs of a massive
infection that could be strePtococ-
cus. The doctor told Steenland to
take Miya immediately to Children’s
Hospital Oakland. “We were terri-
fied," shesays.

Miya was rushe i to intensive care
and Started on intravenous antibi-
otics. When the culture from the
blood test finally came back, it con-
firmed that she had alpha strepto-
%:occus, a rare but fortunately mild
orm.

When the hospital was ready to re-
lease her, Health Net, the family’s
HMO, wanted to have a home nurse
come to their home once to tc ;ch
Pat and Glen how to administt. j ;-
tibiotics to their infant daughter with
an intravenous needle in her scalp. “|
told them ‘No,’" Pat says. “Fortu-

nately someone at the hospital was
doing the negotiating for me so it
was easier. | said either they pay for
five days of home nurse visits or five
more days of intensive care. Finally
they 3greed.

“But they didn't let up the pres-
sure," Steenland says. "The home
nurse tried to get us to learn to flush
the IV line so she could come only
two times a day instead of four. One
night the line was jammed and the
nurse had to replace it and draw
blood from my dau%hter's scalp, and
| said, ‘You expected me to deal with
this? It was hard enough to watch'

"It really was a terrible ordeal, a
trauma," "Steenland remembers.
“Fortunately, Miya's perfectly fine
now-for her, it'sas though nothing
happened. For us, it's gomq_ to be
with us for the rest of our lives. |
think the twenty-four hour release is
a terrible policy. | keep saying, ‘How
many babies arc going to die before
they change it?"”

A potent coalition of doctors,
mothers, and some of the na-
tion's leading ﬁthICIanS are

wondering the same thing, and have
joined forces to lead an outcry
aga_mst wh.t have become known as
“drive-through deliveries.” This
refers to a policy of Ielcastu? moth-
ers and their newborns from the hos-
pital too soon-anywhere from eight
to 24 hours after birth. The result
has been a growing number of in-
fants who've developed life-threaten-
mgI complications-and even died.

n May, the American College of
Obstetricians and Gynecolo?[sts
%ACOG) issued a statement ca ||ng
or amoratorium on the practice an
called upon insurance companies to
prove that early discharge is safe. For
many years, ACOG and the Amer-
ican Academy of Pediatrics have rec-
ommended that mothers and new-
borns spend 4S hours in the hospital
unless, In select cases, doctors deem
earlier release safe, according to
strict criteria. (According to the
National Center for Health Statis-

BY EANIERUS3H | KASNDORF
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states48 our br‘\(I I-f MOs torce thgrr dsoctors 10

com (? g/ H. Ro erts D O an obstetrician- gx( ecoo
ISt n Re ank. NJ, says tatan HMO she warks with
hich he decrnes name ‘came Jnto my of hce and
owe me acharto owsoont elr octors %ott eir paA
rents out and threatened to drop me from their systemr

didn’t patients out sooner They also fold me .
t ere wogfd be afa ancial incentive if | deXreased my pa-

tients' length of sarr]
In some states It asdroroped even |ower In 1994, 166

percento the ba ies discharged from California hospi-
12 hours. And'in

s—% ﬁ IcS-went home In under
Ma 1995 t eSouthern California Permanente Megical
Group, a division of Kaiser Permanente, the nation’s
IarI%; HMO ISSue amemo to its doctors as (ng them to
coura?e mothers to | eave the hospital ' as earu
\%t hours after delive Sywere so warned That,
even with such brcathta rn Joeed scharﬁes home
ﬁawvrsrtswre n tto Sed rou ne The m mo
whic wasma e by a Los And watc
ﬂ]rowo led s(umer l]or uality Carc CQCs) av
octors ac ec st of thin sto tell new mothers about
\rwt ey should % omee rncudrncrr the a{ct 'hat
S rta ood ISN ttastg Ear e Bum-Pviez. spo esp er
son jor C gs outrageous hecause It's totay
ro[]t driv n It cIearIy not giving any concern to the

other or the newhorn.-

Indeed some fegl condrtrons have d terrora]ted to sheer
essness once hospitals got Into t e ear rs{1 aﬁ
nanit. “Initially HMOS intended onIy full-term, healt

babies to be reIeased wrthrn twent\y four hours,” S%
Susan  Panny, h) diatrician in_the Maryl
De artment of Heaft nta &Ene However,

n her department did a stu ryland births they
%und that rnp1992 22. g percent %P al Nne orns who wer

not considered hBaIter were discharged before 24 hours.
*It's very scary," Dr. Panny says.

0 ne of those scary things that pediatricians are
sccing-which they almost never saw before-is
permanent brain ‘damage caused by untreated

jaundice. Jaundice is very common among newborns and

causes no problems when babies arc treated soon after de-
tection. When left untreated, however, jaundice can lead
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%eenéﬁh rotardalron or impairment, motor problems,
"When Pwent to medical schooI ! savs Au%rusto Sola,
M.D., the drrector of neonatal clinica ervces at th e
University of California San Francisco Me rca Center, "l
rememberaBro essor showing me pictures of babies with
unfreated jayndice. He said Y [ generation. Is ver
You will never see this” problen a?arn owhe
P 8 e% seeing babies with unfreated éaun rce
oked at h Op)ta srecords He drscov that rom
une1 2 10 Oct 9K five babies a een admitted
%r the Iate sta eso the condrtron All five had been drs
c arge from ter rea osprtasbetween eight and 28
hours after birth, touro the ve had no home nurse
visit within two day: sof release, nt g2 (vears prror th ere
hadn't peen asrn%e admission for thec dition a
Medica enter mother cannot be expected to ra nose
jaundice that needs to betreat d." Dr. Sola says. "Even
octors cannot wavs al%ree on it.

Yvette Joseph ew Jerse motherwho rsamathe
matics editor at a schogl publishing companK[ g
Iearned that all too well, She ave birt to a son, Nige

PMuon September 1 ince her | rnsurance com

PT” o trPaho%Bt't‘aﬁ %?%e%enmér o 1%

[ore we were rel ea ed, the bagv Was's rven
bad ny Joseph sys T e nurses t kn ww
wro T sar gbe e just hasnt a usted weI
They reease US an The next ay, a Wednesday,
vrsrtrng home nurse c me and told us ewaslraundrce
but we should expect at and fo |1]ust expose Im to sun-
Ight, He was still shivering and she saidhis immune sys-
tem Just hadn t ad| usted aswell as other children's.
e 'syellow co or continued to warsen. On Frida
the aIke to Seymour Charles, M.D., therr pediatrici
ma eana orntment 10 Sec hrm rrgt thrnﬂ Monda g
mornrn Ass he exarnrne tne e rushe
nim 1o Te nearest oSp| a’ |t was a shat rlr]d xperr
ence,” Dr, Charles says. tneve or etit,
was as yellow as can be and ver% leth a c His tem
peraAu e was gown It1o nrnetzats re heart beat
s ot\(r)vr(rjlteo eighty-three. | rard e baby was
! Nrgel sloent two weeks in the hospital. When hewastrve
months starte avrn SIX or even serzuresa ay
His e eswoud rol back rn IS hea Jose saﬁs
he w uI 0 limp." Now he has serzure on Fbo eve
tourt ay, but no one, is sure whether he Will ev rcom
8 tez recover, ‘This bay ?dnot out of the woods,’ Dr.
harl gr This bab?"could grow up to have a seizure
di

w hatsso srck aoout this," says Dr. Charles, the
chairman d f the Insurance Committee of the New
Jersey Pediatric Society, "is that we have S steng
lace in evi rv maLor megical center to monrt ran
?cr en n whorn inf HMOs are sayrn all this rgsu er-
luous. T ey are faking all thetec nology that we
for newbor S rnt e hospital and casting It aside. We have
one a% ﬁd rom stre tococcus becauSe the poor, unsus
Rectrn ot er cantp ossibly recognize it, And et there is
o.way it woudgo un ecogn zedr a newborn rseg
The case Dr."Charles 1s ta tﬂn%rabout IS the oné that
prom ted ACOG | o I1SSug Its cal amoratorrum on ear
y discharges. Mrchc ina Aann% au]manwas bon at 12
am. on av an Tagparent] ealtny full term haby. She
came out pink asa flower," ner moth er Michelle B pman
says. "She eautr ful." The next afernoon Michelle, 28,

ahousekeelper and her husband teve, 30, acement truo
drive., 100 Mrc crna ome tot elr house n WrIIrams
town, NJ. Te amrrvls HMO, U.S. Health Carc ﬁard or
mothers and ull-ter newborns to spend only 24 hours ir

Aropnda 10:30 that night, Michelin dl started moanin
and re used to eat, Her parents stayed up all night fryin
to comfort her Althou the had no way of knowrn
their 2-day-old dying of amassrve beta stre to-
COCCUS rnfectron that her trnry pody was unable to rg
.00 a.m, the next morning, they called the dratn

cran Durrng the followin ﬁa y, the auman%made
psto thel edratrcran told them th

ust had gas. Ast eda went on, Michelle rente bers
Mr helrnas oans ot" ouder and lo der Mrchelle tried
to com ort erp trng er in her ayswrn or short
periods of time. ree that afternoon,”purpl spots be-
r[;an 0] alppear on her skin, asi naneonatal urse r oc
0r wou dhave recognized & termrna event." The pe.
dratncranso Ice saidl It was pro él g }ust newborn rash
At srxt at night Micheling died in her agswrn
Michael rossm n. D.O., the vice- resrdento méd
fairs at Kenne yMemorra Hos r Is-University Medical
Centero New Jersey, wh eres Was bom, sa that had
Mich ern Spent oné more day In the osprta the Infec-
on wo hve een detected and treated and she would
ave ha ty chance 0 recov%g

“The sys dian't even give our vax ancc," says
%drstrau?ht Michell Bauman Even If e had tried all
they cou nd se a ntmaert rtwou eeasrerto
accet v ushand and ont%en now w attosaly
each ot er. He carrres the Irtte at she wore home from
the hosprta with him all the tim-. We have pictures of
her all over the] house. | walk around and talk to the pic-
tures an te er I'msorry. Some days | feel like ab
cangt dr(a)rtt1 rough the picture and just hoIdrng her, but |

THE GOOD HOUSEKEEPING LOB | dr

If you want to help prevent the deaths and illnesses of
any more newborns due to drive-through deliveries, fill in
this petition and mall it to:

Senator Bill Bradley, Washington, DC 20510.

199
Dear Senator Bradley:

Please add my name to the list of supporters of the
Newboms' and Mothers' Health Protection Act of 1995,
cosponsored by Senator Bill Bradley (DNJJ and Senator
Nancy K&ssebaum (RKS), which will' require Insurance
companies to allow mothers and their Infants to spend a
minimum of 40 hours Inthe hospi ~ after a baby's birth.

Sincerely,

name

address
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HEADLINE: Discharged Too Soon:; Doctors Across The Country Are Alarmed 3y An
Increase In Complications In Newborns Who Have Left The Hospital After One Day

3YLINE: Sandra G. Boodman

30DY:

Mahiri G. MacDonald thought she"d seen her last case of kernicterus, a rare
and devastating complication of advanced, untreated jaundice, during her medical
:rsining 25 years ago. But in the past two years MacDonald, director of the
ecnatal intensive care unit at Children®s National Medical Center 1in
Washington, has treated four newborns with the preventable disorder. One infant
:ied and three others may have permanent brain damage. All had been discharged
:rcm area hosoitals less than 48 hours after delivery.

The Washington cases are not isolated. Between 1992 and 1994 five newborns
/ere admitted to the neonatal intensive care unit of San Francisco General
IfcfS&ital for treatment of brain damage due to bilirubin encephalopathy, also

ad by untreated jaundice. All five, who doctors say have suffered permanent
rrain damage, were born healthy, and all were discharged from California
e ospitals less than 28 hours after birth. When he searched records for similar
:ases, the hospital™s chief neonatologist said he found only one case among 23
m_ospitals, including San Francisco General, between 1972 and 1991, when
m_acernity stays were longer.

Between 1992 and 1994, a period when the average stay after a normal delivery
rapped from 72 to 24 hours in Cincinnati, doctors at Children®s Hospital
:edical Center saw a 30 percent increase 1in readmissions for jaundice and a
hreefold increase 1in readmissions for severe dehydration in breast-fed infants
ess than 4 weeks old. Three babies suffered serious blood vessel problems,
ccording to chief neonatologist Reginald Tsang; one required a leg amputation.

Michelina Alanna Bauman was discharged from Kennedy Memorial Hospital in
ashington Township, N.J., on May 17, about 28 hours after her uneventful birth,
he died at home a day later of a massive, undetected bacterial infection, a
roblem the hospital®s vice president for medical affairs said probably would
ave been detected and treated with antibiotics had she remained in the hospital

day longer.

These infants and their families are part of a profound shift in medicine:
he trend toward shorter hospital stays for virtually every ailment. In 1970,
e average stay after an uncomplicated vaginal delivery was about four days. By
N2 it had been cut to about two days; today the average for an uncomplicated
very 1is about 24 hours. 1In California, where short stays were pioneered by
ser Permanente, the nation®s largest health maintenance organization, some
usurers are authorizing only a 12-hour stay, according to officials at the
merican College of Obstetricians and Gynecologists (AC0G), which opposes the
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X ine imposition of early discharges.-

Tritics call these short hospitalizations "drive-through deliveries”™ and say
speedy discharges amount to a dangerous, uncontrolled experiment by insurers and
health maintenance organizations eager to cutcosts. Insurance companies
maintain, however, that short stays are both gcca medicine andgood business.
They note that hospitals, by their very nature, are teeming with germs that pose
an unnecessary risk to healthy babies and mothers who don®"t need to be there.

There 1is no dispute that shorter stays represent an enormous cost savings.
Childbirth is the most common cause of hospitalization -- about 4 million babies
ar born annually in the United States -- and an additional night in the
hospital costs between $ 700 and $ 1,110.

States Strike 3ack

last month ACOG, which recommends that new mothers spend at least 48 hours in
the hospital after an uncomplicated birth and96 hours after aCaesarean
delivery, called for a moratorium on shorter stays and challenged insurers to
prove that they are safe. That view was echoed last week by the American Medical
Tsscciation, which passed a resolution urging that postnatal discharges be
"determined by the clinical judgment of attending physicians and not by.”econcmic

tor.siderations. "

These views have received a sympathetic hearing in the state legislatures of
"mk’gvLand and New Jersey. 3oth states recently passed bills that prescribe
0"~ <natal care. Maryland"s bill, signed into law several weeks agoby Gov,
Parris N. Glendening (D) , requires that mothers and infants discharged v/ithin 24
.tours meet certain criteria and receive a home visit by a nurse.

New Jersey"s more far-reaching bill, which sailed through the
Republican-controlled legislature with strong bipartisan support, requires that
insurers pay for a stay of at least 43 hours if requested by the doctor or
nether. Gov. Christine Todd Whitman (R) 1is likely to sign the bill tomorrow.
Lawmakers in New York are planning to introduce a similar measure in the next

few months.

"I don"t know if this 1is a trend or not,"” said Kathryn Moore, a lobbyist for
-.CCG. "It 1s indicative of the frustration with managed care and with insurance
:cmpany edicts that make no sense."

Geni Dunnells, executive director of the Maryland Association of HMOs, said
:hat the Maryland law, which takes effect Oct. 1, "sets a bad precedent”™ by
.egislating medical care. The chief reason for its passage, she said, was not
ividence but emotion. "There are a lot of emotions surrounding how long a woman
should stay in the hospital™ after childbirth, she said.

Kylanne Green, executive vice president of the Health Insurance Association
f America, the Washington-based trade association for 230 commercial 1insurers,
e.greed. "l don"t think we have any empirical evidence one way or the other that
-"s safe,” she said.

mKeeping a baby in what is essentially a high-risk situation [a hospital
e.ursery] simply for observation is not wise,” Green added. "I truly believe that
: let of what is stimulating all of this is that the mothers are pushing this.
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c of mothers are working mothers. = . . They work up to the time of delivery
« they"re tired. While we can sympathize with that, do you use health
insurance dollars to pay for this?"

Cost is not the primary consideration, added Susan Pisano, communications
director for Group Health Association of America (GHAA), the trade association
that represents the majority of the nation®s 574 HMOs. Pisano said that shorter
hospital stays work well for most families and that if a patient needs a longer
hospitalization, a doctor can authorize it. "We think that medical decisions
should be made by medical people on a case-by-case basis and not by
legislators,” Pisano said. "It comes down to this: providing the right care 1in
the right place at the right time."”

Few doctors would disagree with that premise, and even the most ardent
tritics of early discharge acknowledge that most babies and mothers are not
going to have serious medical problems. ™"Most people are not going to have a
tatastrophic event,” said Maureen Edwards, chief of neonatology at George
Washington University Medical Center, who believes short stays have yielded
mixed results. "We did one thing that probably wasn®t bad, which was to shorten
the stay of people who didn"t need to be in the hospital. The problem is the
piece that comes after the hospital -- we didn"t have any other system 1in place”
for noninstitutional care.

Nevertheless, the pressure by insurers to discharge patients as scon as
possible is unremitting, Edv/ards added. "We have patients going home at 10 or 11
ghi“fcck at night -- it"s crazy,"” she said. In some cases when a mother develops

<nfection or other complication and requires an extra day or two of
.-.cspicalization, some insurance companies are demanding that the newborn be
discharged, something Edwards said she refuses to do.

Hew Early Is Too Early?

The first experiments in early discharge occurred in the late 1970s and
involved small, select groups of women who wanted to decrease the medical
interventions that surround childbirth. The push to get women ouc faster began
m earnest in the early 1990s with the rise of managed care.

Some doctors say 24 hours is too soon to accurately assess an infant"s
:or.dition. "There are many things that go on after 24 hours of life, many
iransitions that occur in a newborn,”™ said Augusto Sola, chief of neonatal
;linical services at the University of California, San Francisco. "Jaundice
doesn"t start to happen until the second or third day of life, and dehydration
-.ever happens until after two to five days,” he said. Certain infections and
serious heart defects also do not show up during the first 24 hours and may
:ccur after babies go home. Early discharges also mean that babies are being
sent home before certain tests can be performed, such as .the screening for
phenylketonuria (PKU), an inherited disorder that is treatable in the early days
ifter birth; 1if untreated, it causes mental retardation.

In addition, there is little or no time to teach women how to breast-feed or
- care for a newborn; even if such instruction does take place, most babies are
oieep/ to eat much on their first day of life.

"When mothers and babies are discharged early, they miss having somebody
.roubleshoot,” said Carol Miller, director of San Francisco General"s



PAGE 5
The Washington Post, June 27, 1995
«
/ -baby nursery. "Breast-feeding is less likely to be successful. 1It"s not
-inctive. It takes support and education and training. What happens is that
mothers continue to breasc-feed and it isn"t until the babies are really sick
[because they are getting little or no milk] that they are brought in."

Some doctors worry that home care, while it is touted as a substitute for
longer hospital stays, may not be sufficient.

"The question is what kind of home care and by whom and with what frequency?"
asked Michael Mennuti, chairman of obstetrics and gynecology at the University
of Pennsylvania School of Medicine and of ACOG"s committee on obstetrical
practice. "This is not standardized. The component of these hcme-care elements
needs to be systematically evaluated."

MacDonald of Washington®s Children®s Hospital agreed. She said the four
babies she created for kernicterus had an inherited enzyme deficiency that
increased the risk of severe jaundice. Yet in ail but one case no follow-up care
had been arranged, she said. One infant was seen at home by a nurse who failed
co recognize the severity of jaundice. Two days later, after the baby stopped
eacing, he was admitted to Children®"s, where doctors discovered he had sustained
a profound hearing loss. That may not be his only problem.

"The trouble 1is that unless a baby is totally devastated, you really can"t
cell for about a year whether he or she has sustained permanent [brain] damage,"
she said.

-ike its counterparts 1in San Francisco, Cincinnati and elsewhere, Children"s
has seen three recent cases of life-threatening dehydration in breast-fed
babies.

"These cases used to be very few and far between,™ MacDonald said. Most of
these babies are slightly older; they tend to be seen in the second week of
life. At first they cry from hunger, then they get too weak to cry and sleep a
let. Some neophyte parents mistakenly regard this as the behavior of a good
oabv, not a starving baby.

Green said that HIAA has no policy on follow-up care. Educating prospective
mothers about newborn care and breast-feeding before delivery might solve some
problems, she said.

Ob-gyn Michael 3. Grossman, vice president of Kennedy Hospitals 1in Cherry
Hill, N.J., 1is skeptical. "It"s one thing to practice on a mannequin in a
class,” he said. "It"s quite another to do it with your own real, live baby."

Doctors Fear Challenging the System

Insurance industry officials say discharge guideline*. are merely that:
parameters from which doctors can deviate based on their clinical judgment.

Some doctors, however, say adherence to such guidelines is not a matter of
ZTinical judgment but of economic survival.

Holly H. Roberts, an obstetrician-gynecologist in Red Bank, N.J., recently
cold a New Jersey Senate hearing that she was threatened with termination by"a
Large HMO if she didn"t reduce her patients®™ average length of stay from 48 to
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aurs after a normal delivery. "They told me the only thing keeping me 1in the
s. am was that 1 didn"t do that many C-sectionr said Roberts, who added that
the HMO, which she declined to name, provides more than half of her patients.

"If 1 had a patient with a 24-hour labor who had been torn from vagina to
reztum, who was exhausted and in pain and catheterized and they wanted her out
of the hospital just because she could be wheeled to the car, I would try to
help her by keeping her an extra night,”™ Roberts said.

Roberts said she concluded, "It was either me or the patient. If | was nice
to them 1 would lose my practice.”

Length of stays must be legislated, she said. "It can"t come from us. We"re
indentured servants"™ to managed care.

To compensate for early discharges, some pediatricians are moving up the time
cf the first checkup from two weeks to three days after birth to spot potential
medzcal problems that could become serious. The American Academy of Pediatr--~s
recommends that babies sent home within 24 hours receive a medical checkup

within 43 hours of discharge.

Mahiri MacDonald said she has received calls *om Washington area
pediatricians asking if they should see babies be_ore the standard two-week
visit. "l tell them, ves, by all means, 1if they want to avoid a fat maloractice

suit.”

at MacDonald said she"s been told that some pediatricians are encountering
another problem: Some managed care companies are refusing to pay for an early

check-up.
One Family®"s Tragedy

Michelina 3auman was discharged from Kennedy Memorial Hospital in Washington
Township, N.J. shortly after 4:30 p.m. on May 17, about 28 hours after her
aneventful birth.

She seemed fine, her mother said, until 11:30 p.m., when she began making a
noar.ing sound and refused to drink her bottle. "We thought she didn"t know how
;0 cry,”" her mother recalled.

Sauman and her husband, Steve, first-time parents, and Michelle®s mother
spent a sleepless night walking the floor, trying to soothe and feed the baby,
/he refused to eac or sleep. At 6 a.m., Steve Bauman made the first of what his
/ife said were four calls that day to the pediatrician®s office. Michelle Bauman
:aid the doctor told him that the baby probably wasn®t eating because she had
:as and wasn"t sleeping because she had her days and nights confused. Two hours
.ater, Steve Bauman called the pediatrician again to report that Michelina
ooked yellow and that her eyes were cloudy. The pediatrician said that the baby
.ad a slight case of jaundice and not to worry.

At 3 p.m., after the baby had neither slept nor eaten in more than 15 hours,
a Bauman called the pediatrician again to report that she had purple
pricks on her hands. A nurse said that the problem was probably a newborn
ash. At 5 p.m., Michelle Bauman said she put her daughter in an infant swing,
ifteen minutes later she noticed that the baby"s lips were purple and that



Senate passes hill to
protect new families

B ouse will weigh

question ofpost-birth

hospital insurance
3.* «b
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If mothers and babies need
more time to recover in the hospi-
tal after-birth, insurance compa-
nies would have to cover'the stay,
under a bill passed by the Alaska
Senate Mondag. .

_Sen. Judy Salo introduced the
bill to prevent mothers from be-
mdg discharged earlier than need-
ed when inSurance companies re-
fuse to pay for a longer stay.

. Senate 'Bill 193 would Tequire
insurance companies to pay for
hospital care for up to 48 hours af-
ter a re%ular delivery and up to %
hours after a Caesarean section.
The longer stay is not mandated,
but must be covered if a mother
or her doctor requests it. ,

Salo, a Kenai Democrat, said
she’s had calls and letters from
women throughout Alaska who

had to viait in hospital parkin

lots until after midnight to chec

in because their health plans
wouldn’t cover them until just be-
fore delivery.

Some states have passed laws
reqmnnqbat_least a day of care be
covered by insurance companies.
Salo stressed that the bill leaves
the_coverage as an option.

The measure passed on a 17-3 |
vote. Fairbanks'Republican Sens.
Bert Sharp .and Steve Frank op-
posed the Dill, as did Wasilla Re-
publican Sen, LKda Green.

Green and Sharp opposed man-
dating additional coverage, argu-
ing it could boost insurance pre-
miums. S

, SharP also said Fairbanks, hos-
pital officials told him additional
Insurance coverage for women
and their babies was not a prob-
lem, with an average stay of 36 t0
48 hours for moms after eI|ver¥._

Salo said if the hospital offi-
cials are correct and mothers are
already receiving enough care,
CoSts won't go up.

Plsaso aea Baby, Page 10

Baby...

Continued from Prgo 1

Senate Minority Leader Jim
Duncan said the bill could save
money in the long term by pre-
venting medical " complications
from possmlg discharging a
motherand baby too early.

Longer hospital stays are sup-

¥ 9
ported?byrseyeralnational. medi- ...hearing.before the House Health,

cal associations, which contend
some medical complications can't
be detected until a day or two af-
ter birth. . .

While initially  opposed to
Salo’s bill, health”insurance com-
panies have quietly dropped their
objections. _ ,

Barring. a reconsideration
vote, the measure_heads to the
House. The bill will likely,get a

Education and Social Services
committee, where co-chairs Con
Bunde and Cynthia Toohey, both
Anchorage Republicans,”  said
they oppose state-mandated in-
surance coverage.

Gov. Tony Knowles supports
the measure and will probably
sign it if it passes the House, said
spokesman Bob King. ,

"It's a good piece of family

Jlegislation,” King.said..................
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Don Tsend babies home so soon

Betsy McCaughey

ryou're expecting a child or a
grandchild, beware ofthe danger
ahead.

In 1970, the average hospital stay
for mother and newborn, after a
normal deliver/, was four days. By
1992, it had been cut to two days.
Now, one day is the rule, as insurers
intercede aggressively to slash hos-
pital time and costs, and some
health maintenance organizations
(HMOs) are ordering mother and
baby out after night hours. Women
in labor are being told to wait in the
hospital parking lot. as long as they
can bear it, so that the clock doesn't
start ticking on the hospital stay
their HMOs allow.

The danger is to your baby. Early
discharge means infants are sent
out of the hospital nursery before
the doctor can be sure they are
healthy. Doctors used to spot con-
genital heart defects, jaundice,
dehydration and streptococcal
infections during a newborn's sec-
ond or third day in the nursery.
Detection on the first day often isn’t
possible. Now, by day two, babies
and mothers are out of the hospital
and on their own when the symp-
toms rinally appear.

"You don't catch the babies who
need help,” worries Dr. Rita Harp-
er. chief ox neonatology at
Northshore University Hospital in
Manhasset, N.Y. Dr. Harper knows
that before the days of early dis-
charge, almost9 percentofthe new-
borns moved into intensive care
from the well baby nursery were
transferred during theirsecond day
of life. Their need was not apparent
until the second day. Now. babies are
out ofthe hospital I y the second day.

Dr. Augusro Sola, professor of
pediatrics at the University of Cal-
ifornia, Shn Francisco, is heartsick
over the consequences. Since early
discharge took hold in California in
1992, he has seen six otherwise
healthy, full-term newborns rushed
to his neonatal intensive care unit
with permanent brain damage due
to severe jaundice (bilirubin
encephalopathy).

Medical science had virtually
eliminated this tragedy two decades
ago, because doctors were able to
diagnose jaundice, usually in the

Betsy McCaughey is lieutenant
goveﬁgrofNengo?'/ksme.

second orthird day oflife, and treat
irwith special lights to stop the dam-
age. Surveying data from ail the
hospitals in California, he found that
in 1992 alone, nine full-term new-
borns discharged early as healthy
suffered irreversible brain damage
because of severe jaundice.

Mental retardation is also asmall,
but serious risk. For decades states
have required that all newborns be
given a simple test for PICU, 3meta-
bolic disorder that can cause life-
long mental retardation if it is not
treated soon after birth. In the
1940s, 1 percent of all people in
institutions for the retarded in the

US. had PKU. “Preventing the men-
tal retardation that goes along with
PKU has been a major success
story." says Dr. Harry Ostrer. Direc-
tor of Human Genetics at NYU
Medical Center. “Now kids are
falling through the cracks,” for the
firsttime in decades, and the culprit
is early discharge.

For screening to be reliable,
babies must be older than one day
and younger than 21 days. In Mary-
land last year, one mird of babies
were taken from the hospital too
young for an accurate screening, 13
percent of these babies were never
brought back for retesting, and
many others were brought back too
late for a reliable test. Dr. Ostrer
calls the lapse in newborn screening
“a major source ofalarm."”

The .American College of Obste-
tricians and Gynecologists recently
cautioned that early discharge is "a
large, uncontrolled, uninformed
experiment." Imposing an experi-
mental practice, such as early dis-
charge, on new parents without
their informed consent is "highly
unethical,” Dr. Sola explained at a
recent Senate hearing. There have
been noclinical trials to evrluate the
risk of early discharge.

Last spring the American Med
icai Association called for a mora-
torium unol the risks are known.
Insurers balked, but hospitals from
SL Louis to New Rochelle, New York
and Greenwich, Conn., acted to pur
patients ahead of profits, announc-
ing that women and newborns can
spend the second day free, ifinsur-
ers won't pay. The irony is mat high-
ly profitable HMOs are reaping mil-
lions. while publicly-supported
hospitals are picking up the tab.

People around the- vorld are
striving to curb health care costs,
but in the United States newborns
are bearing the brunt. Not so in
Canada, Japan, Great Britain or
Germany where hospital stays afrer
birth average from 2.5 to r days.
These countries control health con-
sumption far more aggressively
than the Un; ed States, bur even
they draw the line at discharging
newooms too early.

New Jersey, Rhode Island.North
Carolina and Maryland have
changed their insurance laws to
require -18-hour coverage for nor-
mal births and extended coverage
for difficult and Caesarean births.
Recently, New York's Gov. George
Pataki announced support for sim-
ilar legislation, and other states are
following. If babies in these states
deserre a safe start for the first 48
hours of life, how can it be that
babies in all 50 states don't deserve
it?

Insurers across the nation should
support me federal Newborns and
Mothers Health Protection Act of
1995. This bill, introduced by Sens.
Nancy Kassebaurn and 31UT:r:dley
requires insurers to provice cover
age for a 48-hour hospital stay for
normal births. The goal is Ic ensure
that doctors and their panems, not
the insurance company, dedde when
itis safe to leave me hospital. Democ-
ratsand Republicans in me House of
Representatives have introduced
several similar bills. Partisanship is
taking a back seat to me safety ofour
youngest children. Federal action is
also needed to safeguard families
whose health coverage would not be
affected by state legislation due to
the Employee Retirement Income
Security Act (ERISA).

The Newborns and Mothers
Health Protection Act will help
make -ire that your next child or
grandchild has a safe start for the
first two days oflife. Only insurance
companies are against it.

—
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Don Tsend babies home so soon

By Betsy McCaughey

f you're expecting a child or a
grandchild, beware ofthe danger
ahead.

In 1970, the average hospital stay
for mother and newborn, after a
normal delivery, was four days. By
1992, it had been cut to two days.
Now, one day is the rule, asinsurers
intercede aggressively to slash hos-
pital time and costs, and seme
health maintenance organizations
(HMOs) are ordering mother and
baby out after eight hours. Women
in labor are being told to wait in the
hospital parking lot, as long as they
can bear it, so that the clock doesn't
start ticking on the hospital stay
their HMOs allow.

The danger is to your baby. Early
discharge means infants are sent
out of the hospital nursery before
the doctor can be sure they are
healthy. Doctors used to spot con-
genital heart defects, jaundice,
dehydration and streptococcal
infections during a newborn's sec-
ond or third day in the nursery.
Detection on the first day often isn't
possible. Now, by day two, babies
and mothers are out of the hospital
and on their own when the symp-
toms finally appear.

"You don't catch the babies who
need help," worries Dr. Rita Harp-
er, chief of neonatology at
Norihshore University Hospital in
Manhasset, N.Y. Dr. Harper knows
that before the days of early dis-
charge, almost9 percentofthe new-
borns moved into intensive care
from the well baby nursery were
transferred during theirsecond day
of life. Their need was notapparent
until the second day. Now, babies are
out of the hospital by the second day.

Dr. Augusto Sola, professor of
pediatrics at the University of Cal-
ifornia, San Francisco, is heartsick
over the consequences. Since early
discharge took hold in California in
1992, he has seen six otherwise
healthy, full-term newborns rushed
to his neonatal intensive care unit
with permanent brain damage due
to severe jaundice (bilirubin
encephalopathy).

Medical science had virtually
eliminated this tragedy two decades
ago, because doctors were able to
diagnose jaundice, usually in the

Betsy McCaughey i lieutenant
gove::r?gr ofN ewg Y0|¥k State.

second orthird day of life, and treat
itwith special lights to stop the dam-
age. Surveying data from all the
hospitals in California, he found that
in 1992 alone, nine full-term new-
borns discharged early as healthy
suffered irreversible brain damage
because of severe jaundice.

Mental retardation is also asmall,
but serious risk. For decades states
have required that all newborns be
given asimple test for PKU, a meta-
bolic disorder that can cause life-
long mental retardation if it is not
treated soon after birth. In the
1940s, 1 percent of all people in
institutions for the retarded in the

US. had PKU. “Preventing the men-
tal retardation that goes along with
PKU has been a major success
story," says Dr. Harry Ostrer, Direc-
tor of Human Genetics at NYU
Medical Center. “Now kids are
falling through the cracks,” for the
first time in decades, and the culprit
is early discharge.

For screening to be reliable,
babies must be older than one day
and younger than 21 days. In Mary-
land last year, one third of babies
were taken from the hospital too
young foran accurate screening, 18
percent of these babies were never
brought back for retesting, and
many others were brought back too
late for a reliable test. Dr. Ostrer
calls the lapse in newborn screening
“amajor source ofalarm.”

The .American College of Obste-
tricians and Gynecologists recently
cautioned that early discharge is "a
large, uncontrolled, uninformed
experiment.” Imposing an experi-
mental practice, such as early dis-
charge, on new parents without
their informed consent is "highly
unethical," Dr. Sola explained at a
recent Senate hearing. There have
been noclinical trials to evaluate the
risk of early discharge.

Last spring the American Med-
ical Assoctation called for a mora-
torium until the risks are known.
Insurers balked, but hospitals from
St. Louis to New Rochelle, New York
and Greenwich, Conn., acted to nut
patients ahead of profits, announc-
ing that women and newborns can
spend the second day free, if insur-
ers won’t pay. The irony is that hign-
ly profitable HMOs are reaping mil-
lions, while publicly supported
hospitals are picking up the tab.

People around the world are
striving to curb health care costs,
but in the United States newborns
are bearing the brunt. Not so in
Canada, Japan, Great Britain or
Germany where hospital stays after
birth average from 2.5 to 7 days.
These councries control health con-
sumption far more aggressively
than the Unitea States, but even
they draw the line at discharging
newborns too early.

New Jersey, Rhode Island.North
Carolina and Maryland" have
changed their insurance laws to
require 48-hour coverage for nor-
mal births and extended coverage
for difficult and Caesarean births.
Recently, New York's Gov. George
Pataki announced support for sim-
ilar legislation, and other states are
following. If halites in these state-’
deserve a safe start for the » rr s
hours of life, how can it be ihat
babies in all SO states don't deserve
it?

Insurersacrossc>n should
support the federal Newborns and
Mothers Health Protection Act of
1995. This bill, introduced by Sens.
Nancy Kassebaum and Biu I{//. B
requires insurers to provide cove?
age for a 48-hour hnspital, _‘feiy for
normal births. The goal ISLI*™ \re
that doctors and incir patient'., not
the insurance company, deride wren
itis sate to leave the hospital. Democ-
rats and Republicans in the House of
Representatives have introduced
several similar bills. Partisanship is
taking a back seat to (he safety ofonr
youngest children. D <eral action
also needed to safeguard families
whose health coverage would no! ho
alTecied by state legislation due lo
the Employee Retirement Income
Security Act (ERISA)

The Newborn- d Mother
Health Protection /.11 will help
make sure that your next child or
grandchild has a safe start for the
first two days oflife. Only insurance
companies are against it.

—_—
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laska State Legislature I30SewardStreet, Suite 21S
legislative Affairs Agency Juneau, Alaska 99801-2196
Division of Legal & Research Services Phone: (907) 465-3991

Fax: (907)463-3351

January 22, 1996

MEMORANDUM
TO: Senator Judith Salo
FROM: Maureen Weeks

Legislative Analyst

RE: Childbirth: States Restricting 24-Hour Hospital Discharge
Research Request 96.029

You asked how many states have passed laws curtailing so-called "drive-through deliveries,” the
practice among health insurers of paying for no more than 24 hours of hospital care after a vaginal
delivery and no more than 48 hours after a cesarean section. You also asked how many states are

contemplating such legislation.

States Which Restrict 24-Hour Discharge Policies

As ofthe first week in January 1996, the following five states had passed laws designed to force
insurers to pay for at least 48 hours of hospital care after a vaginal delivery and 96 hours of care

after a cesarean section:

. Ma”land in May 1995 passed the Mothers' and Infants' Health Security Act requiring
insurance plans to follow criteria for maternity and newborn care published in G.]CH'%
fOI’ FH‘"'Hd (H‘eby the American Academy of Pediatrics and American College of
Obstetricians and Gynecologists (the guidelines recommend a 48-hour stay for
uncomplicated deliveries) (Annotated Code of Maryland 19-1305.4).

. New Jersey on June 29, 1995, enacted legislation requiring insurers to cover "a
minimum of 48 hours of in-patient care following a vaginal delivery and a minimum of
96 hours ofinpatient care following a cesarean section for a mother and her newly born
child in a health care facility" (New Jersey Session Law Service Ch. 138, 1995).

. North Carolina on July 28, 1995, passed a law requiring a health plan that covers
childbirth "provide coverage for inpatient care for a mother and her newly bom child for
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a minimum of forty-eight hours after a vaginal delivery and a minimum of ninety-six
hours after delivery by cesarean section' (General Statutes of North Carolina 58-3-170).

. Massachusetts on November 21, 1995, enacted a law requiring a minimum of 48 hours
for inpatient care following a vaginal delivery and a minimum of 96 hours following a
cesarean section (Massachusetts Session Laws for November 1995 not available in
Alaska Legislative Reference Library).

® New Mexico on November 30, 1995, adopted a rule guaranteeing a minimum of 48
hours of inpatient coverage after vaginal deliveries and 96 hours of coverage following
a cesarean section if the mother or the doctor felt it was necessary. The state used
regulation rather than the legislative process because it wanted to ''get the rule on the
books™ quickly, according to Bureau of National Affairs Health we PO"Cy Report
(December 11, 1995). The proposal met gpposition (see the above report and a synopsis
in the November 13, 1995 issue OfFam”y RelaI|0nS, a State Capitals newsletter.

States Considering Laws to End 24-Hour-Discharge Policies

Medical ethicist George Annas, J.D., M.P.H., writing in the mid-December issue of the |\BN
Englandjourna|0fMed|C|ne, lists 11 states considering laws which would require insurers to stop
24-hour-discharge policies (California, Connecticut, Delaware, Illinois, Kentucky, Michigan,
New York, Ohio, Pennsylvania, Rhode Island, and Wisconsin). The number of states
considering such laws is likely to increase with the passing days, for this type of legislation appears
to be gaining momentum in state legislatures. In August, the Bureau of National Affairs’ Heajth
Cafe 0||Cy Report listed five states considering legislation to stop '‘drive-through deliveries"
(California, Delaware, Illinois, New York, and Pennsylvania); five months later, in January of
this year, a BUS|neSS article stated that 25 states '‘are expected' to introduce legislation to
end such practices (the article named only California). Alaska's proposed legislation, introduced
in January, is included on none of the above lists. Likewise, none ofthe lists mentions a Georgia
bill featured in a December issue of Fam||y RelatlonS, a round-up of references in the media
featuring family issues. That bill would make it illegal for insurance companies to move mothers
and newborns out ofthe hospital within 24 hours of delivery unless the company paid for follow-up
home visits. Finally, the lists do not mention a similar measure expected in Tennessee (reported
by the Center for Health Policy Research at George Washington University in the Fall 1995
newsletter), nor do they mention a Colorado bill (House Bill 1015), introduced January 10, 1996,
that would force insurers to pay for 48-hour and 96-hour hospital stays after childbirth (see

Manage Ca.re RepOrter, Bureau of National Affairs, January 17, 1996).

Attached are copies of the articles mentioned in this memorandum, as well as pertinent laws from
Maryland, New Jersey, and North Carolina.
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Status of State Action

As of November 29, 1995

Bills Enacted %

Maryland (allows 24-hour discharge if mother and baby meet specified medical
criteria and follow-up home care is provided)

Massachusetts

New Jersey

North Carolina

Bills Pending

California
Delaware
Ilinois
Kentucky
New Jersey
New York
Ohio
Pennsylvania
Wisconsin

Intent to Introduce Bill

Maine
Rhode Island
Washington

Task Force Established to Study Issue
Rhode Island
Regulatory Action Pending

New Mexico

(Information from the American Academy of Pediatrics)
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ISTATE

ALABAMA
ALASKA
IARIZONA
ARKANSAS

|CALIFORNIA

|ICOLORADO
CONNECTICUT

DELAWARE
|
]

1
FLORIDA

GEORGIA
HAWAI
1DAHO

BILL STATUS ~ COVERAGE REQUIRED FOR  COVERAGE OF POST = COMMENTS
NUMBER VAGINAL BIRTHICESAREAN  DISCHARGE CARE

AB 1841  Carry Over Requires min. of 48 hrs. inpatient ~ Requires coverage of 1in-
AB 1978  Carry Over care; permits earlier discharge if ~ home visit if mother and
infant meets AAP/ACOG Guide-  child discharged in less
lines for Perinatal Care medical  than 48 hrs.
stability criteria.

Chapter wording with
Attorney General A
other organizations.

HCR30  Cany Over Creates task force
| to study issue.

|
HB357  CamyOver Requires coverage of at least 48 Not addressed.
hrs. inpatient care if health care
provider prescribes It

© 1995, AMERICAN ACADEMY OF PEDIATRICS

Division of State Government Affairs
800/433-9016 Extension 7901



INSURANCE COVERAGE FOR POST-DELIVERY CARE
ISTATUS ~ COVERAGE REQUIRED FOR ~ COVERAGE OF POST  ICOMMENTS

STATE

ILLINOIS

INDIANA
|OWA
KANSAS

KENTUCKY

.OUISIANA

MAINE
MARYLAND

1
BILL
INUMBER

1
iHB 2514

SB 677

JASSACHUSETTS  SB 2000

1ICHGAN

formerly
SB 1926

VAGINAL BIRTHICESAREAN  IDISCHARGE CARE |

1
(intent toin- - Requires coverage of min. 48 hrs. IMin. 3 visits by RN within

jtroducs
|
I
|
|

for vaginal birth. 96 hrs. cesarean. |24 hrs. of discharge, be-

| Excludes policies covering home  tween 2548 hrs. &be- |
Ivisits unless hospital stay deter-  tween 96-120 hrs., inclu- |

mined to be medically necessary  ding parent ed.. breast or |
by attending physician. Ibotlle feeding, necessary |
|ciinical tests.

1

|In Hearings jUrges insurers to cover at least |

Enacted
1995

In Comm

72 hrs. of inpatient care.

Permits discharge of mother and ~ Requires coverage of Lin-
infant if newborn meets AAP/ home visit if mother, child
ACOG Guidelines for Perinatal  discharged in less than 48

Care meical stability criteria. ~ hrs. Visit must include
collection of sample for

hereditary and metabollic
screening.

Page 2 f
V

Za

Requires min. of 48 hrs. inpatient  To be addressed in health *Attending physician”
care forvaginal hirth, 96 hrs. for ~ dept, regulations develop- defined as obstetri-

cesarean. Prohibits earlier dis-  edwith ad'isory commit- - cian, pediatrician,
charge unless in accordance with  tee that includes pediatric nurse midwife, or

health dept, regulations, thus app- representative.
ying to ERISA plans also. Earlier

discharge must also be in consul-

ation with the mother.

other physician.



"URANCE COVERAGE FOR POST-DELIVERY CARE

ISTATE BILL STATUS ~ COVERAGE REQUIRED FOR
NLMER VAGNA. BRTHGESAREAN

IMINNESOTA

IMISSISSIPPI

IMISSOURI

IMONTANA

[NEBRASKA

'NEVADA

INEW HAMPSHIRE

'NEW JERSEY AB 2224  Enacted  Requires coverage of min. 48 hrs.

1995 for vaginal birth, 96 hrs. cesarean.

Excludes policies covering home
visits unless hospital stay deter-
mined to be medically necessary

by attending physician or is re-
quested by mother.

'NEW MEXICO Regulation In Hearings Requires coverage of length of

Page 3

COVERAGE OF POST ~ COMMENTS
OSOHRECRE

Min. 3 home visits by RN Attending physician'
within 24 his.. 25 to 48 hrs defined as obstetri-
& 960 120 hrs. after dis- cian, pediatrician, or
charge. Must include par- other physt:.ian.

ent educ., assistance with

breast/hottle feeding, &

necessary tests.

Min. 3 home visits by RN “Attending physician

stay In accordance with Guidelings within 24 hrs., 25-48hrs.,& defined as obstetri-

for Perinatal Care (48/96 hrs.) Ex-
eludes policies covering home vi-
sits unless hospital stay deter-
mined to be medically necessary
by attending physician or Is re-
quested by mother.

NEW YORK AB 8125  3rd Reading Requires min. of 48 hrs. Inpatient
Cany Over care for vaginal birth, 96 hrs. for
cesarean,

SB5322  Carryover Requires min. of 48 hrs. inpatient
care for vaginal hirth, 96 hrs. for
cesarean.

NORTH CAROLINA SB345  Enacted  Requires min. of 48 hrs. inpatient
1995 care for vaginal birth, 96 hrs. for
cesarean.

96-120 hrs. afterdis-  cian, pediatrician or
charge, Including parent  other physician.
educ., breast/hottle fee-

ding assistance and

necessary tests.

Not addressed.

Not addressed.

Not addressed.
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I!STATE HBILL FSTATUS |COVERAGE REQUIRED FOR  ICOVERAGE OF POST I\COMMENTS
| INUMBER | VAGINAL BIRTH/CESAREAN  IDISCHARGE CARE
| I I
;NORTH DAKOTA | | I
I |
/OHIO [HB 458 linComm  |Requires min. of 48 hrs. inpatient [Not addressed.
|care for vaginal birth, 9 hrs. for
|cesarean.
S8199  |InComm  Requires min. of 48 hrs. inpatient  IRequires coverage of 3
! 1 1 care for vaginal hirth. 96 hrs. for  Thome visits by RN within
! 1 ! cesarean. P4 hrs,, 25-48 frs., & 96-
i 1 1 1120 hrs., including parent
| 1 | led., breast/hottle feeding
1 1 |assistance, necessary
1 1 1 ltests.
i 1 1 | |
IOREGON |
1 1
|OKLAHOMA
i 1 ! |
|OREGON I
! 1 1 I
:PENNSYLVANIA  |HB 1747  |InComm  Requires min. of 48 hrs. for vaginal! If covered must consist of
J | | birth, 96 hrs. for cesarean. at least 3 visits conduc-
i r . ted: within 24 hrs. of dis-
| charge: within 25-48 hrs,,
] and within 96-120 hrs. by
| RN & include breast feed-
i ing assistance & medical
| evaluation.
|
| HB 1977 InComm  Requries coverage of min. 48 hrs.
| of inpatient care, excluding day of
| delivery. Permits coverage of shor-
| ter stay if mother and child meet
I medical criteria of Guidelines for
| Perinatal Care and if plan covers
i initial postpartum visit
[PUERTO RICO
I
[RHODE ISLAND ~ |HB 5858-A Enacted Dreates task fore/*

199 0 study issue. |
| "
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STATE BILL STATUS ~ COVERAGE REQUIRED FOR  COVERAGE OF POST  ICOMMENTS
NUMBER VAGINAL BIRTH/CESAREAN  DISCHARGE CARE

1

SOUTH CAROLINA

SOUTH DAKQTA  r

TENNESSEE

TEXAS

UTAH

VERMONT

VIRGINIA

WASHINGTON

IWEST VIRGINIA
ISCONSIN AB573  InComm

%NYOMING :

1
1
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Trends in Length of Stay for Hospital Deliveries —
United States, 1970-1992

Obstetric delivery is the most frequent cause of hospital admission in the United
States, reflecting the approximately 4 million births in this country each year (7). Be-
cause of steadily increasing hospital costs, overall lengths of hospital stay have
declined. To assess national trends in length of stay for hospital deliveries, data were
analyzed from CDC's National Hospital Discharge Survey (NHDS) from 1970 through
1992, by method of delivery. This report summarizes the results of the analysis.

Since 1965, the NHDS has collected data from U.S. nonfederal, short-stay hospitals.
Each year, approximately 200,000 inpatient records are selected from approximately
400 hospitals; data are weighted to represent all hospitalizations nationally (2,3). Se-
lected patient information (e.g., medical diagnoses and surgical procedures) is
abstracted from each record. For this analysis, the NHDS provided information about
mother's age and race/ethnicity; method of payment; and the hospital's ownership,
size, and location. Estimates for average length of stay were derived from the 20,GOO-
33,000 deliveries each year among all records sampled. Hospital stays of <24 hours
were reroded as 0 days; these hospitalizations accounted for <1% of all deliveries and
were relatively constant by year (i.e., 0.3% in 1970 to 0.7% in 1992). The proportion of
all deliveries that occurred outside of hospitals also was stable from 1975 (0.9%) to
1990 (1.1%) (4).

In 1970, the average length of stay for all hospital deliveries was 4.1 days (median:
4 days). By 1992, the average had decreased by 37% to 2.6 days (median: 2.0 days).
The average length of stay for women who gave birth vaginally decreased by 46%
(from 3.9 to 2.1 days) and for those who gave birth by cesarean section by 49% (from
7.8 to 4.0 days) (Figure 1). The decrease in the average length of stay for all deliveries
was smaller than that for either method because the percentage of deliveries by ce-
sarear section increased from 5.5% to 23.5% during this period (5).

FIGURE 1 Average length of stay for hospital deliveries, by delivery method— United
States 1070000 0 0o 1O y CEINETy

a8

Year
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Hospital Deliveries — Continued

The average length of stay also was analyzed by mother's age (<20, 20-29, 3Q(
and >39 years), race (white or black)*, hospital location (Northeast, Midwest, South, ui
West regions), hospital ownership (proprietary, government, or nonprofit), and hospi-
tal size (<100,100-299, 300-499, and >499 beds). From 1970 through 1992, the average
length of stay decreased similarly for all these groups; decreases ranged from 39% to
52% for vaginal deliveries and from 38% to 53% for cesarean deliveries. NHDS began
collecting information about method of payment (i.e., Blue Cross/Blue Shieldl, other
private insurance, Medicaid, ond self-paying) in 1977. From 1977 through 1992, the
average length of stay decreased fcr ¢hese payment groups; decreases ranged from
35% to 38% for vaginal deliveries and from 32% to 47% for cesarean deliveries.
ﬁe tﬁjdb : Div of Reproductive Health, National Center for Chropic Disease, Preveption and

egﬁﬁ romotion; revgntlon fFecnveness %\CIIVIty, Eplgemmlogy Brogram Sﬁlce, EBé

Editorial Note: The length of stay associated with hospital deliveries steadily de-
creased during 1970-1992. Early hospital discharge results in reduced health-care
costs and enables mothers to return home sooner with their newborns. However,
careful postpartum follow-up is necessary to ensure prompt diagnosis and treatment
of any maternal or neonatal complications. Early discharge should not preclude ef-
forts traditionally conducted during postpartum hospitalization to educate women
about breastfeeding, family planning, care of their newborn, and other topics impor-
tant for new mothers.

The optimal length of stay for uncomplicated deliveries reflects several factors, in-
cluding the presence of others in the home who can support the mother
discharge, the mother's awareness of complications, and access to health-care
vices. Guidelines published by the American Academy of Pediatrics and the American
College of Obstetricians and Gynecologists suggest that, when there have been no
complications, the duration of postpartum hospital stays range from an average of
48 hours for vaginal delivery to un average of 96 hours for cesarean birth (excluding
the day of delivery) (6). In additioi .specific criteria should be met for a woman to be
discharged early, especially within 24 hours of delivery.

One potential limitation of the analysis in this report is that data from the NHDS on
length of stay does not distinguish the postpartum period from the rest of the hospi-
talization. Therefore, this analysis could not determine whether the decrease in the
average length of stay resulted from a shorter antepartum stay or postpartum stay.
However, since 1970, most of the efforts to decrease length of stay for hospital deliv-

eries has been directed toward the postpartum period.
Since 1970, the rate of health-care costs has increased more rapidly than that of

general inflation; efforts to decrease hospital health-care costs by reducing length of
stay will probably intensify. Most studies have not detected an increased rate of mor-
bidity in association with early postpartum discharge [7-9). However, these
studies—which were conducted among carefully selected women at low risk for post-
partum complications—documented rates of complications of up to 14% among
women and 11% among their infants (7). In addition, home visits by nurse practitio-
ners after discharge (a practice not routinely used by health-care providers) ensurod

-Numb?rs from other racjal/ethnic rougs were too, small fO{. reliable algsids. .
*Use of trade nam%s and commercial sources IS for identification ong nd does HOt im I%/
endorsement by the Public Health Service or the U.S. Department 0f Health and Huma

Services.



Alaska academy op physician assistants

To: Senator Judith Salo
Alaska State Legislature
Juneau, Alaska 99801

From: Jeanne Clark, PA-C
Alaska Academy of Physician Assistants
479 Slater Drive
Fairbanks, A'aska 99701

Pate: March 5, 1996

Re: Senate Bill 193

Dear Senator Salo,

The current trend ofthe insurance industry to restrict length of hospitalization after childbirth is
an effort to decrease costs. Every delivery can be different and complications can occur. The
practice of keeping the mother and infant in the hospital after delivery is to monitor for such
complications and to educate the mother on appropriate care and health promotion of the infant.
By monitoring and educating, the insurance industry may provide more benefits at the time of
delivery, but in the long run will decrease costs due to the early detection and prevenuux,
promotion done prior to discharge ofthe mother and infant

Physician Assistants, as members of the health care team, actively support methods to promote
health and prevention but are very concerned about cost effective health care. The Alaska
Academy of Physician Assistants support Senate Bill 193 to prevent the mandatory early
discharge and continue to support the physician to determine when the mother and infant is ready
for discharge. It is more cost effective to spend resources in an area that can promote positive
outcomes than to save money now and pay later when problems could have been prevented.

vjeanne Clark, PA-C
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January 17. 19%

To: Senator Judith E. Salo, Alaska State Legislature
From: George Strinsky, MD, Chairman, Department of Obstetrics and Gynecology, Providence

Re: Senate Illit No. 193

Dear Senator Salo:
From my medical standpoint, your Senate Bill No. 193 is sound and the time Intervals arc reasonable.

Ttseems to protect the family while not placing undo hardship on insurance coverage.

Such a bill would have seemed unnecessary only a few years ago However in recen; -ars, insurers
continue to push the envelope at intimidation and innuendo in their dealings with their policy holders, |
repeatedly feel that insurance linos arc not clear about their intent and coverage when a policy is sold, that
insurance firms make decisions with How charts and statistics without the same level of expertise in an
individual case as medical personnel dealing with a given situation, and that review organizations seem like

poorly disguised cost control points.

If your bill is not voted into law, 1would encourage pressure to remain on insurance companies for full
disclosure of benefits or full responsibility of risks involved in childbirth.

Thank you for caring.

Georgt Stranskv, MD, f ACOG

Chair. Department of Obstetrics and Gynccoiogy, Providence Alaska Medical Center
Associate Professor, University of Washington School of Medicine

Adjunct Faciliry, University of Alaska Anchorage

.0i



ALASKA WOMEN'S LOBBY

416 Harris Street. Suite 208, Juneau. Alaska 99801
(907) 463-6744 phone / (907) 586-2680 fax

11 February 1996

The Alaska Women's Lobby supports the passage of SB193 which
would require insurance coverage for follow-up hospitalized medical
care up to 48 hours after vaginal birth; and up to 96 hours after
cesarean birth,

We agree with the sponsors' concern that there are legitimate reasons
for some new mothers to require additional recovery time and
Lnfogmatlon that can only be provided for in the hospital following

it

Forced premature discharge can put an exhausted parent in jeopardy

and the care of the new infant at risk. Training, such as how to
breast feed is just one of many essential tasks that a new mother

must be taught.

We urge the passage of lhis legislation.

5?inr.pri»lv

Leah L. Burton
for the Alaska Women's Lobby



ALASKA STATE

H ospital & Nursing H ome
ASSOCIATION

February 14, 1996

Senator Tim Kelly, Chair

Labor & Commerce Committee

Alaska State Senate

Capitol Building Re: Support, SB 193
Juneau AK 99801 Insurance Cost of Birth

Dear Senator Kelly & Members of the Labor & Commerce Committee:

ASHNHA, representing community hospitals & nursing homes across Alaska
asks your support of SB 193.

We consider it unfortunate that consumers and health providers must turn to
the Legislature to mandate health insurance coverage. Ideally, this should be
negotiated and agreed upon between the buyers and sellers of health insurance.
Unfortunately, the cost of health care, and everyone, including insurers, attempting to
find ways to control or reduce costs has triggered this appeal to the Legislature.

A debate is currently underway nationally on the issue of appropriate length of
hospital stay for a mother'and her newborn following delivery. Statistics nationally
show the average length of stay for all hospital deliveries in 1970 was 4.1 days. By
1992, the average had decreased to 2.6 days. In Alaska, hospital administrators feel
this is needed legislation even though the trend has been to release obstetrical
patients and their newborns within 24 hours.

The cost of an additional day of obstetrical care can run from $600 to a
$1,000.00. This can be a major cost impact to a young family and should be
covered, when medically necessary, by health insurance.

Sincerely,

Harlan R. Knudson
President/CEO

319 seward Street #11 ¢ Jjuireau, AK 99801 « (907) 586-1790 ¢ Faa (907) 463-3573



TONY KNOWLES, GOVERNOR
State of Alaska

IB

P.O. Box 240249 < Anchorage, Alaska 99524-0249 « Phone: 907-563-5355 « Fax: 907-563-5357

Senator Judy Salo

Room 504

State Capitol

Juneau, Alaska 99801-1182

March 19, 1996

Dear Senator Salo;

Thank you for your efforts in addressing the needs of mothers and newborn babies
through Senate Bill 193. The Governor’s Council on Disabilities and Special Education believes
that Senate Bill 193 will improve the long term health of both mothers and newborns.

Alaskans’ general health ranks 46 of 50 states, and health insurance companies have few
policies to improve Alaska’s ranking. Many insurance companies require moms and newborns
to leave hospital care after just 24 hours.

Early hospital discharges can be detrimental to both the mom and baby, especially in
rural Alaska. The first few days after birth are critical to adequately assess the mother’s
postpartum he Jth and evaluate the infant’s development. With the option of a slightly longer
hospital stay, mothers can receive necessary care, training, and infant assessment services.

The Council supports Senate Bill 193 because it stops “drive-through deliveries” and
provides Alaska with healthier families. If you have any questions or comments, please contact

Noelle Hardt. the Council’s Political Science Intern, at (907)563-5355.
Sincerely,
Kathy Fitzgerald

Governor’s Council on Disabilities
and Special Education, Chair



3/25/96

Dear Senator Salo,

I am writing on the behalf of Senate Bill No. 193, which will allow
new moms and infants more hospital time and require insurance
companies to provide this coverage. | am a Social Work student in my
final year of college, and conducting my practicum at the Anchorage
Neighborhood Health Center. As you can well imagine, working in the
perinatal program brings up the very issues you have raised in Senate
Bill No. 193. | have encouraged the OB providers at the dime to
advocate for this bill, and provided them with information on how to do
s0.

I am in favor of Senate Bill No. 193 and wish to support itin any

way, shape, or form. Please send any information on how | might do so.

Sincerely,

Alison Florio

6538 Nottinghill Dr.
Anchorage, AK
99504
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STATEMENT ON DECREASING LENGTH OF HOSPITAL STAY
FOLLOWING DELIVERY

The American College of Obstetricians and Gynecologists (ACOG) 1is
concerned about the decreasing length of time following delivery when mothers
and newborns are discharged from the hospital. Although the trend to short
hospital stays has been jokingly referred to as "drive through delivery,” it
is not a laughing matter.

As an organization dedicated to the primary health care of women and to
insuring the optimal outcome of pregnancies, ACOG believes chat changes in
practice such as early discharge following obstetrical delivery should be
based on sound scientific data chat demonstrate good outcomes for mother and
infant, as well as being cost effective. As yet, chese data do not exist.
Until they do, the burden of proof of safety of early discharge rests with
those who are driving the change.

A recent analysis by the Centers for Disease Control and Prevention
(CDC) found that between 197C and 1992 the median length of stay for women who
gave birth vaginally decreased by 46 percent (from 3.9 to 2.1 days), and for
those who had a cesarean delivery by 49 percent (from 7.8 to 4 days).1
Because the data included complicated deliveries, the median length of stay
for uncomplicated vaginalL deliveries or cesareans was probably considerably

shorter.

Guidelines for Perinatal Care, a collaborative document between ACOG and
the American Academy of Pediatrics (AAP), indicates that in otherwise
uncomplicated deliveries the postpartum hospital stay ranges from 48 hours for
vaginal delivery to 96 hours for cesarean delivery, exclusive of the day of
delivery .2 Yet it has become common for insurers to limit length of stay to
up to only 24 hours following vaginal delivery and up to 72 hours following
cesarean delivery. ACOG®"s concern is heightened by reports of insurers
proposing 12 hour stays following uncomplicated vaginal delivery and 48 hour
stays following uncomplicated cesarean delivery, and by indications that some
insurers are considering 6 hour stays for routine deliveries.

Although the move toward earlier discharge began in response to consumer

demand during the 1970s -- to decrease medical interventions surrounding

childbirth and provide a more family-centered birth experience -- the recent
trend to even shorter lenp.-h of stay following delivery appears to be driven
primarily by financial mo tions. At a time when obstetrical delivery is

the most frequent cause of Hospitalization in the United States, the
shortening of a woman®s hospital stay holds obvious appeal to insurers.

joq iz2ih Street. SW Washington. DC 20024-2188 (202)638-5577



Lengtn of hospital stay may affect the recovery of the mother, and the
newborn ™ stabilization and screening tests. Significant maternal physiologic
changes and newborn adaptation occur during the firsc few days of life. Not
all serious maternal or newborn problems or complications are evident within
the firsc 12 or 24 hours following birch. ACOG 1is- concerned about anecdotal
reports of serious problems 1in newborns, such as dehydration and undetected
jaundice, following early discharge.

ACOG 1is also concerned that opportunities for educating new mothers 1in
the care of their newborns are lost when early discharge .is inappropriate.
For example, the initiation of breast-feeding and lactation is a very
important process chat occurs over the firsc few days following birth. Home
care services should provide education regarding maternal recovery and newborn
care. However, the availability, structure and concent of home visits and
services vary widely across the country. Moreover, su>.h instruction may not
always be an effective substitute for "on-demand"” education provided 1in the
nospical.

In other 1instances, a mother may be discharged to go home first, without
her baby, or an 1inappropriate early discharge may result 1in separate
readmission of either the mocher or newborn. Such separation, while
temporary, can come at a critical phase in the development of the mother-
infant relationship.

ACOG acknowledges chat selective, early discharge 1is safe and desirable

for some mothers and babies. However, a decision for early discharge should
be individualized and should be a mutual decision between the patient, her
family, and the obstetrical provider -- taking into account medical risk

factors, support systems for the family, and the readiness of the mother to
care for herself and her newborn.

The routine imposition of a short and arbitrary time limit on hospital
stay tnac coes not caxe maternal ana inrant neea mco account couia oe
equivalent to a large, uncontrolled, uninformed experiment that may

pocencially affect the health of American women and their babies. There is
relatively little scientific data on the ideal length of hospital stay for
delivery. A critical review of existing literature indicates that studies

have not yet conclusively demonstrated the safety of early discharge.3

For this reason, ACOG believes chat the American health care systenm
should call for a moratorium, or a "time-out," on further reduction 1in
hospital stays following delivery, until we have che data that clearly
demonstrate che safety of early discharge for women and their babies.

%33(3[3)%.7triads tn length of stay for hospital dallvirlss - Unltid Statas. 1970-1992. MRRHay 3. 1993:

1 AP and ACOG. Guidelines for Parlnatal Cara. 3rd id. 1992 (4): 103-111.

1 3Jrivetsan P. [gerter S, Piarl. M Marchi K. HlLlar C. Early discharge of newborns and oc. i critical
rev?ew«o thi Ilerature. P?dhtMcs 1993§In presa). Y !
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ORGANIZATIONS WHICH HAVE ENDORSED S. 969, THE NEWBORNS' AND
MOTHERS' HEALTH PROTECTION ACT

American Medical Association

American College of Obstetricians and Gynecologists
American Academy of Pediatrics

Association of Women's Health, Obstetric, and Neonatal Nurses (AWHONN)
National Association of Neonatal Nurses

National Association for Home Care

Association of Maternal and Child Health Programs
The March of Dimes

American Association of University-Affiliated Programs
American Foundation for the Blind

American Speech Language Hearing Association

Brain Injury Association

Center on Disability and Health

Justice for All

National Association of the Deaf

National Association of People with AIDS

Research Institute for Independent Living

Spina Bifida Association of America

The Arc

National Easter Seal Society



ALASKA STATE

H ospital & N ursing H ome

ASSOCIATION

March 28, 1996

Representative Con Bunde, Co-Chair

Representative Cynthia Toohey, Co-Chair

House HESS Committee

Capitol Building Re: Support, SB 193
Juneau AK 99801 Insurance Cost of Birth

Dear Co-Chair and members of the House HESS Committee:

ASHNHA, representing community hospitals & nursing homes across Alaska
asks your support of SB 193, requiring health insurance coverage for obstetrical care.

A debate is currently underway nationally on the issue of appropriate length oi
hospital stay for a mother ar.d her newborn following delivery. Statistics show the
average length of stay for all hospital deliveries nationwide in 1970 was 4.1 days. By

1992, the average had decreased to 2.6 days.

In Alaska, hospital administrators feel SB 193 is needed legislation even though
the trend has been to release obstetrical patients and their newborns within 24 hours.

The cost of an additional day of obstetrical care can run from $600 to a
51,000.00. This can be a major cost impact to a young family and should be
covered, when medically necessary, by health insurance.

Sincerely,

Harlan R. Knudson
President/CEO

319 seward Street #11 ¢ Juneau, AK 99801 « (907) 586-1790 * Fax (907) 463-3573



laska S tate M edical Association

4107 Laurel Stree' <« Anchorage, Alaska 99508-5334 « (907) 562-2662 <+ FAX (907)561-2063

April 2, 1996

Senator Judith E. Salo
Alaska State Legislature
State Capitol

Juneau, AK 99801

Re: SB 193, postpartum hospital insurance coverage
Dear Senator Salo:

The Alaska State Medical Association supports SB 193 requiring health insurance policies to cover
not less than 2 or 4 days of hospitalization following vaginal or C-section delivery, respectively.

In general, we do not favor laws "micromanaging" either medical care or insurance coverages; but
we agree that many new mothers are not ready, medically or otherwise, to go home immediately
after birthing. Therefore, your bill is entirely appropriate.

Rodman Wilson, MD
Acting Executive Director
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Guideline: FIRC_. _ . : :
Title: 24 _Hour_Discharge,Following_Uncomplicated Vaginal Delivery *HRC-

Date; 12/15/95
Version:
Code:

The following clin.oal ?uideline is a summary ol currently available clinical research and relevant recommendations.
Clinical Guidelines set forth standards regardlngg safety and effectiveness or appropriateness and/or medical necessity
upon which coverage or utilization management determinations will be hased.

While this Clinical Guideline will direct coverage and benefit decisions, such determinations are always subject to the
definitions, provisions, conditions, limitations and exclusions in a member's individual benefits policy or contract and
the Certificate of Coverage. To the extent that the information contained in this Clinical Guideline iS inconsistent with
or otherwise differs from state or local laws which mandate coverage, the provisions ol such laws will control the
applicable coverage or utilization management determination.

Nothing in this Clinical Guideline should be construed as affecting a provider's sole responsibility for determining the
appropriate course of treatment for his or her patient,

CLINICAL POLICY:, (11/95, Vincent Jaeger. M.D., author) . . ,
Dlscharge of maternity patients and their full-term newhborns within 24 hours following an uneventful anteparla! and

intrapartal course, an uncomplicated vagina! delivery, and a normal postpartal course, excluding patients having tubal
ligation, is considered safe and effective, providing the mutual decision between mother and physician meetsALL the
patient selection criteria established by the American College of Obstetrics and Gynecology @) and by the American
Academy of Pediatrics (2), and particularly if foIIow-yp care after discharge is supplemented by home health nursing

visits

Application ol the followin guidelines IS appropriate to evaluate potential for discharge 24 hours after vaginal delivery
in those individuals identified by the following patient selection criteria.

PATIENT SELECTION CRITERIA FOR 24-HOUR MATERNITY DISCHARGE: (1)
(ALL of the following must be met)

Thlese quidelines represent implementation of the American College of Obstetrics and Gynecology guidelines and
policies
1. A minimum of twelve hours hospitalization following delivery for stabilization

2. Findings indicating a patient is "stable" following an uncomplicated vaginal delivery, including:

- Vital signs:
- temperature less than 38° C (1004° F)

- Bulse less than 100 _ _
lood pressure > 90/60 and £ 140/90 and/or consistent with blood

pressure during anteparta! course
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- Physical signs: , , , ,
fundus Tirm and nontender with no excessive vaginal bleeding

- the lochia color is as expected and without odor
- no calf tend,erness/ne?anve Homan's sign
» episiotomy incision or laceration is healing well

- Functional signs:
- able to void adequatel){ _ ,
- IV discontinued and tolerating oral intake
- ambulating independently without difficulties

3. Laboratory data;
- Hematocrit > 30%
- Hemoqlobln > 10mg% , ,
- ABO blood group and Rh typing conducted on newhorn (and mother, if not

previously done)
4, Capacity to care for self and newhorn

5. Educaion in health assessment and sell-care, and in the care of the newborn, including
understanding of problems which more commonly occur in the first three to five days
following delivery (this education can be 'eceived through means of childbirth education
classes, prenatal visits to a pediatrician, or hospital-directed educational efforts)

6. Identification of a fph,?_/sician-directed source of continuous medical care following hospital
discharge and definitive plans for follow-up established

7. Rho(D) immunoglobulin administered as indicated, based cn results of Rh typing of newhorn
or plan for administration developed

8. Rubella vaccine administered if mother considered non-immune by serologic criteria, or plan
for administration of vaccine established

9. Family members or other sjpport person(s) should be available to the mother for the first few
days following discharge

A delay in the dischar?e of a mother following a normal vaginal delivery may be medically necessary if there is a need
for continued observation or treatment of a medical problem or complication which is related to or is'the direct result of

the current pregnancy or delivery
A delay in the patient's discharge beyond 24 hours may be medically necessary if "ANY of the following are present:

1. History and Physical Findings :

- Intrapartum: _ , _ N _
- rupture ol membranes > 24 hours prior to delivery with suspicion and/or evidence

of possible infection . _ . .
- blood pressure > 140/90 mrn Hg or increase of 30 points systolic or 15 points
diastolic over gre-pre nancy or first trimester blood pressure
* temperature 133° C (100.4°
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- Postpartum;
'tgmperature >38°C (SlOO.4f’_F) _ -
- infection present %en ometritis, urinary tract infection) _ _
* blood pressure <90/60 or > 140/90'mm Hg or increase of 30 paints systolic or 15
points diastolic over pre-pregnancy or first trimester blood pressure
- ex&:elsswe)vaglnal bleeding (blood loss in excess of 1000 cc following a vaginal
_aelvery -
* inability to ambulaie independently _
- unable to void spontaneouslg, e.g., patient catheterized .
- signs of deep venous thrombosis (calf tendemess/positive Homan's sign)

2. Laboratory:

- Postpartum : , o , ,
* hematocrit < 30% (new onset) if the patient is symptomatic (e.g., orthostatic) or

transfusion to treat the anemia is Flanned. . . -
- hemoglooin 5 10mg% (new onset) it the patient is symptomatic (e.g., orthosiatic)
or transfusion to treat the anemia is planned

INAPPROPRIATE INDICATIONS FOR EXTENDING LENGTH OF STAY:
L Adelayinthe dlschar?e of an infant bemt}; breastfed should not affect the discharge of the
mother (e.g., an infantmay be in a NICU Tor an extended period of time)

CRITERIA FOR 24-HOUH INFANT DISCHARGE: (2,3.4,23)
fitLL of the following must be met)

These guidelines represent implementation of the American Academy of Pediatrics guidelines and policies

ALL of the following critena must be confirmed prior to discharge:
1. An uncomplicated antepartum, intrapartum, and postpartum course of both mother and infant

2. Asingle birth term infant (38 to 42 completed weeks) who is normally grown (2,500 to 4,500
grams) and who is examined by a physician prior to discharge and doss not reveal any
abnormalities that require continued hospitalization (i.e., medical problems such as jaundice,
ductal-dependent cardiac lesions, gastrointestinal obstruction, infection, hypothermia, etc.)

3. The infant's vital signs are documented as being normal and stable for the 12 hours
preceding discharge, including a respiratory rate below 60 per minute, a heart rate of 100 to
160 beats per minute, an axillary temperatre of 36.1 degrees centigrade to 37 degrees
centigrade in an open crib with appropriate clothing

4. The infant has urinated and passed at least one stool

5. There is no evidence of siamficant iaundice in the first 24 hours of life (use of noninvasive
means of detecting jaundice may be useful)
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6. The baby lias completed at least two successful feedings, with documentation that the infant
. 'Is able to coordinate sucking, swallowing, and breathing while feeding

[. - Aminimum of twelve hours of hospitalization dur,im}; which time the infant has normal
assessments of thermal homeostasis, cardiorespira orr, urinary, gastrointestinal, and
neurologic systems and has ted successfully (demonstrated a normal suck and swallowing

mechanism)

6. The mother's knowledge, ability, and confidence to provide adequate care for her infant are
documented _b% the fact that she has received education through training sessions, including
problems which may occur in the first three to five days of life ‘th|s education can be
received through means of prenatal childbirth and infant care classes, prenatal visits with a
pediatncian, or hospital-directed educational efforts)

9. The breast feeding mctner-ir.fam dyad should be assessed by trained staff regarding nursing
osition, latch-on, adequacy of swallowing, and mother's knowledge of urine and stool

requency, if applicable

10. Tne mother s knowledge, ability, and confidence to provide adequate cord, skin , and infant
genital care, in addition to temperature assessment and measurement with thermometer,
assessment of infant well-being and rec_ognmon of signs of illness and common infant
problems, particularly jaundice, proper infant safety ég proper use of a car seat and
positioning for sleep) should be documented

11. Family members or other support person(s), including health care providers, such as the
famﬂr pediatrician or his/her designees, familiar with newborn care and knowledgeable about

Jactation and the recognition of jaundice and dehydration are available to the mother and the
infant for the first few aﬁs after discharge (this should include an appointment for the infant
at 2-3 days of age with the pediatrician)

12. Laboratory data are available and reviewed, including maternal cr cord blood serolo?ic test
for syphilis, if mandated by state law, cord blood (or infant blood) type and Coombs fest if
mother Rh negative or type O ,%a Coombs test should be performed on all infants it a .
screenlng test for irreguiar antibodies was not performed during pregnancy); and hemoglobin
and blood sugar determinations as clinically indicated

13. initial hepatitis B vaccine has been given, it applicable, or a scheduled appointment for its
administration has been made within the first week of life (refusal must be documented)

14. There is no evidence of excessive hleeding at the circumcision site tor at least two hours and
appropriate instructions are given after completion of circumcision, if applicable

15. Family, environmental, and social risk factors are assessed, including untreated parental
substance abuse/positive urine toxicology results in the mother and infant, history of child
abuse or neglect, mental illness in a parent who is in the home, lack of social support,
particularly lor single, first-time mothers, no fixed home, history of untreated domestic
E/g)rllt(ejri}lcgﬁspggwlarly dunng this pregnancy, or teen mother, particularly il the aforementioned

ALL, oi the following measures are recommended following 24-hour discharge:
L PhysinaJ examination and infant assessment by a physician, physician-associated nurse
Fracnnoner, or outpatient clinic within 48 hours alter discharge and as indicated thereafter

areas to evaJuate are: nutrition of infant and mother, especially if breast-feeding, mother-
infant interaction, infant behavior, urine output, bowel function, and jaundice)

2. An assessment of lat>omtory data obtained prior to discharge, if not done previously
3. According to state regulations, >k>od samples arc obtained for phunylketonuria screening,
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and blood or urine samples for metabolic diseases (e.g-, thyroxine determinations tor
detection of congenital hypothyroidism), H not done previously or a repeat screening test
performed during the follow-up visit if the initial test was performed before 24 hours of milk

feeding *

4. Plans confirmed for further health maintenance including arrangements for emergency
treatment, immunizations, periodic evaluation, screening, ana follow-up care by home health

nursing visits
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April 11, 1996
Dear Committee Members,

As a mother and a maternal child health nurse , 1have closely watched the
Federal Senate Bill 969 and development of Alaska Senate Bill 193, dealing with hospital
stays for childbirth. Having watched the testimonials given in Washington DC, dialoged
with peers, read the various newspaper articles and legislative actions of other states, |
have come to th following conclusions:

» Problems associated with early discharge are related to poor management, follow up
and access to health care.

» This legislation will not reduce infant mortality significantly in Alaska..

» Senate bill 193 will not change discharge criteria as it is worded.

The initial case which stimulated egislation in Washington, was a case in New
Jersey. Michelle Bauman had her baby, went home and the baby developed a rash and
began throwing up formula. She called the doctor several times and was reassured that
“everything was OK”. A visiting nurse was supposed to come by, but didn’t. Within
hours her baby died from Strep B infection. Two significant problems with her
management were that ;1) that she was not screened prenatally for Strep B (an obstetric
standard of practice) and 2) that she was not informed to return to the clinic for
assessment and 3) the visiting nurse program was poorly coordinated. It is important for
parents to know this information, so that they understand that it was not the time of
discharge that created the problem. It was the fact that she didn’t know that she should
return to the hospital or clinic. Strep B infection can occur much later than 48 hours after
birth. In fact, most babies who die in Alaska, do so after 28 days of age. Alaska’s infant
mortality problem is associated with a high postneonatal infant mortality rate that exceeds
national levels by 30%. Another thing to consider is the problem of perinatal drug use
ravaging Alaska’s future. In 1989, a study at FMH revealed that 14.8% of women in
labor had illicit drugs in their systems. This study was recently repeated in Anchorage
revealing a 16% rate of infants exposed to drugs at birth. What does that tell you about
the need of mothers and babies in Alaska? To me, it says that the needs are not only in
the hospital, but in the community.

Taxpayers are funding health care for mothers and babies. A majority of care in
the interior is provided by government sponsored health carc including: Medicaid (50%
of FMH OB patients), Champus (BACH) and other government employee programs So
as legislation for extended stays seems impending, the question is “How can the health
care dollars best be spent?” It is important for legislators to take this opportunity to lei. i
about ways to improve outcomes for mothers and babies, to improve access to services
and create opportunities for improved outcomes.

For example, at Bassett Army Community Hospital, when Certified Nurse
Midwives were brought into the Obstetric practice, the cesarean rate dropped from 19%
to 11%and it was reported that midwifery created cost savings of over a million dollars
per year. That is information legislators, insurance companies and taxpayers need to
know. Unfortunately, the majority of Medicaid clients in Alaska can not access nurse



midwifery care in Alaska, for a variety of reasons. Similarly, in hospital or freestanding

birth centers which operate within the standards of the National Association of

Childbearing Centers (NACC) can create cost savings and improve outcomes. A national

study of over 10,000 births in birth centers, published in the New England Journal of

Medicine in 1989 found outcomes such as a cesarean rate of 4.4% with infant mortality

less than 2 per 1000 births (one fourth of the current US rate). Birth centers were initially

developed as an alternative to home birth and may have stimulated early disci irge we see
today. Unfortunately the process of care was poorly understood and in most cases never
implemented. First, this early discharge program was not meant for all women. It was
designed for low risk women, with midwifery primary care. It emphasized prenatal
education, risk identification, risk reduction, referral for high risk and extensive home
care. Unfortunately, when early discharge was introduced to Alaskans, no reimbursement
for prenatal education (which could have at least prepared people for early discharge), nor
any coordinated, timely, home care follow up programs were offered. So, my question is,
why are you willing to pay $1000 for an added day in the hospital, but not $5 on
programs, such as coordinated home care and prenatal education. Hospitals won’t
develop these programs until they are reimbursed. Furthermore, in order to understand
what influences those 48 hours in the hospital, we must look at the whole spectrum of
events in the childbearing year.

Specifically 1 would like to recommend:

» A forum for study of this problem be developed, which would include maternity care
consumers, Certified Nurse Midwives, Certified Licensed Midwives, Physicians,
Community Health Aides, hospital obstetric nurses, nurse managers, Public Health
Nurses, legislators and hospital administrators or other interested individuals.

* Incentives for in hospital and freestanding Birth CentCiS which havae NACC
Acccreditation be developed by insurance companies.

» Legislation introduced which would enable Certified Nurse Midwivcs to have
hospital privileges just as other similar practitioners (like Family Practice MD’s).

» Legislation which supports reimbursement for postpartum home care programs as an
option to extended hospitalization.

The time of discharge should be a decision made between the health care provider
and the mother, based upon criteria such as simply being a first time mother! Clearly,
for problems to truly be eliminated, such as presented in SB 969 testimonies, follow up
care programs must be developed. A 24 hour stay in the hospital won’t do much good if
mothers do not receive the education and support they deserve. That education and
support should begin prenatally and continue into the home and into the community.

Sincerely yours,

Janet Thurston, RNC
436 Valley View Drive
Fairbanks, Alaska 99712
(907)457-1164



INFANT MORTALITY

%

Infant dcatlis arc defined as dcatlis which occur before anindividual's first birthdar. Infant mortality may be
calculated by either of two methods: birth cohort or death cohort. The birth cohort method considers all babies bom
in acalendar year and determines the number of those babies who die before reaching their first birthday. The death
cohort method compares the number of babies who die during a calendar year with the number of babies bom

during the same yea.

The birth cohort method is the most consistent calculation, since it analyzes dcatlis fora specific group of infants.
When using die hirth cohort mediod in this report, all infants bom in calendaryear 1992 arc considered, whether llie
deadi occurred in 1992 or 1993, Birth cohort calculations are not included for 1993 in this report because not all
1994 deadi records were complete at die time this report was compiled.

The death cohort mediod is used in diis report for calendaryear 1993, Using this inediod, if an infant is bom in 1992
and dies in 1993 before die first birthday, only the death would be counted. However, if an infant is bom in 1993
and dies in 1994 before die first birthday, only the birth would be counted. If an infant is bom and dies both widiin
1993. both events (birth and death) will"be counted using die death cohort method.

The total number of infant dcatlis during 1993 was 90. This is a ten percent decrease from 100 infant dcatlis durin
1992. Since relatively small clianges in infant dcatlis can cause Iarge fluctuations in die infant mortality rate (IMR?
from one year to the next. Alaska’sannual IMR is calculated on afive-vcar moving average. The 1989-1993
five-vcar average infant mortality rale was 9.1 dcatlis per 1,000 live birtiis, down from 9.8 dcatlis per 1.000 live
birtlis for 1988°1992. The U.S. infant mortality rate of 8.3 dcadis per 1000 live births in 1993 decreased from 85
infant dcatlis per 1,000 live birtlis in 1992.1Both the U.S. and Alaska infant mortality rates have been steadlly
decreasing in die last dozen years; however, the Alaska infant mortality rate has been decreasing more quick % than
the U.S. rate. Consequently, die Alaska f|ve-5ye%ar movm% average infant mortality rate for 1993'is nowjust 0.
dcadis per 1,000 above the U.S. 1993 rate. (See Chart 2.1 for a comparison of U.S. and Alaska infant mortality rates.)

. National Center for Health Statistics. U.S. Departmer_n grilealth and Human Services. "Annual Summary of Births, Marriages, Divorces,
and Deaths: United Stales, 1993." Monthly I'llal Statistics Report, Vol. 42. No. 11, October 11. 1994,p. 7.
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INFANT MORTALITY (continued) Alaska Bureau of Vital Statistics

CHART 2.1 INFANT MORTALITY RATES, ALASKA AND THE UNITED
STATES, 1980-1993 (DEATH COHORT METHOD)

BBUn.ted

OAlaska

Alaska rules are live-year moving averages per |.(HDlive births, based upon u dcath-cohort. Itoiled Slates rates are courtesy of the
National Center for Health Statistics.

When anaIyzmq_mfant mortality, a distinction is made between nconntai mortality and Dostnconatal mortality.
Neonatal mortality is denned &S infant dcatlis which occur before the 28th day oflife, Postnconntal mortality is
death which occurs from the 28th day and prior lo the first birthday. While Alaska’s infant mortality rate hes
decreased and is now closer to that of the United Stales', there is alarge difference between neonatal an,,
postneonatal rates. Alaska hes aliislory of lower neonatal mortality rates tlian the nation (Chart 2.2). but a
significantly higher rate of postneonatal mortality (Cliart 2.3).
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Alaska Bureau of Vital Statistics (continued) INFANT MOKTai itv

CHART 2.2 NEONATAL INFANT MORTALITY RATES, UNITED STATES AND
ALASKA, 1985-1993 (DEATH COHORT METHOQOD)
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CHART 2.3 POSTNEONATAL INFANT MORTALITY RATES, UNITED STATES
AND ALASKA, 1985-1993 (DEATH COHORT METHOD)

1986

1988

1989

Alaska rates are five-year moving averages per 1,000 live birtlis.
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INFANT MORTALITY (continued) Alaska Bureau of Vital Statistics

As shown in Table 2.7 on the previous page, the single %ggtest cause of postneonatal deaths is Sudden Infant Death
Syndrome (SIDS). In die ten gears from 194 through 1993 SIDS accounted for 47.7 percent of all postneonatal

deaths in Alaska. (Sec Chart 25 below.)

In the five-year period from 1989 tIuough 1993.134 infants died of SIDS, a rate of 2.3 per thousand live birtlis. This
compares with a rate of 1.2 deatlis per thousand live hirtlis for the United States in 1992. the last year for which cata

arc available.

Chart 2.5 (below) compares Sudden Infant Death Syndrome (SIDS) with all other causes of postneonatal deaths
from 1984 through 1993, In 1984, 1985. 1986. and 1993, SIDS caused more neonatal dcatlis than all other causes
combined. Table 2.8 illustrates that for all infant dcatlis, SIDS was the single leading cause of death in all years
since 1989, with the exception of 1992 when congenital anomalies was the single leading cause of infant dcatls

In aneffort to reduce SIDS dcatlis. researchers liavc attempted to identify potential causes. In 1991, New Zealand
launched a "National Cot Death Prevention Program" which encouraged parents to place infants to sleep on their
backs, promoted breast feeding, and dlscourage | parental smoking and bundling of the baby 2 Similar programs
were faunched in other countries ofthe United Kingdom. Countries that have advocated sice or back s eepmg for
infants have experienced large decreases in SIDS dcatlis.3Pediatricians 0o caution, however, that infants wit
craniofacial abnormalities and gastro-csopliageal reflux should be placed in a prone sleeping position4

CHART 2.5 SUDDEN INFANT DEATH SYNDROME (SIDS) COMPARED TO
ALL OTHER CAUSES OF POSTNEONATAL DEATHS, ALASKA,
1984-1993 (DEATH COHORT METHOD)

60
50 m

1984 1985 1986 1987 1988 1989 1990 1991 1992 1993
m SUDDEN INFANT DEATH SYNDROME (ZIALL OTHER

2. Willinger. Marian. Ph.D.. llolfman. Howard J.. MA. and Hartford, Robert B, PhD. "Infant Sleep Position and Risk for Sudden Infant
Death Syndrome: Report of Meeting Held Janunry 13 and 14. 1994. National Institutes of Health, Bcthesda. MD," Pediatries Vol 93
No. 5. May 1994. p. 814.

3. Ibid., p. 815.

4. lhid.,p. 817,
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