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Maternal Health Issues

Sexually Transmitted Diseases (STDs)

CDC report released March 11, 2008 at the 2008 Prevention Conference (click icon below to see report summary from STD Prevention Conference) is alarming: 1 in 4 teenage girls age 14-19 has a sexually transmitted disease.  Nearly one half of the black teens in the study had a t least one STD compared to 20% among whites and Mexican-American teens. This study, the first to examine the combined national prevalence of common STDs among adolescent girls shows the incidence in the study population translates to about 3.2 million girls infected with a common STD.  The consequences of contacting the diseases include cervical cancer, infertility and newborn illnesses.
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We have not been tracking the prevalence of STDs in the HUSKY A or B program. The participants discussed establishing baseline data for the HUSKY programs and application of  HEDIS measures for ongoing tracking of screening/treatment and requested the following information:

· Managed care, now pre-paid inpatient health plans (PIHPs) were asked to look at: 

· STD screens: what is available in their laboratory claims data?  This may not accurately reflect all screens done as some tests may be sent to the State lab.

· Positive tests:  what aggregate information is available in the pharmacy PBM data or DSS pharmacy data warehouse?

· Provide the SC with HEDIS measures for STDs
. 
· Department of Health:
· Under what circumstances would tests be sent to the state lab and how could that information be matched to HUSKY members?

· Mandated reporting to DPH: all STDs?

· DPH data on positive screens/prevalence: can there be an aggregate match for HUSKY A/B . 

Women’s Health Forum (click on icon below for summary of the Forum)
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Edie Ouellet (U of Hartford graduate nursing student intern) and Amy Gagliardi, chair of the women’s health workgroup & Forum, wrote a summary of the March 6, 2008 forum. Discussion:
· Preterm births, the role of maternal health, psychosocial  and medical, stress, depression, genetics - impact on fetal development.

· DPH will host a May 2008 symposium on the feasibility of a statewide biobank, which is a suppository of tissue from which genetic markers can be extracted to assist in the understanding of genes on for example preterm births, birth defects.

Birth Data Match & Maternal Report Indicators: CTVoices 

[image: image4.emf]MCH CTV  reports.doc


Mary Alice Lee had sent information to the SC (see above ) in preparation of SC discussion and suggestions for reports from  encounter data on maternal health conditions and/or service use before, during or after pregnancy. This takes a ‘life course’ perspective on maternal health which in part allows identification of health risks during one pregnancy that may influence a sequential pregnancy.  For example Lloyd Mueller (DPH) found that women that smoked during one pregnancy are 17 time more likely to smoke during the next pregnancy.  In addition to birth data match information, suggestions included: 
· Oral health use at X period before a pregnancy, during and after.
· Depression: in the absence of paid screens, identify the percentage of women referred for BH services and percentage that actually received services (PA vs. claims), using BHP data.

· STD screens (percentage) and treatment pre- conception and during pregnancy.

· Can a regular source of care prior to pregnancy be identified, as some women, especially ‘adults’ do not identify a primary care provider until they seek care for the pregnancy?
· Link maternal care with newborn care – 2 generational aspect ?

SC Focus:

· STD benchmark data – April update

· Report on Lead Screens HUSKY A – April

· Status of Pay-for –Performance indicators

· PCCM  – CT model, planned data collection/performance monitoring

CDC Sites with information on STDs, state data
http://www.cdc.gov/std/stats/pdf/national-profile.pdf
http://www.cdc.gov/std/hpv/default.htm
http://www.cdc.gov/std/Chlamydia2006/state/CT06.pdf
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All Findings Embargoed Until:  CONTACT: Media Information Line 
Embargo Times Listed Below 1-866-584-5030 


On-Site Press Center 
(312) 294-6785 
(312) 294-6786 


Summaries of Highlighted Research 
– Tuesday, March 11, 2008 – 


Prevalence of Sexually Transmitted Infections and Bacterial Vaginosis among Female 

Adolescents in the United States:  Data from the National Health and Nutritional Examination 

Survey (NHANES) 2003-2004; Oral Session, Thursday, March 13, 8:30 am Central 

[Oral Abstract D4a – Embargo: Tuesday, March 11, 11:30 am Central (12:30 pm ET)] 



Integration of Contraceptive and STD/HIV Services for Young Women in the United States; 

Poster Session, Tuesday, March 11, 5:00 pm Central 

[Poster Abstract P125 – Embargo: Tuesday, March 11, 11:30 am Central (12:30 pm ET)] 



STD Testing at Emergency Contraception Visits, New York City STD Clinics, 2005-2007;  

Oral Session, Tuesday, March 11, 3:00 pm Central 

[Oral Abstract B9c – Embargo: Tuesday, March 11, 11:30 am Central (12:30 pm ET)] 



To Screen or Not to Screen – Maximizing Chlamydia Screening of Adolescent Females in 

School Based Health Centers in California; Oral Session, Tuesday, March 11, 3:00 pm Central 

[Oral Abstract B8c – Embargo: Tuesday, March 11, 11:30 am Central (12:30 pm ET)] 



The Impact of Introducing ″Express Visits″ for Asymptomatic Persons Seeking STD Services in 

a Busy Urban STD Clinic System, New York City, 2005-2006; Oral Session, Wednesday, 

March 12, 10:15 am Central 

[Oral Abstract C2d – Embargo: Tuesday, March 11, 11:30 am Central (12:30 pm ET)] 








Oral Abstract D4a – Prevalence of Sexually Transmitted Infections and Bacterial 
Vaginosis among Female Adolescents in the United States: Data from the National 
Health and Nutritional Examination Survey (NHANES) 2003-2004 


One in Four Female Adolescents Is Infected with At Least One Sexually Transmitted 
Infection, New CDC Study Finds 


A new CDC study indicates that one in four (26%) female adolescents in the United States has 
at least one of the most common sexually transmitted infections (STIs). Led by CDC’s Sara 
Forhan, the study is the first to examine the combined national prevalence of common STIs 
among adolescent women in the United States. 


The authors analyzed data on 838 female adolescents (aged 14-19) who participated in the 
2003-2004 National Health and Nutrition Examination Survey (NHANES), a continuous annual 
study that examines a nationally representative sample of the U.S. household population to 
assess a broad range of health issues.  For this analysis, the teens were tested for human 
papillomavirus (HPV) infection, chlamydia, herpes simplex virus type 2 (HSV-2) infection, and 
trichomoniasis. The authors examined high-risk HPV types, including 23 types of the virus that 
are known to cause cancer, and the two types that cause most genital warts.   


Based on the overall STI prevalence of 26 percent, the authors estimate that about 3.2 million 
adolescent females in the United States are infected with one of these STIs.  They note that the 
total prevalence might be slightly higher than these estimates indicate, because some STIs – 
including syphilis, HIV and gonorrhea – were not included in the analysis; however, the 
prevalence of these STIs is low in this age group. 


In addition to overall STI prevalence, key findings of the new study include the following: 


•	 The most common STI was cancer- and genital wart-associated HPV (18.3%), followed 
by chlamydia (3.9%), trichomoniasis (2.5%), and HSV-2 (1.9%).  Among the teenage 
girls who had an STI, 15 percent had more than one.  


•	 By race, African American teenage girls had the highest prevalence, with an overall STI 
prevalence of 48 percent compared to 20 percent among both whites and Mexican 
Americans. (Other Hispanics and race/ethnic populations were captured in the survey, 
but there were insufficient numbers in any one group to permit valid prevalence 
estimates for any group except Mexican Americans.)   


•	 Overall, approximately half of all the teens in the study reported ever having had sex.  
Among these girls, the STI prevalence was 40 percent. 


•	 Even among girls reporting only one lifetime partner, one in five (20.4%) had at least one 
STI. Girls with three or more partners had a prevalence of over 50 percent.  The 
predominant STI was HPV. 


According to the authors, the high prevalence of HPV indicates that teenage girls are at high 
risk for this infection, even those with few lifetime sexual partners.  It is important to realize that 
most HPV infections clear on their own; however some infections persist over time, placing 
women at risk for cervical cancer.   A vaccine against HPV types 16 and 18, responsible for 70 
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percent of cervical cancer, and types 6 and 11, responsible for nearly all genital warts, is now 
recommended routinely for 11 and 12 year-old girls. 


These data also underscore the importance of chlamydia screening to ensure prompt diagnosis 
and treatment, and to avoid the serious long-term consequences of the disease, which include 
pelvic inflammatory disease (PID) and infertility.  CDC recommends annual chlamydia screening 
of all sexually active women aged 25 and under.   


CDC supports a comprehensive approach to STD prevention that includes the promotion of 
abstinence as the surest way to prevent getting an STD, being in a mutually monogamous 
relationship with a partner known to be uninfected, and the consistent and correct use of 
condoms for sexually active people to reduce the risk of acquiring many infections.  Condoms 
(used all the time and the right way) may lower your chances of passing HPV to a partner or 
developing HPV-related diseases.  
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Poster Abstract P125 – Integration of Contraceptive and STD/HIV Services for Young 
Women in the United States 


Nationally Representative Study Reveals Missed HIV and STD Screening Opportunities 
for Young, High-Risk Women Seeking Contraceptive Services 


A nationally representative study of contraceptive and STD/HIV services received by sexually 
active young women in the United States indicates that the majority receive either contraceptive 
services or STD/HIV services, but few receive both.  The study also reveals that in a subset of 
young women at highest risk for STD/HIV infection, many are receiving contraceptive services 
but are not being screened for STDs or HIV.  


Led by Sherry Farr, CDC researchers examined data from the 2002 National Survey of Family 
Growth, a national survey of adults aged 15-44.  In the study, Farr and colleagues analyzed 
data on a subset of 1,328 unmarried, sexually active young women aged 15-24.  The survey 
asked these young women about the contraceptive and STD/HIV services (counseling, testing, 
or treatment) they had received during the previous year.  Researchers weighted the data to 
estimate the national prevalence of young women who received such services in the United 
States. 


The study found that 82 percent of women in the U.S. received either contraceptive or STD/HIV 
services, but only 39 percent received both.  Younger women (aged 15-22) were more likely to 
receive both types of services (41%) than women aged 23-24 (32%).  Overall, women were 
almost twice as likely to receive contraceptive services as STD/HIV services (79% vs. 42%).  
Almost one in five sexually active women (18%) received neither contraceptive nor STD/HIV 
services.  


Of the 38 percent of women who reported receiving contraceptive services associated with 
having unprotected sex (e.g., pregnancy testing or a prescription for emergency contraception), 
only slightly more than one-third of them (38%) received STD/HIV services.  This suggests that 
the majority of young women most in need of STD/HIV counseling, testing, or treatment are not 
being reached with necessary services.   


According to the study, women accessed about half (51%) of all STD and contraceptive 
services at doctors’ offices, 20 percent at community clinics, and 16 percent at family planning 
clinics.  


Farr and colleagues note that the study underscores the urgent need for greater integration of 
contraceptive and STD/HIV services in order to expand STD/HIV prevention opportunities 
among all sexually active young women seeking reproductive or other sexual health services.  
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Oral Abstract B9c – STD Testing at Emergency Contraception Visits, New York City STD 
Clinics, 2005–2007 


Study Shows Few Women Seeking Emergency Contraception are Tested for STDs 
Despite Being at High Risk 


Women requesting emergency contraception (EC) at STD clinics are considered to be at high 
risk for STDs because they typically report recent unprotected sex.  Yet new research 
conducted at the ten STD clinics run by the New York City Department of Health and Mental 
Hygiene (NYC DOHMH) shows that only about one in four of these women was screened for 
two of the most common STDs – chlamydia and gonorrhea – at the time of their request for EC.  
Among those who were screened for chlamydia and gonorrhea, more than one in ten was 
infected, suggesting that EC-related visits present an important opportunity to increase 
detection and treatment of STDs. 


Emergency contraception is requested at one in every 17 visits by women to New York City 
STD clinics.  Although EC is available for over-the-counter sale in New York to women who are 
18 and older, the clinics provide EC at no cost and are an important resource for young and low-
income women in need of EC. 


To assess STD testing rates among women seeking emergency contraception, the researchers 
analyzed electronic medical records from visits to the city’s STD clinics between October 2005 
and April 2007.  They identified 4,657 visits at which EC was requested.  The majority (77%) of 
these EC-request visits were by young women aged 13-25; the median age was 21 (range: 13
49). 


Chlamydia and gonorrhea testing was performed at only 27 percent (1,259/4,657) of all EC-
request visits.  Among the women who were tested for these STDs, investigators found that 12 
percent of patients (149/1,259) tested positive for one or both infections.  Specifically, 11 
percent tested positive for chlamydia and 2 percent tested positive for gonorrhea.  Women aged 
25 and younger had much higher combined chlamydia and gonorrhea positivity (14%) than 
women over age 25 (7%), a finding that is consistent with surveillance data showing that 
gonorrhea and chlamydia case rates are highest among women under age 25.   


As a result of this analysis, in October 2007 the New York City STD clinics began actively 
encouraging all women who seek emergency contraception to get tested for chlamydia and 
gonorrhea. Researchers believed this approach would identify many previously undetected 
STD infections and help young women avert the potentially serious complications of untreated 
chlamydia and gonorrhea, including pelvic inflammatory disease and infertility.  The researchers 
measured chlamydia and gonorrhea screening at EC-request visits during November 2007 
through January 2008, and found that among visits where EC was requested, the proportion at 
which testing was done increased to 57 percent (419/734).  The positivity rate remained high at 
10 percent (42/419).  This suggests that actively offering chlamydia and gonorrhea screening to 
women when they come to STD clinics for EC could reach at-risk women who might not 
otherwise be tested, and improve disease detection and treatment.  The researchers plan to 
continue to evaluate the impact of STD testing at EC visits in the future. 
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Oral Abstract B8c – To Screen or Not to Screen – Maximizing Chlamydia Screening of 
Adolescent Females in School Based Health Centers in California 


CDC-Funded California Program Achieves High Rates of Chlamydia Screening in High 
School Health Centers; Highest Infection Rates Found Among African American Teens 


Previous studies have shown that young women aged 15 to 19 have the highest rates of 
chlamydia infection in the country, and CDC recommends that all sexually active women age 25 
and under be screened for chlamydia every year (and more frequently if they are at high risk for 
infection). 


A new study led by Rebecca Braun of the California Family Health Council examined the 
effectiveness of a chlamydia screening program in California high school-based health centers 
(SBHCs). The researchers analyzed data from the CDC-funded Educational Partnerships to 
Increase Chlamydia Screening (EPICS) program at seven SBHCs in rural and urban California. 
The program provides funding, training, and technical assistance to encourage greater 
chlamydia screening among at-risk teens.   


The researchers examined data from 1,321 sexually active adolescent girls who attended the 
SBHCs seeking contraceptive or STD services between July 2006 and June 2007. 


Overall, almost nine in 10 teens (89.7%) attending the health centers were screened, and 
chlamydia was diagnosed in 6.5 percent of those screened.  This positivity rate is more than 
double the U.S. Department of Health and Human Services’ Healthy People 2010 goal of three 
percent positivity for adolescents and young adults.  Young black women (94.1%) and women 
identifying as “other race” (93.3%) were more likely to be screened than young white women 
(84.6%). In addition, young black women, Asian women, and women identifying as “other race” 
were more likely to test positive for chlamydia (9.6%, 6.5%, and 7.5%, respectively) than white 
women (1.7%).  Older adolescents were also more likely to test positive for chlamydia:  teens 
aged 13 to 14 had lower infection rates (3.2%) than those aged 15 to 17 years (6.0%), and 
those aged 17 to 19 years (6.4%).  


The researchers are optimistic that the data will help California health officials focus screening 
and risk-reduction counseling on those most at risk, especially young African American women 
and older adolescents.  Given the success of this program in reaching at-risk teens, the 
researchers also recommend that other states consider implementing confidential school-based 
chlamydia testing and treatment programs as a part of providing comprehensive reproductive 
health care services to adolescents.   
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Oral Abstract C2d – The Impact of Introducing ″Express Visits″ for Asymptomatic 
Persons Seeking STD Services in a Busy Urban STD Clinic System, New York City, 2005


“Express Visit” Option Leads to Significantly Increased STD Testing and Treatment at 
New York City Clinics 


In response to increasing patient demand for STD screening and limited physician resources, 
the New York City Department of Health and Mental Hygiene (NYC DOHMH) made an “Express 
Visit” option a routine part of care at 10 STD clinics in 2006.  With Express Visits, individuals 
who have no symptoms and report no known exposure to an STD can choose to be screened 
for STDs without having to be examined by a physician – though a medical examination is 
available to any patient who requests it.  Prior to the introduction of Express Visits, individuals 
seeking STD testing at these clinics had no option other than being examined by a doctor. 


In a study led by Jessica Borrelli and colleagues at the NYC DOHMH, researchers found that 
the Express Visit option significantly increased the number of patients who were tested for STDs 
and identified a greater number of STD cases, while still allowing clinics to treat the same 
proportion of infected individuals within 30 days of screening. 


Borrelli and colleagues analyzed electronic medical records of patients visiting the 10 STD 
clinics operated by the NYC DOHMH during two comparable time periods – September-
December 2005 (prior to routine availability of Express Visits) and September-December 2006.  
Individuals participating in Express Visits were screened for gonorrhea and chlamydia with a 
urine test. In addition, these patients were also offered the opportunity to be tested for syphilis 
and HIV. More than 90 percent (93%) were screened for syphilis and about three-quarters 
(72%) were tested for HIV (results not included in this analysis). 


The study showed that the overall number of individuals who were tested for gonorrhea and 
chlamydia at the 10 clinics increased by 23 percent after Express Visits were routinized (from 
16,128 in 2005 to 19,875 in 2006).  While the number of physician visits remained roughly the 
same during the two time periods (18,449 in 2005 vs. 18,421 in 2006), the Express Visit option 
made it possible for an additional 4,588 tests to be performed.   


Of those screened through the Express Visit option, close to one in ten (8.8%) tested positive 
for either gonorrhea or chlamydia (1.0% for gonorrhea and 8.2% for chlamydia; some patients 
were co-infected). This suggests high STD prevalence – even among those with no symptoms 
or known exposure to STDs. In addition, the researchers found that Express Visits permitted a 
greater proportion of symptomatic patients to be examined by doctors (73.6% in 2005 vs. 85.6% 
in 2006), enabling limited physician resources to be focused where they were needed most.   


Overall, the analysis showed that the total number of gonorrhea and chlamydia diagnoses 
increased by 17 percent after Express Visits were routinized (from 2,231 in 2005 to 2,617 in 
2006). The proportion who received treatment within 30 days remained stable (91.0% in 2005 
and 93.0% in 2006) – indicating that the Express Visit option did not negatively impact the ability 
of the clinics to treat people in a timely manner. 


The researchers believe that Express Visits may help other clinics significantly expand current 
STD screening and treatment services, while allowing limited clinician resources to be directed 
to examining symptomatic patients. 
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WOMAN’S HEALTH FORUM


MARCH 6, 2008


Pathik D. Wadhwa MD, PhD

Psychoneuroendocrine processes in human pregnancy influence fetal development


· Maternal stress and the effects on the fetus related to birth outcomes/prematurity

· How does stress affect the fetus? Fetal development?

· Background on prematurity

· Single most worrisome problem in Maternal/Child health in developed nations

· Accounts for increased rates of infant mortality and morbidity in first year of life

· Advances in Neonatal care have allowed us to save infants who are very premature and very low birth weight

· Even with the advanced care, premature birth rates have not changed

· Maternal risk factors are not always clearly determined as causal agents to prematurity

· What we do know about premature births

· Socially disadvantaged women (with access to care issues) is not always a factor to explain the large disparity in pre-term births

· Poor lifestyles/unhealthy choices also do not explain the disparity in pre-term births

· Research

· What, if any, influence does maternal stresses have on fetal development and subsequent birth, infancy, child, and adult health outcomes?

· Stress is defined differently in everyone

· If there are multiple stressors, can this increase the effects on fetal development and birth outcomes?

· Does stress lead to unhealthy behaviors that may lead to poor birth outcomes?

· Smoking

· ETOH

· Poor nutrition

· How stress gets to the fetus


[image: image1]

· Research Methods

· Sampling of blood and saliva from the infant and mother

· Ultrasound assessments

· Physical Assessment

· Medical records

· Follow-up into infancy and childhood

· Findings/literature review (meta-analysis)

· Increased stress with decreased psychosocial support leads to increased pre-term births

· N=60-65K women who reported stress (subjective), were 1.5-2.5X more likely to end pregnancy in pre-term births

· Research Approaches to determine stress

· Looking at how individuals react physiologically to stress

· Assess Heart rate, blood pressure, and hormones

· Look at the three pathways to pre-term births

· Endocrine

· Immune

· Vascular

· Other stressors

· Nutrition

· Trauma

· Infection

· Psycho-social

· Hypoxia

· These biological and behavioral factors make this research complicated

· For example:  It is well documented that infection is a causal factor related to pre-term births.  Why, however, are some women predisposed to acquiring a maternal infection that leads to pre-term deliveries and sick infants?  Even when we consider every woman has “normal flora.”  

· Is there a genotype in different women that causes this predisposition?

· Some animal studies have shown a relationship to maternal stress, and poor birth outcomes, with an intergenerational cycle of stress, which may cause stress programming.  This stress programming starts in the fetus, and affects the child through infancy, childhood, and into adulthood.  

Walter Gilliam PhD

School readiness: Don’t forget the infants


· When investing in programs to help/ready/develop children, it is best to intervene during preschool throughout childhood (the earlier you invest, the higher return on the investment)

· Comprehensive child development program

· Initially focused on assessing and providing any services to an entire family in the first five years of the child’s life

· Program showed no positive effects

· Program shifted its focus towards making sure Mom had a job

· Maternal health must be addressed in order to ensure child wellness

· If we can not care for mom we are not caring for the child

· The number of words a child hears early on (infancy), the better they do on aptitude tests

Janice Gruendel PhD 

· Data matters in order to determine a needs assessment of “at risk” populations


· Accountability to:


· Children and families


· The state’s taxpayers


· PPT will be placed on-line


Amy Gagliardi MA, IBCLC, Stephanie Milan PhD

· Pregnancy workgroup policy plan, PPT presentation available on line

· Perinatal Depression Project at Community Health Center, Inc.

1.  only 33% of women who screened positive for depressive symptoms accepted a referral for free behavioral health services and attended at least 1 visit

2.  follow up evaluation after screening revealed that the women who screened positive for depressive symptoms do suffer from a variety of disorders


3.  women in low income groups suffer from depression disproportionately from that of the general perinatal population 

4.  additional strategies need to be developed that will engage women in the therapeutic process so that they can get the help they need.

       Panel Discussion:


1. What is unique about CHC which yields a high compliance rate with prenatal and postpartum visits and positive birth outcomes.

1. focus on patient/provider  relationships

2. Community based

3. Wide spectrum of interdisciplinary services available within agency

2. Pre-term, SGA, and pre-term SGA seems to be used interchangeably. In reference to maternal stress, does this cause each of these outcomes equally?

1. Data not available to determine this at this time

3. Question about whether home visits can be successful in managing maternal depression and if so how do we fund this?

          1.  Program would have to use 


               an evidence based curriculum 


               and be a proven effective 


               model.

2.  It would be good to see if    


     programs would decrease  

     children from being placed in 

     the welfare system

4. Housing for pregnant woman who are homeless

1. Some legislation being proposed on housing that may pertain to this issue.

                        5. Vulnerable population challenge.  

                            How do we care for the 

                            undocumented pregnant women who 


                            do not have insurance but will 

                            deliver a baby in the U.S. who will 

                            be a citizen.
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As I mentioned at the MMCC QA SC meeting last week, we are working on the annual birth report and design for a new report on maternal health in HUSKY A.  Here is the description of the reports that appears in our FY08 scope of work:

 


 


Births to mothers in HUSKY A and FFS Medicaid, 2006:   Using HUSKY A and Medicaid fee-for-service enrollment and eligibility data, linked with Connecticut birth data, births will be described in terms such as but not limited to: percent of all Connecticut babies born to mothers with Medicaid coverage; births to teens; overall and by health plan, percent with early prenatal care and adequate prenatal care; percent who smoked during pregnancy; percent with complications of pregnancy, obstetrical procedures, and newborn complications; overall and by health plan, percent with low birthweight or preterm births; and other selected indicators of maternal and newborn health.  Trends based on 7 years of monitoring births to mothers in HUSKY A and 4 years of monitoring births to mothers with fee-for-service Medicaid will be analyzed.  Data on adequacy of selected indicators of maternal health and birth outcomes will be compared to RiteCare data, data from other Medicaid program, if available, and national data;    

 


Maternal health in HUSKY A, 2006:  Using HUSKY A enrollment and encounter data, maternal health for mothers who gave birth while enrolled in HUSKY A will be described in terms such as but not limited to: when they enrolled (prior to pregnancy or during pregnancy by trimester), prenatal care (when prenatal care began, adequacy of prenatal care), birth outcomes (low birthweight, preterm births), enrollment postpartum (60 days or less, more than 60 days) and other aspects of maternal health prior to, during, and after pregnancy.  HUSKY A encounter data will be searched for selected conditions, such as hypertension and perinatal depression, and for selected types of care, such as oral health care, emergency care, treatment for tobacco dependence, and use of prescription medications.  Resources permitting, HUSKY A encounter data corresponding to claims for obstetrical care will be examined to determine the extent to which global fee codes or more detailed procedure codes are used to bill for care.   Results can be used to inform policy and program development for care of mothers, infants, and very young children.

 


 


We would welcome an opportunity to discuss the design and content of these reports with QA committee members!

 



