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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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