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Council on Medical Assistance Program Oversight 

                        Women’s Health Subcommittee

Legislative Office Building Room 3000, Hartford CT 06106

  (860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306


                                                                                www.cga.ct.gov/ph/medicaid


All women are healthy and have the opportunity to achieve a productive life, which may include pregnancy and parenting.  The Subcommittee will focus on strategies, which include but are not limited to evidence-based interventions before, during and after pregnancy.  Additionally, the Subcommittee will address established woman and child health indicators and associated outcome measures in consideration of woman's health across the life span.

Summary for July 16, 2012
Chair: Amy Gagliardi

Attendance: Amy Gagliardi(Co-Chair), Baker Salsbury, Pat Cronin DSS, Bernadette DallMeida CHNCT, Tracey Andrews CTDHP, Carol Stone DPH, Arthur Chen NLAPH, Elizabeth Keyes DPH, Margie Hudson DPH, Obinna Omorehi CHA, Nadine Fraser CHAM,  Nneka Mobisson-Etuk CHA, Beth Cheney, Kim Harrison, Judy Blei, Amy Romano, Commissioner Dr. Jewel Mullen DPH, Mark Schaefer Ph.D DSS
 The meeting begins at 9:30 AM at July 16, 2012 in LOB Room 1B. 
Amy Gagliardi starts the Women’s Health Meeting and welcomes everyone. Introductions are done across the room. The agenda items did not go in order because of scheduling with DSS. 
DPH Update - Dr. Carol Stone 
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A handout was distributed named, “A Proposed Action Plan in Partnership with Connecticut March of Dimes to Address Adverse Birth Outcomes and Prematurity in Connecticut.”  Dr. Carol Stone leads the discussion and presents. 
Data: 2009 Racial and Ethnic Disparities in Preinatal Health Indicators within Connecticut. Information take from document attached and presented on July 16, 2012.  
· In 2009, 73.8% of CT Residents were non-Hispanic White/Caucasian, compared to 9.8% Black/ African American and 12.3% Hispanic/ Latino. 

· Relative to this Racial/ Ethnic distribution, only 57% of women from White/ Caucasian community gave birth in 2009, while 12.4% and 22.0% of women in the non-Hispanic Black/ African American and Hispanic/ Latino communities, respectively, gave birth in the same year. 

· 23.6% of births to non-Hispanic White/Caucasian women were paid by public insurance, 65.8% and 65.4% of births to non-Hispanic/ Black African American and Hispanic/ Latino, respectively, were paid by public insurance. 

· A greater proportion of births in CT in 2009 occurred to women from minority racial and ethnic communities, and greater proportions of births in the minority communities were women of low income.

· A disproportionate burden of poor maternal and infants were observed in CT minority racial and ethnic communities. 

· Singleton Low Birth Weight (LBW) 

· Non-Hispanic White/Caucasian – 4.3 
· Non-Hispanic Black/African American - 10.0 

· Hispanic/Latino- 6.8

· Singleton Preterm Births (PTB)

· Non-Hispanic White/Caucasian- 6.8

· Non-Hispanic Black/African American- 11.2

· Hispanic/Latino- 8.9

· Singleton Very Low Birth Weight(VLBW)

· Non-Hispanic White/Caucasian- 0.7

· Non-Hispanic Black/African American- 2.8

· Hispanic/Latino- 1.3 

· Percent of VLBW among LBW Deliveries (%)

· Non-Hispanic White/Caucasian- 15.1

· Non-Hispanic Black/African American- 27.7
· Hispanic/Latino- 19.5 

Recommendations:  “The Data collectively indicate that a disproportionate burden of adverse birth outcomes and associated risk factors exist in CT Minority/ Ethnic communities. A set of culturally- sensitive and linguistically appropriate strategies are needed focused on the state’s low-income communities, and, in particular those communities of minority race/ ethnicity.”

There was an overview of the current strategies to address adverse preinatal outcomes in Connecticut. 
Policy Initiatives

· Association of State and Territorial Officer (ASTHO) President’s Challenge (2012-2014).  Challenge to all State Health Departments to partner with March of Dimes to reduce Pre-Term Birth by 8% State wide by year 2014. An 8% reduction in the rate of singleton PTB would result in approximately 240 fewer singleton preterm births, and a singleton PTB rate of 7.4 per 100 live singleton births. 
· 39 Weeks Initiative (initiated spring 2012) CT March of Dimes is working with hospitals to voluntary adopt a policy that discourages elective inductions of pregnant women before 39 gestation. Six hospitals to date in CT have adopted the policy.

· Pregnancy Pay –for –Performance Incentive Program- MAPOC Women’s Health Committee is working with DSS to draft an incentive program to increased Medicaid Reimbursement Rates to obstetric providers who meet or exceed performance measures. 

· National Leadership Academy for Public Health (NLAPH) - A group of 20 National leadership groups working to advocate for community based policy and systems change. 
The document attached has more detail of the policy incentives and programs. 

CHA- Partnership for Patients Presentation 

The Connecticut Hospital Association presents their presentation about a new initiative called “Partnership for Patients.”Presentation is attached.  

Connecticut Hospital Association provides an overview of what Partnership for Patient is.
Overview- 
· Better Care, Lower Costs- A new public- private partnership to help improve the quality, safety, and affordability of health care for all Americans. 

· CHA Partnering AHA’s HRET National Partnership for Patients Engagement Network

· 33 Hospital Associations; nearly 2000 Hospitals 

· All CHA Hospitals Participating

· GOAL: Reduce Patient Harm by 40 % and Reduce readmissions by 20% 

· Three Key Objectives of the Partnership: Lower Cost Through Improvement, Better Health for Individuals, Better health for the population

· By the end of 2013= Achieve goals

· Funding through the innovation Center- PPACSA legislation creates CMMI- Partnership for Patients- Community-Based Care Transitions Program- Hospital Engagement Network. 

· Areas of Focus Pertaining to Women’s Health- Obstetrical Adverse Events (including early elective deliveries)

· Lines up with the March of Dimes 39 Weeks Initiative

· Reduction in early Electives Delivery by end of December 2013.

· Reduction in birth trauma is transferred to a higher level of care- Early Stages;. 

· CHA and March of Dimes are working together to stop early deliveries by engaging providers. 

· CT Action Team and Child Birth Connection are working on this effort. 

· Recording the data is a part of the strategy. 

· Best strategy is to get everyone informed. 

· Baseline data is an important recording piece which needs to be maintained and measured.
· Data will be used to drill down for information about C-Sections and live Births

· Example made from : California Material Quality Care Coordination

· Developed hospitals who have maternity care

· Rapid Cycle on the measures 

· Goal is to link records of  benchmarks for hospitals across the states

· Comments made about how the group would like to see this project go beyond 39 Weeks and what is possible from Child Birth Connection. 

Strong Start Application Update– Dr. Carol Stone 

Dr. Carol Stone (DPH) gave an update with the Strong Start Application. Application is in its final stages. There was a new deadline set for August 9, 2012. On July 3, 2012, DPH received revised guidance. The changes made to the deadline and guidance was related to data. Grant has allowed individual sites to apply with having a data transport. Grant also added bonus points for various benchmarks set. These changes have allowed DPH to put money back into the provider’s budget and readjusting it. The changes include the cost per patient served.

Dr. Jewell Mullen, Commissioner of CT Department of Public Health supports the Community Transformation grant in efforts to decrease low-birth rates. She extends her enablement to support the efforts to improve health outcomes and decrease birth-weight. ASTHO challenge will assist in efforts to make significant changes in lowering birth-weight. Amy Gagliardi thanks the Commissioner for attending the meeting and supporting the collaborations. 
NLAPH- Update 
Dr. Arthur Chen from Berkley, California is leading the National Leadership Academy in Public Health and attended the Women’s Health Committee Meeting on July 16, 2012. Dr. Chen gave an overview of what the Leadership academy does, who is involved, and what the goals are. 
· The academy builds and develops national and future leaders in public health.
· Intersectional leadership, focuses on leadership, and Meta leadership.

· Self-awareness is how you’re going to model with leadership. How leaders in public health are modeled. 

· Deep understanding of the event i.e. low birth weight.

· Evidence based.
· Leading across intersections, creating a common agenda to work together, and achieving better outcomes. 

· Dr. Baker Salisbury, Amy Gagliardi, Dr. Nneka Mobisson-Etuk, and Dr. Carol Stone are all part of the leadership team.
· The collaboration of pay-for –performance might be the project of the team.

· Building leadership capabilities within the team.

· Sharing the learning with the Coaching Model

· Great concept in thought but real change is made behaviorally day- to- day.

· Best outcomes and have tremendous impact.

Dr. Chen thanks everyone for being here today to speak about the concepts, goals, and projects of the National Leadership Academy for Public Health Officials. 

Update and Discussion for Pay for Performance/ Fee Schedule/ Maternity Home 
Dr. Mark Schaefer was congratulated by the Women’s Health Committee for his recognition by the Robert Wood Johnson Foundation for efforts in value-based purchasing.
Dr. Mark Schaefer from DSS gives an overview of the Pay for Performance Initiative, Fee Schedule, and Maternity Home. 

Fee Schedule Update 

· CMS Obstetric rate reduction

· Complete analysis to restore reductions of the fee schedule 

· Not final 

· Target to reduce cesarean delivery. 

· Reimbursement changes- Mercer will be a consultant on reimbursement. Mercer is reviewing analysis.
· Public Notice for a 9/1/2012 start date. 

· For implementation- restored money to reduce cesarean and vaginal delivery. 

· The majority is raising the rates for vaginal delivery.

· Do support to vaginal delivery 

· Build into the Nurses, Midwives, APRN in to fee schedule has been a major part of the discussion 

Pay for Performance Initiative 

· There has been a focus on a set of measures.

· ACOG-PCPI National measures

· Measures include: timely access, risk screening, elected 39 weeks, readmission rates, and successful post-partum dates. 

Dr. Schaefer states the two major challenges of the Pay for Performances Initiatives. 

1. Structure and Design of the Program.  Focus on care processes and adequacy of getting an obstetrician. How effectively you’ve granted prenatal care. The obstetric neighborhood performance value to better engage with safely provider adding matrix. Points brought up for concern:

a. Obstetric performance of individual practitioners 

b. Perceptions from providers- Don’t have control for a woman to seek a providers 

c. Linkages for women who need prenatal care.
d. Measures based system or points based system- the process measures sample is so small there wouldn’t have a thorough analysis. 

i. Address measures with practices. Only attaining who got into care in a timely manner. 
2. Question of Measurement – DSS is concerned how they will monitor vital statistics records from the matrix of the birth certificate. There needs to be outreach to DPH. The question is how reliable is the data for measurement data analysis.  This includes labor intensive reviews

The most efficient and reliable methods are necessary to finalize the program design. 

 Questions and Discussion 
· Question is raised whether the data via the web based portal when providers/ patients were originally contacted. 
· Flow Sheet?
· Aware of the Administrative burden.
· Commissioner Mullen raises the point of meaningful use Health Information technology.
· The large system is user to drive and improve quality. Implementation will happen within the next three months. 
· Baker Salisbury raises the point of CT grants- Clinical and community provide service linkage for community preventive care. 
· Dr. Schaefer mentions the obstetric alignment with greater emphasis on value than volume. The publishing the proposed Pay for Performance Model will be available to the committee and will be receptive to input. 
· Amy Gagliardi mentions that DPH has the Community Start Grant. 

· Dr. Schaefer mentions DCF 1000 Day initiative and the Pew State Health Policy on Medicaid for Medicaid Home Visiting. 

· Nneka mentions the measurement and accountability focus with Birth Certificate reviews and medical records. 

· Amy Gagliardi mentions the records and the adequacy of care measures.

· Discussion is reflective about what is doable. How will that information help Pay for Performance?

· 6 week piece- Capture more data. 
· Assessment of risk is  discussed

· Coordinate care

· Measuring coordination of payment- fill out form 

· Practice focus for Pay for Performance v.s.  Population based Pay for Performance 

· Beth Cheney and Amy Gagliardi remark their preference to population based (Community) P4P. 

· Question is raised on how is the data measure when a provider does everything and it doesn’t work when the mother doesn’t come back to for the 6 week post-partum visit. 

· The problem of Medical transportation is brought up as a barrier. 
· NEMT has been a large topic of discussion. 

· DSS reports they are in the process of reviewing performance judgments. 

· Question: How have they’ve been preventing prenatal care- In writing. 

· DSS is negotiating the contract with Logisiticare. 

· Baker Salisbury asks if there are language barriers for those people.
· DSS responds by stating there are options when people call to request a certain language for service.

· Less than 48 hours for service problems

· Suggestion of compensation for transportation and engaging with a pediatrician. 

· Beth Cheney questions how to create health for them.

· Amy Gagliardi states adequacy in prenatal care and well baby care is the goal.

· Beth Cheney suggests a solution is to engage in prenatal care and getting the member contraception. 

· There was discussion about starting and connecting the member to a pediatrician and OB/Provider to engage pediatrician in discussion.  

· There was discussion about reaching population based changes and the risk adjustment piece. 

· There issue of facilitating women for post-partum visits and ask BHP what has been done.  
· Other Issues from Members 
· The timeline is 3 to 6 months. Operationally, with the data and where if comes from. 

· Lloyd Mueller from DPH is in charge of the vital statistics/records piece. 

· There is a fair amount to determine- required to CMS

· Any enhanced reimbursement

· How can calculation and/allocation work. 

· Tracking participation with providers in the system. 

· Setting up the core builds around and support the other initiatives. 

· Continue to intersect national Leadership and Pay for performance. 

· Plan for evaluation and after wards - Performance measures is its accountability. 

· 95% of Medicaid access the state needs to accessible for the use of its resources. 

· Dr. Chen remarks how what the initiatives of Women’s health is a warm start. There is a bridge between the Community transformation grant, heath neighborhoods and think about the levels of the Pay for Performance Initiative.  The place-based strategies with social determinants of health will help address health disparities and chronic disease 

Amy Gagliardi ends the meeting at 11:40 AM and thanks everyone for coming. 

Next Women’s Health Meeting Scheduled for September 10, 2012 at 9:30 AM 
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A Proposed Action Pian in Partnership with the Connecticut March of Dimes to
Address Adverse Birth Outcomes and Prematurity in Connecticut

Presented to
Dr. J. Mullen, Commissioner
Connecticut Department of Public Health

With Support from
Deputy Commissioner Lee
Rosa M. Biaggi, Title V MCHBG Director, Chief, Family Health Section
Janet Brancifort, Public Health Services Manager, Family Health Section

Racial and Ethnic Disparities in Perinatal Health Indicators within Connecticut

In 2009, an estimated 73.8% of Connecticut residents were non-Hispanic White/Caucasian,
compared to 9.8% Black/African American and 12.3% Hispanic/Latino (see Table I). Relative
to this racial/ethnic distribution, only 57% of women from the White/Caucasian community gave
birth in 2009, while 12.4% and 22.0% of women in the non-Hispanic Black/African American
and Hispanic/Latino communities, respectively, gave birth in the same year. Further, whereas
23.6% of births to non-Hispanic White/Caucasian women were paid by public insurance, 65.8%
and 65.4% of births to non-Hispanic Black/African American and Hispanic/Latino, respectively,
were paid by public insurance. These data indicate that a greater proportion of births in
Connecticut in 2009 occurred to women from minority racial and ethnic communities, and a
greater proportion of births in the minority communities were to women of low income.

Relative to the racial and ethnic distribution of residents within Connecticut in 2009, a
disproportionate burden of poor maternal and infant outcomes were observed within

Table |
Racial and Ethnic Distribution of Births and Adverse Birth Quicomes
Connecticut, 2009
Maternal Race/Ethnicity
_ . non-Hispanic ~ |non-Hispanic Black/African _ _
hndicator _ White/Cagcasian - American’ HispaniciLatine
Population* (%) 738 9.8 12.3
[Resident Births (%) 97.0 124 220
|Resident Births Paid by Public Insurance (%) 238 85.4 65.8
Singleton Low Birth Weight (LBW)
(less than 2,500 grams; rate per 100 live births) 43 0.0 68
Singleton Preferm Births (PTB)
(less than 37 weeks gestation; rate per 100 live hirths) 6.8 12 89
Singleton Very Low Birth Weight (VLBW)
(less than 1,500 grams; rate per 100 five births) 0.7 28 1.3
[Percent of YLEW Among LBW Deliveries (%} 151 217 19.5

Source : Except where noted, data ware obfained from C. Stone & J. Davis, from birth records finked te DSS Medicaid enrcliment data, provided courtesy of HISR, DPH.

*- Backus, K, Mueller, LM (2010) State-leve) Bridged Race Estimates for Connecticut, 2008, Connecticut Department of Pubiic Health, Office of Health Cars Quaiity,
Statistics, Analysis & Reporting, Hartford, CT. {hfip #www.cl gowidphtwphiew.aspPa=313246=388152 ), accessed May 13, 2012
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Connecticut’s minority racial and ethnic communities (Table ). For instance, whereas the rate
of singleton low birth weight (LBW) among non-Hispanic White/Caucasian mothers was 4.3 per
100, the rate among non-Hispanic Black/African American and Hispanic/Latino mothers was
10.0 per 100, and 6.8 per 100, respectively. Similar disparities, particularly within the non-
Hispanic Black/African American community, were observed with preterm birth (PTB). Very
low birth weight (VLBW) within the non-Hispanic Black/African American community was 4~
fold greater than that within the non-Hispanic White/Caucasian community. Further, 28% of all
LBW deliveries in the non-Hispanic Black/African American community were VLBW, -
compared to only 15% in the non-Hispanic White/Caucasian community.

These data collectively indicate that a disproportionate burden of adverse birth outcomes and
associated risk factors exist in Connecticut’s minority race/ethnic communities. A set of
culturally-sensitive and linguistically appropriate strategies are needed that are focused on the
state’s low-income communities, and, in particular, those communities of minority
race/ethnicity.

Current Strategies to Address Adverse Perinatal Outcomes in Connecticut

Under the leadership of Commissioner J. Mullen, Deputy Commissioner L. Lee, and Title V
Director R. Biaggi, a number of recent activities within the Family Health Section (FHS) of the
Connecticut Department of Public Health (DPH) were implemented to address adverse birth
outcomes and disparities in birth outcomes. These initiatives, related to either policy, or program
and surveillance activities, are described below:

Policy Initiatives

Association of State and Territonal Officer (ASTHO) President’s Challenge (2012 - 2014): The
current president of ASTHO recently issued a challenge to all state health departments to partner
with the March of Dimes to reduce PTB by 8% statewide by year 2014. In the 2009 Connecticut
birth cohort, the rate of singleton PTB was 8.1 per 100 live singleton births in 2009, with 2,992
singleton preterm births among 37,025 total live singleton births. A reduction of 8% in the rate
of singleton PTB would result in approximately 240 fewer singleton preterm births, and a
singleton PTB rate of 7.4 per 100 live singleton births. The ASTHO challenge inciudes an
invitation to join the March of Dimes in partnership.

39-Week Initiative (initiated Spring, 2012): The Connecticut March of Dimes is working with
birth hospitals to voluntarily adopt a policy that discourages elective inductions of pregnant
women before 39 weeks gestation. The initiative, a hard stop effort, involves a media campaign
to expectant women, as well as conversations with hospital officials to encourage hospital-based
adoption of the policy to prevent non-medically indicated inductions before 39 weeks gestation.
To date, six birthing hospitals in Connecticut have adopted the policy.

Prenatal Pay-for-Performance (P4P) Incentive Program (expected July, 2012): The Women’s
Health Committee of the Council on Medicaid Assistance Program Oversight (A. Gagliardi, co-
Chair) is working with the Connecticut Department of Social Services (DSS) to draft a P4P
incentive program that will provide increased Medicaid reimbursement rates to obstetric
providers who meet or exceed a set of prenatal, delivery, and postpartum performance measures.
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The P4P program is expected to be completed in July, 2012, and DPH was recently invited to
participate in the workgroup developing the draft language.

National Leadership Academy for the Public’s Health (NLAPH) (February 2012 — January
2013): With support from Commissioner Mullen, DPH recently applied to participate, and was
invited to join, a group of 20 national leadership groups working to advocate for community-
based policy and systems change. A multi-sector team representing state public health, local
public health, community-based health centers, and hospitals is gaining skills needed to conduct
a yearlong (February 2012 — February, 2013) set of activities along ecological levels to
encourage adoption of the P4P incentive program under development by DSS.

Action Leamning Community (ALC) (Fall 2011 — Fall 2013): A two-year partnership of state and
Jocal public health professionals, including DPH, the New Haven (federal) Healthy Start
program, and New Haven Health Department is working to address systematic and institutional
racism that leads to adverse birth outcomes in the City of New Haven. This opportunity is

funded by City Match, a nonprofit organization of urban areas of the country with high rates of
adverse birth outcomes.

PA 11-109 An act requiring an annual results-based accountability report card evaluating state
policies and programs impacting children: This legislation enacted in 2011 includes a
requirement to develop an annual report card of leading child indicators, and includes health
indicators such as singleton low birth weight and teen pregnancy. Data for some of the
indicators are provided by DPH.

PA 10-133 An act concerning children in the recession: The legislation enacted in 2010 includes
a challenge to the State of Connecticut to reduce LBW, and includes encouragement of group
prenatal care, such as the Centering Pregnancy model of care, as well as maximal co-enrollment
of low income pregnant women in both Medicaid and the Supplemental Nutrition Program for
Women and Children (WIC). An annual report is prepared by DPH.

Funded Programs and Surveillance within the Family Health Section

Hartford Healthy Start (HHS) (June 2009 — May 2014): This competitive federal grant was
awarded in June 2009 to address disparities in LBW and infant mortality in the City of Hartford.
Six care coordinators and one outreach worker provide enhanced prenatal services to over 600
pregnant and postpartum women of low income, and their children. Additional community-
driven activities that address all ecological levels in the city include provider and community
awareness. In addition, advocacy for state policy change is underway to encourage Medicaid
reimburse of the program’s four clinic-based care coordinators.

Strong Start for Women and Infants (expected Sept 2012 — Sept 2015): Work is underway to

- apply as a state convener to implement two of three enhanced prenatal care programs to low
income women. Both Option 1: Centering Pregnancy, and Option 3: Maternity Home will be
proposed to the U.S. Centers for Medicare and Medicaid Services. If funded, the federal grant
will provide enhanced prenatal care services to approximately 50% of the state’s Medicaid birth
cohort over a two-year implementation period.

Pregnancy Risk Assessment Monitoring System (PRAMS:-Sept 2012 — April 2016): Recently
funded with a federal competitive grant, Connecticut is in the planning phases of a statewide
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active surveillance program that will monitor the social, emotional, and behavioral experiences
of women before, during, and immediately after pregnancy. The PRATS, conducted monthly for
a single year with funding by a sister grant of the Maternal and Child Health Block Grant, was
modeled after the PRAMS survey, included many of the same questions, and is now available for
analysis.

Fetal and Infant Mortality Program (FIMR) (budgeted for FY 2013 - 2014): This state-funded
program 1s expected to develop a plan by June, 2013 for statewide implementation of a program
to address fetal and infant mortality and morbidity in the state. The current two-year budget for
fiscal year ending June 30, 2014, is $20,000 annually.

Healthy Choices for Women and Children: This program, funded with a combination of state and
federal Title V Block Grant dollars, provides intensive home visiting services to pregnant women
at risk for poor birth outcomes in the City of Waterbury.

Proposed Twenty-four Month Action Plan

If DPH accepts the ASTHO President’s challenge to reduce PTB in the State of Connecticut,
with an invitation for partnership to the Connecticut March of Dimes, the following primary goal
and associated secondary goal is proposed:

Primary Goal: By June 30, 2014, reduce the singleton PTB rate statewide in Connecticut from
8.8 per 100 live singleton births to 7.4 per 100 live singleton births, a decrease of 8%.

Secondary Goal: By June 30, 2014, reduce the percent of VLBW among singleton LBW
deliveries statewide in Connecticut within the Black/African American community from 28% to
23%, and reduce the percent within the Hispanic/Latino community from 20% to 18%.

To accomplish these proposed goals, DPH could leverage existing program, policy, and
surveillance activities, in partnership with the Connecticut March of Dimes. Described below
are a set of action steps for fiscal year ending 2013. Activities for fiscal year ending 2014 would
be determined in conversation with the March of Dimes and key partners. All activities are
aligned with existing program, policy, and surveillance activities within DPH. In addition,
achievement of each action step would simultaneously benefit multiple existing programs.

Action Step 1: By June 30, 2013, convene an all-day statewide conference to raise awareness
about promising and innovative state and institutional strategies in development within
Connecticut to improve low birth weight and associated infant mortality.

The conference, tentatively planned for November, 2012, will be offered to and focused on
obstetric providers, public health professionals, community-based health centers and hospitals to
raise awareness about promising innovative state and institutional policies to improve maternity
care in Connecticut. Discussions may include the 39-week initiative, maternity home model of
care, and Centering Pregnancy model of group prenatal care. Invited presentations may include:
1) DPH Commissioner Mullen, 2} ASTHO president and previous Texas Commissioner of
Health David Lakey, 3) March of Dimes national representative, 4) North Carolina Department
of Public Health, 5) Chair of the Connecticut legislative Public Health Committee, 6) Chair of
the Women’s Health Committee of the Council on Medical Assistance Program Oversight, and
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7) Connecticut Department of Social Services representative. Additional speakers may be drawn
from state and local legislators, and may include a presentation from Angela Blackwell and/or
Fleda Mask Jackson about the need to address racial and ethnic disparities in adverse birth

outcomes. Discussion may also include urban and rural areas of the state with high rates of low
birth weight and infant mortality. '

Funding Source: The estimated cost for this activity is $12,000. A technical assistance grant
from the U.S. HRSA may partly offset the cost of this activity, and if approved, would make
available for up to $10,000 to conduct the conference. Partial funds from the FIMR program
may also be available to offset costs of the conference, pending availability of funds.

Action Step 2: By February 28, 2013, conduct ten (10) consumer focus groups in the state to
explore how prenatal care in Connecticut can be improved.

Focus groups of 12-15 pregnant women each will be convened across the State of Connecticut.
Focus groups will be conducted in both rural and urban of the state, and in areas of low and high
socioeconomic status. Areas at high risk for adverse birth outcomes will also be included and
will be determined by zipcode-level area assessment. The focus groups will be conducted to
understand current perceptions of prenatal care and explore how prenatal care might be improved
statewide. Information from the focus groups will be used to inform future activities in the state,
existing programs within DPH, and a possible statewide prenatal care plan.

Funding Source: The estimated cost for this activity is $15,000. Partial funds through the FIMR
' program are available, as well as partial funding through the Hartford Healthy Start program for
activities conducted within Hartford. Partial funds through the New Haven Healthy Start

program will also be explored, as well as a technical assistance grant from the U.S. HRSA for up
to $10,000.

Action Step 3: Seek external funding for, and encourage at state and local advisory meetings,
support of the following initiatives:

1) The 39-Week Initiative underway by the Connecticut March of Dimes;
2) The Pay-for-Performance Initiative under development by DSS;

3) The group model of prenatal care, such as Centering Pregnancy;

4) The Maternity Home model of prenatal care; and

5) Co-enrollment of pregnant Medicaid recipients in the WIC program.

Current funding is being sought for a grant opportunity calied Strong Start for Mothers and
Newborns, a national study by the U.S. Centers for Medicare and Medicaid Services. If funded,
this program will support the group model of prenatal care, as well as the Maternity Home model
of prenatal care for two years. Statewide evaluation of these models is needed but not supported
by the grant. Funding to evaluate and establish an evidence base for the models within
Connecticut will be explored.

Existing venues and meetings at which these initiatives will be encouraged include: the
Women’s Health Committee of the Council on Medicaid Assistance Program Oversight;
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Maternal and Child Health Advisory Committee, the workgroup charged with development of
the P4P initiative; and other state and local advisory meetings.

An important component of advocacy for these initiatives is to build a business case that
highlights the degree to which the initiatives can impact birth outcomes in the State of
Connecticut. Activities are planned for Summer 2012 to analyze existing PRATS data and
linked birth records to understand how social, emotional, and behavioral factors impact birth
outcomes in the state. Cost analysis and projections are also planned.

Funding Source: There are no costs expected with this action step. All activities are in-kind and
aligned with existing program activities.

Proposed Personnel
Individuals available within DPH to conduct the Action Steps include:

An intern made possible with competitive funding by the Graduate Study Intern Program
through HRSA, in Summer 2012;

An Intern from the Office of Health Care Access to conduct a special summer project on the
costs associated with adverse birth outcomes;

Existing DPH staff associated with programs that address the needs of pregnant women and
disparities in low birth weight and infant mortality;

The team associated with the National Leadership Academy for the Public’s Health. The team
includes a group of four: Amy Gagliardi, Community Health Centers, Inc.; Baker Salsbury,
Director of the Ledge Light Health District; Nneka Mobisson-Etuk, Connecticut Hospital
Association; and Carol Stone, DPH, This group is planning a set of informational activities to
highlight the benefits of PAP. A coach, Dr. Art Chen, is also available for consultation.

Proposed external state and local partners include:

The Connecticut March of Dimes; New Haven Healthy Start program; New Haven Health
Department; Hartford Health Department; Women’s Health Committee; and State MCH
Advisory Committee,

If funded, the Strong Start for Mothers and Newborns grant will make available a group of
community-based, hospital-based, and private obstetric providers as potential partners.

Additional partners will be recruited through the fiscal year ending 2013 for subsequent activitics
in fiscal year ending 2014. :
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