ALASKA LEGISLATURE COMMITTEE FILES 1995-1909 6 8 6 7 2

8 700 H OUSE LAB OR & COMMERTCE , 4



Infants' Health Security Act amends the mandated benefits law and requires HMOs to cover
maternity stazs qccqrdmRAto 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 HMOs_? to provide 48 hours of care for vaginal
deliveries and 96 hours after a Caesarean section, it 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 S"969. The bill, which closely resembles New Jersey's
law, would establish a uniform policy. The Coalition A’\(]]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
against mandating what it calls a "costly and unnecessary benefit." The coalition argues that the
law 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 man?/_states move toward managed care for their Medicaid recipients, questions about the
costs, efficacy and quality 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 majoritY of the nation's 584 HMOs. GHAA.sars that no
emfalrlcal 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).

Man>{ providers and HMQs, 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 siandard for all members
because it undermines "utilization review," a method used to evaluate health care on the basis

of appropriateness, necessity, quality and cost.
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WOMEN AND CHILDREN FIRST
Georcel. Annas,J.D., M.P.H.

In the lore of the sea there are few events that have
so exemplified heroism and self-sacrifice as the acts of
the 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
piaving) "while the women and children were saved
and the captain verﬁ oroperly went down with his
snip."1 More than 450 lives were lost, and the phrase
"women and children first” was introduced into the
language as part of the “Birkenhead drill." As Klpllng
out’it in_his poem "Soldier anlSailor Too": "to stan
an’ be still to the Birkenead drill is a damn tough bullet
to chew."7 N

in the rapidly cvoiving lore of managed care, the
Birkenhead drill's rule of women and children first has
taken on a new meanlng with respect to childbirth as
so-called drive-through deliveries are required by more
and more_health plans. (Elsewhere in this issue of the
~Joumal, Parisi and Mcver discuss the question of the
kegE'?Aength of stay after delivery ? These plans often restrict

icsoitalization 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
m.enable the health plan to retain more insurance-pre-
mium dollars. The new drill is thar. the passengers must
sacrifice for the captain and crew; women and their
newhorns 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-carc medicine? The answer is that this %opulatlon
?roup is an irresistible target for both health care en-
repreneurs and politicians. In the current hudget-cut-
ting fever in Congress, welfare "reform," which directly
3llects mainly poor women and their children, was
passed by hoth the House and Senate as a way to rc-
Juce spending on the current programs. Similar strate-
gies are, to abolish Medicaid and to push more poor
women into managcd-care settln%s. The only group for
which mandatory screening for the human immunode-
ficiency virus has been seriously proposed is prePnant
women and their newborns. Poor women and chifdren,
who do not have the political influence or financial re-
sources to resist even draconian actions against their
interests, are easY targets. Although drive-through de-
liveries also alTcct only women and children, the afTect-
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-

jects."5 By the 1
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lows this issue to serve as a surrogate for more per-
vasive (and dangerous) problems with market-driven
medicine."™* _

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 15 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 Ionqer 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 3iid newborns, because
there is little more than anecdotal data available to
help determine the approprlate 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 habies delivered by cesarean section who
were discharged within 24 hours.1In the absence of
conclusive_data, it is not surprlsmﬁ that health plans
P“Sh to minimize their costs and that physicians fight
0 retain decision-making authority over-hospital dis-
charges.

In-Hospital Deliveries

Childbirth in the hospital was not widely promoted
until the 20th century. The major reasons Tor the shift
from home delivery were greater safety for .iw.hcr 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.5 But %a[ns for women were purchased “at the
expense of emg groqessed as possibly diseased ob-

50s, in-hospital delivery had become
"unpleasant and alienating. . . . women were power-
less . . ._pIaylng a social role of passive dependence
and obedience."5 A movement to re?aln some control
b,e%an. 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. o

By the 1990s, as Ellen Goodman has put it, “with
shorter and shorter hospital stays, the Postpartum
world isn'tjust like home, it is_home.”, If this trend
continues, we could move full circle, with home birth
again becomlnlg the norm. This is not necessarily bad
for women at [ow risk for complications of labor and
delivery. Hospitals are expensive, and long stays are
often, perhaps almost always unnecessar%/. 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 Iength of ‘stay and argue that increases
in efficiency can be achieved without advene 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
Jeliveries ‘and from eight to four days for cesarean de-
liveries.k Since childbirth is the most common reason
for inpatient care in the United States, hillions 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 Permancnte, a nonprofit
health planthat has a solid track record of taking care
of its patients over the long run, also secs shorter stays
after delivery as cost-effective, safe medical care. Its
Physmlans and nurses have reportedly been instructed
10 encouraﬁe new mothers to leave the hospital by say-
ing that “Nospital food is not tasty," that the miother
can have "unlimited visitors at home,” and that she will
sleep better in her own bed.5 This Is all true, and al-
most all women will prefer to leave the hospital as soon
as p|OS§|Ible’ especially if good follow-up care at home is
available.

Oﬁponents 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 modlfr or limit drlve-throth
deliveries by requiring health plans to pay hospitals for
Ion%er stays under certain conditions. The early success
of these efiorts is worth examining, because it may hold
lessons for other legislative action in the managed-care
arena.

State Legislation

In Ma>r 1995, Maryland became the first state to en-
act legislation to curtail 24-hour-djscharge policies.
As one of its prlm,arr reasons for acting, the legislature
noted that "hospita stays,of less than 24 hours after
childbirth typically result in unsatisfactory PKU spec-
imens (for phenylketonuria testlnﬁ] as a result of insuf-
ficient milk fee mggs" and that “the state's statutes anci
requlations direct the screening of newhorn infants for
hereditary and congenital disorders in the hospital pri-
or to disCharge’ ]OHV\aryland IS ?erhaps the (;ountr}/]’s
leader in newhorn screenlngg he 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 critéria outlined in the
most current version of the Guideline:for Perinatal Care
prepared by the American Academg/ of Pediatrics
&A P] and the American College of Obstetricians and

necologists [ACOG(].”]O Because the AAP and
ACOG now recommend a 48-hour stay for uncompli-

Dec. 14, 199.5

cated deliveries, the law, which took effect on October

|, had the effect of eliminating provisions for shorter
lengths of stay by insurance companies and health

lans.
P Also in May 1995, the ACOG urged a moratorium on
further shorténing 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."

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-
E)ames must cover, She told the audignce at the hospi-
al, "I have two children — one bP]/ C-section — and |
know that 24 hours is not enough."2 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." 2 Unlike the Marz/land 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."3
The law further specifics that such coverage is not re-
quired unless the care either is "determined to be med-
|ca||¥ necessary by the attending physician” or “is re-
uested by the mother." 3 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
P_robably be more important how the financial incen-
ives 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 on July 28, providing simply that “a health ben-
efit plan that provides maternity coverage shall provide
covera%e for inpatient C3re for & 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.”" On November 21,
Governor William Weld of Massachusetts signed legis-
|ation similar to the New Jersey law. Other states with
Ie%l_slathn pending or under study on this topic include
California, Connecticut, Delaware, Illinois, 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)
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Preclud_es the application of state mandatcd-beqcfit laws
0 self-insured employee-henefit plans.L On the other
hand, courts maY consider this a hcalth-and-safety
measure d(especlal }{ laws like Maryland's) rather than a
mandated-benefit Taw.; 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 effectivé 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 ar/gued_ that uniform federal legislation
that covered all American women and children was
needed. Horror stories help drive legislation. In dra-
matic testimony, Micheilc and Steve Bauman of New
Jersey told the committee how their daughter had died
from ‘a streptococcus 3 infection two days after she was
born. She ‘and he. r.iothcr had been’ discharged 28
hours after the baby's birth, Although there may be no
way to know for sure, the Baumans helieve that their
daughter would have been properiv 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 bv the

system,

,ySenator Bradley's hill 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 48 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-
aged-carc industry opposes the bill on the grounds that
government should not interfcr' with the market in this
area. Silent on similar legislation until very recently, the
American Medical Association supports the bill as “a
good first s_tep" to ensure that women are not dis-
Char e(]JI8 until they and their physicians think it appro-
priae.

When Legal Regulation |s Necessary

_In the most general sense these hills 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 o Sprot,e(;t the welfare of both workers and
consumers. peclflc,requlatlons, like those outlined in
these hills, are inevitable when society sees industries,
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especially for-profit corporatlpns, going too far in pur-
suing their own goals a ?ubllc expense.

These bills alSo reflect a concern about power. At
least since World War II, physicians have held most of
the decision-making power in medicine, The informcd-
conscnt doctrine has sought to move decision. makmg
toward a model of partnership between physicians an
?atlents, and at least in situations like childbirth, when
he 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  grganizations %HMOS) are at-
tempting to take demswn-maklng authority away from
Physmlans and their patients and to put more of it in
hé hands of .mana%ers, who base their rules on cost-
benefit analysis. But cost-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 cuit
B'etftor? physicians and their patients begin complaining

itterly.

Nether organized medicing nor the public wants
managers to decide how- individual patients will be
treated. The Maryland legislation attempts to put deci-
sion making hack in the hands of physicians by requir-
ing that health plans and insurance ‘companies accept
as necessar?; any care_that is so designated by physi-
cians and that is consistent with professional medical
8U|dellnes. Since hoth the AAP and ACOG also en-

orse collaborative decision makm% grounded in in-
formed consent, this approach may be Seen as the tra-
ditional model. The New Jerse}/ law (and the federal
Broposal based on |t} is different, however. Although it
ows to the historical ability of phyS|C|anjs to determine
medical necessity, it moves beyond this concept by
directly empowerm% patients “to make their own
decisions, based on their own values, re,tt;ardless of their
physicians' views of medical necessity. Specifically,
even if 48 hours in the hospital after délivery is deter-
mined not to be medically necessary by a woman's at-
tending physician (and the child's edlatrlctang the
woman and her child may still stay 48 hours if this is
what the woman wants. This is a powerful endorsement
of patients' rights. Of course,_the hospital is not a pris-
on, and women arc 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
|beneflts both patients and the 'ealth plan's Dottom
ine.

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 hosgltal, the amounts in c{u.estlon arc probably clos-
er t0 5100 than SI.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 gu,aranteeln% mothers a stay of at least 48 hours
IT they wish it.3 If the insurance company does not pa

for the second day, the hospital will absorb the estimat-
ed 5300 in added cost,19 At least one major hospital,
Tampa General, in Florida, has gone even further by of-
fering all its maternity patient™ an extra 48 hours of
post-dellver% care after discharge from the hospital, at
no cost to the patient.™ The patients who opt for this
Program,wnl be cared for ina hotel-like unit, named
he "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 t0 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 Ie?rslathn IS a sideshow in
the debate over health care-financing reform that will
have little real effect on cost, guahty, 0r access to health
care by women and their children. Although the length
of stay is important, especially after a cesarean section,
it is ot a sufficient measure of the quality of care. |t
has, nonetheless, taken on alife of its.own for the public
and politicians because it can be easily understood and
because it illustrates the general problem of premature
hospital discharge. Moreaver, 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 passmP stat-
utes dealing with single aspects of care (€.g., the enqt
of stay) or single reasons for hospitalization (e.g., child-
blrt(h:). 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 P,robably have a much
greater ]mgact on the overall quality of care than stays
after childbirth. , _

Unlike the proposals rePardlng hospital stays after
childbirth, which arbitrarily use the total number of
hours in the hospital as a surrogate for_quality, Con-

ress was on much firmer ground when it adoBted the

me[genc?; Medical Treatment and Active Labor Act,
rec.\umn ospitals 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."3
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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 transferor 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 states 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-
drcn and their mothers. Moreover aIthoth it makes
no sense for Con?_ress to requlate 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 hoth by %%Jaranteemg this mini-
mum and by encour,agmfg héalth 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 a%gresswe action. The
s¥mbollc 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. The signal ran 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 are patients, not customers, Patients need care
not management. And patients should have a centra|
role in deciding how our new health care system will

operate.
p,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 helpln% to raise symbolic flags like legislation
regiulatlng drive- hrou%h 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 qulslatlon to guarantee the right to a
gectent minimum of health care for women and children
irst,
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BOOK REVIEWS
Stroke Therapy

Edited by Marc Fisher, will) contributions by 33 others. 490
ou., illustrated. Boston, Buiierwonh-Heinemann, 1995. 390.
ISBN 0-7506-95/5-7.

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 hemiparcsis 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 aie 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 clear 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 (hat 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 'o “rescue” neurons
in the ischemic penumbra and restore function in drug-treat-
ed animals.

A chapter on cytoprotective therapy for ischemic stroke
chronicles the preclinical and early clinical development of
these new neuroprotcctive medications. A similar chapter on
thrombolytic therapy succinctly summarizes the recent clini-
cal experience with both iniraaricrial 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 olTcred 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 the status of
brain perfusion. With these techniques, known as dilTusion-
wetghted 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 well-written
chapter in terms understandable io the nonradiologist. Im-
pressive examples of their use in patients with acute stroke
arc also provided.

Besides the chapters described above, which provide aroad
map into the future of stroke therapy, there arc numerous oth-
er chapters (hat are useful for the clinician caring for patients
with stroke. These include a nice descripiion of risk factors
for stroke, medical therapies (anticoagulant and antiplaiclcc
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 (he discussion of ischemic stroke;
concise summaries of the diagnosis and treatment of sub-
arachnoid hemorrhage and intracranial hemorrhage arc also
included. New ncuroimerventional 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
ca iscs of stroke, such as the antiphospholipid-antibody 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. Albers, 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 res}t., , ,

Medicare beneficiaries particularly are htlracled to
-IMOs if they do not charge Medicare’s normal deduc-
tibles and coinsurance_and” when they provide services
not ofTcred by the traditional pro%ram, such as prescrip-
tion drug covera?e, the report stated.

Over the past three years, the number of HMOs
charging Medicare beneficiaries no premiums increased
from™ 26" percent to 49 percent, GAQ found. And while
32 percent of HMOs_provided an outpatient prescription
dru? benefit to Medicare beneficiaries in 1993, 49 per-
cent did so b¥, the end of 1995.

Some_ beneticiaries also joined HMOs under an agree-
ment with their former employers to continue receiving
health care coverage, it added.

Thefirst copy of the report. “Medicare HMOs: Rap-
id Enrollment Growth Concentrated in Selected States”
(GAO/HEHS-96-63), is free; additional copies are 2
each from GAO, P.O. Box 6015, Gaithersburg, Md.
20884-6015; (202) 512-6000.0

Plan Regulation

Maryland Lawmakers Consider Stricter
Law For Maternity Hospital Stays

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

SAchildbirth in order to close a loophole through which

health insurers and health maintenance or%anlzatlons
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 Committée Chair-
man Thomas L. Bromwell (D), the lead sponsor of SB
433, said at a Feb. 15 hearln?. He was referring to the
"Mothers' and Infants’ Health Securl_t;{ Act"" passed
during _the ~Assembly's 1995 legislative session
(L MACR 24, 7/5/95). _ o

The 1995 law, which was the first of its kind in the
nation, re(ﬂuwes insurers, HMOs, and utilization review
agents to follow the Guidelinesfor Perinatal Care pub-
lished by the American Academy of Pediatrics and the
American Colleﬁe of Obstetrics and Gynecology, which
recommend 48-hour and 96-hour hospital stays for un-
complicated vaginal and ccsarean-section hirths, respec-
tively. However, an exception, in the 1995 law allows
insurers and HMOs to authorize a shorter stay if new-
borns meet the guidelines' criteria for medical” stability
and if the insuref or HMO overs 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
customar% hospital’ slay for ccsarean-section births from
72 to 48 hours,” Bromwell said.
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Exception Cre-g~ed|-~.Loophole

Sen Delores G A 1U v fA A ""crergor of list
Years Ieg.lslallfd\_/rartrmrrméjf‘eTcV_ 15 nearing i at
he ex teP_tlon |p"|r%}Q/g"RC’\" DACBfiWfiYnd HM Ds
to authorize a shirt™r*hnspjmjjitny if they rmwr g,
home \Msif"turnecTout 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
Rrevent_ mental retardation. "We intended that the single

ome 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. o _

In many cases, the home visit is not even belln?
conducted ‘when women are discharged from a hospita
less than 48 hours after delivery, according to Howard J.
Birenbaum, chairman of the Fetus and Newhorn Com-
mittee of the American Academﬁ 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 bemg
considered by the Assembly would bar insurers an

HMOs from “imposing a deductible or copayment for
three—not one—home visits that would "have lo be
rovided lo mothers who agree lo a sh'ritr hospital slay.
he measure also would prohibit insurers and HMQs
from penalizing physicians who order the lenzer hospital
stays called for under the lcgisiaiiuu. b adciaioo, insur-
ers and HMOs would be required lo provide annual
nolice lo insureds and enrcllees re?ardlng the post-nalal
coverage mandated by the state. IT enacled, the legisla-
tion would lake effect July I. _

The Maryland Association of Health Maintenance
Organizations said it opposed SB 433 unless it is amend-
ed 10 give the attending physician the authority lo decide
whether a shorter hospital stay is appropriate. As draft-
ed, the legislation would allow the mother to make that
decision, in consultation with her attendlng_ph%smlan_. In
another area, MAHMO's position paper said the legisla-
tion's home visit requirements are “too prescriptive."

As an alternative, MAHMO endorsed the concepts
embodied in SB 717, a broader bill that addresses
hospitalization benefits for post-dellverY care, SB 717
would require 48 hours and 96, hours_ ot hospitalization
after vaginal and cesarcan-section deliveries, respective-
ly, only if the attending physician determines that such
hospitalization is_necessary under AAP and ACOG
quidelines. The hill would establish an expedited appeal
Elrocess for physicians in the event that an insurer or

MO renders an adverse decision regarding the hospi-
talization coverage ordered by the physician.

SNA’ i(%ﬁmmmo.ner
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The House Environmental Matters Committee has
scheduled a Feb. 27 hearing on the matter.CJ

%

Mental Health

San Diego County Begins Conversion
To Managed Mental Health System

SAN. DIEGO—San Diego County plans to 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
DIE?O County is the largest county in California to have
contemplated such a change. .
On Feb. 6, the San Diego County Board of Supervi-
S0rS a?reed to hire a technical expert to help with its
request for proposals, and county officials hope by year's
end to have completed the RFP"process. o

"Privatization is not quite the way to look at it, since
10 percent of our services are_ already contracted out to
anate comBanles 0r community groups,” Joan Fricden-
er(TJ, 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 to what good can be
learned from managed care and apﬁlylng. those managed
care principles and organizing thém into a well-run
system," Fricdenbcrg 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
officer for Vista Behavioral Health Plans, a nonprofit
mental health HMO based in San Diego, told BNA.
_“If managed carc is about cutting costs, and it almost
invariably i, our concern is that it becomes the overrid-
ing thrust," Laura Lee Hall, National Alliance for the
Mentally 11I's deButy director for Pollcy and research,
ftoldd_B A. "It Dbecomes a way t0 cOver up under-
unding.
_On t%e other hand,. Hall said she i guardedly optimis-
tic. "Maybe managed care can help improve the system.
Managed care i supposed to use suentlflca,lg proven
treatments for people who need them," she said.

To assist entities like San Diego County, NAMI hy
April will complete a model RFP for goveriment entities
planning to use managed care comPanles to run public
mental nealth programs. And by October, NAMI should
complete a reﬁ)or,t card on public sector managed care
for the mentally ill.

‘| don’t know that we expect a heck of a lot of
savings," Fiicdenberg said. Any savings will be reinvest-
ed in new services for the targzet population including
vocational education, and 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,"
Fricdenbcrg “said. o

San. Diego County has suffered from California's
recession, a well as a proportionately smaller pot of
fundlng from the state than many other counties, due lo
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 Medi-Cal, the slate’s Medicaid program.
It receives S25 million yearly to run the program. In
Ja?uatry, it also will assume risk for outpatient Medi-Cal
atients.

PThe county wants to improve its management of
information systems, making sure resources are used in
the best possible way, Fricdenbcrg said.

Managed care organizations have developed the sys-
tems to perform intensive case management, there dy
ensuring that treatment regimes are heing 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-
C?IVGS regular reports on ease of access to different levels
of carc.

“You want to create the correct incentives and not
provide the incentive to deny care,” Panzarino said.
‘There should be bonuses not inY 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 arc sPeual challenges to applyln? managed care
principles lo the target population. “A Tot of managed
care was appropriately developed for people who are
basically healthy," Friedenbcrg said. "We are dealing
with an’adverse risk population. These arc not people for
whom prevention works. We have to make sure wc
preserve services and improve services for people -who
need them.”D

In Brief

SOUTH DAKQTA GOVERNOR SIGNS LR BILLS: South
Dakota Goy, William Janklow (R) Feb. 16 signed legisla-
tign that will require utilization review organizations %p,er-
ating within the state to retiuster with 1t"and to establish
grievance procedures for thelr members. , ,

One bill'(HB 105_921_re%uwes all Etlllzatlon FeVIEW Qrgani-
zations OPe atlng within South Dakota lo register with the
state nealth department; the other (HB 1057 requires both

ight e 1996 by TGo Bureau of Natioel Affairs, Inc.. Weshi DC 2087
gt by J(B%l@?ﬁm&% gn
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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 are 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 Insyrance met Feb.'d with
various industry groups to address the issue of requ-
lating risk-bearing entities, said Alice Knapp, staff
attorney for the State of Maine Bureau of [nsurance,
noting a consensus that there are some legitimate
requlatory concerns with regard to downstréam risk
contractlntq. _ ,

" 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 hill in the state Le_gls,lature would
ermit Browders to offer full risk capitation coverage
81 HCPR 250, 2_/12/962. Currently, in order to offer
capitation, requirements for a health plan under the
Knox-Keene Act, Including licensure, must be met.

Under the hill, hospitalS and medical gzroups would
be authorized to contract with HMOs To provide a
comprehensive range of hospital, physician, and other
health care services normally handled b% licensed
plans, on a full-risk, or "globar* capitation basis.

State HMOs view the bill as an attempt by provid-

hSfcS ers.to get into the rapidly expanding mana(];ed care
h

husinesS without havmgP to complyr with all Knox-
Keene, Health Service "Plan Act. "The act requires
financial disclosure and equity requirements to guard
against health plans becoming insolvent.D

— 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 Dea (Dﬂ eb. 14

The program, whic Lt
ened becalse some lawmakers_ said it was not what
the, Ier%gslature intended when it passed the enabling
legislation (11 159) 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 runpning the program itself as a scaled
back fee-for-service program partly because the only
Brlvate bidder for the pro?ram, AssureCare, has yet to

e granted a certificate of need from the state..
_ Shortly after the plan |
licans aftached a growsmn to the 1995 budget recon-
ciliation bill (H 534) to halt the program. The move
drew fire from Dean, for whom hedlth 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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egan Jan. 1 had been threat-

an was kicked off, Senate Repub-
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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 uncertamtXoner 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 pro?ram, but that he could not get House

negotiators t0 agree. . ,

?ﬂe rules, wﬁ?ch will be filed by March 8, would be
chanqed to accommodate the anticipated, permanent,
full-blown managed care plan, Wallace-Crodeur said.D

Virginia
LAWMAKERS APPROVE LEGISLATION
SETTING STANDARDS FOR MATERNITY STAYS

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

The Ie%!slatlon (HB 97, SB 148% passed both cham-
bers_una |mousl¥ approved by the House Feb. 8 and
the Senate Feb. 12. o

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

However, both bills were amended to require the
state set up a provision for “m?at!ent 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 Gynécological Services,”
prepared bY the American College 0f Obstetricians
and C ~ cologists. . ,
_The lygislation requires payment for any home vis-
its or office visits recommerided by the health care
provider subsequent to the hirth. _

_In-addition, insurers and health maintenance orga-
nizations will he required to develop Oﬁtlonﬁﬂ COVEr-
age for obstetrical services that meet the same stan-
dards described above, including coverage of follow-
up_home or office visits, ,

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

Ohio
GOVERNOR CREDITS AGGRESSIVE EFFORTS
WITH SLASHING MEDICAID COST INCREASES

CINCINNATI—0hio has cut growth in Medicaid
spending to a_historic low—14" percent for fiscal
1995—Dhy ensuring that state doJlars work "harder and
smarter” Gov. George Voingyich (R) said Feb; 13 inf
his™sixth State-of-the-State address. _ J

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

Copyrigt 0 19Ghy Tro B%m(% Inc, Weshingion, 3G 20087



Maryland

LAWMAKERS CONSIDERING_STRICTER LAW
FOR POST-DELIVERY HOSPITAL STAYS

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

If a mother agrees 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 thougzht we addressed this problem last year,
but apparently we did not," Sen. Finance Committee
Chairman Thomas L. Bromwell (D-Baltimorg), the
lead sponsor of SB 433, said at a Feb. 15 hearing. He
was referring to the "Mothers’ and Infants’ Health
Security Act™ passed durmbg the Assembly's 1995 legis-
lative session (3 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 CoIIeZ?Be of Obstetrics and Gyne-
cology, which recommend 48-hour and 96-hour hospi-
tal Stays. for uncomP,Ilcated vaginal _and. cesarean-
section” births, restec |ve|I_}/. 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. _

Bromwell noted that, despite passage of the 1995
law, most Insurers and HMOs in Marklland are rou-
tinel I|m|t|n%covera e to 24 hours after delivery. In
addition, "some members of the insurance inddstry
took a punitive response to last year'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 favorahly because the bill's 26 sponsors
incluge 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
nvirgnmental 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
Issues. Passing this bill is the first step in that direc-

tion," he said.
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Exception Created A Loophole

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

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 screen-
ing to prevent mental retardation. "We intended that
the single home visit in lieu of a 48-hour hospital stay
would De 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
Newhorn Committee of the American Academy of
Pediatrics'  Maryland. Chapter, which supports™ the
stricter Ieglslatlon. Birenbaum told the Senate com-
mittee that a survey of women delivering ul St. Agnes
Hospital in Baltimore after Maryland's™ law tooK 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 to 48 hours. Of the remaining
women, over 50 percent refused the home visit be-
cause of a reluctance to meet a deductible or co-
payment requirement,” he said.

Legislation Would Add Restrictions

As currently drafted, the stride-- legislation bemg
considered by the Assembly would baf insurers an
HMOs from imposing a deductible or co-payment for
the three home visitS that would have to be provided
to mothers who aPree to a shorter hospital stay. The
measure also woufd prohibit insurers and HMOS from
penallzmq h¥5|uans who 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-na,tal coverage mandated by the state.”If enacted,
he legislation would take effect July 1. _
Américan Academy of Pediatrics representative
Bobbi Seabolt noted. during the Senate hearing that 33
states are considering some form of Ieglslatmn re-
garding post-delivery hospital care and that four
States, ‘including Maryland, already have enacted leg-

islation in this area.
HMQs, Doctors Group Opposed

The Maryland Association of Health Maintenance
Organizations, said it opposed SB. 433 unless it is
aniended to give the attending physician the authority
to decide whether a shorter Rospital stay is appropri-
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
pdper Said the legislation's home visit* requirements
are "too prescriptive.

As an alternative, MAHMO endorsed the concepts
embodied i 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 cesarean-section deliveries, respec-
tively, only if the attending physician determines that
such” hospitalization is. necessary under AAP and
ACOG guidelines. The bill would éstablish an expedit-
ed appéal 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 Posmon, the Médical and Chir-
urgical Facu|t¥, of Maryland, the state's leading physi-
cians organization, also called for amendments to SB
433 while endorsing the approach embodied in SB 717,
The_two groups préviously 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, conmdermP the pos-
sibility of mandating longer hospital stays after deliv-
ery, St. Agnes Hospital in Baltimore ran into trouble
with state” requlators Feb. 12 by announcing that it
would provide all new mothers and infants & 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 sgs-
tem, according to Robert Murray, executive director
of the Health Services Cost Review Commission, the
state’s hospital rate-settln? 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 state 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 henefit
from this In the short term, all Maryland residents
could be harmed if the state's all-payer system col-
lapses, Murray noted. o

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 hgspltal sta?/.
The structure of the a&gllcatlon will be developed in
cooPeratlon with HSCRC staff and must be approved
y he commission. In the interim, St. Agnes will be
allowed to continue offering the free second day.

Murray told BNA that the HSCRC expects to Teview
the hosgltal’s_apphca_tlon at its regularly scheduled
Maych 6 public meeting. He noted™ that the HSCRC
staff is examining the Consequences associated with
St. Agnes' action Under the state's rate-sefting mecha-
nisms.and plans to present a recommendation at the
commission meeting.D
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Managed Care

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

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

At opposite ends of the regulatory continuuni are
trail-blazer Colorado, with jfts high ,managed care
penetration, and Maine, which has just started to
discuss the issue. Colorado requires all Erowder orga-
nizations that accept any type. of risk to have “an
Insurance license and meet minimum solvengy Stan-
dards, while Maine has not yet set any specific stan-
dards for risk-taking Prowders. , ,
_States are still “all over the board" in regulating
risk-assuming provider. networks, Daniel W.” Krane,
White and Williams, Philadelphia, told BNA. ,

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

Meanwhile, Pennsylvania issued a "murky draft" qn
Sept. 21, 1995, in which the Department of Health saig
it will review provider networks for solvency and
quality concerns. Earlier, a Group Health Association
of Anerica survey revealed that state oversight was
erratic, and GHAA demanded state insurance com-
missioners crack down_on provider entities taking on
risk (3 HCPR 1141, 7/17/955).

Pressure Has Intensified

Pressure to resolve the matter has intensified as
organizations such as physician-hospital organizations,
infegrated service networks, and providér coopera-
tives contract directly with employer grouBs. By di-
rect contractmg, network providers hope to }(ﬁass 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 providin
health care to an insured population and—at leas
arguably—in many states, to assume risk is to be in
}Qeulg)tuigwess of “insurance and subject to state

That was the position taken b?/ the Natl?na,l Associ-
ation of Insurance Commissioners in a bulletin issued
Aug. 10, 1995 (3 HCPR 1340 8/21/95%. The bulletin
advised state insurance requlators that health provider
networks accepting risk on a Prepald basis are in the
business of insurance and should be regulated as such.

"States are now startln? to grapple with the prob-
lem. We need some fairly géneral standards with
which to assess these entities. We need some consis-
tency," Krane said. A
The NAIC is working on model legislation and regu-
ation in this area, but’that slow and.laborious procéss
has yet to result in standards that states can adopt.
Man st,ate"msurance"reRresentatlves,have called for
an interim "road map" that would indicate how direct

Copyricht ©1996 by Tro BLrceu of Nicrel Affis Ic. Wehirgicn, DC 2003/
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The report also noted that the suite since has im-
Proved Its methodolo%;les for reimbursing HMOs such
hat capitation, rates for Medicaid are now adjusted by
a?e of the recipient and geographic location. The state
also is investigating the feasibility of using a risk-adjust-
menl formula lo modify HMO capitation rates.

Lawmakers were cautioned, nonetheless, to seek fur-

ther study before expanding managed-care “carve outs"

in such areas as mental health, long-term care, dental

coverage, and prenatal services—given the difficulty of

evaluating savings for acule-care Services for Medicaid
lents and stale employees in HMOs.

reci |
‘ guch_studles are necessary not only to 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 Slate-Sponsored
Patients: A Comparison Between HMOs_and Fee-For-
Scrvice"— House committee staffers examined computer
files of 236,816 state employees and dependents and
almost 1.5 million Medicaid recipients in the state.D

Plan Conversions

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

DENVER—The Colorado Senate %P%roved a il
Feb. 29 that would allow Blue Cross and Blue Shield of
Colorado lo seek legal status as a for-profit company,
after senators amended it a day earlier lo answer con-
sumer_groups’ concerns about conflicts of interest and
other issues. _

“The amendments resolve the questions the Consum-
ers’ Union had," Carl Miller, spokesman for Blue Cross
and Blue Shield, told BNA. "We agreed to e\(erythln%
they raised as possible concerns. We're very optimistic |
will" pass in the House." _ _

The company proposed the bill (SB 100) because. it
needs capital to finance acquisitions and computer-driv-
en te,chnolo?y, 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-
Froflt company would apply to the Colorado Division of
nsurance for ‘conversion, including publi¢c notice and a
public hearing to be conducted by the division, _

Consumer "groups expressed concern over potential
conflict-of-intercst issues involving board members of
both the new for-profit entity and of a new nonprofit
foundation to 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 lo slate that a majority of
members could not serve on both the for-groflt and the
not-for-profit boards. In addition, members of both
boards would be barred from voting on any issues that
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would be Percelved .as a conflict of interest under the
amendment to the bill, Miller said. .

Senators also tinkered with, Ianguage concerning the
valuation of the company, Miller said. Under the new
wordmﬁ, the Commissioner of Insurance may consider
but will not be bound by market-based information in
determining the company’s fair-markel value. _

The compang’s net worth has heen conservatively
estimated at S100 million, Miller noted.

The bill also was, amended to establish an appeals
Brocess for those believing they were adversely affe .ted
y actions taken during the public hearing process as the
company goes through conversion..1

Plan Regulation

Minnesota Senate Passes
M aternity Length-Of-Stay Bill

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

The hill gHF 2008) was approved by the Senate on a
55-8 vote. Sen. Don Belzold (DFL-Fridley), the bill's
sponsor, said it is nearly identical to a bill passed by the

ouse of Representatives several weeks ago (2 MACR
151, 2/14/9 L Like the House hill, the Senate version
requires 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
Bulgumum of 96 hours of inpatient care, as would their

abies.

The main difference between the two hills, Betzold
said, .is under the House health plans_must only cover
inpatient care up to the minimums specified if the care is
determined lo be “ medically necessary" by the attending
health care provider after Consultation with the mother.
The Senate version, he said, does not require a determi-
nation by the health care provider that the inpatient care
Is medically necessary. _

Betzold Said he did not include the * medically neces-
sary" Ian%uage in his bill because he viewed it as a
loophole that ‘would allow insurance companies to push
for earlg 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 _paymg new
Im._thers as an inducement to leave the hospital early.

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

Sarah Stocsz, sEokeswoman for Allina Health System
Inc. of Minnetonka, Minn., one of the stale’s largest
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' carc systems, said it will not oppose either version

~dc hill that is before the Legislature. However, she

said, Allina does oppose setting health carc policy in a
piecemeal fashion. . .

She added that it is possible that the Legislature's
mandating maternity stays may not fulli/1 resolve the
issue of early dlscharﬂes. 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 state's population is
covered by regulated health plans. _ _

Self-insured” plans would not be bound by either hill,
she said, nor would state residents covered by Minneso-
taCare, the state’s plan for the uninsured and under-

insured.C]

Purchasing Coalitions

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

DENVER—The Colorado House approved a biil Feb.
27 Inal would allow health. Rurchasmg cooperatives to
ne%lotlate broad discounts with health plans.

he measure (HB 1264), sponsored by Rep. Steve
Tool (R), was sent to the state Senate. ,
-~ .Ihe hiil seeks to correct a_problem that if left alone
"®i1d wipe out the state'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,
aIIowm? small employers--atlemptmq to achieve the
clout of larger companies—to buy hedlth care coverage
through cooperatives. Shortly after that, the Alliance
was formed. , ,

However, also in 1994, lawmakers approved a hill
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,
aIthlgugh co-ops will continue doing some administrative
work.

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

Small insurance carriers will have to use a communit
rating if the provision in HB 1210 takes effect, she said.
“We "technically provide coverage in the small employer
Tg%rsk”et' .. that"means we will not be able to negotiaté in

'Oligopolies, Not Competition'

This year's HB 1264 would change that. "We have to

y, 'Yes, co-ops can go out and negotiate, " Brockbank
said.

However, a lobbyist for the Colorado Group Insurance
Association—représenting brokers, agents, insurance
companies, some managed carc companies, and attor-
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ne?{s who work with employee benefits—told BNA The
% Egfxlnce IS trying to accomplish much more with 11B

,ngpht now, ani/)body 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
tna cpduld include upwards of 40,000 to 50,000 peaple,
she said.

“If that mega co-op can go out and hammer down
medical care Ccosts," they will ?et discounts so dee
smaller insurance companies would not be able to com-
Pete, Sandbak said. The end result could be only three or
our 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 carg,” she said. "We'll wind up with
ollgopolles, not competition." , _

It's a very short-term vision," she said, noting that
the Colorado Association of Commerce and In ustr)é,
the state's leading business advocacy group, supports H
1264 in its current form. o

The Colorado Group Insurance Association also sup-
Borts HB 1264, but thinks it should be amended, Sand-
ak said. "Both the insurance industry and co-ps agree
(co-ops] ought to be able to negotiate” for discounts.

The association believes co-ops should retain the abili-
ty to negotiate better 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
cos_tg for those outside a co-op are the same as for those
Inside.

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

Brockbank said insurers arc against the bill in its
Present form because what they have now amounts to a
ype of "government protection." _
“"Why ‘would they want to negotiate?" she . 'id. "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..

In Brief

NORTH DAKOTA BLUES' UPDATE: |n response lo an early
Februgty (?ecmon by_the hoard of dlre%tors of Blue Cross
Blue Shiela_ of North"Dakota to convert the company from a
health service corporation to a mutual insurance company
2 MACR 207, 2 28(96), Trent Heinemeyer deguty com-

issioner and general couinsel for the North Dakota”Insur-
ance Department, told BNA it is too earI)(/:to say Whether
the department will agree to or oppose BCBS's plan. The
com?a ){s getltapn haS not been Presenteﬂ to the quart-
H1en gt h SB\I_,S,O It do?s not yet know the particulars of
ow the mutualization will occur. o _

BCBS has mdmate?, that its mut<.nation is not a first
step toward demutyalization, wherein it would pecome a
for-groflt com,garp\y, he said, adding his understandl,ng of the
BCBS plan IS, that |(5 would become a mutual Inurance
company, out it would remain nonprofit.
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Evelyn Murphy executrve vice Rresrdent of Blue
Cross. and Blue "Shield of Massachusetts, said her
organization_strongly supports the issuance of the
uldelines. “These guidelines take the spirit and tradi-

lon of community-oriented non-profits, such as Blue
Cross and set the standard of giving back to the
community as_expected practice Tor all HMOs that
want to do business in Massachusetts,” Murphy said.

gurde ings establrsh nrne prrncrples for M s to
ollow hese include eveoprn'g/lan mak rng public a
Polrcy statement outlrnrn? an HMO's commr ment toa
ormal community benefits pro%ram and calling on
senior HMO officials to oversee the development and
allocatjon of resources for such a program.

It also calls on the HMO to involve community
members in defrnrn? 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, rncludrn direct enrollment for non-
group coverage. HMOs should work to promote insur-
ance reforms to make managed care an option for all
workrng people, take steps t0 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
fsrtrbsrdrzed rates, and issue an annual community hene-
its 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 subj ect to state insurance requlation
to ensure an adequate level of consumer protection,
Brian K. Atchinson gresrdent of the Natronal Associ-
ation of InsuranceC mmissioners, said Feb. 26

At a 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 organrzatrons or rn ependent. practice "associ-
ations—must be re?u lated. "We're g %to ensure an
approprrate Ievel 0 regulator overs Ight," he told the
first annua orcy conf erence o the merican ASsoci-
ation of Health Pans held

C also will examrne how to re ulate managed
care in the marketplace without adding too many
requlatory] layers," Atchinson said, addrng that state
aws and regulations will be evallated m 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 requlators that
PSQs accepting risk by providing care oh a prepaid
basis are in the businéss of insurance and should be
requlated as such (3 HCPR 1340, 8/21/95). Wrthrn the
next six weeks, NAIC plans to issue a white paper
defining what a risk-bearing entity 1s, Atchinson said.

3%

SNA's HEALTH CARE POLICY REPORT

NAIC also is developing model acts for PSOs that
wodd address such rssues as solvency, rate re?ulatron
state guaranté unds, and the development of a com-
mon form PSOs would file with state insurance requ-
lators, he said.

NAIC model acts are not mandatory but may. be
voluntarrh( adopted by states_and incorporated “into
their legis atron Most States still do not have a formal
policy on the regulation of risk-bearirg provider
groups, but Eressure to deve o;) consistent standards is
increasing (4 HCPR 3 96).

Atchrnson noted that PSOs have become a “light-
ning rod" for debate since they were included in
Republican Medicare reform Iegrslatron Bills ap-
proved by both the House and Senate would have
allowed PSOs to bypass health maintenance or?anrza
trons and health insurers and contract directly with

Hovernment to provide Medicare services (3
HCP 2042, 11/27/95 ’)

While congressional action on Medicare reform Ie?
|sat|on |s on hold the debate over_ the appropriafe

?ree of regu atron for PSOs continues. Atchinson

d that “nany of these entities will operate outside
the Medrcare arena " adding to the need for regula-
torsy oversigh

tate regulators and grrv ts re resent (m' 'T0
industry have consistently argued in Mvov oi , "1*-
tion,. while the American osprtal Association and
provider groups have argued against it,

State Health Regulation Increases

William T. Pound, executive director of the Nation-
al Conference of State Legislatures, told, conference
attendees a ‘climate of deregulation” exists in state
cagrtols todaY except in the area of health care,

ome legislative and regulatory changes are being
driven in part by efforts to reduce Uie growth o: Medic-
ard spending, Pound said. States are faCing the possibil-

that federal funds for public programs such as
edrcard il be capped or elrmrnate 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, g he said.

There alSo is a movement In the states to Increase
health Insurance portabjlity and. to increase the avall-
a |||t of |nsurance while Teducing the cost for small
emSpo yers, Pound said.

tates continue to enact Iegrslatron desrgned to prohib-
it managed care olans from™including a% provisions'
in contracts with their network ph}/srcrans e observed.
Federal legislation recentIY was introduced (see related
report in" this issue) f0 Iowrn? activity at the state
level |nc|ud|n a new law enacted in Massachusetts (4
HCPR 1?(8 9/96) and similar initiatives pending In
New York, Georgia, and Indiana.D

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
offerin maternrtY benefits to cover at |east 48 hours
of inpatient care Tor new mothers and their babies.

Copyright © 1995 by Tho Bureau ol National Affairs. Inc.. Washington. O.C. 20037
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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 gassed a similar bill several weeks ago (4
HCPR 246, 2/12/96) and the conference comniittee
}NIH Iatd_dress the differences in the two pieces of
egislation.

en. 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, 1S the House bill's requirement of medical neces-
3|t?/. 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
Pus,h for early hospital discharges of new mothers and
their infants.” Since the phrase ™ medically necessary”
IS rather vague, he said, he had concerns that néw
mothers only would have coverage provided them for
48- or 96-hour stays if they weére hemorrha%mgnqr
élae(iil\r/]grigtsher serious health problems related to their

According to Betzold, his concerns are based on the
fact that n0 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 Iangfuage I 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 pollcr
covers be provided with” post-delivery care. The bill
states that the care would be @ minimum of one house
visit by a registered nurse, who would be required to
provide parent education, train the mother on hreast
and bottle feeding, and conduct any necessary clinical
tests. Under the House version of"the legislation, the
P_ost-dellver?; visit must be made within a reasonable
ime after the mother's discharge. ,

Betzold said the Senate version contains the same
Provmon on post-delivery care, but would mandate
hat the_care be deliveréd 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 provisjon
that would prohibit insurance companies from paying
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anything. to new mothers as an inducement to leave
the hospital earlg.

The hill could have been sent to the House for
concurrence, Betzold said, but its House author, Rep.
Jce 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 hill.

Plan Won't Oppose

Sarah Stoesz, spokeswoman for Allina Health Sys-
tem of Minnetonka, Minn., one of the state's Iar,(t;est
health care systems, said it will not oppose either
version of the Dbill that is before the Legislature.
However, she said, Allina does. oppose setting health
care policy in a ?lecemeal fashion. ,

She added that it is possible that the Legislature's
mandating maternity stays may not full}/ resolve the
issue of early discharges. The ﬂortlon of the popula-
tion covered by regulated health plans is decreasm?,
she said, as more émployers turn to self-insurance 10
save money and save themselves from ?overnment
requlations. She said less than 50 percent of the state's
population is covered by requlated health plans.

elf-insured plans would hot be bound by either bill,
she said. State residents covered by MirinesotaCare,
the state's plan for the uninsured and under-insured,
also would not be covered by the legislation* 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 Tor disabled chil-
dren who qualify for Medicaid and more than 100
children already” enrolled in the voluntary program
will begin receiving enhanced benents ana coordi-
nated Sérvices soon. _ ,

The District has contracted with Health Services for
Children with Special Needs Inc. (HSCSN), a non-profit
organjzation that developed a coordinated care sys-
tem designed to work with families of children with
ﬁhys_lcal and emotional disabilities to arrange compre-

ensive care and pay pa_rtlmpatmﬂ health providers a
ﬂregald monthly capitation rate. ASCSN is part of the

SC Corp., which has been serving District families
for more than 110 years through the Hospital for Sick
Children. HSCSN has contract$ with 1,200 health care
providers to serve about 3,200 eligible children.

Program Elements

The HSCSN program features six madpr elements: a
comprehensive heénefit 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_ otfered to program” enrollees
including transportation, appointment scheduling, and
respite care. Each child ‘enrolled has a designated
prlmar¥ care doctor and a care manager who coordi-
nates all care, the fact sheet said.
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Heinemeycr said BCBS's proposal will be thoroughly
scrutinized ‘once it is submitted. The department's obli-
gation is to J)rotect policyholders and subscribers in the
state, he said, and it will ‘ensure BCBS's plan is fair and
equitable to them before it approves the plan.

The petition is subject to'a public hearing, he said
although the deﬂartment commissioner will “have final
say on whether the mutualization will occur.

VEDICARE AND M3As; Medicare beneficiaries who spend
less rthan 51,000 on health care annuall?r robably would
e t trom using medical savrngs acco ts, but Medicare
would tth ose about S2.400 ene rcrar — the amount

that would be transferred to ene?rcrarres and their Insur-

?rs accordrng {0 a draft ch%pter of an uPcomrng report
rom the_PhySician Payment Review Commission
Beneficiaries who ex )ect hr h exPendrtures should find
MSAs unattractive: it |s ch earfer Jodu % %
Insurance than to spend up to a large d ctr " said The
draft of PPRC's re ort?eto Conaress In t)
PPRC congi er]s ?1/ ossible” the situation in whrch
onIZ younger, heathﬁ/ ? IClaries, cho MSAs— In whjch
case,  the average medical costs for t e relatively sicker
beneficiaries remarnrng In traditional Medicare would in-
crease (costrn the, program mare.
Base ne theory 1t is Medicare's restoonsrbrlrt
avord over ax]ng J 15 that ﬂttract favorable selection,
rec m ede In part,

» M A enroliment ano drscnrollment rules b structured
to reﬁtuce potential for favorable se ctron suc onger
enrollment” periods or requrrrng heneficiaries o announce
drscnrollment one ear in advarice;

* MSAs should thleast the same standard as Medi-
care rrsk contract maintenance organizations for
data re ortrng

» Current-law restrictions on HMOs offering high deduc-
tibles should he removed If MSAS are allowed.

Contlrress mag/ Want ) consrder means testrn? for MSAs
suggested IS ¥or executive vice president and
chief medical ofncer of PacifiCare Health Systems Inc.
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Under the GOP Medicare reform proposal, the MSA
option would include a catastrophic instrance policy and a
savrn%s account Medicare Woud Ipa y a remrum drrectly to
the insurer, and any remaining furids would be deposited
into_the beneficiary’s account.” Medicare's total payment
would vary based on age or sex of the beneficiary.

Deductrbles Would oc less than 56,000, and the beneficia-

would pa | medical care helow the deductible
hemse Ives. a{osts above the geductrble coultt be subject lo
balance billing.

SOUTH DAKOTA. MATERNITY STAY BLL A hill that
Would establish. minimum requirements for maternity
health benefrts in South Dakota was forwarded to Gov.
William Janklow (R) Feb. 24,

SB 192 authored by Sen. Pam Nelson (D -Sioux Falls),
re urres th %t all health insurance [oglrcres off rrnﬂ materni-
enefits Fe coverage upon standards establ ? y the
merican College of Obst trrcranT and Gynecologists; she
said. At present the standards call Tor coverage o at least
48 hours for regular delrverres and 96 hours for cesarean
deliveries, according lo Nelson

The Dill does n%t mandate that new moth rs ano their
batfres remain In t s rta for the %pecr led timeframes,
Nelson said, Jnstea ad, it mﬂ aes coverage mini-
mums. Decisions on drsc arge_will sti up "r> new
mothers and their attending pby.ii." . ns, she saici.

SB 192 also includes an exceptron to its coverage requjre-
ments. Nelson sard heat gans nge not cover the s(o% Ified
minimum stays If teyo rpost crvcry carc for both new
mother? and “infants.” Whi F the Dill orig rnaI cal Ied for
Post delivery care fo be, defined as three om vrsrt% Iy
egistered nyrse Within five daXs of the family's discharge,
It Tow calls for one visit, she said

However she said, the hill also provides that health Ians
oerrn? ost-delivery carc arc not exemtfrom the 48 a
96-hqu eurremensr teattendrn zsrcran determrnes
that rnpatrent care 15 medically necessar

3‘6‘% BNA'Tmﬁmymorter
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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 new 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
JIYgHEDIS focuses on child and maternal health, and on
' ‘measuring 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.”O

Post-Natal Care 0y “

CONNECTICUT_LAWMAKERS CRAFTING B
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.'

ILL
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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 everybody,"- she said Jan. 30.
According to McDonald, approximately 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 requires sel;
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.

Placing 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. - m*y -
i 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:istay 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

-5- B\As Hlth Caro Rdli
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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 ofi the
issue in early February. He said he hopes a simple
approach to énsuring extended maternity stays can be
reached without developing another "uncompensated
care pool" arrangement involving a hospital tax. .

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

The Assembly-passed bill would sec minimum stays
of two days for a reqular delivery and five days for'a
cesarean dellverYd( 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). o

The bill which passed the Senate would set mini-
mum stays of two days and four days. The legislation
would.imipose 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 meéasure, said the Senate bill
would not cover women in self-insyred plans, women
with no health insurance, and certain others.

“The Senate bill would not help more than_half the
newhorns and women in working families," Gottfried
said In a statement. "Without the hospital clause in the
Assembly legislation, these mothers and newhorns
would be left out in the cold.

Rhode Island Bill

Similar Iett;islation pending in Rhode Island  onl
would apph/ 0 health insurers and.HMOs. Two bills,
2074 and-H 1723, apcpear primed and_ready to move,
accordln% 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
dellverg and 96 hours for a cesarean delivery in Cases
where both the doctor and the mother feel a brief stay
IS appropriafe. ,

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-
v!)deuslat?ga/erage for more than half the state’s
d Pn-,l\[lassachusetts, legislation was passed in 1995
requiring health insurers and HMQs to?ag/ for 48 or %
hours of care following birth ;3 HCPR 2055,11/27/95).
It also contains language allowing for shorter stays
with phgslman and Eatlent approval, o
. That bill, howeveF.'also amends the hospital licens-
ingrequirements-to require that all women enterlng
the hospital for the purpose of g|V|n[q birth be allowe
to'stay-'the 48 or 96 hours after defivery. 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.

BNA's HEALTH CARE POLICY REPORT

“This is not an end-run around ERISA,” exRIalned
Sean Fitzpatrick, a spokesman for the Massachusetts
Department of Public Health, which Is charged with
overseeing the law. “It is simply an attemPt 0 estab-
lish in the hospital licensing regulations policy regard-
ing what is good treatment of & patient," regdrdless of
by whom that patient is insured, he said.

Other states that have enacted laws requmn% post-
natal hosnital stays include Maryland (73 HCPR 905
5/5/95), New Jerseg g 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 Iength_-of-sta)é standards a proposed bill
would have required (HB 1015). , ,

In exchangéa, state Rep. Marcy Morrison (R) with-
drew House Bill 96-1015, which ‘waquld 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. o

Under, the “arrangement,” nine insurers agreed to
voluntarily provide the health care benefit for” vaginal
births. For casarean-seetion births, mothers can receive
up to 96 hours of npatient 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 c_onductlngi
utilization reviews, said Barbafa Yondorf, director o
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 fo direct information to pregnant
women, their pediatricians, and new moms about the
use of these guidelines.”

Morrison said the legislation's qoal was to ensure
new mothers are not released Trom the hospital
prematurely. . . o

Carriers that were involved in the legislation wrote
letters to the division of insurance Signaling their
willingness to comle with the arrang_ement, ondorf
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 for%m(k; the arrangenient. .

"That's one we'd like to go through oh every piece of
legislation,” he said. “V/Ry pass a law thdt can be
misconstrued by lawsujts 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
th?—Y were doing. . 'm

e'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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tionate share payments. Once the state collects this
$116 million, it plans to turn around and applfy it to
Medicaid, gener_atlngi another $298 million In federal
funding, according to DHH Secretary Bobby lJindal
and Undersecretary David Hood. _

"It turns out thé state, as a health care provider,
was not p"rOjJ_erly compensated for indigent care it has

rovided," Jindal said in a statement._Accorqu to
ood, “The money is owed to us from prior years. 1t is
monley that is in excess of that budgeted. It creates a
surplus,

Bput the money may not be coming to the state from
the federal qovernment as quickly as Louisiana mlqht
hope. Pamefa 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 ?et-
ting together with the'state to see what they're refer-

ring to.

IgCFA plans to “get together with state [officials]
and (t;et. documentation of ‘what money they're refer-
ring 0. We don't know wbat it is,"” Gentry ddded.

‘A Legitimate Collection’

Hood told BNA that HCFA has not yet contacted
HH. 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 I_e%aIIY owed to
our state hospitals. Medicaid has a liability to pay

these hospitals.” o
Specifically, DHH plans to submit with |ts,re?ut|ﬁr
e

d request next guarter, claims %%ams

Medical
IS money

federal government totaling $116 million.
will be generated from thrée areas:

* paying prior year cost settlements;

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

-reodaemng cost reports “dating from fiscal Kear
1988-90 to allow. additional disproportionate share
pallments, according to a DHH statement and Hood.

ood, who serves as_chief financial officer of DHH
and oversees the Medicaid program, explained that
when his office conducted an audit of the Medicaid
ﬁrog,ram gomg back to 1988, he found that charity
ospitals fun by the Louisiana Health Care Authority
and facilities operated b){_ the DHH are owed. prior
year cost settlements totaling $49 million. Of this, $33
ITII||||I0{1 (IjS federal Medicaid nioney 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 dre listed,” Hood said. mm

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 roted that

2-5%
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there “are many private companies who do a very
good hbuom«oo- on+ 0 eontlngonoy_boBm*—domlg float
Settlemelt reports for privatr-baipitals and col ectln%
"every tickel” the states ‘antr rederal giovernmen

owes to these AleASKAOQIUi&B49LA? g th

sa?h= «lte from)
the fpHA-sl gnwrnmpnf for "nnrnmppnsafpH nnro
costs,” mostly from_ fiscal year 1994-95, according to
Hood. Hood Said this is a “recalculation of the fotal
amount we can pay based on the number of indigent
care patient days.” The total amount owed to LHCA
and DHH for indigent care 15 $86 million, Hood said,
but because the costs are shared by the state and the
federal government, HCFA owes $62 million.

The sfate has also "reopened cost reports" dating as
far back as fiscal year 1988-89. “There is additional
money there as welI,Pn] dlsproportlonate share pag-
ments" totaling $39 million owed to the state, Hood said.

All told, thé state Medicaid program has been un-
derfunded by $139 milljon since fiscal year 1988-89,
according to’DHH. Whe.i the state's sharé is taken out
the federal ﬁ_overnment, owes $116 million. Hood sai
that once this money is collected from the federal
government it becomies the state’s money to do with
what it pleases.

Generate Matching Funds

What the state plans to do IS use this m,oneg t0
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
}t_lhe 3tat_edessent|a||y runs out of money in Medicaid,
ood said.

_Jindal said he has “condemned this type of refinanc-
ing.in the Bast [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 fotnd ourselves with an $320 million financing
deficit in 1995: windfall money was treated as recur-
ring revenye. We will not repeat that error. These are
nof-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 bers July 1 the

Medicaid program faces a shortfall of $1° biflion,
according to . “Next year's proplem. remains
huge—at least $330 million in state funds.” Jindal said
he remains "committed to reforming the entire sz/s-
tem, rather than finding temporary sglutions," like the
one heing employed for the Current fiscal year. Jindal
noted he only ldck office on Jan. 8 and “inherited a
$475 million ~.. problem.” o _
_ Even with the federal money, assuming it material-
izes, the Medicaid pro?ram is still $38 “million ove™
budget for the year In state money. Hood said hernlans
to submit in two weeks to the Legislature a list of cuts
to Medicaid.(3

Georgia
BILL MANDATING MINIMAL HOSPITAL
FOR POST-NATAL CARE APPROVED
. ATLANTA—Legislation (SB 482) that
insurers to cover & minimum hospital st
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5TATE developments

for a mother and newborn after a vaginal delivery,
and a minimum of four days_following a cesaredn
section, was aj)proved by thé Georgia Senate Jan. 25
a vote of

>jySen Nadine Thomas (D), one of the bill's sponsors,
sard the bill had widespread support among state
legislators and would Irkely be approved hy the Geor-
%ra House and signed into law by Gov. Zell"Miller (D).
he bill currentIy is pending before the House Insur-
ance Committee.

Bill Features Strong Provisions

Thomas, who is & registered nurse said discharges
of mothers and babies after 24 hours means many
have not had an opportunrty to be Enven mstructrons

on how to care for the bab y 0 care for them-
selves, and the importance of fol ow up." She modeled
the legislation after similar bills in Maryland, New
Jersey” and North Carolina and conformed it to meet
the needs of Georgia residents.

Under the Georgia bill, new mothers have the optjon
of going home after 24 hours if a patient's obstetrician
apProves early discharge, but i msurers must pay for a
follow-up visit, and a Second one f necessary a
registered nurse within 48 to 72 hours after birth. “We
have a strong_ bill," Thomas said.

Thomas said the bill also will apply to Medicaid
pal

The brII was initially filed at the urﬁrng of nursrnﬂ
groups, she noted, hut once it was publicized about 2
organrzatrons rangrng from the Junior League to
Geordrans for Children declared their support. Health

enance or?anrzatrons have mounted quiet oppo-
sition to the bill, but so far have not gained substan-
tive support for their position, according to Thomas.Q

New Jersey

WHITMAN PROPOSES CUTS IN PROGRAM
SUBSIDIZING DRUG COSTS FOR SENIORS

PHILADELPHIA—Among the most controversial
pendrng cuts in the $16 hillion fiscal 1997 state

d(t;et recommended by New Jersey Gov, Christine
Whitman t 2 Jan. 29 is a proposal_to cut $26 million
from a state program that subsidizes prescription
drugs for some 224,000 seniors and disabled people.

e annual cost of the Pharmaceutrcal Assistance
lo the Aged and Disabled (PAAD) program has bal-
looned from $3 million when it was established in 1975
to $17 million last year, Peter Verniero, Whitman's
c jef of staff sard durrng a Jan. 27 press briefing on

roposed

We must rnd 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.

The Whitman administration is proposing an assets
test_on current PAAD participants, excluding non-
liguid assets such as a house and car, with a goal of
disqualifying 30,000 of them from™ the program.
“WeTe riot wedded to the assets test per se,” Verniero
loted, emphasizing that the %rovernor will work with
state lawmakers t0 identify alternatives if necessary.

M. 4 199

The present income eligibility standard for seniors
and the disabled under the PAAD program IS $170 6
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 medn-spirited” and vowed to work with senior
citizen groups to defeat it. In a statement |ssued Jan.
30, Senate Minority Leader John A. Ly nc sard the
Senate Democratic caucus unanrmousy agreed
vr{orkb It? 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 manatt;ed care proqrams asserting that
the move will resultin 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
prescrrptrons

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

artment, which would be fenamed the Department of
ealth and Senior Servrces Currently, senior services
are spread amon th ree dePartments with the Health
Department handling erm care, the Human Ser-
vice Department deaIrng Wrth Medicajd, and the Com-
munity Affairs De artment resnonsrbe or housing.
_ Notably absent from th e 199 recommen ded spénd-
ing plan rs any provision for reimpursing New Jersey
hospitals for charity care expenditures. Payroll taxes
had been diverted” from the state's unemployment
fund since 1993 to pay for charity care, but that
authorization expired Dec. 31, 1995, State lawmakers
last year rej ected Whitman's proposal to fund uncom-
pensated care Iy rncreasrn% the cr arette tax by 25
cents a pack to raise about $400 mi ron a year.

Charrty care as an issue is on the srdelrnes until the
Legislature submits adtroposal of its own for our
review,” Verniero said

Florida

BUDGET PLAN ESTIMATES SAVINGS OF
$44.4 MILLION FROM MANAGED CARE

TAMPA, Fla,—Expanding deIrvery of managed-care
services to Florida’s Poor in the comrng fiscal year will
save taxpayers an estimated $44.4 mil |0n accordrn to
a summary of the 1996-97 budget ﬁroposa released
18 by the office of Gov. Lawton Chiles (D

In"the budget plan, the Chiles admrnrstratron said i
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-
vrdrng ?ervrc s, 10 gersons with drug, alcohol, or men-
tal-h&altlrproblem
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Question Of Profit Motive Raised By Debate
On Mandated Length-Of-Stay For Childbirth

The extent to which profits are behind the trend. in
early releases of women and newhorns following_child-
birth was debated among physicians addressing a Senate
panel Sept. 12 . . . .

Physicians representing the American Medical Associ-
ation”and  the American’ College of Obstetricians an
Gynecologists called the trend unsafe, while physicians
representing  prominent manalged care providers, The
Permanente’ Medical Group Inc., and Group Health
Association of America, defended early releases as medi-
cally sound, and urged Congress not to mandate lengths

of stay.

TheySe_nate_ Labor and Human Resources Committee
Was co_nmdermgi |6PIS|atI0n (S 969) that would require
health insurers 1o allow new mothers and their infants to
remain in.the hospital for a minimum of 43 hours after a

cgrtfl®normal birth and' 96 hours after a caesarean delivery.

Ma,r)rla,nd and New Jersey already have enacted similar
legislation, and other stalés are considering such restric-
tions (1 MACR 24, 7/5/95). _ _

Dartmouth ~ Medical School ~neonatologist Judith
Frank said the consequences of early disCharges are
largely unknown. Yet because obstetrical delivery is the
most “frequent cause of hospitalizations today,  she
charged, it has become a logical target for cost-limiting
interventions,

Evaluating Discharge Policies

Sharon Levine, associate medical director of The Per-
manente Medical Group, said Kaiser was exploring
processes for evalu_atln%a new mother and her child for
discharge at the eight-hour mark. About 60 percent of
new mathers in the plan leave the hospital after 24
hours, she said.

Sen. Bill Bradley (D-NJ), whose slate was the second
to enact legislation similar to S 969, said “drive-through
deliveries" potentlall)(_ pul millions of mothers and in-
fants at risk. He questioned why Kaiser would be lookin
at starlln% such a process at thé eight-hour time frame |
it was nat considering even earlier icleases. Levine ex-
plained that for a 24-hour release, the process begins on
average at the 20-hour mark. o ,

Leving staled that Kaiser provides unlimited stays in
the hospital when they are medicaliy necessary. She said
three recent studies did not lind adverse outcomes associ-
ated with shorter lengths of slay.

"To freeze standdrds of care into statute through
legislation will impede progress towards the dual goals of
quality improvement and cost effectiveness" "Levine

testified.
9-20-9S

In Government

Speaking for GHAA, Richard Marshall, chief of pedi-
atrics for_the Harvard Community Health Plan, said the
organization was studym% the effect of the trend on
newborns and mothers. But the ?roup finds it inappropri-
ate to establsh an “inflexible statutory standard for an
exact number of hours for a hospital” maternity stay."
Instead, the mdustay should focus on quality, compre-
hensive prenatal and follow-up care. .

"By means of enhanced pre- and post-natal education
and support and a post-discharge home visit, we believe
we can provide a quality of care for mother and baby
equal lo or better than that traditionally provided,
Marshall asserted. _ _

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

Provider Regulation

\lealth Attorneys Supportive Of NAIC /
Balletin On Risk-Bearing Entities /

PHILADELPHIA—Health care attorneys h/ve been
“very supportive” of the bulletin on insurance li/ensure for
risk-nea\ing entities. released by the National/Association
of Insurance Commissioners, sdid Greg StiiaS, NAIC sen-
jor counsePond health policy manager.  /

The bulletin recommends that state/subject health
provider netwVks that assume risk on/prepaid hasis to
re%ulatlon undor state insurance lays (1 MACR 161,
8/16/95). It “substantiates What%_ey’ve ,lattorn,eys]
been saying all alo?\g"— that risk-bearing entities will"be
regulatéd, Stiles lol&BNA SeptyS at NAIC's quarterly
meeting in Philadelphia. / _

NAIC is working ItXallay/states’ concern that risk
should not be spread, fonexymplc, from a slate-licensed
health maintenance organisation lo an unlicensed. physi-
cian-hospital organizafion”™ Xdiich accepts a_capitation
contract from the HMO: heVaid. “Stales will hold the
HMO liable. The question\s
guarantee.”  f _ _

Industry prowdelggroups have tokd NAIC that even if
a PHO is in the/business of insurance it should be
requlated differe/ly from an HMO cased on how much
risk it assume”; Stiles said. "ThercS: a question of
whether a midule ground exists.” .

NAIC is/robing the question in its 0Xgoing debate
over definiyons of various risk-bearing ent|t|es,__|nc|ud|n8
closed and open netwaorks, fee-for servicc-gftiilics, an
entities /with  and without gatekeepers, saick Kenney
Shiple/ chairwoman of the” NAIC Health non Ac-
countability Working Group of the Regulatory fVnme-
wor/ Task Force, Sept. 1. \

IThe different entities may come through a siircle
door. The NAIC is trying to design a single' regulaioV

how good is that
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Laws To Curb 'Drive-Through Deliveries'
Gaining Momentum In State Legislatures

Efforts to impose conditions on post-delivery dis-
charges of mothers and infants are gaining momentum
in state legislatures, one month after Maryland became
the first state to enact restrictions.

The Maryland law (SB 677), signed May 25, general-
ly requires insurers to provide a home visit for mother
and child if they arc discharged from a hospital prior lo

43 |k after normal, vaginal deliveries.
The law— the ‘““Mothers’ and Infants’ Health Security
Act"— incorporates standards for obstetric and pediatric

care jointly developed by the American College of Obste-
tricians and Gynecologists (ACOG) and the American
Academy of Pediatrics (AAP). It lakes effect Oct. 1

A stricter bill (AB 2224) that mandates a 48-hour
hospital stay after vaginal deliveries passed die New
Jersey Legislature June 12. Gov. Christine Todd W hit-
man (D) sign the measure into law June 28.

In bellwether California, freshman Assemblywoman
Liz Figueroa (D) introduced a bill modeled on the

itfflir&vlaryland statute June 26 (AB 1978). The bill has the

aacking of Assembly Speaker Doris Allen (D), who also
chairs the Assembly Health Committee. Hearings are
being planned for later this summer. A biil also may be
introduced in Massachusetts.

In New York stale, two bills have been introduced
which would establish minimum hospital stays for chiid-
birlh. The bills would require that all health insurance
policies and managed care plans cover at least a two-day
hospital slay for vaginal childbirlhs and a five-day mini-
mum stay for all caesarean births. Both bills arc in
committees of each house (A 8125, S 5322).

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
require a minimum stay of 48 hours for vaginal deliv-
eries and 96-hour stays 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 practice
of discharge within 24 hours or less— sometimes called
"drive-through deliveries"— poses health risks, especially
for infants. In particular, they say signs of jaundice
usually do not show up in infants until 24 hours after
birth or later and that adequate PKU screening— a lest
of a baby's ability to metabolize protein— is not possible
until 28 hours after delivery. If not diagnosed within 21

Analysis

days, PKU leads lo mental retardation, according to the
American Academy of Pediatrics.

From 1970 lo 1992, the average length of slay for
mothers after a vaginal delivery declined 46 percent
from 3.9 days to 2.1 days, according to the U.S. Centers
for Disease Control and Prevention (CDC). Discharge
within J2 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 director of the
Maryland Association of Health Maintenance Organiza-
tions, 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 plan.

Supporters of the discharge restrictions say health
plans have gone loo far. "There arc only a few studies
indica.ing that highly motivated women with high in-
come and education levels nave done well w/.", discharge
as soon as 24 hours. Of course they're going to do well,"
said Bobbi Seaboll, lobbyist for the Maryland chapter of
the American Academy of Pediatrics.

"The insurance companies decided without data they
were going to perpetrate this experiment on the public.”
she added.

Guidelines Allow

HMOs and other managed-care companies generally
oppose the legislation and strongly disp'.e the implica-
tion that shorter hospital slays compromise medical care.

"W e believe it (discharge) is a medical decision that
should be made by physicians on a case-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" recommend post-delivery discharge after normal,
vaginal births at 48 hours but “allow for a woman lo go
home at the 24-hour lime frame when that woman has
passed some checkpoints indicating that it is safe,” noted
Susan Pisano, spokeswoman for the HMO trade group
Group Health Association of America.

"There is sort of this misperception that they're only
covered for that" 24-hour stay, Pisano said. "HM O
coverage is comprehensive coverage. If a mother or child
is sick and needs more care, they’ll get it.”
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Concern in Maryland

W hal prompted ihc concern about the length of post-
partum hospital stays in Maryland wits a spike in the
statewide rate of inadequate PKU testing due lo “insuf-
ficient milk feeding.”" The rate went from 5 percent in
1989 to 30 percent in 1993, according to Susan Panny,
M.D., director of the Office of Hereditary and Congeni-
tal Diseases in the Maryland Department of Health and
Mental Hygiene. About 25 percent of infants with inad-
equate PKU tests in 1993 never underwent a followup
screening, according to state data.

An adequate PKU test requires 24 hours of milk
feeding, and most newborns do not receive their first
milk feeding until four hours after birth. Discharges
wiihin 24 hours or less of delivery were blamed for the
testing deficiency. In Maryland, about five cases of PKU
arc diagnosed each year, Panny said.

The Maryland Association of HMOs vigorously ob-
jected lo the view that early discharges were to blame
for whal Dobson called “the perceived problem with
PKU testing."

“There was not enough data to verify that HMOs
were not obtaining results in a timely 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 objected lo 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 I|;»hting and other
medical conditions, Dobson said.

Outrage in California

The precipitating event in California was the June 19
release of an internal memorandum for a downtown Los
Angeles health facility owned by Kaiser Fourdation
Health Plan Inc./Southern California Region. The memo
was obtained by Consumers for Quality Care, an advo-
cacy group.

Dated March 31, the memo from the Southern Cali-
fornia Pcrmanenlc Medical Group says, "For the post
partum patients who deliver vaginally and are otherwise
normal, we will encourage the patient to complete their
rest and bonding with the baby at home as early as 8
hours after delivery. Any assistance with care and breast
feeding can be accomplished in the outpatient setting."”

An attachment that lists benefits of the early-dis-
chargc policy for patients and slalT notes ihat the policy
will allow Permanenle to “ [rjeduce our overhead costs to
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remain competitive in a fluid marketplace and thus
retain our jobs and attract more patients."”

In a statement issued by Consumers for Quality Care,
Assemblywoman Figueroa said. “1 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 cutting."”

“When | saw that [memo], | was just appalled,”
Figueroa told BNA. “It tugged al all my strings: as a
legislator, as a mom, and as an cnrollee of a managed-
care system. 1ljust felt offended in all my aspects.”

The *“ flexible discharge policy" outlined in the memo
remains in effect at Kaiser Los Angeles, said Ruth
Pctrucha, M.D., 3 maternal/fetal specialist at the facil-
ity. Since it went into effect in April, five mothers and
newborns have been discharged at eight hours from
among 600 births.

Codifying Clinical Criteria

The managed-care industry has been quick to object
to the adoption of medical guidelines in stale statutes.

“Putting any kind of medical criteria in statute is
foolish, because it changes," said Dobson. The ACOG-
A AP perinatal guidelines are revised every three to five
years.

The new law could create a situation in which “UR
agents wouldn’t know what version of the guidelines to
rely on" when authorizing hospitalizations, Dobson
suggested.

“It is an unusual situation to have clinical guidelines
being made into statute. We do think it is important not
to legislate a cookie-culler approach," said GHAA's
Pisano.

Managed-care companies also are leery of the prece-
dent. "It's the start of the slippery slope,” Dobson said.
“What's next? Are you going lo start putting guidelines
for coronary bypass surgery into statute? Do you want to
do that?"

The impact of the new law in Maryland will be
strongest on those plans that do not already ofTcr posl-
dclivery home visits as part of their package of benefits,
Dobson said. They will be required to do so under the
new law.

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

— by Thomas IV. Derry

7-5-95 SNA's Managed Caro Reporter
10W-1622/95/50*51.00
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..Indiana parents could sue ifchildren removed from home unjustly ApCMryv
Under proposed legislation, parents in Indiana could sue the'state if theyBdOe”ea cfcld
welfare officials unjustly removed their children froffirthe'liSraerAl House committee
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
legislati ->n, all agreed 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 comm ittee debates issue of'drive-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 of care for new mothers and
their infants. It would 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’s 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 before the first witness finished testifying.

The committee took no action.

Utah committee votes down bill 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 "without values,”
said Sen. Nathan Tanner. They will see it as freedom to go on to more disruptive behavior."

.. Kentucky House passes bill tolengthen maternity hospital stays

The Kentucky House passed a bill to require insurers to cover longer hospital stays for women
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 for women who had vaginal deliveries
and 96 hours for women 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.

"council rejects larger propert taX break for seniors
The Austin, Texas, city cisrmcil-has-j£'iectec a plan to offer a laraor nrrrTrty tag h*n*L 11" AllT

clfeens .viiu UMi tneir homes. Un a 372 vote, the coungihrefaeed-tQ. expand the current tax_
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which exempts seniors from tax liabilities on home values up to $51,000. The”,

proposaTwTrtrhLha.ve allowed seniors to skip property taxes on home valugSJJO-ctnflOOIOCJO. The ;
current tax break wasTrtrtw”ected by the vote. “This is noejj*rrrfld~s a tax shift,” Mayor
Bruce Todd said before casting”"tJte-*mnst~tlja®irSSsurerTodd said, that the loss of $2.8
million in tax revenues would crmAo-g'Tfrg"bHcdgn on young’taxpayers and older residents
who rent their homes~Shefe’are about 18,500 homesowiT&dJix"senior citizens in Austin.
Seniomj”o-eSpected to pay $5.4 million in property taxes this yeaxT Tfcatla.about 4 percent of the

million in property taxes the city expects to collect.

Indiana House panel approves bill requiring coverage oflonger 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 voce 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. It would allow a mother and baby to go home sooner if their physician
approves and if they 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 it almost impossible for som”
parenc~”"o retrieve their runavvay children. Therefore, she has introduced Senate Bill Th
which wousi make ic a crime to encourage a child to be a runaway. “It would be illegdl for an
adult to hide agmnaway, even if the child went there of his own free will,” said Me!: Cole. A
runaway would b£\ienned as a minor who had been gone from the home for 4"nours. After 72
hours, the child.wouhibe classified as an endangered runaway, alerting authorities to the
possibility of foul play. ?nj>erson convicted of encouraging a child to remain a runaway could
face a $1,000 fine and a yeaSm prison. A second offense would be adelony, with a penalty of
three years in prison and a SS/CKX) fine. The measure also wou”i'make ic a felony for anyone co
harbor an endangered runaway.

HQ.ME.QWNSRS:
Ohio Ordinance Would MBke Honta”/ners Responsible For Drug Use

People in Cincinnati, Ohio, who allow themimusesSobe used for dealing drugs coiild end up"in
jail along with the dealers. The City Cpdncil plans toSdlow Cleveland’ lead in shutting down
crack houses by making homeownejs'responsible for propbj*y where drugs are sold. “It’s a
very aggressive tool,” Brad Barium, criminal justice directorfcr Attorney General Botty
Mongtomery, said. “It has hom. effective in Cleveland and coulcN”e in Cincinnati, too.”

The council members upr*nimously have endorsed the proposal and asked the city solicitor to
prepare a draft for adoption. The persistence of crack and drag houses irSmir neighborhoods
is an unacceptableblight on our community,” Mayor Roxanne Qualls said. is intolerable
that a persoiyCan knowingly allow drug activity to continue on property they legacy own.
Property”owners must assume responsibility.”

The Cleveland Crack House SWAT Team, using a similar ordinance, has closed more sun
SpOcrack houses since its inception in 1991. Qualls said that the Cleveland example shows tnsj:

STATE CAPITALS Newsletters



pago 6  Family Relations/Febiuary 19,1996

len a patient does not notify the company, a computer automatically denies the clarjm--+-rren
custom”r-sacyice personnel research why the claim was denied, Nelsonsgjdr-Ctlstomers can
challenge a claims"deniaj through a three-tiered appeals pro£&se-'Wnere circumstances
surrounding the failure to no&fy~axe”taken intojyi&eidSmSon. The decision-whether to extend
coverage is based on the pati'ent'scijjxiM fcSrcas”such dS emergency situations, she said, . =
Neither woman from Uijijt»rsrty*Hospital appealedtn®"'meciglihe said, adding; "Most people
understand.”hie-wlITenthey buy a policy and to most people, it'snot'a-big~deal.” "If you’re going

“to-otrjramanaged care plan, you better be prepared to have your care

Georgia Senate Passes Bill Giving New Mothers Longer Hospital Stays

A bill that would require insurers to cover new mothers for a minimum 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 racher than managed health care
providers, said Sen. Nadine Thomas, che bill’s 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
visit within 48 hours if the woman leaves the hospital early.

Charges that insurance companies were forcing women out of hospitals before they could
safely go home prompted the measure, which even drew votes from lawmakers who questioned
that reasoning. ‘You make it sound 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?” said
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, if we save one child, it’s worth 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 Matemity Stays Advances In Virginia Legislature
Virginia legislators advanced a compromise bill that would stop insurers from pushing
mothers and newboms out of the hospital 24 hours after childbirth if doctors 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 House of Delegates 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 if he will support the bill, a spokeswoman said.

Woodrum’s 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 if a doctor
thinks .they are necessary based on the guidelines.

Doctors and an association of health maintenance organizations support the compromise. “I
think, it's'great,7 said Dr. William Moskowitz, associate professor of pediatrics at the Medical
College of Virginia Hospitals. “I 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 of what the primary goal is."
Many doctors and nurses say that longer stays often are needed because some medical
problems don’t show up in the first day 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 matemicy 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 HMOs 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-
lona City Council Approves Parental Notification Ordinance /

Quad Oioes-area teenagers wanting to have an abortion would have to get permission frcpn a
parent nrsS*under an ordinance approved by the Davenport, lowa, City Council. The~fove
comes as two aijortdon providers look to open the only clinics in the Quad Cities. TlJifi
ordinance, approved on a 7-3 vote, requires the parent or guardian ofa girl youp”er than 18 to
be notified at least 40Smurs before the abortion is performed. Exceptions wp*rfa be a medical
emergency, a written noS”e of notification from the parent or guardian”jr reported cases of

Planned Parenthood of Greater and the lowa City-based*Emma Goldman Clinic for
Women both announced plans in 19y5s™o open health clinka'nere that would provide abortions.
Planned Parenthood’s Judy Rutledge sald™her group m-ifivestigating whether the city can
legally regulate abortions. “I think there’s agxmstimar'as to whether the city has the authority to
pass these type of ordinances,” she said. Rightjj&w, the closest.access to-abortion from the Quad
Cities-Davenport, Bettendorf, Rock IslarMfTIl., alx*Moline, 111.-is the Emma Goldman
Clinic. The parental notification ordinajNfe will not takl~effect until May 15, in hopes that the
lowa legislature will have acted on”r'parental notification®ull it has been studying. “We hope
it sends a message to our legistatrtire-we need action on this/VQouncil member Joe Seng said.

DOMESTIC VTOLENCE™"™

Most NewdI”*Domestic Violence Victims Get Unemploymifeqtinsurance

State officials s,ay most people who lose their jobs due to domestic violence areaM e to collect
unemploymelit insurance in New York and that no specific changes are needed nvthe benefit
programr'fo accommodate them. The state Labor Department was ordered by the state’
legm~fture last year to examine the problems of employees who are forced to leave or mii
Aydrk due to violence in the home, and devise an unemployment benefits policy for them. Tf
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Withlcritical legislative®9J%icJns taking Solace_Lter
this "ear, ny iss les

GeneTal by »

Thft l[aw rpgnirpfi that rnlfls. harl tn.ha-rir-iivri>4»y4hp .

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 t0 in accordance to state law,
Curry said. _

A “federal _JudPe had ruled in June 1995 that the
Parental notice faw could not be considered constitu-
jonal unless the state Supreme Court issued rules
giving %/,oung women an opportunity to bypass. the
notification requirement by gomg to court. The Illinois
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 the decision
calling it “a victory for teenagers in lllinois who want
the right to choosé to have an abortion,” legislators
who [abored for months to craft the law admit to
being outn?ht confused hy the court’s conduct.

"I"m really not sure if’ there are legal issues here
that_ are _causmgf this or if politics by the court are
coming into play," state Rep. Anin Hughes (R-
McHenry), co-sponsor of the bill that Gov. Jim Edgar
(R) signed into Taw 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
simjlar 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, mcludlngi Pennsylvania and Min-
nesota, have created bypass Taws that, have heen de-
clared constitutional. _

The legislature, passed two versions_of a parental
notice law following heated debate in its spring 1995
session, of which Gov. Edgar chose HB 955 fo sign into
law as the Parental Notice of Abortion Act of 1995.
 The law re(?uwed a minor to notify a parent, guard-
lan or other family member before_?e ting an"abor-
tion. Edgar had said when he signed it that hr thought
the law would withstand legal challenges. The law was
challenged immediately, however, and a federalgudge
allowed an miunctlon 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 Bluff) and
Peter Roskani (R-Wheaton) have proposed bills for
consideration. o _

One bill would require minors to notify a parent or
legal guardlan before ha,vm% an abortion, and would
IMpose civil courtrpenalties on physicians who violate
the rule. The other would require anyone under age 16

t-29-98
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to notify a family member, which could mean a
sibling 4t least 21 years old.D

New Jersey *

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

PHILADELPHIA—Women giving birth in New Jer-
sey hospitals who_have uncomPllcated 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-sta¥ law, the New Jersey Health
Department said Jan. 22.

he Health Department said data from New Jer-
sey’s newly-developed electronic system of recordmg
births shows an average mpatlent_staY of L3 to L
days for women who gave birth prior to 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 maternltly 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 newhorns,”
state Health Commissioner Len Fishman said in a state-
ment, "Mothers who, need the extra recove[%/ time are
exercising, their choice to stay in the_ hospifal. Health"
care providers also now have” more time I* lest new- :
borns for disorders that can cause mental reUrdation 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 just over 2.0
percent at the end of 1995, from 7.0 percent a year
earlier, the Health Department said. Tests on blood !
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
Health Department noted. Early dlsc,har?e also makes
it difficult_to screen newhborns 1n a timely fashion-for r.
hypothyroidism. o B

ew_Jersey's Electronic Birth Certificate System
_be%an in four"hospitals in early 1995 and now opérates
in 41 hospitals and one birthing 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 Department said the system will
allow hospitals and health 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 ADMINISTER SERVICES UNDER PROGRAMS

BOSTON—He%Ith officials in Massachusetts Jan. 19
announced they had chosen a ,manafged care company
to handle mental health services for Department of
Mental . Health consumers and the state's Medicaid
po;gulatlon. , , , _
_The c%mblned plan, believed to be the first of its
kind In the nation, will save the state an estimated 517

B\&s Hlth Care Rlicy Repart
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Post-Natal Care

LAWS TO CURB ‘DRIVE-THROUGH DELIVERIES'
GAINING MOMENTUM IN STATE LEGISLATURES

Efforts to impose conditions on post-deiivery dis-
charges of mothers and infants are gaining momen-
tum “in. state legislatures just a few month after
Maryland hecame the first state to enact rescric ons.

New Jersey and North Carolina have joined I, -y-
land In passing legislation in this area, while Califor-
nia, Delaware, Illinois, New York, and Pennsylvania
are considering their own bills.

The Maryland law I(SB 677), signed May 25 (3 HCPR
905, 6/5/9 2 generally requires’insurers to provide a
home visit for"motherand child it they are discharged
gr(i,m a_hospital prior to 43 hours after'normal, vaginal

eliverjes. :

The law—the "Mothers' and Infants' Health Securit
Act"—incarporates standards for obstetric and pediat-
ric care jointly developed by the American College of
Obstetricians "and Gynecologists and the Amefican
Academy of Pediatrics. It takes effect Qct. 1

A stricter bill (A 2224) that requires insurers_to pay
for a 48-hour hospjtal stay after vaginal deliveries and
96 hours of inpatient care after a caesarean Section
was mgned by New Jersey Gov. Christine Whitman (R
June 28 (3 HCPR 1091, 7/10/95). The requiremen
does not apply to insurers that provide benefits for
Rost-dellvery care for the mother and newhorn at

ome, unless the attending g_hyswmn determines the
longer hospital stay is medically necessary or the
mother requests it. ©

Lawmakers in n,elghborln? Delaware and Pennsyl-
vania introduyced similar bills in June, shortly befare
the start of the summer recess.

Delaware

. Delaware State Reﬁ. Wayne Smith (R) told BNA he
Is_optimistic about the prospects for passa%e of HB
357,"which he co-sponsored with House Speaker Terry
Spence (R) and Rep. Charles W. Welch (R), despite the
likelihood of opposition from insurers. _

“YYhen you're talking about insurance guys against
newborns “and. mothers, I'd het on the néwborns and
mothers," Smith said. The bill was reported June 28
by the House Revenue and Finance Committee, which
?mlth chairs. It bars individual and group health Plans
rom limiting post-dellver% nospital stays for mothers
or newhorns to less than 48 hours. Although the meas-
ure does not address the length of stay Tollowing C-
section births, "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.

8-7-35
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Medical reports on potential health risks to new-
borns as a result of earlfy discharge from the hospltal
and anecdotal reports from constituents about their
experiences_prompted the introduction of the Hhill.
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 PennsMIvanla, a measure sponsored by state Rep.
Lawrence H. Curry (D) was introduced June 15. The
roposed Mothers” and Infants' Health Security Act
HB 1747) would mandate benefits for at least 43
ours of inpatient care for a mother and her newhorn
after a vaginal delivery and 9 hours of hospitaliza-
tion after a C-section.. ~

It also would require insurers to pay for at least
three home visits by a. registered nurse after the
mother and child, are dlschar?ed. During the home
visits one day, two days, and Tour to fivg days after
discharge, the nurse would provide services ‘such as
parent education, t,raunm([} In"breast or hottle feeding,
and appropriate clinical tests and medical evaluation
of the mother arid baby. ,

The .measure was, referred to the Rjuse Insurance
Committee, where it faces an uncertain future now
that several of the state’s managed care 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 immediately for their manaﬁed care plans in
southeastern Penn%y vania. Rather than limiting cov-
erage for new mothers who have routine deliveries to
a.24-hour hospital stay with three_Bost-dlscharge 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. _

Bruce Hironimus, diréctor of government affajrs
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
Othér insurershave indicated they will take similar
steps to address the issue, Pennsylvania House |nsur-
ance Committee Chairman Nicholas A Micozzie (R)
told BNA. Micozzie said a private-sector solution” is
Rreferable to government 'mandates, which bogst

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

ew Jersey’s new law dealing with insurers’ limits
on maternity hospital stays recéived extensive cover-
age In the Philadelphia-area media and probably had
more to dn with the policy change by the Blues than
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the introduction of Curry's hill, Hironimus said. He
d the change in policy a “progressive and fproac-
move to satisfy the-Blues" southeastern Pennsyl-
. .a managed care customers, who include a numter
of New JerSey residents, and to. “try to get as much
consistency as possible” in response”to thie 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 vaginal defiveries and a minimum 96-hour stay for
C-sections (Chapter 517 of the_ 1005 session). _

In North Carolina, Ieglslatlon is enacted when it
?asses 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 scded to the Senate biil durln? consideration by
the House. The House passed the bill July 27 by a voce
of 92-11. The amended version went” back™ to the
Senate, which passed it 43 to 0 on July 23,

In California, the Senate Insurance Committee July
20 approved related Ie%lslatlon 3-1 with little debate.

The measure (AB 1841) by Assemblywoman Liz
Flgueroa_(D-Fremontz would appl%{ to everP/ healt
C3re service plan contract, non-profit hospital service
plan contract, and certain disability insurance poli-
cies. and is intended to reduce the risk of readmissions
" ~ommon neonatal problems such as jaundice or

ration, according to the bill's author,

applying. utilization review standards, plans
would be fequired to follow che most current version
of the ACOG-AAP standards, according to the bill.

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

In [llinois, Reﬁ. Lauren Bech Gash (D-Highland Park)-

introduced a bill in June that would" prohibit insurers
and mana,%ed care companies from restricting a wom-
an's hospital stay .to less than 48 hours unléss home
care follow-up visits are provided, State Sens, James
DeLeo, Arthur Berman, and John Ciillerton, all Demg-
crats from Chicago, announced in July that they will
introduce a similar bill in the state Sénate. Both hills
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) Jurie 27 that would
require, @ minimum stay of 43 hours for vaginal
deliveries and 96-hour stays after a caesarean section
delivery. Hearings on S-°969 will be held in early
Septemiber, a committee source told BNA, _

A companign bill (HR 948) was introduced in the
Muse June 28 by Rep. George Miller (D-Calif).

Risks v. Costs

_ SupPor,ters of the restrictions say the common prac-
tice or discharge within 24 hours or less—someLimes
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called “drive-through deliveries"—poses health risks
especially for infants. In particular, the¥ say signs of
aundice "usually do not show up in infants until 24
ours after birth or later and that adequate PKU
screening—a test of a. bab,Y's apility to metaholize
i)_roteln,—ls not possible until 2S hours after delivery.
I not diagnosed within 21 days, PKU leads to mental
|rDetéa\_rdtatlon, according to theé American Academy of
ediatrics.

From 1970 to 1992, the average length of stay for
mothers after a vaginal delivery declined 46 percent
from 3.9 da%s_ to 2.1 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
comPanles concede, Is cost. I don’t_think “anybody
would say it is not" said Camille Dobson, deputy
director of the Maryland Association of Health Mairi-
tenance Organizations, which "vigorously opposed”
the new Maryland law.

Obstetric deliver}- 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.

Suppgrters of the discharge restrictjons say health
plans "have ?one too far. "There are oniy a few studies
Indicating that hl%hly motivated woren with hl,%h
income and education levels have done well with
discharge as soon as 24 hours, Of course theY’re oing
to do well," said Bobbi Seaholt, lobbyist for the Mary-
land chapter of the American Academy of Pediatrics.

“The nsurance companies decided without data
they were going to perpetrate this experiment on the
public," shé added.

Guidelines Allow Flexibility

HMOs and other managed care companies %en_erally
oppose the legislation and strongly dispute the impli-
cation that shorter hospital stays compromise medical

care.
“We believe [discharge] is a medical decision that
should be made by physicians on a case-hy-case basis
and not through 2 legislative mandate," “said_ Laura
Caliguiri, legislative programs coordinator for the
American Managed Care and Review Association.
The joint ACOG-AAP “Guidelines for Perinatal
Care" recommend post-delivery discharge after nor-
mal, va?mal births at 48 hotrs but "allow for a
woman f0 go home at the 24-hour time frame when
that woman has passeu some checkpoints indicating
that it Is safe," noted Susan Pisano, spokeswoman for
H]newewg trade group Group Health Association of
“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
motpte"r or child is sick and needs more carg, they'll

get
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 rate of inadequate PKU testing due to
“insufficient milk feeding." The race ‘went“from 5
;S)ercent in 1989 to 30 percent in 1993, according to
usan Panny, a physician and director, of the Office of
Hereditary and Congenital 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 newborns do not receive their first
milk feeding until four hours after birth. Discharges
within 24 hours or less of deljvery were blamed for The
testing deficiency. In Maryland, about five cases of
PKU are diagnosed each year, Ijanng said.
. The Maryland Association of HMOs wgorousl;r ob-
#ected to thie view that earlr;]/ discharges weére to blame
or dfvrt]ggtiﬁoblson called "the perceived problem with

"There V\?&S_ not enouPh data to verify that HMQs
were not obtaining results in a timely manner," Dob-
son said. Moreover, "virtually 100 percent of HMOs
schedule a follow-up visit within two weeks" ox deliv-
er%, Dobson said, , _

ome HMOs also objected to che 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 conditions, Dobson said. T

Officials in North Carolina engaged in a similar
debate. Charles Hammond, chairman of obstetrics at
Duke University Medical Center, said he has concerns
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 es,?emally 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 wouid
st_ay, but the problem is, obstetricians and gynecolo-
gists get frustrated when, they must [approve, a short
stay] even when circumstances clearly indicate a long-
er stay IS needed. , , .

"0ur 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. She said
that Blue Cross and Blue Shield is in the midst of a
study to determine if 24-hour stays, which are now
stamﬂard 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 mternal memorandum for a down-
town Los Angeles health facility owned by Kaiser
Foundation Health Plan Inc./Southern California Re-
gion, The memo was obtained by Consumers for Qual-
ity Care, an advocacy group.

like to rule out any short .
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Dated March.31, the memo from the Southern Cali-
fornia Permanente Medical Group says, "For the Rost
partum patients who deliver vaginally and are other-
wise normal, we will en_coura,%e the “patient to com-
plete their rest and bonding with- the baby at home as
early as 8 hours after delivery. Any assistance with
careé and breast feeding can be accomplished in the
outpatient settm?." _ _ ,

An attachment that_lists benefits of the;early-dis-
charge policy for patients and staff notes that the
Roncy will allow Permanente to “[r]educe our over-

ead costs to remain, competitive In a fluid market-
pla%pe tar]ld thus retain our jobs and. attract more

atients.

P I a statement issued by Consumers for (%uallty
Care, Assemblywoman Figueroa said, "I am outraged
that HMOs arid hospitals” in California have formal
policies to encourage the release of mothers who have
just had habies for"the sole reason of cost cuttm(]]."

“When | saw that [memo], | was just appalled,”
Figueroa told BNA. “It tugged at all my strings: as a
legislator, as a mom, and as an enrollee of a managed
care system. | just felt offended.in ail mY_ aspects.

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

hile several Califgrnia groups have testified in
fav%r_ r?f _ltilgueroa's bill, norie have gone on record
opposing it.

plE_h_e anllforma,Assomatlon of HMOs is not taking a
position on the bill, but is working with the author on
several issues, spokeswoman Tind Tingus told BNA.

The . association supports the use “of appropriate
quidelines regarding Inpatignt care and is proposing
more studies to determine if shortened hospital stay3
affect the health of mothers and newborns. Much of
the debate on the Ien%th 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 to help determine what 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 eo_?le., _ o

.The California Medical Association supﬁorts the
bill, spokeswoman Danielle Walters cold BNA. =

However, she noted that CMA is working with_ Fi-
gueroa on_the hill's provisions for home nlrse visits
nd flethIH'[ f rlp%tlents 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 grolps, 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 ob'{ect
to the adoption of medical guidelines in State statutes.

37-% SNA’s Health Care Policy Report
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"Putting any kind of medical criteria in statute is
molish, bécause it changes,” said Dobson. The ACOG-
P perinatal guidelings are revised every three to

e years. S
. The new M-.ryland' law could create a-situation in
which "TJR agents wouldn't know what version, of the
?mdelmes torely. on" when, authorizing hospitaliza-
lons, Dobson sugg?es,ted._ Ly

"It is anunusual situation to have clinical guidelines
being made_into statute. We do think it is important
not “to legislate a cookie-cutter approach,” said
GHAA's Pisano. _

Managed care comPanles also are leery of the pre-
cedent, ™It's the start of the slippery slo?e," Dobson
said. “What's next? Are you going to start Puttlng
Bmdelmes for coronary bypass surgery into statute?

0 you want to do that? _ _

The impact of the new law in Maryland will be

strongest on thos_e_PIans that do not already offer post-
d,ellver%/ home. visits as part of their package of bene-
fits, Dobson said. They will be required to do so under
the new law, _ .
"Managed care comganles should look upon this
whole event that the 12-hour and 24-hour discharges
have struck a raw nerve in many people," said
Seabolt.D
—3y Thomas W. Derry, Layra Mahoney, Lor-
raife McCarthy, and Sheri Sellmeyer

Post-Natal Care

tf&®gEBREVIA7TED HOSPITAL STAYS SPUR

NOVATIONS IN AFTER-DELIVERY CARE

CHICAGO—The abbreviation of hospital stays for
new mothers and their babies, created by instrance
industry efforts to keeﬁ) costs down, has spurred sever-
al Innovative a R[oac es to after-delivery care.

A suburban Chicagg hospital has developed a pro-
gﬁam that provides “free follow-up home "assistance
chat many insurance companies will not Pay for. The
hospltal started the program in January after noticin
chat many women were” forced becausé of their insuf-
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.

t 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 fo take care of themselves and,
more |mpo_rtantI%/, how fo take care of the baby. We
felt it was imporfant 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 néwborn and its mother but
only if the insurance company pays for the visit, an
informal survey of several hospitals revealed.

For the first Tour months of Lake_Forest's program,
only first-time. mothers were visited, Brandt “said.
After that initial pilot proqram was successful, the
program was extended to ail moms who requested fit,
and most did, she said, The program has since hecome
a hit not only with patients, but’also pediatricians, and
is set to become a long-time fixture at the hospital,
Brandt said. e, , Lo

“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 that 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 cold BNA. The  average
stay at Birthcare Inn, which will be housed at Boston's
Dodbletree Guest Suites Hotel, would be one to three
daYs, Crotty said.

nterested new mothers would call Crotty, who
would reserve a room at the hote|, she said. The
family would be greeted at the hotel, settled in by a
nurse, and then scheduled for instructions in breast-
feed,m? and other_aspects of parenting, Crotty said,

Initial ;{)a nurse will not be on duty 24 hours a day, but
would be able, to respond wichin 15 minutes ‘when
?umﬂoned by phone, said Crocty, a maternity nurse
or_13 years,

_Crotfy acknowledged that so far msurance_comﬁa-
nies have been skeptical, but she plans to pitch her
Idea to _Iar%e corporatlons 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."0

—By Thom Wilder
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Medicaid

I'tNN., ORE. MANAGED CARE EFFORTS
S*ID TO PRODUCE DIFFERENT RESULTS

70 States that began ambitious programs to move
mor”. Medicaid recipients, into managed care pians in
1994 Mproduced widely different results, Iarge(ljy be-
cause W 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. ]

Thé first year of Tennessee's TennCare program
Broduced Viixed and controversial” results, while
hase 1 ofVhe Medicaid component of trie Oregon
Health Plan received widespread support/throughout
chat state, concluded the study. prepared for The Hen-
ry J. Kaiser family Foundation and The Common-
wealth Fund. _ j

Mana?ed care\ which already covers nearly one-
fourth of Medicaiti beneficiaries, "is rapidly becoming
the primary way Wealth services are/delivéred to low-
income Americadns,V the two organizations said in a
joint statement accompanying the,report.
. The TennCare gro%ram—'qulckly develo;t)ed” nd
implemented In January 1994"just ‘two months after
che state obtained the riecessary Section 1115 waiver
from the Health Care Fmancin’ Administration—nper-
haps moved. too quickly in achieving its goal of enroll-
Ing Medicaid beneficiaries /into managed care, the
regort su%]ested. , ,

_oome 400,000 previousm uninsured persons were
signed up and the numbe™ oAmanaged care organiza-
tions enrolling them 9r"w from from one covering
35,000 persons to more/than 12 covering the ma%orlty
of TennCare enrollees/But theVapid.pace of change
“created considerable* confusionXfor patients, provid-
ers, and health plan/" Mathemat\ca said.

TennCare'More About Saving Costs

“Starting frorr/a base of limited, managed care,
TennCare _predlctabl¥ did nat shift iri year one to a
system with /ully ‘Tunctioning and Vveli-developed

COs," Mathemacica said, adding that me program in
the first yea/was “muych more about managed costs
than manzilfqed care, with limited change\n the deliv-
ery systegV" ,

'TénnCare officials expect some sorting but among
Eartlmpatmg plans, perhaps mcludln_? changes in mar-

et shale, consolidations, or even failures," trie report
said o/ the plan's future, But as of the end cf 1994
when/data for the report was gathered, “it was still
too earlﬁl to tell how well MCOs manage financially
wit/in the capitation rates paid because 0f uncertainty
anout incurred but not reported obligatjons and year-
erid settlements. Start-ug 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 "multi-
ceted and ambitious” Oregon Health Plan “is broad-
lyNyiewed as successful and™as a potential benchmark
forWhat is possible with careful planning and realistic
goal Settln?," the report said, pointing out that,Oregon
Starteps. "from a solid hase of man7ged care
experiemse.” _ _ _
ore thari one-third of Ore?omans were' enrolled In
HMOs when\the first phase of the OHP/ibas begun in
February 1994 and 31 percent of Medicaid recidients
already ‘were en\rolled In at least [}artlally capitated

ans.

“All licensed health malntenange'orgar.lzatlons in Or-
egon are participating, ,fuIIY capitated plans are being
rélied on more than onjginally anticipated, and extreme-
ly high rates of voluntary plan selection have been
achieved,” Mathematics reported. More than 70 percent
of OHP enrollees were in Killy capitated plans by the
end of the first year of operat'ion, researchers found.

Even the state's "priority '||ISf" of what health care
services would be covered—"controversial outsige of
Oregon because of its explicit ratmmng"—was widely
a,cc(%Jted within the state bgcause oi the process used
t| develop It, the-report sald, ,

The case studies, directed by Marcia Gold of Mathe-
matics, will be followed by additional reports on
Medjcaid managed care programs in NevrYork, Cali-
fornia, and Minhesota. \
“Manaé;ed,Care and Low_Income Populations: A

y

Case Study oi Managed Care in Tennessee™ (Document
No. 1062)" and "A Tase Studg/ 0l Manaqed Care in
are available at no

Oregon” "(Document No. 1063)
chafge from the Henry J. Kaiser Faml%Foundatlon
publlcatlons request line, (800) 656-4533.

/
Post-Natal Care

'RAPID DISCHARGES AFTER C-SECTIONS
LEAD TO MORE HOSPITAL READMISSIONS

Babies who are sent home from hospitals within 24
hours after being delivered bY cesarean section are
more than three“times as likely to develop problems
and return to the hospital as thase whg stay for two or
more days after their birth, according "to a Study
released Aug, 9 b(}/ HCIA Inc. ,

_The stuay Tound that 4.3 percent of babies who were
discharged within 24 hours after cesarean deliveries
had to De readmitted for seriqus 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 reqular
birth had no statlstlcal(lj\{ significant ditferenceés in
readmission rates regardless of whether they were
sent home within 24 hours or after longer stays, the
study founu.
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Health plans increasingly have been paying only for
24-hour hospital stays after childbirth, promoting sev-
eral states to pass or consider laws requiring insurers
to pay for longer stays (3 HCPR 1275, 3/7/95).

HCIA. found that mothers who belong to health
maintenance organizations were far more likely to be
discharged quickly than those with other private in-
surance or Medicaid coverage. Most oi those with
HMO coverage— 57.7 percent— were sent home with-
in 24 hours, compared to 35.9 percent of those with
other commercial insurance coverage and 39.3 per-
cent of Medicaid recipients.

The study also found wide regional disparities in the
timing of hospital discharges. In I.”* western states, 73
percent of mothers and babies were s>.nt home in 24
hours or less, compared to 37 percent of those in the
Southern states and 30.1 percent of those in the Mid-
west. Only 10.2 percent of mothers and infants in the
Northeast were sent home within 24 hours.

The study was based on information from HCIA's
database of 10 million all-payer discharges and cov-
ered 274,731 mothers and 1.4 million infants.

Copies, of the study, HOSpItal Length Of Stay and
Re-admission Rates for Normal Deliverie$ and
New 0MS, are available for $75 plus shipping and
handling from HCIA Inc., (300) 568-3232.0

Medical Savings Accounts

\MSAs COULD REDUCE MEDICAL COSTS;
WINGS MAY NOT FLOW TO MEDICARE

:al savings accounts have the potential to rp-

medical spending by Medicare enrollees, iJuc
savings would not necessarily flow to the Medicare
program, according to a report released Aug.

Any sayings to the Medicare program depend on the
level of government contributions to MS<ys and the
type of beneficiaries who enroll in such plans, said the
report, prepared for The Henry J. Kpriser Family
Foundation. Tne repor.t,.M.ed|CarsaV|ngS ACCOU”tS
for Medicare Beneficiaries, was ivritten by Jack
Rodgers, Price Waterhouse LLP an” James W. Mays,
Actuarial Researchyirp.

House Republicans\have indicated that MSAs with
high deductible catastrophic medical coverage would,
be one of several options fojrMedicare beneficiaries
under a reform plan to belootlined in September.

Deductible levels below”~4,000 would not be "eco-
nomically sensible” for/he Medicare population, the
report stated. Further/the report said limiting enroll-
ment to a one-time/choice fok beneficiaries would
minimize risk’selection problems but would not be
feasible because /| changes in beneficiaries' income
and assets overtime.

Reduction In Outlays?

M edican/outlays could be reduced if'government
payments' for MSA plans were set lowek than the
actuarial value of the “traditional” Medicare , pro-
grarTynut that outcome is unlikely, the report\said.

iticing Medicare beneficiaries to enroll irk MSA
plads will be extremely difficult if premiums for those
fans were set at lower rates than the actuarial valwe
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V)f traditional Medicare,"” the report said. "Medicare
enrollees who joined MSA plans would, in effect, be
accepting higher risks for lower returns.” j
'Under an MSA as explained by the authors, private
insurance carriers would sell catastrophic insurance
plaAs combined with an MSA. The go ernment would
make a fixed contribution to the insurance company to
coveA the costs of the premium, and would r/ake a
cash contribution to the beneficiary's MSA.
"TheXlogic for Medicare MSA pians is thaf. benefi-
ciaries Vould be given a government contribution to
their MSAs which would more than offset the addition-
al out-of-pccket spending associated with/the cata-
strophic-leyel deductibles," the report saic

'Death Spiral' J

AccordingVo the authors, a "death spiral” for the
traditional Medicare program could ocpur if MSAs are
offered and Congress limits the growth of per capita
costs to a maximum level. /

If an MSA is o'ffered and healthier t/eneficiaries chose
that option, the cost of the traditior/al program— with
sicker' beneficiaries— would increase above the level
allowed by Congress, prompting a reduction in benefits
and disenroilment oXbeneficiaries./

If only sicker beneficiaries ane left yet again, fur-
ther benefit reductions again would be likely because
of increased per capita, costs, tne report said.

"It is possible that adverse/selection would not be
strong enough to cause aVieatri spiral, buc it would scill
lead to a loss of benefits Xor/hose enrollees who chose
traditional coverage,” thel\report said.

Another effect of MSAs dpuld be that managed care
would decline if MSA plans become popular, the au-
thors said, although they/probably would not seriously
erode the managed care/market.

For additional inforn/ation about the report, contact
The Henry J. Kaiser Family Foundation. 2400 Sand
Hill Road, Menlo Park, Calif. 94025, (415) 354-9400.1T

Pharmaceuticals

WYDEN WANTS /ENIORS' DRUG CONCERNS
ADDRESSED IN MEDICARE REFdRM DEBATE

Congress must address the costs'associated with
hospitalizations/of senior citizens resulting from the
prescription Ol inappropriate drugs bs part of the
debate on reforming the Medicare program, Rep. Ron
Wyden (D-Ore) told an Aug. 8 press briefing.

Better coordination and education amobg providers
and patient/ can prevent the needless injuries, deaths,
and costs associated with prescription drugWerdoses,
“lethal® combinations of medications, andXthe inap-
propriate prescription of drugs, Wyden said.X

Hospitalizations caused by “prescription misadven-
tures” /ost $20 billion annually, according to a\Gener-
al Accounting Office report released at the briefing.

Wy/en, a member of the House Commerce Subcom-
mittee on Health and Environment, pledged to push
for Congressional action on improving geriatric train-
ing/in medical schools and drug utilization reviews
that can "bring Medicare into the 21st century" and
ir'prove the health of seniors when Congress begins

msideration of Medicare reform in September.
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s\ Without those protections, she contended, the waivV
ersplan will have a disparate impact on people with
AEDS, HIV, or chronic disabilities.

HCFA. undertakes its civil rights and ADA analy-
sis Oi' the waiver application, the task force will pu/its
cone rns in writing during the week of Oct. 16/and
expe> (s a formal response, Dooha reported.O

Medic,

ILLINOIS GOV. EDGAR SEEKS .
TO RESTORE HOSPICE CARE FUNDING ]

CHICAGO- lllinois Gov. Jim Edgar (R)”announced
Sept. 21 that his administration is acting/ to restore
Medicaid fupding for hospice care after it was elimi-
nated during\budget negotiations earlier/his year.

The governor's office said Oct. 5 /iat Edgar is
bringing the hospice care issue back fpr discussion in
the fail veto session because of its/importance to
Illinois resident/ _

"Hospice carelis a humane and* cost-effective way
of providing health care to poor people who are termi-
nally ill," Edgar said in a statement. "Based on stud-
ies we have done, lam convinced that funding hospice
care as an alternative to much rr/ore expensive hospi-
tal care will save taxpayers millions of dollars."

The outlay for the restored hospice care is expected to
ce approximately $6 iriaillion during the current fiscal
year. The hospice program is expected to be more than
offset by savings in hospital c/re, Edgar said.

Edgar bad included hospice care in the budget he
submitted in March, bui was eliminated during
budget negotiations with e Legislature at the dose
of the spring session.D

Fharmaceuticals

ILLINOIS EXPANDS FREE DF UG PROGRAM
FOR UNINSURED PI/ERSONS ITH AIDS/HIV

CHICAGO- The /lllinois Department of Public
Health announced Sept. 19 an increase from 16 to 110
the number of lif/prolonging drags available at no
charge to people/with the humanVimmunodeficiency
virus or acquired immune deficiency syndrome who
do not have ad/quate insurance “ov”~rage or are not
eligible for Medicaid.

In addition, the program has b>en rrtodified to allow
participants in the department's AIDS Drug Reim-
bursement Program to obtain a two-week supply of
emergency drugs from a local pharmacist rather than
having to \y'ait for the prescription to be Ailed through
the usual mail order outlet. \

"As more and more individuals in lIllinois are con-
fronted with this tragic epidemic, we must continue to
find wavs to expand and tailor the programYso these
critical drugs are getting u people who need them,"
John ~Lumpkin, state director of health, sa\d in a
statement.

Th'e department anticipates the program wilAserve
an average of 750 to 800 persons a month at a cdst of
$3.8 million in the coming year. The state contributes
$/2 million to the program and the remainder is from

f/deral funds. \
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BNA's HEALTH CARE POLICY REPORT

be eligible, a person must be diagnosed with
AJDS'bRM"HW infection and have a monthly income at
or below flHLoercent of the federal povertyrieivel. The
maximum income is 529,880 for a sipgfcT person and
$40,120 for a househojd of two.

In addition, participants caprffit receive full cover-
age for prescription drup”~tbcough insurance or other
government subsidy programsbtLjnedical assistance
through the Medicaffi program.

Further information about the prcgrihrLcan be ob-

tained thpctfgh the Illinois Department OfvPublic
Healtbis”AIDS Activity Section at 525 W. Jefferson-St.,
Springfield, 111. 62761, (217) 524-5983.0 \
Post-Natal Care

MASS. SENATE APPROVES SILL TO REQUIRE
MINIMUM HOSPITAL STAYS FOR CHILDBIRTH

BOSTON- The Massachusetts Senate Oct. 11 passed
and sent to the House a measure (S 2000) requiring
insurers to pay for a minimum of 48 hours of inpatient
care following vaginal births and 96 hours follovring a
cesarean section.

If the bill is enacted, Massachusetts would join
Maryland and New Jersey with laws mandating mini-
mum stays following childbirth, supporters said. Sev-
eral other states are considering similar legislation.

The bill recognizes that “personal safety must take
precedence over the needs of the bottom line of the
insurance companies,” said Sen. Mark C. Montigny
(D), a sponsor and chairman of the legislature's Insur-
ance Committee. The measure allows an early dis-
charge only if agreed upon by the patient and doctor
under regulations that would be drawn up by the
Department of Public Health.

DPH regulations would be issued within 120 days of
the law's implementation with the assistance of an
advisory committee that would include consumers,
legislative representatives, and officials from the
Massachusetts Nurses Association, the Massachusetts
Hospital Association, Lhe Massachusetts Medical Soci-
ety, the College of Obstetricians and Gynecologists,
the American Academy of Pediatrics, the Massachu-
setts Association of Health Maintenance Organiza-
tions, and Blue Cross Blue Shield.

The bill applies to insurance companies and HMOs
and prohibits hospitals from allowing early discharges
except in accordance with state regulations. Insurers
would be forbidden from terminating services, reduc-
ing capitation payments, or otherwise penalizing doc-
tors or other providers who order care consistent with
the new law .u

t Post-Natal Care

\iritfEW YORK HMOs SUPPORT BILL
"yWWTO ESTABLISH MINIMUM HOSPITAL STAYS

ALBANY, N.Y.— The New York State Health Mfii;.-
tena.ice Organization Conference announced its sup-
port Oct. 10 for state legislation that would establish
minimum hospital stays for women giving birth.

The conference, which represents the state's HMO
industry, sent a letter to Gov. George E. Pataki (R)
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asking him to propose legislation that would require a
minimum stay of two “days for an uncomplicated
va%mal delivery and four days for a cesarean hirth,
nder the proposed hill, & woman whose physician

determined that she and her baby met accepted medi-
cal criteria and were guaranteed appropriate home
care could be discharged earlier.. , ,

"With all the confuSion and misinformation nation-
allr_about maternity lengths of staﬁ, the intent of our
bill is to clarify the lever. of care that women in New
York are aIreadP]/ receiving and, at the same time,
guaran_tee that shorter lengths of stay are medically
etermined and accompanied by after-care services,”
Kathryn Allen, president of the conference, said In
releasing 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
Assembly and_the Rules Committee of the Senate ([A
3125, S 5322). The Legislature is scheduled to return to
Albany in January for its 1996 session.]

Financing

Nr.y. PANEL CONSIDERING CONTRIBUTIONS
FflIOM HMOs, INSURERS, OFFICIAL REPORTS

NAKE GEORGE, N.Y.—The task force appointeé\r

. George E. Pataki (R) to study. New York's
health, care financing system Is considering a variety
of ways to provide tare for the uninsured, including
requiring; a greater contribution from heaith Ynainte-
nance organizations and insurers, state Health Com-
missionel Barbara A. DeBugno told a conference of
the Healthcare Association of New York State Oct. 11,

DeBuono said, as the scate crafts a hew financing
system, she Is increasingly concerned snout provldm%
health care to some 2.4 million New/Yorkers withou
coverage. Moreover, she said that /number probabI){
will increase underVne Medicaid block grant proposa
] Congress simrs the stat/ will “be forced to
tighten its Medicaid ellg/llblllty requirements.

DeBuono said, underMhe current system, hospitals,
outpatient clinics, and me public health system are
treating some of the uninsured population. ~
'm ver%/ worried aoouAhe growth of this popula-
tion and whether or not/hese entities that have been
committed to sgelrvmg this population will be able to do
It In the future,” DeBuono told Vie conference. "I also
worry about, the commitment, that our insurance in-
dustry and oiw HMO industry is prepared to make for
the sdcial and the”public good of Covering and support-
mgbthe care for/his growing uninsured, ?opulatlon."

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

DeBuono, when asked by reporters after thb. confer-
ence, declined to cite specific ﬁrop_osals for cohering
the uninsured or for requiring that Insurers ar _
i)lagﬁ_a greater role. But she said the task force is

ing ‘at what other states have done, especially

0 :
ﬁnnegota, and is considering a variety of options.

hefore
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mdition, she said one proposal under consideration is/
[form of tax break for small businesses who provide
cqverage to their employees. |
_ eBuono said everyone “has to step up to the plat/,"
including small businesses, large businesses, Hiv/)s,
Insurers, hospitals, and the government.

Pataki appointed the task force last month to
op aVlan for the state's hospital financing s
which Is known as the New York Prospective
Reirr.bilrsement Methodology (3 HCPR 1575, 1//2/95)

Politics And Waivers

The health commissioner_ also told the tfonferenc
that the state's Medicaid waiver applicatior/before the
Health Cara Financing Administration is being held up
on political grounds, not substantive ones/She said. the
state has answered all of HCFA's substantive questions
on the waive. which would allow the/state to shift
most of its Medicaid population into m_a,na?ed care.

DeBuono tolmreporters that the political problem is
that the administration in Washingt/n is Democratic
and the one in Albany is, RepubliC/an. "It now is a
question of is thera the political wiU on the part of the
administration to Kelp New York/out and to support
our desire to restructure our Medicaid program?

DeBugno, said.- if \ne current/lock grant proposal
for Medicaid is enactku, New York will have to "“com-

|etely and. totally restruccure'/its Medicaid program.

he 24 Dillion to So bilYion sayings exi)ected from the
waiver program over the next several years “is sim-
ply not going to cut it," a)ie “aid.D

AIDS

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

ALBANY, N.Y.— New Yor\ Gov. George E. Pataki
R), reversm% a Ion([;standln state policy, announced
ct. 10 that the state has settled a lawsuit to permit
mothers to find out/the results/of certain HIV tests
oerformed on_their/newborns (Baby Girl Doe v. Pa-
taki, NY SupCt, No. 10661-95, settled 10/10/95).

Pataki said, unefer the settiemeAt, the state Health
Department _Wlly draft regulations that will allow
mothers to sign/ consent form mdlcat_lntg whether or
not she wants /o be informed of het\ infant's human
Immunodeficiency virus test results.

In addition/thé regulations will require that prena-
tal care providers cgunsel pregnant women about_the
risk of motber-to-child transmission of me HIV virus

and encourage all pregnant women t? be tested
voluntarily. _ _

All babies horn in New York state since\|987 have
been anonymously tested for the HIV virus/under an
ongomg/epldemlo_loglgal study. The New York State
SeriateyTrassed Ie_?lslatlon earlier this year to. make the
test résults avajlable to mothers, but the billvdied in
the state Assembly. _ o

Elizabeth Cooper, _co-chairwoman of a coilition
called the New York Task Force on Women and AIDS,
sait] the task force supports a policy of voluntary
testing, and mandatory counseling. She said the mari-
datory counseling provisions In”the settlement are

Mnadequate, however, because they do not cover phyki-

SNAs Hallh Care Rdlicy Report
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ACENSUS BUREAU FINDS 39.7 MILLION

1>ACK HEALTH INSURANCE COVERAGE IN 1994 //

_In 1994, 39.7 million persons were without health
insurance coverage, constituting 15.2 percent of/the
population, the Cénsus Bureau reported Oct. 5. /

. In addition, the bureau's 1994 annual rePort on
income and Roverty indicated chat 29 percent of the
Poor had ncNnealth insurance of any kind, abdut double
he rate for all persons. Poor persons conTprised 27.3
percent of uninsured persons.

Census officials pointed out that the 1994 survey
questions on healbh insurance were changed from the
prior years, su %estln that the results are not strictly
comparable with 199§ and earlieyperiods.

Of the 139.1 million\workerS/in" 1394, 53.3 percent
had employer-provided”ealtt/insurance policies in
their own names, Census fpurta, There is no compara-
ble figure for 1993 and ear)ier because there were ng
questions in the earlier surveys pertaining to types of
Insurance, a Census analxst said,

Some 70.3 percent oy'the population was covered by
a private insurance plan for somtkor all of 1994. The
emalnmq insured persons had government coverage,

r
3*358&which included Medicaid (12.1 percenter 31.S million),

Medicare (12.9 percent or 33, miIIionl), and military
health care coy'erage (4.3 percent or 1L million).

Part-time v/orkers—those working 35 hoprs a week
or less—hapthe lowest coverage. In"1994, 19\5 percent
of these porkers had no health insurance_ coverage.

Statepigures showed considerable variationXjn the
proportion o populations that lacked health insurance
coverage last year. The rangie was from 3.4 percent of
person$ in_North Dakota Tacking coverage to 272
percent in Texas.G

Post-Natal Care

PEDIATRICIANS ISSUE POLICY ON CRITERIA
FOR RELEASING NEWBORNS FROM HOSPITALS

Minimum criteria should be met and the decision
should be made muytually between a new mother and
her physician to release ‘newhorns from hospitals, the
American _Academzl of Pediatrics said in a policy
statement issued Oct. 10. , ,

Insurance .companies set arblt,rar%/, newborn dis-
charge policies based .on few scientific data, AAP
charged. But certain criteria and conditions should be
met Defore an infant is released, the group said. It is
unlikely that the recommended standards could be
accomplished in less than 48 hours, according to AAP,
which represents 49,000 pediatricians.

_Among the minimum ‘criteria are: pregnancy and
ihor are uncomOPIlcated and delivery was vaginali baby
as urinated and passed one stool: rio evidence of jauri-
dice in first 24 hours of life; the baby has completed at
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least two successful feedings, with, documentation that/)
fVie baby is able to coordinate sucking, swallowing, and
breathing while feeding; the baby's vital suzns are-docY
mented as being, normal and stable for the 12 hours
preceding discharge; and a physician-directed source”of
care'(or mother and baby has been identified. _

AAP emphasized tHat each mother-infant /pair
should\be, evaluated individually o determine the
optima time of discharge. “The fact that a short
ho_sP]ltaI 'stay for healthy Term infants can be/accom-
plished do.es.not mean that it is appropriate for every
mother ami infant," AAP said. o

The policy, initiated by AAP's Committee on Fetus
and_Newborn, was published in the Oct. 4/issue of the
AAP's journal Pediatrics.C

Cost Containment /

STUDY FINDS COMPETITION MORE EFFECTIVE
THAN REGULATION IN CONTROLLING COSTS

Based on a comparison study oilstate health care
expenditures under'competition-h/sed managed care
and state %overnment rate regulation, researchers
concluded that a properly structured competitive ap-

roach could play a ‘significant role in- controlling
ealth expenditurés in the United States. ,

For the studg,_publlshed ir/the Qctober American
Journal of Public Health, researchers Glenn A, Mel-
nick and Jack Zwanziger locked at data on cumulative
growth in real per capita health expenditures between
980 and 1991 to compare California—a state with a
pro-competitive policy—twith the national averaPe
and with four states with established hospital regula
tor wrograms—MaryIand, Nelv Jersey, New York,
and Massachusetts, | ) ,

Selected measures studied included ex?e,ndltures
for hﬁspltal serw?es Iphysman services, retail drugs,
and the total of all/three measurest ,

"Ag re?ate data show that California_not only did
much better than the national average in controllm_g
%rowth In hospital expenditures per capita but also di
etter than all/of the states with hospital rate regula-
tion programs;" the researchers stated.\

Furthérmore, the data provide no evidence that
heaith expenditures were shifted from \he hospital
sector to other sectors in California as Ia result of
competltlt(/),n,t %he res,et%r%hers,t (l)bservle(%. "Rather, it
appears t/iat stafes with hospital regulatory progr
an tﬁe/ones tf]at slhow eeldaence,g 01{i tpé pso- aﬂga
‘balloomng or unbundling' effect,'in which expendi-
tures i the unregulated sectors grew much rnorP than

Rational average for many of the regu Q/tory

5" they added. ,

Thge resegr(%ers noted that thejr data covered “nl
10/percent of total health expenditures and that th\r
could have been shifts to the other sectors, such Xp

g-term care.

Atfai/j, inc.. Washington, O.C, 20037
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LongerHospitalStays for Childbirth Are Needed, Pediatricians Say

= CHICAGO, Oct, 10 (AP) - Most
:mothers and babies need to stay in
the hospital at least <8 hours after
Ichildbirth, the nation's largest group
of pediatricians said today, bucklnq
n trend toward shorter Stays tty
save money. _

"The fact lliaf a short hospital
slay can be accomplished does not
mean it IS apPro riate for every
mother and Infant," the American
Academy of Pediatrics said in a poli-
cy statement.

Increasing

ed delivery, said the 49,000-membcr

academy, based in Eilk Grove Vil-

lage, a suburb of Chicago.
hree slates — Maryland, New
Jersey and North Carolina — have
enacted laws to insure that mothers
and newhorns have at least *8hours
in Hip hospital under most circum-
according to the American

3p

_ ly, insurers are refus-
ing payment for hospital stays be-
yond 24 hours after an uncomplicat-

College of Obstetricians and Gyne-
cologists. o

Similar bills are pending in Con-
?ress_ and in California, Delaware,
Ilinois, Kentucky, Massachusetts,
Minnesota, New York, Ohio, Penn-
sylvania and.Rhode Island, Hie or-
ganization said. _

The obstetricians' group and Hie
Pedlmrlclarts have recommended in
he J)@St that hospital stays after
childbirth range from at fleast 48
hours for vaginul deliveries, to %G
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 October Issue of
Hie journal Pediatrics.

"Mothers are v_er?/ upset because
some of the hospitals are dlschar%-
ing mothers within G 12 and, at most,
24"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 pediatrics at Brown
University School of Medicine in
Providence, R.I.

Discharging babies only hours, af-

ter they are born does notallow time
to spot’ developments,

The timing of the discharge should
be decided by the doctor and not by
“arbitrary policy" established by a
third-party, (lie guidelines say.

Mothers and Infunis should be hos-

pitalized together until 1G conditions
are met, which generally lakes more
than 48 hours, the academy said.
The conditions include: an
sence of medical complications;
completion of at least two successful
feedings; Hie baby has urinated and
passed a stool; a documented ability
of the mother to carc for the baby,
Including receiving training in feed-

an ab-

ing, newborn cure and infant safety;
performance of certain laboratory
tests, and identification of a continu-
mg[source of medical care.

~ The conditions ulso include assess-
mg? whether the mother abuses alco-
hol or drugs, has a hlstorﬁ of child
abuse or mental illness, Is homeless,
has been u victim of domestic vio-
lence or lacks social support.

Lynne Fritter, a spokeswoman for
the Health Insurance Association of
America, agreed that decisions
about when to discharge mothers
und newborns should be made case
by case. _

"I'm not uwure that there is a
policy out there where they refuse to
?ay after 24 hours," Ms. Fritter said
rom Hie Washington headquarters
of Hie association, which represents
more than 200 insurers. "It has al-
wa?és been up to physicians whether
to keep the mother”and child in the
hospital after 24 hours."

iork ~ 1 fmocs
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HEALTH

Check In, deliver, go home

Hospitals are hustlingnew mothers out in a day-or less.

icole jundanian, 23,
an annuities ccmpa-
zs wi ny co-owner and
r.ar.ager from Chevy Chase,
Me., did everything by the
back to prepare for the ar-
r:vsl of her first chiid in Oc-
::cer. She ponied up for La-
.r.aze classes and read how-
to .manuals even as she toiled
through labor. Still, she was
in such a stupor after deliv-
ering at 1:25 a.m. and being
discharged the next day that
sne tailed to recognize how
poorly Jack Joseph was nurs-
ing. ‘He was jaundiced and
cer.ydrated. and | didn't
ever, know it." she says. Nor
hac tne hospital staff picked

;:h e baby's problems.

esSS~ckily. Jundanian had
i a caregiver trained in
assisting new mothers, who
spotted the condition in
time. But the baby and his
mother— still sore 3nd bleed-
ing heavily from the deliv-
ery-spent much of their
furs; week together commuting back
and forth to the doctor’'s office. "I was a
basket case,” recalls Jundanian. "1f 1°d
just been in the hospital longer, | would
nave had an easier time."

Six and out. In today's cost-conscious
climate of managed care, however, that
has become a luxury for most new
moms. Maternity stays have shrunk dra-
matically from the weekJong sojourn
common in the 1950s and stilf common
overseas (box) to a national average of
about 1Vz days in 1992, the latest avail-
able figure. That's roughly five hours
shone: than the 1991 average but still
munificent compared with the 24 to 26
hours most health care pians now stipu-
late for routine vaginal deliveries-
which can mean a late-night discharge.
Three days is standard for Caesarean
births. Some providers, primarily on the
West Coast, are working toward turn-

ids as short as six hours— a orac-
jbstetrical hands jokingly refer to
3i drive-through OB.”

Many health professionals contend
that abbreviated stays afford little op-
portunity for mothers to rest, let alone

$

leam such basics as umbiiical-cord care
or breast-feeding: indeed, iactation may
not occur for Tour days. Moreover,
while most newborn problems surface
during the first six hours, jaundice,
heart murmurs and some other poten-

IYlotherhood abroad

Typicd hospital Sayfor revnohers:
Australia: a to 6 Cays

Canada: 2 Vi days

France: Uo to 2 weeks; 5-oay
minimum

Germany: 7 days

Great Britain: 3 days

Ireland: 5 to 6 days

Japan: 5 to 7 days

Netherlands: Mostly home Oirtds.
all-day nurse for a week

with

Sweden: | to 3 days, with midwile
home visit
United States: 24 to 36 hours

rimoum g i Lreen

Is itrisky:

House call. A specialist in home maternal care scotted trouble in Jack Joseoh Jundanian.

tial iils tend to develop later. Some
screening tests, such as the one for the
metabolic disoroei phenylketonuria, or
PKU. which is treatable if caught early,
may even prove unreliable if performed
loo soon. Other tests mighr simply go
undone in the brief time available.
"The issue is safety, and it's a big
one." says Rachel Schwartz, associate
director of the National Perinatal Infor-
mation Center in Providence. R.l.. who
has surveyed the research on early dis-
charge for a conference this week spon-
sored by the Department of Health and
Human Services' Maternal and Chiid
Health Bureau. "W e don't have enough
experience with one-day stays to know
if we can prevent the train wrecks."
Maternity wards are hardly alone in
feeling managed care's tightening grip,
of course. Some medical centers now
perform outpatient mastectomies. Oth-
ers no longer routinely keep chest-pain
sufferers for overnight observation.
Even cardiac cases are getting the boot
earlier: Reconfigured staffing and med-
ical advances have allowed Fairfax Hos-
pital in Northern Virginia, for example,

I"i.NcCWSA WORLD RKPCCT DIiCEMIIES S Is%



;0 pare the average length of
stay for bypass patients to just
under a week from 12.2 davs
in 1989.

Cardiac cases, however, are
not expected to go home, at-
tack the laundry and wake up
for midnight feedings. More-
over, unlike previous genera-
tions of mothers, today's mom
can’'t count on having an expe-
rienced relative there to coach
her on nursing or spot a fever.
That kind of child-care educa-
tion has been a hallmark of the
maternity-ward stay-only
now there is insufficient time,
and fewer nurses, to dispense
it. "Our problem is trying to
get everything done for awom-
an and then trying to get her
out because she is on a time
clock,"” grumbles Doris John-
son, associate administrator
for patient care services at Co-
lumbia Hospital for Women in Wash-
ington, D.C *“It's very frustrating."”

But is it actually dangerous? Medical
studies, though scant, show no adverse
heaith impact for mothers or infants
discharged early. And a computer anal-
ysis of 740.000 deliveries nationwide be-
tween 1990 and 1993. done for
|\BI\5by HCIA Inc., 3 heaith care infor-
mation company in Baltimore, found no
significant association between length
of stay and readmission rate. If any-
thing, the 2.4 percent of women requir-
ing rehospitalization within a year had
enjoyed extended first stays. “The one-
day discharge is so common that if peo-
pie were having complications, they'd
show up statistically by now," says Rich-
ard Doyle, a San Diego-based internist
with Milliman & Robertson, an actuar-
ial consulting group that creates guide-
lines for health insurers.

Home sweet home. Moreover, early-
discharge programs appear to be popu-
lar with patients. Some 83 percent of
Kaiser Permanente maternity patients
polled recently, for example, expressed
satisfaction with their hospital stay.
Breast-feeding tends to go more
smoothly 3i home than on a busy mater-
nity ward. And the faster mother and
child check out, the less likely they are to
pick up hospital germs.

Still, anecdotal evidence suggests that
some problem cases slip through the sys-
tem. Three years ago, exhausted new
mom Sheryl MulhaJl emerged from a
long morning shower to find her 3-day-
old son blue and lifeless in his bassinet.
So in February 1993, when the hospital
tried to discharge her a day after giving
birth to strapping baby Tyler, the Roch-
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Insistent mom.

stay—and Ty,

Ike aprevious ceby, Iived

ester. 111, mother of two dug in her heels.
Because Mulhall had the flu. her doctor
finagied another night. That evening. Ty-

} ier didn't eat: next morning in the nurs-
j try. he turned pale and struggled co

breathe. "Had we been home, we would
have lost him." shudders Mulhall. She

Mulhall arguedfor a second right's

trm flsvd>m
later learned her son-revived

with sugar water and now a
peppy toddler-has a senetic
enzyme deficiency thought to
cause ; percent of scme’ 7.000
crib dea:hs annually, 'I'm
tnankrul | stood my ground,”
says Mulhall.

Not all mothers are so insis-
tent. nor their babies so fortu-
nate. In the two years since 24-
hour turnarounds became-
common in Cincinnati. Chil-
drens Hospital has readmitted
rive infants suffering from se-
vere dehydration caused by
difficulties related to breast-
feeding, inducing one who
lost a leg as a result and anoth-
er who ended up brain dam-
aged. Less severe conditions
may simply go uncounted; in
an ongoing survey of early dis-
chargees by Koiy Cross Hospi-
tal in Silver Spring, Md.. visit-
ing nurses are discovering problems —
many of them stemming from a iack of
knowledge about lactation and feed-
ing— in a quarter of the mothers or in-
fants checked a day or rwo later.

Tne villain, experts contend,
short stavs oer se. but lack of tollow-uo

is not
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.uppori. '*Ics unbcliev-
...<Z evhat 'vc find on home
visits." underscores obstet-
rical nurse Lenore Wil-
liams. president of Profes-
sional Nurse Associates
inc.. a private nursing
practice in Cieveland that
specializes in maternal
health care. "I came across
one mom who said. 'All my
hashes had jaundice." and
ev-ien | flipped back the
covers, ihere was this baby
as yellow as a b3nana from
a iiver infection." Visiting
nurses and other maternity
experts report seeing ev-
erything from biood clots
and cepression in mothers
to infants with infected
umoiiical cords, collar
bones broken from deliv-
er.- and heart murmurs. One Baltimore
nurse recently opened the door to find

Home improvement. C]evela‘drusa
nmons like Brenda Ganes in ceoy care

"CZr'~X>.'m*rutriauy'A **

recent survey of 3.616 Kaiser Perman-
ente families under her firm's care. W il-

Ven educates new
breast-feeding

at an average of about
31.500. the savings can be
substantial. The total
topped 3500.000 for 925
Ohio Kaiser Permanente
patients in a 1990 study by
Professional Nurse Asso-
ciates. Moreover, follow-up
care can stave off emergcn-
cy-room visits by reassuring
a mother that her infant's
rolling eyes are a sign of
sleepiness, not of seizures,
or by spotting formula left
sitting too long. "It's win-
win for everyone," says
nurse Wiiliams.

Videotape support. Ex-
cept. perhaps, for hospi-
tals. To compensate for
shorter stays, many are ex-
panding prenatal educa-
tion beyond the pant-pant-
olow of traditional labor
classes, to include breast-
| feeding and choosing a pediatrician. At
! Columbia Hospital for Women, new

liams found infections in 7 percent of | parents soon will be sent home w?dt a
, the mothers and 3 percent of the in- j videotape that addresses such issues as
i fants. ye: the rate of hospital reaamis- i circumcision care, while Alta Bates

a newborn vomiting meconium — its
own fecal matter, swallowed in utero.
Home follow-ups included in some

heaith pians can prevent such compiica-
s from becominz emcrsencics. In a
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Medical Center in Berkeley. Calif., gets
newborns back for checkups at 72
hours, even on weekends. Next year.
Alta 3ates plans to factor a home -visit
into its per capita maternity costs.

Many rnanaged-care plans, including
Kaiser Permanente and Humana, and
some insurers also provide home visits.
But hurdles — like having to get approv-
al before discharge — can prove deter-
ring. And no guidelines or federal rules
mandate such services. That leaves it up
to new mothers like Nicole Jundanian
to search out their own experts— and
foot bills of up to S800 a week. "It's
another situation where women and
cmidren are being shortchanged." con-
cludes Edward Bailey, chief of general
pediatric services at Bay State Medical
Center Children's Hospital in Spring-
field. Mass.. who instituted home fol-
low-ups four years ago to support early
discharges and has seen no advene
health impact in 13,000 births.

Neither Bailey nor his peers expect
maternity stays to lengthen. But if the
bean counters have avoided a train wreck
so far. it may only be because "most ba-
bies are healthy and very resilient,” notes
Marcia Charlcs-Mo, chair of the pediat-
rics department at AJta Bates. Unless
they provide a dose of follow-up support,
however, insurers and managed-care
plans could find their robust bottom lines
bouncing rapidly into the red. *

By Mary Lord

USnews i world Report, December s irw
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old are being discharged

simply to satisfy
Tiny lives are at risk.

help stop

at Steenland. 40. a profes-

sor of English literature in

Moraga, CA, gave birth

to her first child, Miya,

March 15 at 12:05 a.m. A

mere fourteen hours lat-

er, at 2:00 p.m. on Thursday, the hos-

pital discharged her. "I wasn't at all

ready to go home," says Steenland.

"l had been up two nights straight

because | kept going into labor and

then stopping. | was exhausted. | had

also started hemorrhaging and was

hooked up to an [V with Pitocir. to

stop the bleeding." The hospital real-

ly wanted to send her home at noon

but, says Steenland, "a very nice

nurse gave us two extra hours. | was

hooked up to the IV until liter-

ally ten minutes before [
walked out the door."

But that wasn't the worst of
itt. Once home, on Friday
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 unswaddlc 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,” she says.

Miya was rushed to intensive C3re
and started on intravenous antibi-
otics. When the culture from the
blood test finally came back, it con-
firmed that she had alpha strepto-
coccus, a rare but fortunately mild
form.

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 teach
Pat and Glen how to administer an-
tibiotics to their infant daughter with
an intravenous needle in her scalp. “|
told them ‘No,”” Pat says. “Fortu-

the country,

babies just hours,

from hospitals-

insurance companies.

Here's how Jvou can

this shocking practice.

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 agreed.

“But they didn't let up the pres-
sure," Steenland says. "The home
nurse tried to get us to learn to flush
the 1V 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 daughter's scalp, and
| said, ‘'You expected MBto deal with
this? It was hard enough to wetch.'

“It really was a terrible ordeal, a
trauma,” Steenland remembers.
“Fortunately, Miya’'s perfectly fine
now-for her, it's as though nothing
happened. For U3, it's going 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, 3nd some of the na-
tion's leading politicians are

wondering the same thing, and have
joined forces to lead an outcry
against what have become known as
“drive-through deliveries." This
refers to a policy of releasing moth-
ers and their newboms 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-
ing complications-and even died.

In May, the American College of
Obstetricians and Gynecologists
(ACOG) issued a statement calling
for a moratorium on the practice and
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-
boms spend 48 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-
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ties, the average length of stay for mothers and babies
dropped from 4.1 days in 1970 to 2.4 days by 1993.) In its
statement. ACOG cited reports of two serious problems
tr.at doctors were suddenly seeing: babies suffering brain
damage from untreated jaundice that parents weren't
trained to recognize, and breast-fed babies suffering from
dehydration because mothers didn't realize they weren't
getting enough milk. Soon after, the American Medical
Association passed a resolution saying that discharges
sr.ould be “determined by the clinicai judgment of attend-
liM~nysicians and not hv economic considerations.”

Obstetricians also complained loudly about how diffi-
cult early discharge was on women. “The risks are greater
to the newborn than the mother."” says Anthony Caggiano,
M.D.. past president of the New Jersey Obstetrics and
Gynecology Society and presideni-eiect of the Medical
Society of New Jersey. “But our concern is the abuse of
mothers. They are exhausted, they're sore, yet they’'re also
wired because of the new baby and all the people calling
and visiting. They don’t have time in twenty-four hours to
take a deep breath and get a good night's sleep and learn
how to take carc of their newborn and themselves before
they leave the hospital.”

In May, Maryland passed a law requiring that infants
who are discharged in 24 hours meet certain medical crite-
ria and receive a home visit. In June, New Jersey legisla-
tors passed a stricter law mandating insurance companies
and HMOs to cover a 48-hour stay in the hospital if the
mother requests it. Alan Langsncr, M.D., senior consul-
tant of pediatric cardiology at St. Barnabas Medical
Center in Livingston. NJ, told legislators that “it is only a
matter of time before an infant with a correctable cardiac
lesion dies in the name of early newborn discharge.”
Parents, doctors say, have no way of recognizing the subtle
signs—bluish red or purplish blood or small changes in skin
coloring-of that heart condition.

By summer, bills were introduced in New York, Califor-
nia. Pennsylvania, and Massachusetts. In June, Senator
Rill Bradley (D-NJ) filed a bill to require health insurers

llow new mothers to remain in the hospital for a mini-
m of 48 hours (96 hours for acesarean); Senator Nancy
xMasschaum (R-KS) signed on as a cosponsor. In the

House, Congressman George Miller (D-CA) proposed a

similar bill. Even the leading ladies in both political par-
ties— First Lady Hillary Rodham Clinton and New Jersey's
Republican Governor Christine Todd Whitman-havc

h

voiced support. Governor Whitman signed her
state's bill at a New \H%/hospital and then, for the
photo opportunity, stood bedside with a new. smiling
mother. And Hillarv Clinton said on
WmQ/S’UN “1personally am appalled that we are
now discharging mothers with babies as soon as we
possibly can get them out the door."

hroughout the emotional debate, the insur-

T ance companies and HMOs have stood

firmly opposed. Why? It costs from S700 to

Si, 110 for an additional day in the hospital for each

of the four million babies born each year. In de-

fense of the early-release policy, Susan Pisano,

spokesperson for the Group Health Association of

America, says. “These decisions nc'd to be made

on a patient by patient basis by .he attending

physician, not by legislators in some cookie cutter
approach."”

It was in 1993 that insurance companics-espe-

cially HMOs-began asking their doctors to make

sure mothers and newborns were discharged in 24

hours (two to three days for cesarean sections). State

Senator John J. Matheussen (R-NJ), who sponsored his

state’s 48-hour bill, says that HMOs force their doctors to

comply. Holly H. Roberts. D.O.. an obstetrician-gynecolo-

gist in Red Bank. NJ, says that an HM O she works with,

which she declines to name, “came into my office and

showed me a chart of how soon their doctors got their pa-.;
tients out and threatened to drop me from their system if :

| didn't get my patients out sooner. They also told me
there would be a financial incentive if I'dccrcased my pa-
tients’ length of stay.”

In some states it ,ias dropped even lower. In 1994, 16.6
percent of the babies discharged from California hospi-
tals-90.000 babies-wcnt home in under 12 hours. .And in
March 1995. the Southern California Permanente Medical
Group, a division of Kaiser Permanente, the nation's
largest HM O . issued a memo to its doctors asking them to
"encourage” mothers to leave the hospital “as early as
eight hours after delivery." They were also warned that,
even with such brcathtakingly speedy discharges, home
health visits were “not to be used routinely.” The mcmo-
which was made public by a Los Angeles-based watchdog
group called Consumers for Quality Carc (CQC)-gave
the doctors a checklist of things to tell new mothers about
why they should go home early, including the fact that
“hospital food is not ta..ty." Elaine Bum-Pyrez. spokesper-
son for CQC, says. “It's outrageous because it's totally
profit driven. It's clearly not giving any concern to the
mother or the newborn."”

Indeed, some feel conditions have deteriorated to sheer
recklessness once hospitals got into the early discharge
habit. “Initially HMOs intended only full-term, healthy
babies to be released within twenty-four hours,"” says
Susan Panny, M.D., a pediatrician in the Maryland
Department of Health and Mental Hygiene. However,
when her department did a study of Maryland births they
found that in 1992,22.2 percent of all newboms who were
not considered healthy were discharged before 24 hours.
“It'svery scary,” Dr. Panny says.

ne of those scary things that pediatricians arc

O Iseeing-which they almost never saw before-is
mpermanent 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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to mental retardation or impairment, motor problems,
and hearing loss.

“When | went to medical school,” says Augusto Sola,
M.D., the director of neonatal clinical services at the
University of California San Francisco Medical Center, “1
remember a professor showing me pictures of babies with
untreated jaundice. He said, ‘Your generation is very
lucky. You will never see this problem again." So when
Dr. Sola began seeing babies with untreated jaundice, he
looked at his hospital's records. He discovered that from
June 1992 to October 1994, five babies had been admitted
for the late stages of the condition. .All five had been dis-
charged from other area hospitals between eight and 23
hours after birth, and four of the five had no home nurse
visit within two days of release. In the 20 years prior, there
hadn't been a single admission for the condition at UCSF
Medical Center. “A mother cannot be expected to diagnose
jaundice that needs to be treated.” Dr. Sola says. “Even
doctors cannot always agree on it."

Yvette Joseph, 29, a Hew Jersey mother who is a mathe-
matics editor at a school publishing company, sadly
learned that all too well. She gave birth to a son, Nigel, at
7:32 p.m. on September 12,1994. Since her insurance com-
pany would not pay for a second day, mother and son were
released from die hospital the next evening around 10:30.
“Before we were released, the baby was shivering very
badly,” Joseph says. "The nurses didn't know what was
wrong. They said, ‘Mavbe he just hasn't adjusted well.’
They released us anyway. The next day, a Wednesday, a
visiting home nurse came and told us he was jaundiced,
but we should expect that and to just expose him to sun-
light. He was still shivering and she said his immune sys-
tem just hadn't adjusted as well as other children’s.”

Nigel'syellow color continued to worsen. On Friday
they talked to Seymour Charles, M.D ., their pediatrician,
and made an appointment to see him first thing Monday
morning. As soon as he examined the baby, he rushed
him co the nearest hospital. “ It was a shattering experi-
ence,” Dr. Charles says. “I'll never forget it. That baby €
was as yellow as can be and very lethargic. His tern- »
perature was down to ninety-three, his heart beat
was down to eighty-three. | was afraid the baby was
going to die. "

Nigel spent two weeks in the hospital. When he was five
months old, he started having six or seven seizures a day.
“His eyes would roll back in his head,” Joseph says, "and
he would go limp." Now he has a seizure only about every
fourth day, but no one is sure whether he will ever com-
pletely recover. “This baby is not out of the woods,” Dr.
Charles says. “This baby could grow up to have a seizure
disorder.”

W hat's so sick about this," says Dr. Charles, the
chairman of the Insurance Committee of the New
Jersey Pediatric Society, “is thai we have systems
in place in every major medical center to monitor and
screen newborn infants. HMOs are saying all this is super-
fluous. They arc taking all the technology that we built up
for newboms in the hospital and casting it aside. We have
one baby dead from streptococcus because the poor, unsus-
pecting mother can’t possibly recognize it. And yet there is
no way it would go unrecognized in a newborn nursery."
The case Dr. Charles is talking about is the one that
prompted ACOG to issue its call for a moratorium on ear-
ly discharges. Michclina Alanna Bauman was bom at 12:12
a.m.on May 16, an apparently healthy full-tcon baby. “She
came out pink as a flower," her mother, Michelle Bauman,
says. “ She was beautiful.” The next afternoon Michelle, 28.

a housekeeper, and her husband, Steve, 30, a cement tru<
driver, took Michelina home to their house in William
town, NJ. Tne family's HMO, U.S. Health Care, paid ft
mothers and full-term newborns to spend only 24 hours
the hospital.

Around 10:30 that night, Michelina started moanin
and refused to eat. Her parents stayed up all night tryin
to comfort her. Although they had no way of knowing it
their 2-day-old baby was dying of a massive beta streptc
coccus infection that her tiny body was unable to fight.

At 6:00 a.m. the next morning, they called the pediatri-
cian. During the following day, the Baumans made four
calls to their pediatrician, who told them the baby proba-
bly just had gas. As the day went on. Michelle remembers.
Michelina's moans got “louder and louder.” Michelle tried
to comfort her by putting her in her baby swing for short
periods of time. At three that afternoon, purple spots be-
gan to appear on her skin, a sign a neonatal nurse or doc-
tor would have recognized as a “terminal event." The pe-
diatrician’s office said it was probably “just newborn rash."

At six that night Michelina died in her baby swing.
Michael Grossman, D.O., the vice-president of medical af-
fairs at Kennedy Memorial Hospitals-University Medical
Center of New Jersey, where she was bom, says that had
Michelina “spent one more day in the hospital, the infec-
tion would have been detected and treated and she would
have had a fifty-fifty chance of recovery."”

“The sys.'em didn't even give our baby a-xhancc,” says
a distraught Michelle Bauman. “Even if they had tried all
they could and she hadn't made it, it would be easier to
accept. My husband and | don't even know what to say to
each other. He carries the little hat she wore home from
the hospital with him all the time. We have pictures of
her all over the house. | walk around and talk to the pic-
tures and tell her I'm sorry. Some days | feel like grab-
bing her through the picture and just holding her, but |
can't do that."

THE GOOD HOUSEKEEPING LOB fd,

If you want to help prevent the deaths and IlInesses of
any more newborns due to drive-through deliveries, fill In
this petition and mail It to:

Senator Bill Bradley, Washington, DC 20510.

, 1935
Dear Senator Bradley:

Flease add my name to the list of supporters of the
Newborns® and Mothers' Health Protection Act of 1995,
cosponsored by Senator Bill Bradley (D-NJ) and Senator
Nancy Kassebaum (R-KS), which will require insurance
companies to allow mothers and their infants to spend a
minimum of 48 hours Inthe hospital after a baby's birth.

Sincerely,

name

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

BYLINE: Sandra G. Boocman

BODY:

Mahiri G. MacDonald thought she'd seen her last case of kernicterus, a rare
ird devastating complication of advanced, untreated jaundice, during her medical
‘raining 25 years ago. But in the past two years MacDcrald, director of the
‘.ecr.atal intensive care unit at Children's National Meuical Center in
Washington, has treated four newborns with the preventable disorder. One infant
tied and three others may have permanent brain damage. AIll had been discharged
from area hospitals less than 48 hours after delivery. ..

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

ed by untreated jaundice. AIl five, who doctors say have suffered permanent
‘rain damage, were born healthy, and all were discharged from California
;ospitals less chan 23 hours after birth. When he searched records for similar
rases, the hospital's chief neonacologist said he found only one case among 23
e.ospitals, including San Francisco General, between 1972 and 1991, when
e.eternity stays were longer.

Between 1992 and 1994, a period when the average stay after a normal delivery
.rcppea from 72 to 24 hours in Cincinnati, doctors at Children's Hospital
ledical Center saw a 30 percent increase in readmissions for jaundice and a
hreefold increase in 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 Dbeen 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,
he average stay after an uncomplicated vaginal delivery was about four days. By
nn2 it had been cut to about two days; today the average for an uncomplicated
very is about 24 hours. In 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 (ACOG), which opposes the
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J ine imposition of early discharges.

Iritics 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 cut costs. Insurance companies
maintain, however, that short stays are both gccd medicine and good 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 is no dispute that shorter stays represent an enormous cost savings.
Childbirth is the most common cause of hospitalization -- about 4 million babies
are born annually in the United States -- and an additional night in the
hospital costs between $ 700 and S 1,110.

States Strike 3ack

last month ACCG, which recommends that new mothers spend at least 48 hours in
the hospital after an uncomplicated birth and 96 hours after a Caesarean
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
Association, which passed a resolution urging that postnatal discharges be
"determined by the clinical judgment of attending physicians and not by.“econcmic

considerations."

These views have received a sympathetic hearing in the state legislatures of
ofeaiS&flsnd and New Jersey. 3oth states recently passed bills that prescribe
t ®natal care. Maryland's bill, signed into law several weeks ago by Gov.
Parris N. Glendening (D), requires that mothers and infants discharged within 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 48 hours if requested by the doctor or
tother. Gov. Christine Todd Whitman (R) is 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 is a trend or not,” said Kathryn Moore, a lobbyist for
4CCG. "It is indicative of the frustration with managed care and with insurance
company edicts that make no sense.”

Geni Dunnells, executive director of the Maryland Association of HMOs, said

:hat the Maryland law, which takes effect Oct. I, "sets a bad precedent"” by
Legislating medical care. The chief reason for its passage, she said, was not
evidence 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 -?sociation
jf America, the Washington-based trade association for 230 commercial insurers,
igreed. "I don't think we have any empirical evidence one way or the other that

s safe,"” she said.

*Keeping a baby in what is essentially a high-risk situation [a hospital
lursery] simply for observation is not wise,” Green added. "I truly believe that
i let of what is stimulating all of this is that the mothers are pushing this.
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t of mothers are working mothers. .- . . They work up tc 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 in

the right place at the right time."

Few doctors would disagree with that premise, and even the most ardent
critics 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
catastrophic event,” said Maureen Edwards, chief of neonatology at George
W ashington 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 in place"

for noninstitutional care.

Nevertheless, the pressure by insurers to discharge patients as scon as
possible is unremitting, Edwards added. "We have patients going heme at 10 or 11
H~rcck 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
‘.capitalization, some insurance companies are demanding chat the newborn be
discharged, something Edwards said she refuses to do.

How Early Is Too EarlyO0

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

Some doctors say 24 hours is too soon to accurately assess aninfant's

rendition. "There are many things that go on after 24 hours of life, many
e.ransitions that occur in a newborn,” said Augusto Sola, chief of neonatal
rlinical services at the University of California, San Francisco. "Jaundice

ioesn't start to happen until the second or third day of life, and dehydration
e.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
rent home before certain tests can be performed, such as .the screening for
henylketonuria (PKU), an inherited disorder that is treatable in the early days
fter birth; if 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
sleepy to eat much cn 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
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{ -baby nursery. "Breast-feeding is less likely to be successful. It's not
.inctive. It takes support; and education and training. What happens is that

mothers continue to breast-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 itis touted as a substitute for
longer hospital stays, may not be sufficient.

"The question is what kind of heme care and by whom and with what frequency?"
asked Michael Mennuti, chairman of obstetrics and gynecology at the University
of Pennsylvania Schoolof Medicine and of ACCG's committee on obstetrical
practice. "This is notstandardized. The component of these hcme-care elements

needs to be systematically evaluated.”

mMacDonald of Washington's Children's Hospital agreed. She said the four
babies she treated fcr kernicterus had an inherited enzyme deficiency that
increased the risk of severe jaundice. Yet in all but one case no follow-up care
had been arranged, she said. Cr.e infant was seen at home by a nurse who failed
to recognize che severity of jaundice. Two days later, after the baby stopped
eating, 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 is that unless a baby is totally devastated, you really can't

tell for about a year whecher he or she has sustained permanent [brain] damage,"”
she said.
H®

jike its counterparts in 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
lot. Some neophyte parents mistakenly regard this as the behavior of a good
baby, not a starving baby.

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

problems, she said. -

Ob-gyn Michael 3. Grossman, vice president of Kennedy Hospitals in Cherry
Hill, N.J., is 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 guidelines 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
inical 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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J ours after a normal delivery. "They told me the only thing keeping me in the
S, am was that | didn't do that many C-secticr.s,” said Roberts, who added that
the HMO, which she declined to name, provides more than half of her patients.

"If | had a patient with a 24-hour labor who had been torn from vagina to
rectum, who was exhausted and in pain and catheterizea ana they wanted her out
of the hospital just because she could be wheeled to the car, | would try co
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, seme pediatricians are moving up the time
nf the first checkup from two weeks to three days after birth to spot potential
nedical problems that could become serious. The American Academy of Pediatrics
recommends that babies sent home within 24 hours receive a medical checkup
e/ithin 43 hours of discharge.

M ahiri MacDonald said she has received calls from Washington area
;ediacricians asking if they should see babies before the standard two-week
'isic. "l tell them, yes, by all means, if they want to avoid a fat malpractice

suit.”

at MacDonald said she's been told that some pediatricians are encountering
.nether problem: Some managed care companies are refusing to pay for an early
‘hsck -uo.

One Family's Tragedy

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

She seemed fine, her mother said, until 11:30 p.m., when she began making a
oaninc sound and refused to drink her bottle. "We thought she didn't know how
o cry,” her mother recalled.

Bauman and her husband, Steve, first-time parents, and Michelle's mother
pent a sleepless night walking the floor, trying to soothe and feed the baby,
ho refused to eat 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
aoked 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,

¢ 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 all to
protect new fanilies

m House willweigh
question of post-birth

hospital insurance
j * _ *

By JEANINE POHL
THEJUNEAU EMPIRE

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 Monday.

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

Senate Bill 193 would require
insurance companies to pay for
hospital care for up to 48 hours af-
ter a regular delivery and up to 96
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

associations, which contend

had to wait in hospital parking
lots until after midnight to check
in because their health plans
wouldn’t cover them until just be-
fore delivery.

Some states have passed laws
requiring at lease 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 i
vote. Fairbanks'Republican Sens.
Bert Sharp and Steve Frank op-
posed the bill, as did Wasilla Re-
publican Sen. Lyda Green.

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

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 to
48 hours for moms after delivery.

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

Plaaae see Baby, Pago 10

Education and Social
committee, where co-chairs Con

cal
Baby. . some medical complications can’t

Continued from Pag# 1

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

Longer hospital stays are sup-
ported-b~several'national. medi-

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

_Jhparing before the HouseHealth,

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

.'IegislationKinmaid

u
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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 of the 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:

Maryland in May 1995 passed the Mothers' and Infants' Health Security Act requiring

insurance plans to follow criteria for maternity and newborn care published in Guidelines
for Perinatal Care by 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 of inpatient care following a cesarean section for a mother and her newly bom
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

04W SWecs ArW r
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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 vagina’ 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 Care Policy Report
(December 11, 1995). The proposal met opposition (see the above report and a synopsis
in the November 13, 1995 issue oi Family Relations, a State Capitals newsletter.

States Considering Laws to End 2 1-Hour-Discharge Policies

Medical ethicist George Annas, J.D., M.P.H., writing in the mid-December issue of the New
EnglandJournal ofMedicine, lists 11 states considering laws which would require insurers to stop
24-hour-discharge policies (California, Connecticut, Delaware, Dlinois, 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' Health
Care Policy 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 Business Week 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 of the lists mentions a Georgia
bill featured in a December issue of Family Relations, a round-up of references in the media
featuring family issues. That bill would make it illegal for insurance companies to move mothers
and newboms 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
Managed Care Reporter, Bureau of National Affairs, January 17, 1996).

Attached are copies ofthe articles mentioned in this memorandum, as well as pertinent laws from
Maryland, New Jersey, and North Carolina.



%
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)



'URANCE COVERAGE FOR POST-DELIVERY CARE

1STATE

1

ALABAMA

ALASKA

ARIZONA

ARKANSAS

(CALIFORNIA

[COLORADO

CONNECTICUT

DELAWARE

FLORIDA

GEORGIA

HAWAII

IDAHO

IBILL STATUS ICOVERAGE REQUIRED FOR
INUMBER VAGINAL BIRTH/CESAREAN
|AB 1841 (Carryover I|Requires min. of 48 hrs. inpatient
|AB 1978 ICarryOver Icare; permits earlier discharge if
| infant meets AAP/ACOG Guide-
| lines for Perinatal Care medical
| stability criteria.
HCR30 Cany Over

1
HB 357 Carry Over Requires coverage of at least 48

hrs. inpatient care if health care
provider prescribes It.

9/26/95
I

ICOVERAGE OF POST
DISCHARGE CARE

COMMENTS

Requires coverage of 1 in-
home visit if mother and
child discharged in loss

than 48 hrs.

Chapter working with
Attorney General &

other organizations.

Creates task force
to study issue.

Not addressed.
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1 1 1 \
STATE Ibill Istatus ICOVERAGE REQUIRED FOR COVERAGE OF POST |[COMMENTS
INUMBER | IVAGINAL BIRTH/CESAREAN DISCHARGE CARE |
1 1 1
ILLINOIS IHB2514 lintent to in- |Requires coverage of min. 48 hrs. Min. 3 visits by RN within |
itroduca |for vaginal birth. 96 hrs. cesarean. 24 hrs. of discharge, be-
1 1 (Excludes policies covering home  tween 25-48 hrs. &e- |
1 1 [visits unless hospital stay deter- Iween 96-120 hrs., inc.'u- |
i 1 Imined to be medically necessary Iding parent ed, breast or |
1 1 Iby attending physician. bottle feeding, necessary |
Iclinical tests.
I I | I
NDIANA I I | |
I I I 1 1
.OWA ! 1 1 1
1 1 1
KANSAS | 1 1
1 1 1 1
KENTUCKY iHCR 6 In Hearings Urges insurers to cover at least |
1 72 hrs. of inpatient care. | | .
1 I 1 A
.OUISIANA 1 1 i |
MAINE
MARYLAND JSB 677 |Enacied IPermits discharge of mother and jRequires coverage of 1lin-i
11995 linfant if newborn meets AAP/ home visit if mother, child |
| . | |[ACOG Guidelines for Perinatal discharged in less than 481
| ICare medical stability criteria. hrs. Visit must include 1
| | collection of sample for
| hereditary and metabolite 1
| screening.
| |
.1IASSACHUSETTS |SB 2000 In Comm Requires min. of 48 hrs. inpatient To be addressed in health "Attending physician"
Iformerty care for vaginal birth, 96 hrs. for dept, regulations develop- defined as obstetri-
ISB 1926 cesarean. Prohibits earlier dis- ed with advisory commit- cian. pediatrician.

charge unless in accordance with tee that Includes pediatric nurse midwife, or

health dept, regulations, thus app- representative. other physician.

lying to ERISA plans also. Earlier
° discharge must also be in consul-

tation with the mother.

IICHIGAN



'URANCE COVERAGE FOR POST-DELIVERY CARE

, 1
ISTATE 181LL STATUS
Inumber
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA 1
INEW HAMPSHIRE
NEW JERSEY AB 2224 Enacted
1 1995
1
(NEW MEXICO Regulation In Hearings
NEW YORK AB 8125 3rd Reading
Cany Over
SB 5322 Sarny Over

NORTH CAROLINA SB 345 Enacted

995

COVERAGE REQUIRED FOR
VAGINAL BIRTH/CESAREAN

Requires coverage of min. 48 hrs.
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.

Requires coverage of length of
|stay in accordance with Guidelines
for Perinatal Care (48/96 hrs.) Ex-
cludes policies covering heme vi-
sits unless hospital stay deter-
mined to be medically necessary
by attending physician or is re-

quested by mother.

Requires min. of 48 hrs. inpatient
care for vaginal birth, 96 hrs. for

cesarean.

Requires min. of 48 hrs. inpatient
care for vaginal birth, 96 hrs. for

cesarean.

Requires min. of 48 hrs. inpatient
care for vaginal birth. 96 hrs. for

cesarean.

Page 3

COVERAGE OF POST
DISCHARGE CARE

COMMENTS

Min. 3 home visits by RN "Attending physician’
within 24 hrs., 25 to 48 hrs defined as obstetri-
& 96 to 120 hrs. after dis- cian, pediatrician, or
charge. Must include par- other physician.
ent educ., assistance with
breast/bottle feeding, &
necessary tests.

Min. 3 home visits by RN "Attending physician’
within 24 hrs., 25-48hrs.,& defined as obstetri-
96-120 hrs. after dis- cian, pediatrician or
charge, including parent other physician.
educ., breast/bottle fee-

ding assistance and

necessary tests.

Not addressed.

Not addressed.

Not addressed.
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STATE IBILL ISTATUS ICOVERAGE REQUIRED FOR ICOVERAGE OF POST ICOMMENTS
INUMBER VAGINAL BIRTH/CESAREAN IDISCHARGE CARE |
NORTH DAKOTA
| |
OHIO IHB453 IINnComm IRequires min. of 48 hrs. inpatient INot addressed.

[care for vaginal birth. 96 hrs. for |

| Icesarean.

ISB 199 IINnComm |Requires min. of 48 hrs. inpatient IRequires coverage of 3

[care lor vaginal birth, 96 hrs. for [home visits by RN within

Icesarean. 124 hrs.. 25-48 hrs.. & 96- |
1120 hrs.. including parent
led,, breast/bottle feeding
[assistance, necessary

Itests.

OREGON
OKLAHOMA
OREGON
| | | | |
PENNSYLVANIA |[HB 1747 |[In Comm |Requires min. of 48 hrs. for vaginali If covered must consist of |
| Ibirth, 96 hrs. for cesarean. at least 3 visits conduc- |
° ted: within 24 hrs. of dis- |

|
| ! Icharge; within 25-48 hrs..
and within 96-120 hrs. by
RN & include breast feed-
ing assistance & medical

evaluation.

HB 1977 In Comm Requries coverage of min. 48 hrs.
of inpatient care, excluding day of
delivery. Permits coverage of shor-
ter stay if mother and child meet
medical criteria of Guidelines for
Perinatal Care and if plan covers

[initial postpartum visrL

PUERTO RICO i
RHODE ISLAND H8 5858-A Enacted Creates task forcr

1995 to study issue. t
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,STATE

|
1

[BILL STATUS
[NUMBER
1

[SOUTH CAROLINA |

1
[SOUTH DAKOTA

J
ITENNESSEE

1
iTEXAS

1
[UTAH

i
IVERMONT

1
[VIRGINIA

1
[WASHINGTON

!
[WEST VIRGINIA

.ISCONSIN

1
iWYOMING

1
1

1
1

|AB a"3 In Comm
1

|
1

COVERAGE REQUIRED FOR
VAGINAL BIRTH/CESAREAN

ICOVERAGE OF POST
DISCHARGE CARE

L
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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,G00-
33,000 deliveries each year among all records sampled. Hospital stays of <24 hours
were recoded 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-
sarean 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, 1970-1992
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Hospital Deliveries — Continued

The average length of stay also was analyzed by mother's age (<20, 20-29, 3C(
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 Shield*, other
private insurance, Medicaid, and 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.
Reported by: Div of Reproductive Health, National Center for Chronic Disease Prevention and
Health Promotion; Prevention Effectiveness Activity, Epidemiology Program Office, CDC.
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 addition, specific criteria should be met fora 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) ensi'rod

Numbers from other racial/ethnic groups were too small for reliable analysis.
*Use of trade names and commercial sources is for identification only and does not imply
endorsement by the Public Health Service or the U.S. Department of Health and Human

Services.
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Guideline: HRC
*  Title: 24_Hour_Discharge”Following_Uncomplicated_VaginalLDelivery_-HnC-

Date: 12/15/95
Version:
Code:

The following clinical guideline is a summary ol currently available clinical research and relevant recommendations.
Clinical Guidelines set lorth standards regarding safety and effectiveness or appropriateness and/or medical necessity
upon which coverage or utilization management determinations will be based.

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 lav/s which mandate coverage, the provisions of 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 fcr determining the
appropriate course of treatment for his or her patient.

CLINICAL POLICY: (11/95, Vincent Jaeger. M.D., author)
Discharge of maternity patients and their full-term newboms within 24 hours following an uneventful antepartal 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 meets ALL the
patient selection criteria established by the American College of Obstetrics and Gynecology (1) and by the American
Academy of Pediatrics (2), and particularly if follow-up care after discharge is supplemented by home health nursing

visits

Application of the following guidelines is appropriate to evaluate potential fcr discharge 24 hours after vaginal delivery
in Ihose individuals identified by the following patient selection criteria.

PATIENT SELECTION CRITERIA FOR 24-HOUR MATERNITY DISCHARGE: (1)
/ALL of the following must be met)

These guidelines 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 (100.4° F)
= pulse less than 100
- blood pressure >90/60 and S 140/90 and/or consistent with blood

pressure during antepartal course
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A delay in the discharge 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

- Physical signs:
fundus firm and nontender with no excessive vaginal bleeding
- the lochia color is as expected and without odor
* no calf tenderness/negative Hcmart's sign
- episiotomy incision or laceration is healing well

- Functional signs:
- able to void adequately
- IV discontinued and tolerating oral intake
- ambulating independently without difficulties

Laboratory data:

e Hematocrit > 30%

- Hemoglobin > 10mg%

- ABO blood group and Rh typing conducted on newborn (and molher, if not

previously done)
Capacity to care for self and newborn

Education in health assessment and self-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 received through means of childbirth education
classes, prenatal visits to a pediatrician, or hospital-directed educational efforts)

Identification of a physician-directed source of continuous medical care following hospital
discharge and definitive plans for follow-up established

Rho(D) immunoglobulin administered as indicated, based on results of Rh typing of newborn
or plan for administration developed

Rubella vaccine administered if mother considered non-immune by serologic criteria, or plan
for administration of vaccine established

Family members or other support person(s) should be available to the mother for the first few
days following discharge

the current pregnancy or delivery

A delay in the patient's discharge beyond 24 hours may be medically necessary ifENY of the following are present:

1.

History and Physical Findings :

- Intrapartum:
- rupture of membranes > 24 hours prior :0 delivery with suspicion and/or evidence

of possible infection
- blood pressure > 140/90 mm Hg or increase of 30 points systolic or 15 points
diastolic over pre-pregnancy or first trimester blood pressure

e temperature >38° C (100.4° F)

Page 2
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MPostpartum:
'temperature > 38° C (100.4® F)
- infection present (endometritis, urinary tract infection)
- blood pressure <90/60 or > 140/90'mm Hg or increase of 30 points systolic or 15
points diastolic over pre-pregnancy or first trimester blood pressure
- excessive vaginal bleeding (blood loss iri excess of 1000 cc following a vaginal

delivery)
inability to ambulate independently
unable to void sponlaneously, e.g., patient catheterized
signs of deep venous thrombosis (calf tenderness/positive Homan's sign)

Laboratory:

- Postpartum:
- hematocrit S 30% (new onset) if the patient is symptomatic (e,g , orthostatic) or

transfusion to treat the anemia is planned
- hemoglobin s 10mg% (new onset) if the patient is symptomatic (e.g.. orthostatic)

or transfusion to treat the anemia is planned

INAPPROPRIATE INDICATIONS FOR EXTENDING LENGTH OF STAY:

1

A delay in the discharge of an infant being breastfed should not affect the discharge of the
mother (e.g., an infant may be in a NICU for an extended period of time)

CRITERIA FOR 24-HOUR INFANT DISCHARGE: (2,3,4,23)

(ALL of the following must be met)

These guidelines represent imriemenlation 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

A single 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 does not reveal any
abnormalities that require continued hospitalization (i.e., medical problems such as jaundice,
ductal-dependent cardiac lesions, gastrointestinal obstruction, infection, hypothermia, etc.)

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 temperature of 36.1 degrees centigrade to 37 degrees
centigrade in an open crib with appropriate clothing

The infant has urinated and passed at least one stool

There is no evidence of significant jaundice in the first 24 hours of life (use of noninvasive
means of delecting jaundice may be useful)

pe4 6

Page 3
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6.

10.

11.

12.

13.

14.

15.

The baby has completed at least two successful feedings, with documentation that the infant
"is able to coordinate sucking, swallowing, and breathing while feeding

A minimum of twelve hours of hospitalization during which time the infant has normal
assessments of thermal homeostasis, cardiorespiratory, urinary, gastrointestinal, and
neurologic systems and has fed successfully (demonstrated a normal suck and swallowing

mechanism)

The mother's knowledge, ability, and confidence to provide adequate care for her infant are
documented by the fact that she has received education through training sessions, including
problems which may occur in the first three to five days of life (this education can be
received through means of prenatal childbirth and infant care classes, prenatal visits with a
pediatncian, or hospital-directed educational efforts)

The breast feeding mother-infant dyad should be assessed by trained staff regarding nursing
position, latch-on, adequacy of swallowing, and mother's knowledge of urine and stool

frequency, ifapplicable

The 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 recognition cf signs of illness and common infant
problems, particularly jaundice, proper infant safety (e.g., proper use of a car seat and
positioning for sleep) should be documented

Family members or other support person(s), including health care providers, such as the
family pediatrician or his/her designees, familiar with newborn care and knowledgeable about
lactation and the recognition of jaundice and dehydration are available to the mother and the
infant for the first few days after discharge (this should include an appointment for the infant

at 2-3 days of age with the pediatrician)

Laboratory data are available and reviewed, including maternal cr cord blood serologic test
lor syphilis, if mandated by state law. cord blood (or infant blood) type and Coombs test if
mother Rh negative or type O (a Coombs test should be performed on all infants it a
screening test for irreguiar antibodies was not performed during pregnancy); and hemoglobin
and blood sugar determinations as clinically indicated

Initial hepatitis B vaccine has been given, if applicable, or a scheduled appointment for its
administration has been made within the first week of life (refusal must be documented)

There is no evidence of excessive bleeding at the circumcision site for at least two hours and
appropriate instructions are given after completion of circumcision, if applicable

Family, environmental, and social risk 'actors are assessed, including untreated parental
substance abuse/positive urine toxicology results in the mother and infant, history of child
abuse or neglect, menial illness in a parent who is in the home, lack of social support,
particularly for single, first-time mothers, no fixed home, history of untreated domestic
violence, particularly dunng this pregnancy, or teen mother, particularly il the aforementioned

conditions apply

ALJ, of (he following measures are recommended following 24-hour discharge:

1

2.

3.

Physical examination and infant assessment by a physician, physician-issociated nurse
practitioner, or outpatient clinic within 48 hours after discharge and as irv'cated thereafter
(areas to evaluate are: nutrition of infant and mother, especially H breast-h.vding. mother-
infant interaction, infant behavior, urino output, bowel function, and jaundice;

An assessment of laboratory data obtained prior to discharge, if not done previously

According to state regulations, bkxxl samples are oblainedfor phenylketonuria screening,
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and blood or urine samples (or metabolic diseases (e.g., thyroxine determinations for
detection of congenital hypothyroidism), if not done previously or a repeat screening test »
performed during the lollow-up visit if the initial test was perfoimed before 24 hours of milk

feeding

4  Plans confirmed for further health maintenance including arrangements for emergency
treatment, immunizations, periodic evaluation, screening, ano follow-up care by home health

nursing visits /
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Dear Committee Members, -

As a mother and a maternal child health nurse . I have 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, dialogcd
with peers, read the various newspaper articles and legislative actions of other states, |
have come to the 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 cltange discharge criteria as it is worded.

The initial case which stimulated legislation 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 *hat 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 ofage. 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 docs 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 care including: Medicaid (50%
of FMII OB patients), Champus (BACH) and other government employee programs So
as legislation for extended slays seems impending, the question is “How can the health
care dollars best be spent?” Tt is important for legislators to take this opportunity to leam
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
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midwifery care in Alaska, fcr 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 0f4.4% 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 discharge 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 carc follow up programs were offered. So, my question is,
why are you willing to pay Si 000 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 core
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 cind freestanding Birth Centers which havae NACC
Acccreditation be developed by insurance companies.

® Legislation introduced which would enable Certified Nurse Midwives 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 discliarge 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 deaths arc defined as deaths which occur before anindividual's first binhdav. Infant mortality m3y 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 o f those babies who die before reaching their first birthday. The death
cohort method compares the number o f babies who die during a calendar year with the number of babies bom

during die same year.

The birth cohort method is the most consistent calculatiOR since it analyzes deaths for a specific group of infants.
When using the binh cohort method in this report, all infants bom in calendar year 1992 arc considered, whether Utc
death occurred in 1992 or 1993. Birth cohort calculations arc not included for 1993 in this report because not all
1994 death records were complete at the time this report was compiled.

Tie death cohort method is used in this report for calendaryear 1993. Using this method, if an infant is bom in 1992
and dies in 1993 before the first birthday, only the death would be counlcd. However, if an infant is bom in 1993
and dies in 1994 before the first birthday, only the binh would be counlcd. If an infantis bom and dies both within
1993. both events (birth and death) will be counlcd using die death cohort method.

The total number of infant deaths during 1993 was 90. This is a ten percent decrease from 100 infant deaths during
1992. Since relatively small changes in infant deaths can cause large fluctuations in the infant mortality rate (IMR)
from one year to the next. Alaska’'s annual IMR is calculated on afive-year moving average. The 1989-1993
five-year average infant mortality rate was 9.1 deaths per 1,000 live births, down from 9.S deaths per 1,000 five
births for 1988-1992. The U.S. infant mortality rate of 8.3 deaths per 1.000 five births in 1993 decreased from 8.5
infant deaths per 1,000 live births in 1992.* Both the U.S. and Alaska infant mortality rates have been steadily
decreasing in the last dozen years; however, the Alaska infant mortality rate has been decreasing more quickly than
tbc U.S. rate. Consequently, the Alaska five-year moving average infant mortality rate for 1993 is now just 0.8
deaths per 1.000 above the U.S. 1993 rate. (See Chart 2.1 fora comparison of U.S. and Alaska infant mortality rates.)

I.  National Center Tor Health Sutmicj, U.S. Department of Health and Human Service!, s/Annual Summary o.'Births. Marriager. Divonxv
and Deaths: Unittd State-, 199}'Monthly l'iiulStaumetKeport, Vol. 42, So. 1J. October 11,1994. p. 7.

1$93 Annual Roport Page 47



P. 04
APR-11-96 THU 15:24 FBX L10

INFANT MORTALITY (continued) Alaska Bureau of Vital Statistics
CHART 2.1 INFANT MORTALITY RATES. ALASKA AND THE UNITED
STATES. 1980-1993 (DEATH COHORT METHOD)
1989

Alaska rates ate live-vear moving average* jx? 1,000 live births, based upon u dcaiti-cohorl. United States rates arc courtcsv ofthe
National Center for Health Statistics.

When analyzing infant mortality, a distinciion is made between neonatal mortality and posinconatal mortality.
Neonatal mortality is defined as infant deaths which occur before the 28th day o flife. Posinconatal mortality is
death which occurs from the 28lhdav and prior to the first birthday. While Alaska’s infant mortality rate has
decreased and is now closer to that of the Uniled States’, there is a large difference between neonatal and
postneonatal rates. Alaska has a history of lower neonatal mortality rates than the ration (Chart 2.2), but a

significantly higher rate of postneonatai mortality (Chart 2.3).
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INFANT MORTALITY (continued) Alaska Bureau of Vital Statistics

As shown in Tabic 2.7 on the previous page, the single greatest cause of postncoratal deaths is Sudden Infant Death
Syndrome (SIDS). In the ten years from 1984 through 1993. SIDS accounted for 47.7 percent of all posinconatal

deaths in Alaska. (See Clia/t 2.S below )

In the five-year period from 1989 through 1993. 134 infants died of SIDS, a rate of 2.3 per thousand live births. Thic
compares with a rate of 1.2 deaths per thousand live births for the United Statesin 1992. the last year for which data

are available.

Chart 2.5 (below) compares Sudden Infant Death Syndrome (SIDS) with all other causes o f postnconaial deaths
from 1984 through 1993. In 1984.1985. 1986. and 1993, SIDS caused more neonatal deaths than all othercauscs
combined. Table 2.8 illustrates that for all infant deaths. SIDS was the single leading cause of death iNall years
since 1989. with the exception of 1992 when congenital anomalies was the single leading cause of infant deaths.

In an effort to reduce SIDS deaths, researchers have 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 discouraged parental smoking and bundling of the babv.2 Similar programs
were launched in other countries o fthe United Kingdom. Countries that have advocated side or back sleeping for
infants have experienced large decreases in SIDS deaths.3 Pediatricians do caution, however, that infants with

craniofacial abnormalities and gastro-csophagcal 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)

10

0

1994 IBM 198S 1087 1989 1589 1990 1991 1972 1C5)

tSUPCEN INANTTEATHINCROME GHAUOHR

7 Willingor, Mrrian. PhD.. Holl'mfci. Howard T, MA, uid H»rtloid. Robert B.. PhD "(mint Sleep Poirtioo end Rhk for Sudden Inim |
Death Syndrome: R.pon of Meeting Held Jimury 1J and 14.1994. Wxtionil Imtinitei olHe*hh. Herhodn. MD,* Tedirtiiei VoL 93
No 3. M»\ 1994, ji *14.

3. fbid .p. lij.

4. 1bid, p. JUT.
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Alaska Bureau of Vital Statistics (continued) INFANT MORtai nv

CHART 2.2 NEONATAL INFANT MORTALITY RATES, UNITED STATES AND
ALASKA, 1985-1993 (DEATH COHORT METHOD)

CHART 2.3 POSTNEONATAL INFANT MORTALITY RATES, UNITED STATES
AND ALASKA, 1905-19S3 (DEATH COHORT METHOD)
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FISCALNOTE

STATE OF ALASKA
1996 LEGISLATIVE SESSION
L

| i Date:

7k.  -n Act requiring insurance coverage for ce™ain costs of birth
and providing for an effective date,

Sponsor Salo

Requestor

Expenditures/Revenues:

OPERATING EXPENDITURES FY 97
PERSONAL SERVICES 00
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT
LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS
TOTAL OPERATING 00

CAPITAL EXPENDITURES 00
CHANGE IN REVENUES ( ) 00

FUND SOURCE:
1002 Federal Receipts 00

1003 GF Match
le'M gp

‘"G F/Program Receipts
m3F/Mental Health
OTHER
TOTAL 00

Estimate of any current year (FY 96) cost: S zero

POSITIONS:
FULL-TIME 0
PART-TIME

TEMPORARY

ANALYSIS: (Attach a separate page if necessary.)

Bill Version:

(S) Publish Date:

Department Affected: All State Agencies
BRU: All State Agencies
Component All State Agencies

COMPONENT SERIAL NO. _64_

(Thousands of Dollars)
FY 98

FY 00 FY 01 FY 02
00 00 0.0

FY 99
00 00

00 00 00 00 00
00 00 00 00 0.0

00 00 00 00 00

(Thousands of Dollars)

00 0 00 00 0.0

00 00 00 00 00

This bill would mandate the minimum length of hospital stay that insurers would pay. The State's health plan pays for care
that is medically necessary. That could mean an early discharge when everything is going smoothly or require an

extended stay when needed.

The State's premium cost is based on the experience of the plan. Ifextra days are paid that would otherwise not be
covered, overall costs would increase and premiums would reflect that in the future. It is estimated that inpatient maternity
costs could increase by 5-10%. In FY 1994 inpatient maternity costs were $2.5 million. This legislation could increase the

health plan costs by $125,000 - $250,000.

' Prepared by*Robert F Stalnaker TT-"PasbsfLj

Division: Tt Retirement & Benefits
Approved by Commissioner Mark Boyer L (j\ 'AM
A" X Department of Administration

Phone: 46b-4470
Date:
Date &

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information, call the Governor's Legislative Office

Rev: 11/95

Page 1 of



FISCAL NOTE

STATE OF ALASKA
1996 LEGISLATIVE SESSION
Revision Dale:

Tillo: Mandatory Ins lor Costs ol Birth

Component: Operations

Sonators Salo, Donley. Ellis
Labor & Commorce Committeo

Sponsor:
Requestor

Expenditures/Revenues
OPERATING EXPENDITURES
PERSONAL SERVICES
TRAVEL

CONTRACTUAL

SUPPLIES

EQUIPMENT

LAND &STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS |

TOTAL OPERATING 0.0 0.0 0.0

FY 97 FY 98 FY 99

ICAPtTAL EXPENDITURES-
CHANGE IN REVENUES

FUND SOURCE

1002 Federal Receipts
1003 GFMalch

1004 GenoialFund

1005 GF/Program Receipts
1006 GF/MHTIA

Othor

TOTAL 0.0 0.0 00
Estimate ol any current year (FY 96) cost: S 0.0

POSITIONS

FULL-TIME 0 0 0

PART-TIME
TEMPORARY

ANALYSIS:  (Attach a separate page it necessary)
No fiscal impact.

Joan Brown. Adnvnistrative OHicor
Insurance

Prepared by:
Division:
Approved by Commissioner William L. Hensley ] ) yj, iid.
Agoncy: Commorce and Ep~Miomic Dovolop  nt

BRU:

No. oL

Bill Version:

S B

(S) Publiv .Oate:

Department: Commerce and Economic Development
Insurance

COMPONENT SERIAL NO._

(Thousands of Dollars)

FYOO

0.0

(Thousands ol Dollars)

0.0

FY 01

#354

FY 02

0.0 0.0

01 0

Phone: 465-2597

Dato: 1/11/96

Dato:

/ -1/ - fC»

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR"S LEGISLATIVE OFFICE
For lurthor distribution information, call 1ho Governor®s Legislative Oflico

Pago 1ol 1

£ (1)



FISCALNOTE 0.

STATE OF ALASKA Bill Version: C.S S£

1996 LEGISLATIVE SESSION
(S) Publish Date: 02~-Al~7?(q

evision Data: Dept. Affected: HtaUh and Social Services
itle: An Act requiring insurance coverage for BRU: Medical Assistance
certain costs of birth; cfd Component: Medicaid Services
Sponsor: Salo "COMPONENT SERIAL NO. 2077
Requestor: Salo See also (SN#):____
Exponditures/Rovonuos: (Thousands of Dollars)
OPERATING EXPENDITURES FY97 Fvos FY99 FYOO FYo1l FY02

PERSONAL SERVICES

TRAVEL

CONTRACTUAL

SUPPLIES

EQUIPMENT

LAND & STRUCTURES

GRANTS, CLAIMS

MISCELLANEOUS
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES
CHANGES IN REVENUES ( )

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Roctipts
1037 GF/Mcntal Health

Other (please specify)
TOTAL 0.0 0.0 0.0 0.0 0.0 0.0

Estimato of any current year (FY96) cost: $0.0

POSITIONS:
FULL-TIME
PART-TIME
TEMPORARY

ANALYSIS: (Attach a separate page if necessary)

This legislation does not affect the Medicaid Program at this rime, but passage of these requirements could affect the
program in the future when the division enters into managed care contracts. Medicaid provides health care coverage
for medically necessary services to eligible women from the date when pregnancy is determined until two months
following the termination of the pregnancy. Children born to Medicaid-eligible women aro automatically eligible for
Medicaid for the first year of life. A requirement that insurance carriers provide post partum coverage could realize
savings for the Medicaid Program because health care providers are required to bill other third party resources a

recipient may have prior to billing Medicaid.

Prepared by:  Nnncy Weller M Phone: 465-3355
h'vision: Medical Assistance Date: 01/12/96
Approved by Com: karcn Perdue. Commissioner Dato:

Agency: Department of Health & Social Services

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE
For further distribution information, call the Govenor's Leoisintivn Offim



FISCAL NOTE

STATE OF ALASKA

1996 LEGISLATIVE SESSION
Revision Date:
Title:

Mandatory Ins (or Costs of Birth

Senators Salo. Donley. Ellis
Senate Finance Committee

Sponsor:
Requestor:

Expenditures/Revenues
OPERATING EXPENDITURES
PERSONAL SERVICES
TRAVEL

CONTRACTUAL

SUPPLIES

EQUIPMENT

LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

TOTAL OPERATING 0.0

FY 97

CAPITAL EXPENDfTURES

CHANGE IN REVENUES

FUND SOURCE

FY 98

0.0

Bill Versionm ¢cs_ s frH

(S) Publish Date:

Department: Commerce and Economic Development
BRU: Insurance
Component: Operations

#354

COMPONENT SERIAL NO.

FY 99 FYOO FY 01 FY 02

0.0 0.0 0.0 0.0

(Thousands of Dollars)

1002 Federal Receipts

1003 GF Match

1004 General Fund

1005 GF/Program Receipts

1006 GF/MHTIA

Other

TOTAL 0.0

Estimate of any current year (FY 96) cost: S

POSITIONS

FULL-TIME 0
PART-TIME

TEMPORARY

ANALYSIS:
No fiscal impact.

(Attach a separate page it necessary)

Prepared by:

Division: A

Insurance

Approved by Commissioner: William L. Hensley
Agency:

0.0

0.0

Joan Brown, Administrative Officer

|

N

0.0 0.0 0.0 0.0

Phone: 465-2597
Dato: 2/26/96

Date:2-?¢c-96

Commerce and Economic Develtfpfnenl

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICE

For further distribution information, call the Governor's Legislative Office

Page 1 of 1
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WORK DRAFT WORK' DRAFT WORK DRAFT

9-LS1218VR'
Ford
4/3/96

HOUSE CS FOR CS FOR SENATE BILL NO. 197( )
IN THE LEGISLATURE OF THE STATE OF ALASKA

NINETEENTH LEGISLATURE - SECOND SESSION

3Y

Offered:
Referred:

Sponsor(s): SENATORS DONLEY, Ells, Salo, Duncan, Pearce, Zharoff, Lincoln

REPRESENTATIVES Davies, Robinson

A BILL
FOR AN ACT ENTITLED
>An Act relating to insurance covering an insured who is a victim of domestic

violence and requiring certain disclosures by the insurer."”
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 21.36 is amended by adding new sections to read:

Sec. 21.36.430. INSURANCE FOR DOMESTIC VIOLENCE VICTIMS;
RECORDS. An insurer may not (1) refuse to issue or renew insurance coverage; (2)
cancel an existing policy of insurance; (3) deny a covered claim; or (4) increase the
premium on an insurance policy if the refusal, cancellation, denial, or increase results
only from the fact that the applicant or insured was a victim of domestic violence.

Sec. 21.36.440. REQUIRED DISCLOSURE FOR FAILURE TO PROVIDE
COVERAGE TO AN APPLICANT. An insurer who refuses to provide insurance
coverage to an applicant initially applying for insurance shall

Q) inform the applicant that the applicant has a right to know

reason for the refusal; and

-1- HCS CSSB 197( )
New Text Underlined (DELETED TEXT BRT,CXETEDJ
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WORK DRAFT WORK DRAFT WORK DRAFT
(2) upon receipt of a written request from the applicant, provide a
written explanation of the refusal to the applicant.
Sec. 21.36.450. DEFINITION. In AS 21.36.430 - 21.36.440, "insurer"
includes
(1) an insurer, as defined in AS 21.90.900;
(2) a group health plan, as defined in 29 U.S.C. 1167(1) (Employee
Retirement Income Security Act of 1974);
(3) a health maintenance organization, as defined in AS 21.86.900;
(4) a hospital service corporation or medical service corporation, as
defined in AS 21.87.330;
(5) a writing carrier, as defined in AS 21.55.500; and
(6) an entity offering a service benefit plan, as referred to in 42 U.S.C.
13964-I.

* Sec. 2. This Act applies to a policy of insurance that is entered into or renewed onor

after the effective date of this Act.

1ICS CSSB 197( ) 2-
New Text Underlined [DELETED TEXT BRACKETED]



Lessmeier SIW inters

ATTORH I
MICMAELL LE39HEIER OneSbalaska Plaza TCLEPHOMCHQW)«GE S0I2
GREGORY W.LE8BM EIER SUite 303 FACSIMILE: (007)483-3020
SMELOON B. WINTERS Juneau, Alaska 99801-1249
MARGARET A. DOW UNS*
*AnemotOM «tay* baa

April 3, 1996

Representative Rokeberg

Labor & Commerce Committee
-Alaska State Legislature

State Capitol, Room 110
Juneau, Alaska 99801

Re:  CSfor SB J97(L&C)

Our File No. 15-6

Dear Representative Rokeberg:

The present language of CS for SB 197(L&C) would impose a burden on State Farm
unique to this state. While it is not possible to accurately predict all costs to State Farm
associated with implementation of this legislation, the following list outlines some of the impacts
this proposed legislation would have on the 238 employees in Alaska and the 4] employees in
Washington State whose responsibilities involve handling matters in Alaska.

To comply with subsection (b) concerning the confidentiality of records would require
State Farm to:

1 Determine what kind of information in a record might “reflect” that an insured was

a victim.
2. Change all stafftraining materials throughout Alaska to provide direction to
employees about how to comply with the law.

3 Implement training procedures.

4. Pay staff for the extra time needed to identify all records that could potentially
“rellect the fact” that the insured was a victim of domestic violence.

5. Implement a procedure and pay staff for the extra time needed to flag, handle, and

segregate these records as they come into each State Farm office.
6. Change all computer record keeping and tracking systems accordingly.



Lessmeier & Winters
ATTORNEYS at law

Representative Rokeberg

Labor & Commerce Committee
Alaska State Legislature

April 3, 1996

Page 2

Likewise, the section requiring the carrier to disclose the reason for denying an application
for coverage imposes similar burdens. State Farm would have to:

1 Change all stafftraining manuals throughout Alaska to provide direction to
employees about how to comply with the law.

2. Implement training procedure?.
3. Pay staff for the extra time needed to draff personalized letters addressing the

factors considered in determining whether or not to extend coverage.

Sincerely,
LESSMEIER & WINTERS

MLL:mad

hcurow-uoxcoMtsnwa.lta



AMENDMENT NO.

TO: HOUSE CS FOR CS FOR SENATE BILL NO 197
WORK DRAFT 9-LS1218/R (Ford 4/3/96)

Pago4, lines -Delefcc all material ft
Page 1, YmeJ: Insert the following

"Section 1. AS21.36is amef'icled byaddhig'irew bectkmsr®OHFead:

Slec 2E3%430. INSURANCE FOR DDMESJieVVIOLENCE VICTIMS;
An insL rEr/off|?ring life di”*atnli y or health m~urance in Alaska may npKU)

rrenev: suran ce coveragtsjiM2) cancel! an existincperhcy of

insufancte; (3) cenya/a vered claim; op<4) increase the premium toon an
nmiranc? polic efusal, cam”llation, penial, oruimpease reWts only
From the factj*at the aoplicant®jf insured was a victiraof domestits violence.

(b) The provisions of subsection (a) shall not prevent an insurer from
underwriting or rating for a medical condition, including a medical condition
resulting from domestic violence, in the same manner as it would for an
insured or applicant who is not a victim of domestic violence.

(c) This section applies only to an insured or applicant for insurance.



Todd H TTigkar

Vice P-eseent, Governnert Gelations

ThePruderrtial

The Frudemai msj'ancB Ccrnsary ol Airerlco
Goveronncrl Aftem Western Division

=0 Bov 9220, Van Nuys CA 9UC9

818 712-5572 Fa*. 818 712-5595

March 26, 19%

The Honorable Norman Rokeberg

Member, House Labor and Commerce Committee
State Capitol

Juneau, Alaska 99811

RE: Request Supportfor State Farm Amendment to SJ97 Before the House Labor
and Commerce Comr.uttee, Wednesday, March 27, 1996

Dear Representative Rokeberg:

I am writing on behalf of the Prudential Insurance Company of America to
respectfully request your support for the State Farm amendment to S. 197. It is my
understanding that the House Labor and Commerce Committee will consider S. 197 and the
State Farm amendment on Wednesday, March 27.

Prudential supports the State Farm amendment because we believe it affords
protection to victims of domestic abuse or violence without compromising the integrity of the
insurance industry’s existing ability to underwrite in appropriate situations. Specifically, the
amendment states that an insurer "may not discriminate against a victim of domestic abuse
based on an individual's status as a victim of domestic abuse.” Thus, the amendment
prohibits underwriting on the basis that the insured is or may become the victim of domestic
abuse or violence.

In addition, the amendment preserves the ability of an insurer to underwrite or rate
for a medical condition "in the same manner as they would for an insured or applicant who
is not a victim of domestic abuse." Thus, while an insurer may not underwrite based on an
individual’s status as a victim or potential victim of domestic violence or abuse, insurers may
continue to consider physical and medical conditions when underwriting.

As the State Farm amendment prohibits underwriting based on an individual’s status
as a victim of domestic violence or abuse without hamstringing an insurer’s ability to
underwrite for medical or physical conditions, we urge your support for the State Farm
amendment. Thank you for your consideration and please do not hesitate to contact me at
818-712-5572 if you have questions regarding the amendment.

Very truly yours,

Todd R. Ttiakar



clal p——
Relations

VIA FACSIMILE

March 27, 1996

The Honorable Norman Rokeberg

Vice Chairman House Labor and Commerce Committee
Alaska State Legislature

Slate Capitol

Juneau, AK 99801-1182

Dear Representative Rokeberg

This letter is to acknowledge that The Principal Mutual Life Insurance Company supports the
amendment to CS197 offered by State Farm Insurance Company. The language proposed in the
amendment is consistent with the American Council of Life Insurance policy statement and is
also consistent with my company's position on this subject.

I am enclosing for your consideration a copy of our position summary concerning domestic
abuse. While my company’s position summary docs not address the issue of civil and criminal
liability, we also support this portion of e amendment as drafted. 1urge you and your
colleagues to support the amendment to this im portant legislation. Please contact me or Amy
Anderson at 1-800-325-2532, ifyou have any questions or need additional information.

Government Relations Coordination

JMCl/vlc
5,U)Q22WIGjiiH.il0327nr

line

cc Amy Anderson
Alicia Cordova, ACL1

Hurra Offire 0c? Moines. lowa 50332-022C ;515( 247-5111/FAX (515) 248-84CS



a%cial Position SLmitry

Domestic Abuse

Issue

State arid federal legislation has been introduced requi[in? the issuance oT life and health insurance to
victims of domestic abuse. The_legislation also prohibits the use of evidence front domestic abuse
situations in the underwriting of inslirance.

Background

Unfortunately domestic abuse occurs in this country at alarming rates. To aid domestic abuse victims,
lawmakers arc proposing legislation that prohibits” insurers from using relevant health information to
underwrite and classify nk accurately Further, some of these propoSals. include prohibitions against
gecllnltng é{ge and hedlth insurance Coverage to applicants who nrc victims, or probable victims, of
omestic abuse.

The intensify of this issue has increased because domestic aouse victims are encouraged to Seek

assistance from medical providers and others. In addition, medical providers recognise more a-curately

domestic abuse situations because they arc more aware and better trained. Thus, these factais contribufe

to the greater likelihood (hat medical records reviewed by insurers may include information about

domestic Hhuse However, if The Principal learns of n situation involving domestic abase, the objective

%\]/ldegce oft ,|njglr)|es and hospitalization is considered no differently than if it resulted from a cause other
an domestic abuse.

The Principal Position

The Principal does not discriminate against victims of domestic abuse. Wc do not ask applicants any
questions to learn if they arc victims 0f domestic abuse.

We treat physical or mental conditions thai result directly or |nd_|rect|?/ from domestic abuse as any other
Physmal or'mental condition in the underwriting of applications for any insurance coverage. Any
egislation addressing the issue of domestic abuse should continue to allow this objective classification
ofTisks. Coverage of injuries or conditions resulting from domestic abuse should be subject to the came
conggpons, limitations, exclusions, deductibles and co-payments that apply to any other injury or
condition.

The Principal supports legislation that prohibits an insurer from decll_nlnégD coverage solely on the basis
that the applicant has been, or may become, the victim_ of domestic_abuse, Further, The Principal
supports measures tliat prohibit the'use of specific exclusions or benefit raps for claims resulting from
domestic abuse and qucstiuns on applications designed specifically to elicit evidence of domestic abuse.

The Principal su?ports legislation that denies payment of benefits to a beneficiary convicted of a crime
involving domestic abuse"dial gave rise to the claim for benefits,

Over, please



i»"> Imirth Av.'nue Smitli

Minnr<t|iuhﬁ\>l/|inni">nl.i 55415
617] *40/;
1AX. (611) M(VT(Xi,

LUIHERAN
BROIHERHOOD

Riilufd  Klcwn
Asvil.mt Vice Cn-.im-ir
W OlviM Il

March 27, 1996

VIA FACSIMILE

Alaska House of Representatives
House Labor and Commerce Committee
c/o Representative Norman Rokeberg

Re: Domestic violence and insurance, S.197
Dear Rep. Rokeberg:

We are writing to ask for your support of the proposed amendment to
S. 197, SSB 5436- SMD-119, supported by State Farm, the American Council of Life
Insurance and others, a copy of which we've attached. We believe this amendment is
necessary to make certain that we treat all applicants for insurance lairly, regardless of
how they may have suffered a malady, while prohibiting underwriting based on the fact
that someone is a victim of domestic abuse This will make your bill similar to those that
have been created in other states, including the bill we supported in our home state of
Minnesota this year

We appreciate your attention to this issue.

3JK:kntbtalmdom

Attachment



