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Council on Medical Assistance Program Oversight

Women’s Health Committee

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 committee will focus on strategies, which include but are not limited to evidence-based interventions before, during and after pregnancy.  Additionally, the committee will address established woman and child health indicators and associated outcome measures in consideration of woman's health across the life span.

Summary for November 5, 2012
Chair: Amy Gagliardi

 Attendance:
Amy Gagliardi, Mary Romano, Mike Hebert, Renee-Coleman-Mitchell, Mary Alice Lee, Mariette McCourt, Barbara Ward-Zimmerman, Abha Bernard, Richard Jennings, Tracey Andrews, Erin Jones, Margie Hudson, Bernadette D'Almeida,, Rivka Weiser, Rob Zavoski

Amy Gagliardi opened the meeting at 9:30 AM in LOB Room 1B on November 5, 2012. Committee Members did introductions. 
Mary Alice Lee from CT Voices Enrollment Update
Mary Alice Lee from CT Voices gave an update with Women and Pregnant Women on Husky. She reviewed Key Findings of the October 2012 for Gaps in Coverage for Pregnant Women and New Mothers in Husky-A (Medicaid)  
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KEY FINDINGS 

There is growing recognition of the importance of good maternal health before pregnancy, including the time between the birth of one child and the conception of the next. This period offers a window of opportunity for addressing family planning and any outstanding health issues, with the goal of improving maternal health for subsequent pregnancies.  Access to care is critically important during this period.   We investigated coverage continuity in the prenatal and postpartum periods for women who gave birth while enrolled in HUSKY A (Medicaid managed care) in 2009.  Findings:

· Prior to the birth, pregnant women were enrolled in HUSKY A an average of 6 months, with 42 percent continuously enrolled for nine months.    

· Following the birth, over 70 percent of new mothers were continuously enrolled for nine months. 

· The likelihood of gaps or loss of coverage in the postpartum period was far greater for mothers who qualified for coverage during pregnancy through 60 days postpartum, compared with mothers in ongoing Medicaid family and child coverage groups.  At nine months after the birth more than half of all mothers with pregnancy-related coverage had experienced a gap or lost coverage.  

· Coverage continuity also varied by where the mother lived, suggesting that community-based application support and administrative procedures in the Medicaid agency’s district offices play a role in facilitating coverage in the postpartum period.   
These findings have implications for Medicaid program administration and for design of an integrated eligibility management system that will facilitate seamless automated coverage transitions between Medicaid and other insurance options offered by Connecticut’s Health Insurance Exchange in 2014
· Information taken from Study

· Notes: Prior to the birth month whether women were covered prior to the pregnancy either as parents to the family coverage. Women in these programs are below the federal poverty level. Pregnancy related group. Pregnant women up to 250% above the federal poverty level.  Counted as a household of two. Figure 1- When women come into the program. Covered 5 months along prior to pregnancy. By definition- 100% are covered in the month that they gave month in 2009. People who are in the family or child group are not eligible. Pregnant women are guaranteed coverage under federal law. If they are not eligible they lose coverage. By 9 months out, half of them have gaps in coverage. Try and figure out what the screening process that might contribute to the loss of coverage.185%-250% income range that is not eligible. 
· Began to ask the department the procedure for women ending coverage for their pregnancy coverage.  Notice goes out to the mother in the pregnancy group-Depends on the district office- or the post-partum coverage group/ current notice they get / Program has ended.  Notice isn't saying anything that says to be screened in family coverage. 9 Months out- 46% delivered has gaps or lost coverage- most are not enrolled at 9 months. There is an opportunity for improvements in terms of the notices and standardization for the notices and screening for the mothers. Things to begin to work on in DSS. Community workers there are a period of risk in terms of continuity. Where they will be in need of health services. 
· Addressing health problems that were identified during the pregnancy: nutritional issues, dental care, mental health issues, smoking and cession and treatment of drug and alcohol. Addressing Health Problems is important for coverage continuity. 
· The Insurance exchange knows that this is a period of risk for losing coverage. People will be going back and forth between the exchanges. 
Discussion: 
· There was a question on coverage for undocumented women.
· In 2009 covered with state funds legal permanent residents. In 2008,09,10, un-documented were not eligible for pregnancy coverage.
· Send link to Olivia so they can send to the group.
· What is the percentage of women on Medicaid who fall between 185-250%.
· Department has the income information.- Changes in the circumstances- might make her eligible on an incoming basis.

· Issued a report on dental care for adults, after carve out of services with the dental increase. 

· Adult fees increased- see what happens

· Erin Jones: Message to get to women; is there something they can do?

· MA- Once the worker gets the notice about the baby. Calls for the automatic mailing of these notices. Anticipate there will be notices; get a 4 page husky application to get it in as soon as possible to ensure that the coverage continues. 

· Husky Info Line- See the problem through. 

· Bernadette: need to know that the members are pregnant. Simple ob notification form. 

· Zavoski: Laboring with systems that are out dated. Making the changes in the system- Working quickly to replace the system.

· The Affordable Care Act- updated on the exchange. Estimated 50% of the adults. Enrollment in the Health Insurance Exchange of October 23, 2013. The Common wealth fund report during pregnancy- 7 states for those who lost coverage. 

· Fortunate working on 185% above the federal poverty level. Maintaining the high income for the Medicaid eligibility program, risk them having gaps in coverage. 

· The Affordable Care Act providers funding for the Health Insurance Exchange, the Recovery Act has some funding to improve some computer systems. 
Update and Discussion for Pay for Performance/ Maternity Home
Dr. Zavoski gave an update on the Pay for Performance initiative. There was a meeting last week to accept and update the OB Enrollment Form. DSS will release the form to the membership so they can send back some feedback. The next working group meeting will be on November 19, 2012 at 3:00 PM.  The timeline is based upon the work of the enrollment form and getting the working group. Abha made comments about how long this process is taking and there is concern with Women's Health Connecticut. 
Rewards to Quit Program Presentation - Mike Hebert Rewards to Quit Coordinator 
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 Mike Hebert gave a presentation about the Husky Health Rewards to Quit Program.

· Objective 1:  Review the goals and target populations served in this five-year smoking cessation grant program
· Objective 2:   Explain the role of the LMHA and Program Partners in the Rewards to Quit program
· Objective 3:  Describe the essential operational components and processes of the Rewards to Quit program 
· CT Department of Social Services (DSS) was awarded a five-year grant from the Centers for Medicare and Medicaid Services (CMS) under the Medicaid Incentives for Prevention of Chronic Disease (MIPCD) grant program
· Grant awarded to test impact of incentives on smoking behavior change among HUSKY A, C and D members ages 18 and over.
· The goals of the Rewards to Quit program are to:
· Study the impact of financial incentives  on quitting smoking with a special focus on: 
· Pregnant and Postpartum Women
· Members with Serious Mental Illness (SMI)
· Reduce rates of CT Medicaid members who smoke by 25 to 30 percent 
· Program builds on recent expansion of HUSKY coverage for smoking cessation services (effective January 1, 2012)
· Program participation and outcomes will inform future decisions regarding Medicaid smoking cessation programs and future funding
· Rewards to Quit to be implemented through select providers
· Local Mental Health Agencies (voluntary)
· Obstetrics Providers (voluntary) 
· Pediatricians (voluntary)
· Person-Centered Medical Homes (required)
· Randomization to occur by provider, not by individual  
· Randomization within each provider type
· Randomization by practice, not site 
· Program oversight is provided by:
· CMS: Federal grantor agency
· CT DSS: Grantee, Lead Agency (state Medicaid agency)
· CHNCT: Medical ASO for HUSKY Health
· Yale University: State program evaluator
· Other key project partners:
· Department of Public Health: CT Quitline
· Department of Mental Health & Addiction Services: LMHAs
· Hispanic Health Council: Peer Coaching & Focus Groups
· Providers are partners too!
· Success of the program depends on Providers!
· Screen member for tobacco use
· Educate, inform and motivate! 
· Engage member in treatment
· Enroll smoker in incentive program 
· Provide smoking cessation services/products 
· Track and report activities for purposes of incentives 
· Incentives and Behavior Change: 
The Problem
· Tobacco is the largest avoidable cause of morbidity and mortality
· $96 billion dollars is spent on direct medical care, but this is only part of the burden on society.
· 20 percent of the population smokes, but about 30 percent of the state’s Medicaid population are smokers
· About 60 percent of those in Medicaid with serious mental illness smoke
· Tobacco is a critical problem for Connecticut
· Incentives and Behavior Change: 
The Problem
· Many smokers want to quit and need assistance achieving their own goals:
· 70 percent of current smokers want to quit 
· 52 percent of adult smokers stopped smoking for one day in an attempt to quit
· But smoking cessation success rates low  (as low as three percent)
· Too few seek professional services and medications
· Low-income individuals are:
· more likely to smoke and be in poor health, but 
· less likely to quit on their own (poor access to cessation programs, lack of support)
· Incentives and Behavior Change:
Why incentives?
· Financial incentives may provide the additional  motivation needed to quit. 
· Incentives:
· Help smokers start a quit attempt immediately instead of put off (‘present bias’, will always quit tomorrow, but tomorrow never comes)
· Reinforce the habit of not smoking
· Analogy to giving small rewards to your child for good grades
· Employers and health insurance providers use financial incentives, e.g. 35 percent of employers offer a reward or incentive for certain wellness programs 
· Incentives and Behavior Change: Why Incentives? 
· They work! 
· For smoking cessation, incentives have been shown to:
· Increase efforts to quit
· Increase quit rate
· Increase quit rate for pregnant women:
· Abstinence at the end-of-pregnancy (41 percent incentives vs. 10 percent no incentives ) 
· 12-week postpartum assessment (24 percent vs. 3 percent); (Heil, 2008). 
· Improved fetal outcomes
· Short term cessation rates among incentive groups were as much as two to three times that of the non-incentive groups (Cahill & Perera, 2011)
· Incentives and Behavior Change: Medicaid and SMI Populations
· Still unknown:
· Effectiveness for Medicaid population
· Effectiveness for those with SMI
· Long-term effectiveness:
· One trial found a significant effect of incentives on cessation over one year (Volpp, 2009): Cessation at 15/18 months: 9.4 percent incentives vs. 3.6 percent no incentives
· Rewards to Quit is an opportunity to study the effect of  incentives on these populations
· Incentives and Behavior Change:
Characteristics of Effective Incentives 
· Paid on objective criteria: Clear cessation targets and timeframes
· Frequent: Reinforces quit decision and behaviors
· Immediate: Instant rewards maintain motivation and participation
· Salient: Messaging must be clear and targeted to smoker (education, language)
· Dose Response: Larger incentives for long-term cessation motivates and reinforces quit decision.
· Complementary services: Incentives combined with counseling most effective
· Program Overview: Objectives
· Assess effectiveness of financial incentives over standard care in the areas of:
· Cessation program enrollment
· Use of counseling services (individual and telephone)
· Program dropout rates
· Cessation success rates at three months and 12 months
· Study will test various incentive levels:
· No incentive
· Low ($) incentive
· High ($) incentive (process and outcome measures)
· Program Overview: 
Experimental Design
· Randomized trials
· Compares those with incentives (“Treatment”) to those without (“Control”).
· All patients have new access to cessation services
· Only those randomized to incentives initially get incentives
· Randomize to show causality: Does the program work?
· CMS requires randomization
· Randomization: 
· By provider, not patient 
· Within each provider type
· By practice, not site or individual practitioner
· Program Overview:
Incentives
· Program incentives designed to be maximally effective:
· Paid on objective criteria
· Paid for cessation approaches proven to be effective 
· Counseling (in-person or CT Quitline)
· Negative CO test
· Paid frequently to reduce dropout rates
· Paid soon upon completion of task/achievement/goal
· Cumulatively, payments are large for continued participation (dose response)
· Bonus payments provided to encourage continued engagement
· Program Overview: 
Enrollment
· All HUSKY A, C and D members ages 18 and over are eligible
· Can enroll for up to two enrollment cycles
· Each enrollment cycle = 12 months from date of enrollment
· Enrollment cycle for pregnant women = 12 months or ([months of enrollment prior to delivery]+[6 months post-partum]), whichever is longer 
· Ensures that women can receive incentives for at least six-months postpartum  
· Program Details 
· Program Details
· Covered Medicaid services and treatment
· Group counseling sessions
· Access to telephone Quit line
· Nicotine replacement therapies 
· Prescriptions for smoking cessation
· Study specific services 
· Outcome- and process-based financial incentives
· Peer counseling (via Hispanic Health Council) within three cities
· Program Details
· Program Process and Rules
Incentive Payments
· Incentive payments paid on objective and verified criteria:
· Counseling incentives paid on Provider-reported service data
· CO test incentives paid on physician office confirmation
· All incentives will be electronically deposited on a reloadable debit card weekly:
· All participants in Treatment arms will receive a reloadable debit card
· As incentives are earned, value is loaded onto the debit card, which can be used for purchases (not ATM withdrawals)
· Loading and other administrative fees associated with the debit card are paid by state.
· Reloadable Rewards to Quit Card
 November 2012 
· Rewards to Quit
Card Activation Process
· Program Process and Rules
Incentive Amounts
· Maximum incentive payments per member per activity:
· Quit line Counseling Calls : 
· $5/each call with maximum of 10 calls  (total incentive payment of $50)   
· Two bonus payments of $15 each can be earned, each one for completing a series of five sessions
· Counseling Sessions:  
· $5/each session with maximum of 10 sessions (total incentive payment of $50)
· Two bonus payments of $15 each can be earned, each one for completing a series of five sessions.
· Tobacco-free CO breathalyzer tests:  
· $15 per negative test with a maximum of 12 tests per member.  
· Four bonus payments of $10 can be earned, each one for having three consecutive negative tests. 
· The maximum potential Rewards to Quit incentive payment per member:  
· $350.00 per 12-month enrollment period (max two enrollment periods per person), and 
· $600 per calendar year
NOTE: No financial incentives are provided for NRT or prescription medications

· Program Process and Rules
· Program enrollment completed via clinicians within PCMHs, FQHCs, LMHAs, OB-GYN and Pediatrician offices
· 365-day program cycle begins the day smokers agree to participate in the program. 
· Provider participation is key to program success
· LMHA Role in Rewards to Quit
· The success of the Rewards to Quit program depends on the active and enthusiastic support of providers to encourage clients to quit smoking!
· Participating providers are responsible for:
· Conducting client screening to determine whether the client smokes (T, C)
· Educating clients about the importance of quitting, and smoking cessation services covered for HUSKY Health A, C, and D members (T, C) 
· Educating clients about the Rewards to Quit program and encouraging them to enroll (T only)
· Offering or providing referrals to evidence-based smoking cessation counseling (individual or group; CT Quitline) services and pharmacotherapy (e.g. NRTs such as gum, patches, lozenges, medications such as Chantix and certain antidepressants. (T, C)
· Upon request of the client, administer Breathalyzer tests to assess success in quitting (T only)
· Track smoking cessation services provided to participant (T only)  
· Completing necessary forms and fax to CHCNT in a timely manner
· Screening (T, C)
· Enrollment (T)
· Smoking Status and Habits (T, C)
· Informed Consent (T, C)
· Service Provision (T) 
· Rewards to Quit 
Project Support to Participating Providers
· Web-based and Telephonic Support for Providers
· Web-based Provider Training Modules
· Tobacco Cessation Resources
· CO Breathalyzer Staff Training
· Support with Participant Intake Process
· Support with Documentation Requirements
· Support with Incentives Structure & Program Rules 
· Welcome Card for Members
· Rewards to Quit Timeline
· Phased-in Implementation
· Frequently Asked Questions:
1. Suppose a patient enrolls but doesn’t follow through with treatment and services. Is there a time period within which they must begin treatment to qualify for the incentives?
A. The patient is eligible for incentives within one year (365 days) of their enrollment.  Even if they don’t start treatment right away, they can begin at any point within the year.
2. If a patient begins treatment, but test positive for tobacco use, can they continue with the program?
A. Yes, patients may continue with the program even if they have a positive CO test for tobacco. To qualify for the bonus they will need three consecutive tobacco-free tests. Encouraging them to continue is important for their own cessation success.
3. If a patient has completed a full year of the program, can they re-enroll?
A. Yes, the patient may re-enroll if they are still smoking and the 365 day time limit has passed. Most patients make multiple quit attempts before they are successful and encouraging them to try again is important for their cessation success. 
· Frequently Asked Questions (continued):
3. Patients are only eligible for counseling incentives every three days. Are they limited to all counseling services every three days as well?
A. No, patients may participate in more frequent counseling sessions (group or Quitline) if they choose to, though they won’t receive incentives for the extra sessions.
4. How are patients enrolled in a specific study arm (e.g., no, low or high incentive)?
A. Each practice will be randomly assigned to a specific arm of the program, therefore all patients you enroll will be a part of the same study arm.  
5. Many of my patients do not speak English. Will program information, counseling and Quitline services be available in other languages?
A. Yes, the program information, counseling services and Quitline services will be available in English and Spanish.  For those in peer counseling study arms, the counseling will be conducted by the Hispanic Health Council and will be available in Spanish.
B. Frequently Asked Questions
(continued):
C. What should I tell my patients if they hear about the incentives and they are not eligible? 
D. Incentives are available through select providers only. They will become available to all HUSKY Health A, C and D members in the future.
E. What happens to eligibility if the patients becomes ineligible for Medicaid during the one-year period for R2Q?

  A.  The enrollment “clock” starts when they first enroll in the program, and stops 365 days later.  The clock keeps ticking even if they lose Medicaid eligibility.  If the patient regains his or her Medicaid edibility during this enrollment period, he will be eligible for incentives for whatever time is left in that enrollment period.  If the enrollment period ends while the patient is not eligible for Medicaid, and the patient subsequently reapplies and is determined to be eligible for Medicaid, he or she can re-enroll in the Rewards to Quit program.
MORE FAQs WILL BE DEVELOPED OVER TIME.
Discussion

· Target bilingual population. Language is translated down to 4th grade reading leaving.
· Linking up with the Hispanic Health Council in Bridgeport, Waterbury, and  Hartford

· Amy questioned if anyone participates in this?  

· A reward to Quit Program is happening at the provider level.

·  René commented how DPH has been doing the Quit Line for several years and the grant program is in the piece. 
· The Quit Line works and is dependent on the individual. Members need to make the commitment to want to quit and sign up for the counseling. Members will be able to participate in online counseling and have access through the web. Their program depends on the individual. There will be Nicotine replacement therapy available- Gum, Inhalers, Patch, etc. There are Robo- Calls available. Some Members aren’t willing to engage immediately. 

· Committee asks Mike to report back if there are any active updates. Amy Thanked Mike for presenting. 

Tracey Andrews Dental Health Partnership- included a form- OB-GYN- Hyperlink the enrollment risk form. 
Tracey Andrews from the Dental Health Partnership shared the OB Dental Form. She shared a Handout of an Oral Health Consensus Statement of Women during Pregnancy. 
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Tracey asked the group for feedback on the form. 

Discussion
· Question about the risk factors


· Dental- Recommendation: Include a Dental Referral Form. 
· Comments about getting the message out to the lower staff level- Policy within the office. Never share any kind of PI over the phone.
· Mariette commented about member content information
· Bernadette commented about the ASO Connecticut Dental Health Partnership- Do they share the information? Yes. The Main Problem is  Being able to reach the member. 
· How is the form done?  Hoping the OBGYN will it out while. Fill it out and make it to the dentist. 
· Recommendation: Make sure the client ID number is on there.
· Recommendation:  Hispanic members- Make sure it's bilingual on the form.

Other Committee Discussion: Depression Screening
· Barbara Ward-Zimmerman Discussed Prenatal Depression Screening and Sanctioning for Code 99224. There was discussion about promoting Universal screening for post-partum mothers. #1 is depression and anxiety. The OB-GYN is focused on Gestational diabetes and very few OB-GYNs focus on depression. There is a need to look across providers, hospital, pediatricians. There is a need for a comprehensive screening program and reimbursement and a continuum of screening services. She requested to pull together a group and use the resources. 

· Amy Gagliardi questioned if this is a Medicaid Policy. She commented that all these are important points. Was there a recommendation for the OB Screening?  Is there screening with the referral? Screening with the appropriate intervention. Group needs to look at prenatal and post-partum. There needs to more of a push for collaboration.
Next Women’s Health Meeting Scheduled for December 10, 2012 at 9:30 AM in LOB Room 1B.
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Connecticut Medical Assistance Program

PB 2011-94
December 2011

Effective Date: January 1, 2012
Contact: Nina Holmes @ 860-424-5486

TO: Freestanding Family Planning, Medical, and Mental Health Clinics, Behavioral Health Clinicians, Behavioral
Health Partnership, Physicians, Advanced Practice Nurses, and Pharmacy Providers
RE: Expansion of Smoking Cessation Agents, Counseling and Treatment

The purpose of this Policy Transmittal is to inform
providers that pursuant to Public Act 11-44, the
Department of Social Services will be expanding
coverage of smoking cessation services for dates of
service January 1, 2012 and forward. Coverage details
are as follows:

Pharmacy Claims

Smoking cessation medications will be covered for all
clients enrolled under HUSKY A, HUSKY C
(formerly referred to as Medicaid fee-for-service), and
HUSKY D (formerly referred to as Medicaid for Low
Income Adults). Pharmacy claims will no longer
require a diagnosis of pregnancy in the NCPDP field
494-DO.

Both federal legend and Over-the-Counter (OTC)
products will be covered; OTCs require a
prescription from the prescriber.

Please refer to the CT Medicaid Preferred Drug List for
preferred smoking cessation agents that do not require
prior authorization. Examples of smoking cessation
agents include:

When billing for smoking cessation counseling, claims
for a HUSKY A, C, or D client will require a tobacco
related primary diagnostic code (i.e. 305.1, tobacco
use disorder), however, a secondary pregnancy related
diagnostic code will no longer be required.

Procedure Code Code Description

99406 Smoking and tobacco cessation
counseling visit; intermediate,
greater than 3 minutes up to 10
minutes

99407 intensive, greater than 10
minutes

Smoking Deterrent Nicotine gum/patches,

Agents Nicotrol NS nasal spray,
Nicotrol Inhalation
Cartridge, Commit
lozengers

Nicotine receptor Partial
Agonists

Chantix — starter and
continuation kits

Antidepressants

Zyban, Bupropion,

Buproban

Professional Claims

Smoking cessation counseling will be covered for all
clients enrolled under HUSKY A, C, and D when
provided by an enrolled physician, APRN, behavioral
health clinician (including psychologist, social worker,
marital and family therapist, professional counselor and
alcohol and drug counselor), medical clinic, mental
health clinic, or family planning clinic.

Please note services provided by behavioral health
clinicians, including smoking cessation counseling, are
limited under the HUSKY C and D programs to clients
under the age of twenty-one (21).

Smoking cessation counseling will continue to be
covered only for pregnant women enrolled under
the HUSKY B and Charter Oak programs. Claims
for smoking cessation counseling for pregnant women
enrolled under HUSKY B and Charter Oak will require
a tobacco related primary diagnostic code (i.e.
305.1, tobacco use disorder), AND a secondary
pregnancy related diagnostic code (i.e. 640-643.8;
645-649.7; 651-651.9; 654-657.3; 671-674.9; or V22-
V23.9), otherwise the claim will deny.

Posting _Instructions: Policy transmittals can be
downloaded from the Connecticut Medical Assistance
Program Web site at www.ctdssmap.com

Distribution: This policy transmittal is being
distributed to holders of the Connecticut Medical
Assistance Program Provider Manual by HP Enterprise
Services.

Responsible Unit: DSS, Medical Care Administration,
Medical Policy Section, Nina Holmes (860) 424-5486
for Tobacco Cessation Counseling and Pharmacy Staff
at (860) 424-5150 for Tobacco Cessation Agents.

Date Issued: December 2011.

Department of Social Services Medical Care Administration 25 Sigourney Street  Hartford, CT 06106-5033
www.ctdssmap.com
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Introduction

regnancy is a unique period during a woman’s

life and is characterized by complex physi-

ological changes, which may adversely affect
oral health. At the same time, oral health is key to
overall health and well-being. Preventive, diagnostic,
and restorative dental treatment is safe throughout
pregnancy and is effective in improving and maintain-

ing oral health.

However, health professionals often do not provide
oral health care to pregnant women. At the same
time, pregnant women, including some with
obvious signs of oral disease, often do not seek or
receive care. In many cases, neither pregnant wom-
en nor health professionals understand that oral
health care is an important component of a healthy
pregnancy.

In addition to providing pregnant women with oral
health care, educating them about preventing and
treating dental caries is critical, both for women’s
own oral health and for the future oral health of
their children. Evidence suggests that most infants
and young children acquire caries-causing bacteria
from their mothers. Providing pregnant women with
counseling to promote healthy oral health behaviors
may reduce the transmission of such bacteria from
mothers to infants and young children, thereby
delaying or preventing the onset of caries.

For these reasons, it is essential for health profession-
als (e.g., dentists, dental hygienists, physicians, nurses,
midwives, nurse practitioners, physician assistants)

to provide pregnant women with appropriate and
timely oral health care, which includes oral health
education.

Several national organizations have undertaken ef-
forts to promote oral health for pregnant women. The
American Academy of Pediatric Dentistry (AAPD),
the American Academy of Pediatrics (AAP), the
American Academy of Periodontology, the Ameri-
can Academy of Physician Assistants, the American
College of Nurse-Midwives (ACNM), the American
College of Obstetricians and Gynecologists (ACOG),
and the American Dental Association (ADA) have
issued statements and recommendations for improv-

ing oral health care during pregnancy.

To reinforce these recommendations and to pro-

vide guidance to health professionals, the New York
State Department of Health produced Ora/ Health
Care During Pregnancy and Early Childhood: Practice
Guidelines in 2006. Following publication of these
guidelines, AAPD, the California Dental Associa-
tion Foundation, the South Carolina Department of
Health and Environmental Control, and the Univer-
sity of Washington School of Dentistry also devel-
oped guidelines for perinatal oral health care.

In 2008, an expert panel convened by the Health
Resources and Services Administration’s (HRSA’)
Maternal and Child Health Bureau (MCHB) devel-
oped strategies for improving oral health care during
the perinatal period, which were presented in Improv-
ing Perinatal Oral Health: Moving Forward. One of
these strategies was to “promote the use of guidelines
addressing oral health during the perinatal period
and disseminate the guidelines to maternal and child
health professionals and oral health professionals.”
'This recommended strategy provided the charge for
the Oral Health Care During Pregnancy Consensus
Development Expert Workgroup Meeting convened by
HRSA's MCHB in collaboration with ACOG and
ADA and coordinated by the National Maternal and
Child Oral Health Resource Center. The meeting was
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held on October 18,2011, at Georgetown University
in Washington, DC.

'The expert workgroup reviewed policies from federal
agencies and national organizations, recent literature,
and existing guidelines on oral health care during
pregnancy. (See Appendix: Agenda.) This workgroup
identified common ground to increase health profes-
sionals’ awareness of the importance and safety of
women’s oral health care during pregnancy through
the promotion of evidence-based science. The national
consensus statement that resulted from the October
2011 meeting comprises this document.

'This national consensus statement was developed to
help health professionals, program administrators and
staff, policymakers, advocates, and other stakeholders
respond to the need for improvements in the provi-
sion of oral health services to women during pregnan-
cy. Ultimately, the implementation of the guidance
within this consensus statement should bring about
changes in the health-care-delivery system and im-
prove the overall standard of care.

'The expert workgroup consisted of individuals with
expertise in oral health and prenatal care with rep-
resentation from national organizations, including

AAP,AAPD, ACOG, ACNM, ADA, the American

Dental Hygienists’ Association, the Association of

State and Territorial Dental Directors, the National
Maternal and Child Oral Health Policy Center,
and the Medicaid-CHIP State Dental Association;

federal agencies; and those involved in the develop-

ment of existing perinatal oral health guidelines. (See
Appendix B: Participant List.)





National Consensus
Statement:
Guidance for Health
Professionals

Guidance for Prenatal Care
Health Professionals

Prenatal care health professionals may be the “first
line” in assessing pregnant women'’s oral health and
can provide referrals to oral health professionals and
reinforce preventive messages.

Assess Pregnant Women’s Oral Health
Status

During the initial prenatal evaluation

= Take an oral health history. Following are examples
of questions that prenatal care health professionals
may ask pregnant women. This information may be
gathered through a conversation or a questionnaire.

* Do you have swollen or bleeding gums, a tooth-
ache (pain), problems eating or chewing food, or
other problems in your mouth?

e Since becoming pregnant, have you been vomit-
ing? If so, how often?

* Do you have any questions or concerns about get-
ting oral health care while you are pregnant?

e When was your last dental visit? Do you need
help finding a dentist?

= Check the mouth for problems such as swollen or

bleeding gums, untreated dental decay (tooth with

a cavity), mucosal lesions, signs of infection (e.g.,a

draining fistula), or trauma.

= Document your findings in the woman’s medical
record.

Advise Pregnant Women About Oral
Health Care

= Reassure women that oral health care, including use
of radiographs, pain medication, and local anesthesia,
is safe throughout pregnancy.

= If the last dental visit took place more than 6
months ago or if any oral health problems were
identified during the assessment, advise women to
schedule an appointment with a dentist as soon as

possible. If urgent care is needed, write and facili-
tate a formal referral to a dentist who maintains
a collaborative relationship with the prenatal care
health professional.

= Encourage women to seek oral health care, prac-
tice good oral hygiene, eat healthy foods, and
attend prenatal classes during pregnancy. (See
Guidance for Health Professionals to Share with

Pregnant Women.)

= Counsel women to follow oral health professionals’
recommendations for achieving and maintaining
optimal oral health.





Improve Health Services in the
Community

= On the patient-intake form, include questions
about oral health (e.g., name and contact informa-
tion of oral health professional, reason for and date
of last dental visit, previous dental procedures).

= Establish partnerships with community-based
programs (e.g., Special Supplemental Nutrition
Program for Women, Infants and Children [WIC],
Early Head Start) that serve pregnant women with
low incomes.

= Provide a referral to a nutrition professional if
counseling (e.g., guidance on food choices or nutri-
tion-related health problems) would be beneficial.

= Integrate oral health topics into prenatal classes.

= Provide culturally and linguistically appropriate

care. Take the time to ensure that women under-

stand the information shared with them.

Work in Collaboration with Oral
Health Professionals

= Establish relationships with oral health profession-
als in the community. Develop a formal referral
process whereby the oral health professional agrees
to see the referred individual in a timely manner
(e.g., that day, the following day) and to provide
subsequent care.

= Share pertinent information about pregnant women
with oral health professionals, and coordinate care
with oral health professionals as appropriate.

Provide Support Services (Case
Management) to Pregnant Women

= Help pregnant women complete applications
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needs (e.g., transportation, translation).

» If the woman does not have a dental home,
explain the importance of optimal oral health dur-
ing pregnancy. Help her obtain care by facilitating
referrals to oral health professionals in the com-
munity, including those who serve pregnant women
enrolled in Medicaid and other public insurance
programs, or by contacting a dental office to
schedule care.






Guidance for Oral Health

Professionals
Activities described below are performed by oral health

professionals as allowed by state practice acts.

Assess Pregnant Women’s Oral Health
Status

Take an oral health history. Following are examples
of questions that oral health professionals may ask
pregnant women. This information may be gathered
through a conversation or a questionnaire.

* When and where was your last dental visit?

* Do you have swollen or bleeding gums, a tooth-
ache (pain), problems eating or chewing food, or
other problems in your mouth?

e How many weeks pregnant are you? (When is
your due date?)

* Do you have any questions or concerns about get-
ting oral health care while you are pregnant?

* Since becoming pregnant, have you been vomit-

ing? If so, how often?

 Have you received prenatal care? If not, do you
need help making an appointment for prenatal
care?

In addition to reviewing the dental history, review
medical and dietary histories, including use of
tobacco, alcohol, and recreational drugs.

Perform a comprehensive oral examination, which
includes a risk assessment for dental caries and
periodontal disease.

Take radiographs to evaluate and definitively diag-
nose oral diseases and conditions when clinically
indicated.

Advise Pregnant Women About Oral
Health Care

Reassure women that oral health care, including
use of radiographs, pain medication, and local
anesthesia, is safe throughout pregnancy.

Encourage women to continue to seek oral health
care, practice good oral hygiene, eat healthy foods,
and attend prenatal classes during pregnancy. (See
Guidance for Health Professionals to Share with Preg-

nant Women.)





Work in Collaboration with Prenatal
Care Health Professionals

= Establish relationships with prenatal care health
professionals in the community. Develop a formal
referral process whereby the prenatal care health
professional agrees to see the referred individual in
a timely manner (e.g., that day, the following day)
and to provide subsequent care.

= Share pertinent information about pregnant women
with prenatal care health professionals, and coordi-
nate care with prenatal care health professionals as
appropriate.

= Consult with prenatal care health professionals,
as necessary—for example, when considering the
following:

e Co-morbid conditions that may affect manage-
ment of oral problems (e.g., diabetes, hypertension,
pulmonary or cardiac disease, bleeding disorders).

¢ The use of intravenous sedation or general
anesthesia.

¢ The use of nitrous oxide as an adjunctive analgesic
to local anesthetics.

Provide Oral Disease Management
and Treatment to Pregnant Women

= Provide emergency or acute care at any time during
the pregnancy, as indicated by the oral condition.

= Develop, discuss with women, and provide a
comprehensive care plan that includes prevention,
treatment, and maintenance throughout pregnancy.
Discuss benefits and risks of treatment and alterna-
tives to treatments.

= Use standard practice when placing restorative
materials such as amalgam and composite.

= Use a rubber dam during endodontic procedures
and restorative procedures.

= Position pregnant women appropriately during care:

* Keep the woman’s head at a higher level than her
feet.

e Place women in a semi-reclining position, as
tolerated, and allow frequent position changes.

e Place a small pillow under the right hip, or have the
women turn slightly to the left as needed to avoid
dizziness or nausea resulting from hypotension.

= Follow up with pregnant women to determine
whether preventive and restorative treatment has
been effective.

Provide Support Services (Case
Management) to Pregnant Women

= Help pregnant women complete applications for in-
surance or other sources of coverage, social services
(e.g., domestic violence services), or other needs
(e.g., transportation, translation).

= If the woman does not have a prenatal care health
professional, explain the importance of care. Facili-
tate referrals to prenatal care health professionals in
the community, especially those who accept Medic-
aid and other public insurance programs.

Improve Health Services in the
Community

= On the patient-intake form, record the name and
contact information of the prenatal care health
professional.

= Accept women enrolled in Medicaid and other
public insurance programs.

= Establish partnerships with community-based
programs (e.g., WIC, Early Head Start) that serve

pregnant women with low incomes.

= Provide a referral to a nutrition professional if
counseling (e.g., guidance on food choices or nutri-
tion-related health problems) would be beneficial.

= Provide culturally and linguistically appropriate
care. Take the time to ensure that women under-
stand information shared with them.





Pharmacological Considerations for Pregnant Women

'The pharmacological agents listed below are to be used only for indicated medical conditions and with appropriate

supervision.

Pharmaceutical Agent

Indications, Contraindications, and Special Considerations

Analgesics

Acetaminophen

Acetaminophen with Codeine,

Hydrocodone, or Oxycodone

Codeine

Meperidine

Morphine

May be used during pregnancy.

Aspirin

Ibuprofen

Naproxen

May be used in short duration during pregnancy; 48 to 72 hours. Avoid in
1st and 3rd trimesters.

Antibiotics

Amoxicillin

Cephalosporins

Clindamycin

Metronidazole

Penicillin

May be used during pregnancy.

Ciprofloxacin

Clarithromycin

Levofloxacin

Moxifloxacin

Avoid during pregnancy.

Tetracycline

Never use during pregnancy.

Anesthetics

Consult with a prenatal care health professional prior to using intravenous
sedation or general anesthesia.

Local anesthetics with epinephrine
(Bupivacaine, Lidocaine, Mepivacaine)

May be used during pregnancy.

Nitrous oxide (30%)

May be used during pregnancy when topical or local anesthetics are
inadequate. Pregnant women require lower levels of nitrous oxide to achieve
sedation; consult with prenatal care health professional.

Over-the-Counter Antimicrobials

Use alcohol-free products during pregnancy.

Cetylpyridinium chloride mouth rinse

Chlorhexidine mouth rinse

Xylitol

May be used during pregnancy.






Guidance for Health
Professionals to Share with
Pregnant Women

Guidance provided to pregnant women should be
modified based on risk assessment. Creating oppor-
tunities for thoughtful dialogue between pregnant
women and health professionals is one of the most
effective ways to establish trust and build a partner-
ship that promotes health and prevents disease.

Share the information on the following two pages
with pregnant women. In addition to discussing the
information with pregnant women, health profession-
als may photocopy the pages, or download and print

them, to serve as a handout.

Sources

American Academy of Pediatric Dentistry. 2011. Guideline on
perinatal oral health care. Reference Manual 33(6):118-123.
http://www.aapd.org/media/Policies_Guidelines/G_Perinatal
OralHealthCare.pdf.

CDA Foundation. 2010. Ora/ Health During Pregnancy & Early
Childhood: Evidence-Based Guidelines for Health Professionals.
Sacramento, CA: CDA Foundation. http://www.cda
foundation.org/library/docs/poh_guidelines.pdf.

Kumar J, Iida H. 2008. Ora/ Health Care During Pregnancy: A
Summary of Practice Guidelines. Washington, DC: National
Maternal and Child Oral Health Resource Center. http://
www.mchoralhealth.org/PDFs/Summary_PracticeGuide
lines.pdf.

Kumar J, Samelson R, eds. 2006. Oral Health Care During Preg-
nancy and Early Childhood: Practice Guidelines. Albany, NY:
New York State Department of Health. http://www.health.
state.ny.us/publications/0824.pdf.

Northwest Center to Reduce Oral Health Disparities. 2009.
Guidelines for Oral Health Care in Pregnancy. Seattle, WA:
University of Washington School of Dentistry. http://depts.
washington.edu/nacrohd/sites/default/files/oral_health_
pregnancy_0.pdf.
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Tips for Good Oral Health During Pregnancy

Below are tips for taking care of your oral health
while you are pregnant. Getting oral health care,
practicing good oral hygiene, eating healthy foods,
and practicing other healthy behaviors will help
keep you and your baby healthy. Delaying neces-
sary treatment for dental problems could result in
significant risk to you and your baby (for example,
a bad tooth infection in your mouth could spread
throughout your body).

Get Oral Health Care

= Taking care of your mouth while you are
pregnant is important for you and your baby.
Changes to your body when you are pregnant
can make your gums sore or puffy and can make
them bleed. This problem is called gingivitis
(inflammation of the gums). If gingivitis is not
treated, it may lead to more serious periodontal
(gum) disease. This disease can lead to tooth
loss.

= Oral health care, including use of X-rays,
pain medication, and local anesthesia, is safe
throughout pregnancy.

= Get oral health treatment, as recommended by
an oral health professional, before delivery.

= If your last dental visit took place more than
6 months ago or if you have any oral health

problems or concerns, schedule a dental
appointment as soon as possible.

= Tell the dental office that you are pregnant and
your due date. This information will help the
dental team provide the best care for you.

Practice Good Oral Hygiene

= Brush your teeth with fluoridated toothpaste
twice a day. Replace your toothbrush every
three or four months, or more often if the
bristles are frayed. Do not share your tooth-
brush. Clean between teeth daily with floss or
an interdental cleaner.

= Rinse every night with an over-the-counter
fluoridated, alcohol-free mouthrinse.

= After eating, chew xylitol-containing gum or use
other xylitol-containing products, such as mints,
which can help reduce bacteria that can cause
tooth decay.

= If you vomit, rinse your mouth with a teaspoon
of baking soda in a cup of water to stop acid
from attacking your teeth.

Eat Healthy Foods

= Eat a variety of healthy foods, such as fruits;
vegetables; whole-grain products like cereals,
bread, or crackers; and dairy products like
milk, cheese, cottage cheese, or unsweetened
yogurt. Meats, fish, chicken, eggs, beans, and

nuts are also good choices.

= Eat fewer foods high in sugar like candy,
cookies, cake, and dried fruit, and drink fewer
beverages high in sugar like juice, fruit-flavored
drinks, or pop (soda).

= For snacks, choose foods low in sugar, such as

fruits, vegetables, cheese, and unsweetened yogurt.

= To help choose foods low in sugar, read food

labels.

= If you have problems with nausea, try eating
small amounts of healthy foods throughout the
day.
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Drink water or milk instead of juice, fruit-

flavored drinks, or pop (soda).

Drink water throughout the day, especially
between meals and snacks. Drink fluoridated
water (via a community fluoridated water
source) or, if you prefer bottled water, drink
water that contains fluoride.

To reduce the risk of birth defects, get 600
micrograms of folic acid each day throughout
your pregnancy. Take a dietary supplement of
folic acid and eat foods high in folate and foods
fortified with folic acid. Examples of these
foods include

e Asparagus, broccoli, and green leafy vegeta-
bles, such as lettuce and spinach

* Legumes (beans, peas, lentils)
e Papaya, tomato juice, oranges or orange juice,
strawberries, cantaloupe, and bananas

¢ Grain products fortified with folic acid (breads,
cereals, cornmeal, flour, pasta, white rice)

Practice Other Healthy Behaviors

Attend prenatal classes.

Stop using tobacco products and recreational
drugs. Avoid secondhand smoke.

Stop any consumption of alcoholic beverages.

Resources

Cavity Keep Away (brochure and poster in English and
Spanish) produced by the California Dental Associa-
tion Foundation. http://www.cdafoundation.org/learn/
perinatal_oral_health/patient_education_material.

Dental Care Before, During, and After Pregnancy (handout)
produced by the South Carolina Department of Health and
Environmental Control, Division of Oral Health. http://
www.scdhec.gov/administration/library/CR-009602.pdf.

For the Dental Patient: Oral Health During Pregnancy—What to
Expect When Expecting (handout) produced by the Ameri-
can Dental Association. http://www.ada.org/993.aspx.

Good Oral Health for Two (handout) produced by the North-
east Center for Healthy Communities, Greater Lawrence
Family Health Center. http://www.mchoralhealth.org/
pdfs/goodoralhealthfortwo_eng.pdf (English), http://
www.mchoralhealth.org/pdfs/goodoralhealthfortwo_
sp.pdf (Spanish).

Healthy Smiles for Two (brochure) produced by the South Da-
kota Department of Health, Oral Health Program. http://
doh.sd.gov/OralHealth/PDF/Smilesfor Two_Brochure.pdf.

Nothing But the Tooth (video) produced by the Texas Depart-
ment of State Health Services, Nutrition Services Section
and Texas Oral Health Coalition. http://www.youtube.
com/watch?v=4m41tR3s9sE (English), http://www.you-
tube.com/watch?v=vuY'TLjXG-do (Spanish).

Patient Education Tools (articles in Chinese, English, Hmong,
Russian, Spanish, and Vietnamese) produced by the
California Dental Association. http://www.cda.org/page/
patient_education_tools.

Pregnancy and Dental Care (poster and wallet card) produced
by the New York State Department of Health. http://www.
health.state.ny.us/prevention/dental/publications.htm.

text4baby (mobile information service) produced by the Na-
tional Healthy Mothers, Healthy Babies Coalition. http://
www.text4baby.org.

Two Healthy Smiles: Tips to Keep You and Your Baby Healthy
(brochure in English and Spanish) produced by the Na-
tional Maternal and Child Oral Health Resource Center.
http://www.mchoralhealth.org/materials/consumer
brochures.html.

Finding a Dentist
* http://www.ada.org/ada/findadentist/advancedsearch.aspx
* http://www.knowyourteeth.com/findadentist

Finding Low-Cost Dental Care
* http://www.nidcr.nih.gov/FindingDentalCare/Reduced
Cost/FLCDC.htm

Finding Health Insurance Coverage
* http://www.coverageforall.org

After Your Baby Is Born

Continue taking care of your mouth

after your baby is born. Keep getting oral
health care, practicing good oral hygiene,
eating healthy foods, and practicing other
healthy behaviors.

Take care of your baby’s gums and teeth,
feed your baby healthy foods (exclusive
breastfeeding for at least 4 months, but
ideally for 6 months), and take your baby
to the dentist by age 1.

Ask your baby’s pediatric health care pro-
fessional to check your baby’s mouth (con-
duct an oral health risk assessment), starting
at age 6 months and to provide a referral to
a dentist for urgent oral health care.

Resource

A Healthy Smile for Your Baby: Tips to Keep Your Baby
Healthy, produced by the National Maternal and
Child Oral Health Resource Center. http://www.
mchoralhealth.org/PDFs/babybrochure.pdf.
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Resources for Health Professionals

Although we have tried to present a thorough overview of available resources, we realize that this list is not com-
plete. For further information, we encourage you to contact the organizations listed in the following section.

Materials

American Academy of Pediatric Dentistry. 2011. Guideline on
perinatal oral health care. Reference Manual 33(6):118-123.
http://www.aapd.org/media/Policies_Guidelines/G_Perinatal
OralHealthCare.pdf.

American Academy of Pediatrics; American College of Obstetri-
cians and Gynecologists. 2007. Guidelines for Perinatal Care
(6th ed.). Elk Grove Village, IL: American Academy of Pediat-
rics; Washington, DC: American College of Obstetricians and
Gynecologists.

American Dental Association, Council on Dental Benefit Pro-
grams, Council on Dental Practice, Council on Scientific Af-
fairs; U.S. Department of Health and Human Services, Public
Health Services, Food and Drug Administration. 2004. Z5e
Selection of Patients for Dental Radiograph Examination (rev.).
Chicago, IL: American Dental Association; Washington, DC:
Food and Drug Administration. http://www.ada.org/sections/
professionalResources/pdfs/topics_radiography_examinations.

pdf.

American Dental Association, Council on Scientific Affairs. 2010.
Bisphenol A and Dental Materials. http://www.ada.org/1766.aspx.

American Dental Association, Council on Scientific Affairs. 2009.
Statement on Dental Amalgam. http://www.ada.org/1741.aspx.

Brown A. 2009. Improving Perinatal Oral Health: Moving For-
ward—An Expert Meeting, Meeting Summary Report. Wash-
ington, DC: Altarum Institute. http://www.mchoralhealth.org/
PDFs/Perinatal_ExpertMeeting_Report.pdf.

Brown A. 2008. Access to Oral Health Care During the Perinatal
Period: A Policy Brief: Washington, DC: National Maternal and
Child Oral Health Resource Center. http://www.mchoralhealth.
org/PDFs/PerinatalBrief.pdf.

Buerlein J, Isman B, Hanlon C. 2009. Medicaid Coverage of Dental
Care for Pregnant Women. Washington, DC: National Mater-
nal and Child Oral Health Policy Center. http://www.cdhp.
org/system/files/Medicaid%20Coverage%200f%20Dental%20
Care%20for%20Pregnant%20Women%2011.09.pdf.

Buerlein J, Peabody H, Santoro K. 2010. Improving Access to
Perinatal Oral Health Care: Strategies and Considerations for
Health Plans. Washington, DC: National Institute for Health
Care Management Foundation and Children’s Dental Health
Project. http://nihcm.org/pdf/NIHCM-OralHealth-Final.pdf.

Casamassimo P, Holt K, eds. 2004. Bright Futures in Practice: Oral
Health—Pocket Guide. Washington, DC: National Maternal
and Child Oral Health Resource Center. http://www.mchoral
health.org/pocketguide.

CDA Foundation. 2010. Ora/ Health During Pregnancy & Early
Childhood: Evidence-Based Guidelines for Health Professionals.
Sacramento, CA: CDA Foundation. http://www.cdafoundation.
org/library/docs/poh_guidelines.pdf.

Centers for Disease Control and Prevention. 2012. Folic Acid:
Recommendations. http://www.cdc.gov/ncbddd/folicacid/

recommendations.html.

Douglass AB, Maier R, Deutchman M, Douglass JM, Gonsalves
W, Silk H, Tysinger JW, Wrightson AS. 2010. Smiles for Life: A
National Oral Health Curriculum (3rd ed.). Leawood, KS: Soci-
ety of Teachers of Family Medicine, Group on Oral Health.
http://www.smilesforlifeoralhealth.org.

Grantmakers in Health. 2011. Making the Connection: Pregnancy
and Oral Health. Washington, DC: Grantmakers in Health.
http://www.gih.org/usr_doc/Issue_Focus_Pregnancy_and_
Oral_Health_2-21-11.pdf.

Institute of Medicine, Standing Committee on the Scientific
Evaluation of Dietary Reference Intakes. 1998. Dietary Refer-
ence Intakes for Thiamin, Riboflavin, Niacin, Vitamin B6, Folate,
Vitamin B12, Pantothenic Acid, Biotin, and Choline. Washington,
DC: National Academy Press. http://books.nap.edu/openbook.
php?record_id=6015.
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Sponsored by

In collaboration with

Agenda

8:00-8:30
8:30-9:00

9:00-9:30

9:30-10:30

Continental Breakfast

Welcome, Opening Remarks, and
Introductions

Health Resources and Services Admin-
istration, Maternal and Child Health
Bureau, Pamella Vodicka, M.S., R.D.

Health Resources and Services Admin-
istration, Office of Strategic Priorities,

Wendy Mouradian, M.D., ML.S.

American College of Obstetricians and
Gynecologists, Jay Schulkin, Ph.D.

American Dental Association, Rocky
Napier, D.M.D.

Charge for the Meeting
Ann Drum, D.D.S., M.P.H., facilitator

Review of Policies from Federal
Agencies and National Organizations

Addressing the Oral Health Needs of

Pregnant Women

Steve Geiermann, D.D.S., and
Sheila Strock, D.M.D., M.P.H.

Review of Recent Literature on Oral
Health Care During Pregnancy

Mona Haleem, D.D.S., M.PA,,
Hyewon Lee, D.M.D., and Jay Kumar,
D.D.S.,, M.PH.

10:30-10:45 Break

10:45-11:45

12:00-12:45
12:45-4:00

4:00-4:30

4:30

Oral Health Care During Pregnancy:
Consensus Development Expert
Workgroup Meeting

Georgetown University Hotel and Conference Center
Washington, DC 20007

Health Resources and Services Administration
Maternal and Child Health Bureau

American College of Obstetricians and Gynecologists
American Dental Association

Overview of the Development of
Existing Oral Health Care During
Pregnancy Guidelines and Lessons
Learned

Jay Kumar, D.D.S., M.P.H., Lindsey
Robinson, D.D.S., and Ned Savide,
D.D.S.

Lunch

Crosswalk of Existing Oral Health
Care During Pregnancy Guidelines—
Group Discussion

Ann Drum, D.D.S., M.P.H., facilitator

* All Health Professionals

* Prenatal Care Health Professionals

* Oral Health Professionals

* Pharmacologic Considerations for
Pregnant Women

Next Steps

Wendy Mouradian, M.D., MLS.

Meeting Adjourned
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Gaps in Coverage for Pregnant Women and New Mothers in HUSKY A (Medicaid)



October 2012

KEY FINDINGS



There is growing recognition of the importance of good maternal health before pregnancy, including the time between the birth of one child and the conception of the next. This period offers a window of opportunity for addressing family planning and any outstanding health issues, with the goal of improving maternal health for subsequent pregnancies.  Access to care is critically important during this period.  



We investigated coverage continuity in the prenatal and postpartum periods for women who gave birth while enrolled in HUSKY A (Medicaid managed care) in 2009.  Findings:



· Prior to the birth, pregnant women were enrolled in HUSKY A an average of 6 months, with 42 percent continuously enrolled for nine months.    

· Following the birth, over 70 percent of new mothers were continuously enrolled for nine months. 

· The likelihood of gaps or loss of coverage in the postpartum period was far greater for mothers who qualified for coverage during pregnancy through 60 days postpartum, compared with mothers in ongoing Medicaid family and child coverage groups.  At nine months after the birth more than half of all mothers with pregnancy-related coverage had experienced a gap or lost coverage.  

· Coverage continuity also varied by where the mother lived, suggesting that community-based application support and administrative procedures in the Medicaid agency’s district offices play a role in facilitating coverage in the postpartum period.   



These findings have implications for Medicaid program administration and for design of an integrated eligibility management system that will facilitate seamless automated coverage transitions between Medicaid and other insurance options offered by Connecticut’s Health Insurance Exchange in 2014.  














Figure 1.  Continuous Coverage Prior to the Birth by Coverage Group





Note:  Mothers are grouped by coverage group they were in the month they gave birth.  Those who were continuously enrolled for 9 months prior to the birth may have been in other coverage groups but did not experience a gap in coverage before the birth.  





Figure 2.  Continuous Coverage After the Birth by Coverage Group





Note:  Mothers are grouped by coverage group they were in the month they gave birth.  Those who were continuously enrolled for 9 months postpartum may have been in other coverage groups but did not experience a gap in coverage after the birth.  Otherwise, maternal age, education, primary language, and number of prior children (parity) had no effect on the likelihood of being enrolled postpartum.  



Figure 3.  New Mothers’ Coverage Status After Giving Birth[image: ]



























For a detailed report that describes methods and findings, see:  http://www.ctvoices.org/sites/default/files/h12huskycoveragegapsmoms.pdf
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This patient may have routine dental evaluation and care,
including but not limited to:

¢ Oral health examination ¢ Dental prophylaxis
* Root canal treatment e Extraction

¢ Dental x-ray with abdominal and neck lead shield

¢ Local anesthetic with epinephrine

¢ Restoration (amalgam or composite) fillings

Known Allergies:

Precautions: [0 None [ Specify (If any):

Patient may have: (Check all that apply)

O Acetaminophen with codeine for pain control
O Alternative pain control medication: (Specify)

O Penicillin O Amoxicillin
O Clindamycin O Cephalosporins
O Erythromycin (Not estolate form)

DO NOT HESITATE TO CALL FOR QUESTIONS

Signature: Date:

For help in finding a HUSKY Health Dentist call
CONNECTICUT

DENTAL 1-855-CT-DENTAL

HEALTH PARTNERSHIP Monday-Friday 8:00 AM-5:00 PM
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HUSKY Health
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Learning Objectives

		Objective 1:  Review the goals and target populations served in this five-year smoking cessation grant program



		Objective 2:   Explain the role of the LMHA and Program Partners in the Rewards to Quit program





		Objective 3:  Describe the essential operational components and processes of the Rewards to Quit program 











 

*
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Project Overview

*

		CT Department of Social Services (DSS) was awarded a five-year grant from the Centers for Medicare and Medicaid Services (CMS) under the Medicaid Incentives for Prevention of Chronic Disease (MIPCD) grant program

		Grant awarded to test impact of incentives on smoking behavior change among HUSKY A, C and D members ages 18 and over.





		The goals of the Rewards to Quit program are to:

		Study the impact of financial incentives  on quitting smoking with a special focus on: 

		Pregnant and Postpartum Women

		Members with Serious Mental Illness (SMI)

		Reduce rates of CT Medicaid members who smoke by 25 to 30 percent 

		Program builds on recent expansion of HUSKY coverage for smoking cessation services (effective January 1, 2012)

		Program participation and outcomes will inform future decisions regarding Medicaid smoking cessation programs and future funding









 





 





*
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		Rewards to Quit to be implemented through select providers

		Local Mental Health Agencies (voluntary)

		Obstetrics Providers (voluntary) 

		Pediatricians (voluntary)

		Person-Centered Medical Homes (required)



		Randomization to occur by provider, not by individual  

		Randomization within each provider type

		Randomization by practice, not site 



*

Project Overview (continued)
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Program oversight is provided by:

CMS: Federal grantor agency

CT DSS: Grantee, Lead Agency (state Medicaid agency)

CHNCT: Medical ASO for HUSKY Health

Yale University: State program evaluator   



Other key project partners:

Department of Public Health: CT Quitline

Department of Mental Health & Addiction Services: LMHAs

Hispanic Health Council: Peer Coaching & Focus Groups





Project Overview (continued)

*
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		Providers are partners too!

		Success of the program depends on Providers!

		Screen member for tobacco use

		Educate, inform and motivate! 

		Engage member in treatment

		Enroll smoker in incentive program 

		Provide smoking cessation services/products 

		Track and report activities for purposes of incentives 





Project Overview (continued)
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Incentives and Behavior Change: 

The Problem

Tobacco is the largest avoidable cause of morbidity and mortality

$96 billion dollars is spent on direct medical care, but this is only part of the burden on society.

20 percent of the population smokes, but about 30 percent of the state’s Medicaid population are smokers

About 60 percent of those in Medicaid with serious mental illness smoke

Tobacco is a critical problem for Connecticut



*
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Many smokers want to quit and need assistance achieving their own goals:

70 percent of current smokers want to quit 

52 percent of adult smokers stopped smoking for one day in an attempt to quit

But smoking cessation success rates low  (as low as three percent)

Too few seek professional services and medications

Low-income individuals are:

more likely to smoke and be in poor health, but 

less likely to quit on their own (poor access to cessation programs, lack of support)

*

Incentives and Behavior Change: 

The Problem
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Incentives and Behavior Change:

Why incentives?

Financial incentives may provide the additional  motivation needed to quit. 

Incentives:

Help smokers start a quit attempt immediately instead of put off (‘present bias’, will always quit tomorrow, but tomorrow never comes)

Reinforce the habit of not smoking

Analogy to giving small rewards to your child for good grades

Employers and health insurance providers use financial incentives, e.g. 35 percent of employers offer a reward or incentive for certain wellness programs 

*



Cahill, K.; Perera, R. “Competitions and incentives for smoking cessation.” Cochrane Database Syst Rev. 2011 Apr 13;(4):CD004307.

*
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Incentives and Behavior Change: Why Incentives? 

They work! 

For smoking cessation, incentives have been shown to:

Increase efforts to quit

Increase quit rate

Increase quit rate for pregnant women:

Abstinence at the end-of-pregnancy (41 percent incentives vs. 10 percent no incentives ) 

12-week postpartum assessment (24 percent vs. 3 percent); (Heil, 2008). 

Improved fetal outcomes

Short term cessation rates among incentive groups were as much as two to three times that of the non-incentive groups (Cahill & Perera, 2011)





*



Hennrikus DJ, Jeffery RW, Lando HA, Murray DM, Brelje K, Davidann B, et al.The SUCCESS project: the effect of program format and incentives on participation and cessation in worksite smoking cessation programs. American Journal of Public Health 2002;92(2):274–9.



Klesges RC, Vasey MM, Glasgow RE. A worksite smoking modification competition: potential for public health impact. American Journal of Public Health 1986;76(2): 198–200.



Maheu MM, Gervitz RN, Sallis JF, Schneider NG. Competition/cooperation in worksite smoking cessation using nicotine gum. Preventive Medicine 1990;18(6): 867–76.



Paxton R. Prolonging the effects of deposit contracts with smokers. Behavior Research and Therapy 1983;21(4):

425–33.

 

Volpp KG, Levy AG, Asch DA, Berline JA, Murphy JJ, Gomez A, et al.A randomized controlled trial of financial incentives for smoking cessation. Cancer Epidemiology, Biomarkers and Prevention 2006;15(1):12–8. 



Hughes JR, Keely JP, Niaura RS, Ossip-Klein DJ, Richmond RL, Swan GE. Measures of abstinence in clinical trials: issues and recommendations. Nicotine and Tobacco Research 2003;5(1):13–25. 
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Incentives and Behavior Change: Medicaid and SMI Populations

Still unknown:

Effectiveness for Medicaid population

Effectiveness for those with SMI

Long-term effectiveness:

One trial found a significant effect of incentives on cessation over one year (Volpp, 2009): Cessation at 15/18 months: 9.4 percent incentives vs. 3.6 percent no incentives

Rewards to Quit is an opportunity to study the effect of  incentives on these populations

*
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Incentives and Behavior Change:

Characteristics of Effective Incentives 

Paid on objective criteria: Clear cessation targets and timeframes

Frequent: Reinforces quit decision and behaviors

Immediate: Instant rewards maintain motivation and participation

Salient: Messaging must be clear and targeted to smoker (education, language)

Dose Response: Larger incentives for long-term cessation motivates and reinforces quit decision.

Complementary services: Incentives combined with counseling most effective

*



XXX

*
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Program Overview: Objectives



Assess effectiveness of financial incentives over standard care in the areas of:

Cessation program enrollment

Use of counseling services (individual and telephone)

Program dropout rates

Cessation success rates at three months and 12 months

Study will test various incentive levels:

No incentive

Low ($) incentive

High ($) incentive (process and outcome measures)

		



*
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Program Overview: 

Experimental Design

		Randomized trials

		Compares those with incentives (“Treatment”) to those without (“Control”).



All patients have new access to cessation services

Only those randomized to incentives initially get incentives

		Randomize to show causality: Does the program work?

		CMS requires randomization

		Randomization: 

		By provider, not patient 

		Within each provider type

		By practice, not site or individual practitioner





*
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Program Overview:

Incentives

Program incentives designed to be maximally effective:

Paid on objective criteria

Paid for cessation approaches proven to be effective 

Counseling (in-person or CT Quitline)

Negative CO test

Paid frequently to reduce drop out rates

Paid soon upon completion of task/achievement/goal

Cumulatively, payments are large for continued participation (dose response)

Bonus payments provided to encourage continued engagement

*
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Program Overview: 

Enrollment

All HUSKY A, C and D members ages 18 and over are eligible

Can enroll for up to two enrollment cycles

Each enrollment cycle = 12 months from date of enrollment

Enrollment cycle for pregnant women = 12 months or ([months of enrollment prior to delivery]+[6 months post-partum]), whichever is longer 

Ensures that women can receive incentives for at least six-months postpartum  

*
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New CT Medicaid Smoking Cessation Coverage

Smoking Cessation Counseling    

 Nicotine Replacement Therapies

24 - hour Telephone Quitline

Prescription Medications for Cessation

Expanded Services 

Expanded Therapies 

Peer Counselors (phase 2)

Program Details 

*
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Program Details

Covered Medicaid services and treatment

Group counseling sessions

Access to telephone Quitline

Nicotine replacement therapies 

Prescriptions for smoking cessation

Study specific services 

Outcome- and process-based financial incentives

Peer counseling (via Hispanic Health Council) within three cities

Available Services & Treatments

All participants will have access to Medicaid services and treatments regardless of study arm assignment

Access to study-specific services will depend on study arm assignment and geographic location

*
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Program Details

Rewards to Quit Program (365 Days)

Program Enrollment

Available Services & Treatments

Process Incentives

Outcome Incentives

		Physician assesses smoking status

		Offers cessation treatment 

		If patient accepts, enrolled in study arm



		Medicaid services: NRT, prescription, counseling, Quitline

		Additional services: peer counseling- Phased in later



		Counseling session 

		Quitline call

		Max # incentives

		Bonus for multiple sessions/calls



		Tobacco-free CO test 

		Max # incentives

		Bonus for  consecutive tobacco-free readings



Smoking Cessation Evaluation

3 mo.

12 mo.

*
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Program Process and Rules

Incentive Payments

Incentive payments paid on objective and verified criteria:

Counseling incentives paid on Provider-reported service data

CO test incentives paid on physician office confirmation

All incentives will be electronically deposited on a reloadable debit card weekly:

All participants in Treatment arms will receive a reloadable debit card

As incentives are earned, value is loaded onto the debit card, which can be used for purchases (not ATM withdrawals)

Loading and other administrative fees associated with the debit card are paid by state.

*
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Reloadable Rewards to Quit Card

 November 2012 

*
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Rewards to Quit

Card Activation Process

*
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Program Process and Rules

Incentive Amounts

		Maximum incentive payments per member per activity:



Quitline Counseling Calls : 

$5/each call with maximum of 10 calls  (total incentive payment of $50)   

Two bonus payments of $15 each can be earned, each one for completing a series of five sessions

Counseling Sessions:  

$5/each session with maximum of 10 sessions (total incentive payment of $50)

Two bonus payments of $15 each can be earned, each one for completing a series of five sessions.

Tobacco-free CO breathalyzer tests:  

$15 per negative test with a maximum of 12 tests per member.  

Four bonus payments of $10 can be earned, each one for having three consecutive negative tests. 



		The maximum potential Rewards to Quit incentive payment per member:  



$350.00 per 12-month enrollment period (max two enrollment periods per person), and 

$600 per calendar year

NOTE: No financial incentives are provided for NRT or prescription medications

		



*
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Program Process and Rules

		Program enrollment completed via clinicians within PCMHs, FQHCs, LMHAs, OB-GYN and Pediatrician offices

		365-day program cycle begins the day smokers agree to participate in the program. 



Program Enrollment

		Clinicians screen for smoking status 

		Patient eligible for study if:

		Smoked within last 30 days

		At least 18 years old

		Enrolled in HUSKY A, C or D

		Clinicians provide information about study and ask to participate.

		If patient agrees to participate, initial screening questionnaire and enrollment forms required

		If patient declines to participate, they will be asked again at all future visits.  





*
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Provider participation is key to program success

*

* Existing Quitline protocols

		Responsibility		Randomized In (Treatment)		Randomized Out (Control)		Connecticut Quitline

		Screen for tobacco use		X		X

		Complete screening, and smoking status and habit assessment forms		X		X

		Complete intake form for program enrollment 		X

		Provide smoking cessation services/products 		X		X

		Tobacco cessation counseling 		X		X		X*

		NRT 		X		X

		Prescribe medications		X		X

		Provide referrals if necessary		X		X

		Administer CO test, if requested by member		X

		Track and report activities for purposes of incentives 		X		X
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LMHA Role in Rewards to Quit

		The success of the Rewards to Quit program depends on the active and enthusiastic support of providers to encourage clients to quit smoking!

		Participating providers are responsible for:

		Conducting client screening to determine whether the client smokes (T, C)

		Educating clients about the importance of quitting, and smoking cessation services covered for HUSKY Health A, C, and D members (T, C) 

		Educating clients about the Rewards to Quit program and encouraging them to enroll (T only)

		Offering or providing referrals to evidence-based smoking cessation counseling (individual or group; CT Quitline) services and pharmacotherapy (e.g. NRTs such as gum, patches, lozenges, medications such as Chantix and certain antidepressants. (T, C)

		Upon request of the client, administer Breathalyzer tests to assess success in quitting (T only)

		Track smoking cessation services provided to participant (T only)  

		Completing necessary forms and fax to CHCNT in a timely manner

		Screening (T, C)

		Enrollment (T)

		Smoking Status and Habits (T, C)

		Informed Consent (T, C)

		Service Provision (T) 



*

T = Treatment Group (incentives available)

C= Control Group (no incentives available)
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Rewards to Quit 

Project Support to Participating Providers

		Web-based and Telephonic Support for Providers



Web-based Provider Training Modules

Tobacco Cessation Resources

CO Breathalyzer Staff Training

Support with Participant Intake Process

Support with Documentation Requirements

Support with Incentives Structure & Program Rules 





*



The PCMH typically relies on health information technology to support evidence-based care and includes resources to support the coordination of care for individuals.

*
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Welcome Card for Members

*





RQLHE0005-1012



*





















RQLHE0005-1012



Medicaid Smokers

Patient -Centered Medical Homes

First providers begin recruitment in Fall 2012

Pregnant and Postpartum Medicaid Smokers

Federally Qualified 

Health Centers

Target Populations

Available Locations

Time Period Studied

Recruitment ends Fall 2015  

Medicaid Smokers with Severe Mental Illness

Local 

Mental Health Authorities

Participating OBGYN & Pediatrician Practices

Evaluation complete Fall 2016

Rewards to Quit Timeline

*
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Phased-in Implementation

*

Three Research Phases*:

1:  No Incentives (Control) vs. Low-level Incentives (Treatment)

2:  Low-Level Incentives vs. High-Level Incentives

3:  High-Level Process Incentives vs. High-Level Outcomes Incentives

* May be limited to two phases, depending on success of Phase 1
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Frequently Asked Questions:



Suppose a patient enrolls but doesn’t follow through with treatment and services. Is there a time period within which they must begin treatment to qualify for the incentives?

The patient is eligible for incentives within one year (365 days) of their enrollment.  Even if they don’t start treatment right away, they can begin at any point within the year.

If a patient begins treatment, but test positive for tobacco use, can they continue with the program?

Yes, patients may continue with the program even if they have a positive CO test for tobacco. To qualify for the bonus they will need three consecutive tobacco-free tests. Encouraging them to continue is important for their own cessation success.

If a patient has completed a full year of the program, can they re-enroll?

Yes, the patient may re-enroll if they are still smoking and the 365 day time limit has passed. Most patients make multiple quit attempts before they are successful and encouraging them to try again is important for their cessation success. 

*
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Frequently Asked Questions (continued):



Patients are only eligible for counseling incentives every three days. Are they limited to all counseling services every three days as well?

No, patients may participate in more frequent counseling sessions (group or Quitline) if they choose to, though they won’t receive incentives for the extra sessions.

How are patients enrolled in a specific study arm (e.g., no, low or high incentive)?

Each practice will be randomly assigned to a specific arm of the program, therefore all patients you enroll will be a part of the same study arm.  

Many of my patients do not speak English. Will program information, counseling and Quitline services be available in other languages?

Yes, the program information, counseling services and Quitline services will be available in English and Spanish.  For those in peer counseling study arms, the counseling will be conducted by the Hispanic Health Council and will be available in Spanish.

*
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Frequently Asked Questions

(continued):

What should I tell my patients if they hear about the incentives and they are not eligible? 

Incentives are available through select providers only. They will become available to all HUSKY Health A, C and D members in the future.

What happens to eligibility if the patients becomes ineligible for Medicaid during the one-year period for R2Q?

	  A.  The enrollment “clock” starts when they first enroll in the program, and stops 365 days later.  The clock keeps ticking even if they lose Medicaid eligibility.  If the patient regains his or her Medicaid edibility during this enrollment period, he will be eligible for incentives for whatever time is left in that enrollment period.  If the enrollment period ends while the patient is not eligible for Medicaid, and the patient subsequently reapplies and is determined to be eligible for Medicaid, he or she can re-enroll in the Rewards to Quit program.

MORE FAQs WILL BE DEVELOPED OVER TIME.

*
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Questions ?

*
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REWARDSLQUIT Program Instructions Form

09.28.2012

Please Type or Print!
FAX SUBMISSION

Completed forms should be faxed to 203-774-0542.
For questions and information, please call 1-800-440-5071.

INSTRUCTIONS
For each adult (age 18 and over) enrolled in HUSKY A, C, and D, please complete the Registration Forms,
as follows:

= Part A (Basic information): To be completed by clinical staff within the practice and faxed to CHNCT
upon completion 203-774-0542.

= Part B (Smoking Status, Habits): To be completed by clinical staff within the practice and faxed to
CHNCT upon completion 203-774-0542.

= Part C (Informed Consent): To be completed and signed by the patient with assistance from clinical
staff within the practice (if requested).

This form is to be retained by the provider and faxed upon completion to CHNCT at 203-774-0542.

GENERAL INSTRUCTIONS

Please read these instructions carefully before filling in the application.
This form is machine-readable. It will be scanned by Intelligent Character Recognition (ICR) enabled scanners.
Please follow the instructions below when filling in this form.

= Use CAPITAL LETTERS only, throughout this application, as shown below

= Use standard block fonts and avoid stylized writing.

= Use black or blue ball point pen only. Do NOT fill in the application with ink pen or pencil.

= Use a pen with the thinnest possible tip.

= Write as clearly as possible

= Use X’s (X) in boxes to indicate selections and leave other boxes blank.

Do NOT use check marks () or circles ([®]) or squares ([E) in the boxes.

3a Did the provider counsel patient about the importance of quitting smoking? )< Yes No
®=  Write clearly in the boxes without touching the edges if possible.
® Do NOT write outside the boxes.

®= Do not overwrite in number box fields. In case of a mistake, white out and re-enter a number.




REWARDS2QUIT  Part A: Basic Information (T

Please Type or Print! To be completed by clinical staff within the practice and faxed to CHNCT upon completion 203-774-0542.

Date of Service (mm/dd/yyyy): / /

1: PRACTICE INFORMATION
la Practice Name:
1b Practice CMAP Number:
Practice Address Line 1:

Practice Address Line 2:

1c
Practice City: Practice State:
Zip Code + Four: +
2: PROVIDER INFORMATION
Provider First Name: Mi:
2.a
Provider Last Name:
2b Provider CMAP Number:
3: PATIENT INFORMATION
Patient First Name:
3a

Patient Last Name:

3.b  Patient 9-Digit HUSKY ID Number:
3.c Patient Date of Birth: / /

Patient Address Line 1:

Patient Address Line 2:

3d
Patient City: Patient State:
Zip Code + Four: +
Patient Primary Phone Number: ( ) - -
e
Ccell Home Other
4: SMOKING STATUS

4a Has patient smoked one or more cigarettes in the last 30 days? Yes No

If the answer to 4.a is NO, please fax this page (Part A) to CHNCT at 203-774-0542.
The patient is not eligible for Rewards to Quit. No further action is necessary.

If answer to 4.a is YES, please complete Parts B, and C
and fax the completed forms to CHNCT at 203-774-0542.
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REWARDS2QUIT  Part B: Smoking Status and Habits ||||| | ‘ ”"”I I”

Please Type or Print! To be completed by clinical staff within the practice and faxed to CHNCT upon completion 203-774-0542.

1: EDUCATION
Less than 9th grade

Some High School

1a Your highest level of education? GED
(Check only one) High School Graduate
Some College
College Graduate or Higher
2: YOUR SMOKING HABITS
1 smoke every day. 1 smoke # cigarettes a day.
2a How often do you smoke cigarettes? 1 smoke, but not every day. Ismoke # cigarettes a week.
1 smoke less than a pack per month.
Yes, I also smoke cigars.
D ther tob: ducts? 5
2b 0 you use any other tobaceo procu Yes, 1 also use “smokeless tobacco” (e.g. snus, orbs, strips, etc.).
(Check all that apply)
No, I only smoke cigarettes.
Yes, | would like to quit smoking.
Would you like to quit ;
2. oulciyou ke to qui Yes, | would like to smoke less than | do now.
smoking, or smoke less?
No, I don’t want to quit smoking or smoke less.
2.d | Haveyou ever tried to quit smoking before? Yes No
I am trying to quit now.
Within the last month.
If you have tried to quit bef o
2e youhave tried to quit betore, Within the last 6 months.
when did you last try to quit?
Within the last year.
More than a year ago.
Have you ever used a nicotine Yes, | am now using a medication or nicotine replacement therapy (NRT)
replacement therapy (NRT) to help me quit smoking.
2f product to help you quit smoking?
(e. &, lozenge, gum, patch, inhaler, Yes, | have used a medication or nicotine replacement therapy (NRT)
nasal spray, Chantix, or Zyban) to help me quit smoking.
Use 2-digits (EX: March 1, 2013 = 03/01/2013) mm / d d [/ y y y
am pregnant now, and my baby is due: / /
2g Pregnancy Status (Women Only):
had a baby within the last 6 months, born: / /
1 am not pregnant or have a baby under 6 months of age.
3: SMOKING CESSATION INFORMATION
3a Did the provider counsel patient about the importance of quitting smoking? Yes
3b | Didthe provider give patient general information about available smoking cessation treatment and services? Yes
3c Did the provider give patient information about the Reward to Quit program? Yes
3d Would the patient like to participate in the Rewards to Quit program? Yes
If the answer to 3.d is YES, please complete and have the patient sign the Informed Consent form, check Option A.
If the answer to 3.d is NO, please complete and have the patient sign the Informed Consent form, check Option B or C.
3e  If the patient declines to enroll in the Rewards to Quit program, please briefly explain the reason for the refusal:
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REWARDSEQUIT _ Part C: Informed Consent TR

PATIENT INFORMED CONSENT FORM

The Rewards to Quit Program and Smoking Cessation Services:

The goal of the HUSKY Health program is to help you and your doctors work together to make sure you get
the best care possible.

HUSKY Health provides you with a variety of services to help keep you in good health and improve your
well-being. This includes services to help you quit smoking.

As of January 1, 2012, the following smoking cessation services are available to HUSKY Health A, C, and D members
age 18and over:

= Counseling
® Nicotine replacement therapies (gum, patches, lozenges)
= Quitline: A toll-free telephone help-line 1-800-784-8669 (All members who smoke can call Quitline)
®  Medications such as Chantix and certain antidepressants
You will need a prescription from your provider to get medications to help you quit smoking.

The Rewards to Quit Program is a special program offered to HUSKY Health A, C, and D members age 18 and over.
The program is designed to reward members who want to quit smoking. If you need help to quit smoking, ask your
provider about these services to help you quit smoking and how to participate in the Rewards to Quit program.

REWARDS TO QUIT PROGRAM INFORMED CONSENT

To be completed and signed by the patient. This form is to be retained by the provider
and faxed to CHNCT upon completion at 203-774-0542.

Date of Service (mm/dd/yyyy): / /

Please check one box M only. Please have Patient sign and enter date below:

Option A:

I'am a smoker and | agree to participate in the Rewards to Quit smoking cessation treatment program. | consent
to information sharing and | consent to follow-up questions as part of my participation in the Rewards to Quit
program.

Option B:
I'am a smoker and | decline to participate in Rewards to Quit smoking cessation treatment program.
I do consent to baseline information sharing and follow-up questions.

I understand that this will not affect my eligibility for HUSKY Health or coverage of the
smoking-cessation services listed above.

Option C:
I'am a smoker and | decline to participate in Rewards to Quit smoking cessation treatment program.
I decline to share any information or follow-up questions.

I understand that this will not affect my eligibility for HUSKY Health or coverage of the
smoking-cessation services listed above.

Signature of Patient Date

REWARDS TO QUIT Program Referral Form Issued 09/28/2012 4




REWARDS2QUIT  Program Service Visit TR

Please Type or Print! To be completed by clinical staff for every smoking cessation-related visit by a Rewards to Quit member.
When complete, please fax this form to 203-774-0542.

Date of Service (mm/dd/yyyy): / /
1: PRACTICE INFORMATION
la Practice Name:
1b Practice CMAP Number:
Practice Address Line 1:

Practice Address Line 2:

e Practice City: Practice State:
Zip Code + Four: +
2: PROVIDER INFORMATION
Provider First Name: Mi:
2 Provider Last Name:
2b Provider CMAP Number:
3: PATIENT INFORMATION
Patient First Name:
3a =
Patient Last Name:
3b it HUSKY 1D Number:
3.c Patient Date of Birth: / /
Patient Address Line 1:
Patient Address Line 2:
3d =
Patient City: Patient State:
Zip Code + Four: +
Patient Primary Phone Number: ( ) - -
2e cell Home Other
Use 2-dgits (Example: March 1, 2013 =03/01/2013  m m / d d / y y y y
3f Patient is pregnant with due date (mm/yyyy): /
Patient is post-partum, with baby delivered: /
4: PATIENT'S SMOKING STATUS
4a Number of cigarettes Patient smoked yesterday:
4b Number of cigarettes Patient smoked last week:
4c When was the patient’s last cigarette (mm/dd/yyyy): / /
5: SERVICE INFORMATION
Smoking Cessation Counseling
Prescribed OTC Nicotine Replacement Therapy
Referral for Counseling
Sa Type of visit (check all that apply): Prescribed Medication
Negative
Exhaled CO test -
Positive
if positive, level of CO: ppm
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Congratulations on enrolling in the Rewards to Quit program!

Your new HUSKY Health Rewards to Quit
MasterCard® card will be sent to you soon.

You can earn up to $350 on your Rewards to Quit card
by participating in any of these smoking cessation
activities:
* Quitline Counseling Calls:
$5 for each call, up to 10 calls, to the Department of
Public Health Quitline at 1.800.784.8669.
« Counseling Sessions for Quitting Smoking:
$5 for each smoking cessation counseling session,
up to 10 sessions.
* Tobacco-Free CO Breathalyzer Tests: $15 for each
negative CO Breathalyzer test, up to 12 negative tests.

You can earn even more money if you stick with your
quit smoking activities. You can earn an extra $15 if
you complete 5 counseling sessions (Quitline or in-
person), or $30 if you complete 10 sessions. You can
also earn an extra $10 every time you have 3 tobacco-
free Breathalyzer tests in a row, up to $40.

Tor each of these activities, your Rewards to Quit card
will be reloaded with money that you can use as a
credit card to make purchases.

Your HUSKY Health Rewards to Quit card does not
have a PIN and can’t be used at an ATM. Just select
“Credit” and sign for your purchase.

Have a question about
your Rewards to Quit MasterCar:

Visit www.RewardstoQuit.org.

Z1L0°€000IHVOY

Rewards to Quit is a HUSKY

Health Program nitative.





How to login and check your Rewards to Quit card balance and earned rewards.

Click https:rtq htondemand com to access your
personal quit smoking activites and reloadable:
card balance. You can also cick the particpants
“quick-link” button at the top right of any www.
revardstoquit org webpage. Please have your
9-digit HUSKY Member ID card available before:
youlogin.

Step 1: Usemame Login (n lowercase)
Your Firs Name Inial example, b for Baars)

REWARDSRQUIT

Step 2: Password:

ATl merabers enerusky loweres)foryour il password
and then the system will prompe you e tochange the usky
passeond toyou own personal password aer Step .

Step 3+ SSN 15 your HUSKY Member ID number
our SSN s your g HUSKY Membe ID number e
009852750) (Nodashes)

“Plesse nte the st &gt ofyour HUSKY Member ID.
number,no your Soial ecury number.

~Once you havelogged ino the system, Evoltion il
automadclly asignyouyour ovn personl dentifcaion
number. Plessewrite downyourlginusername nd.
paseond forfture reference o check your ard balnce
it smoking it each me you i the webit.

==

‘Rewards to Quitisa HUSKY Healh Pogram iniative. To access informaion on
the HUSKY Health Program, pleae vi: the HUSKY HealthProgram home page




Baseline
(Oct 2012)

PHASE |

DATA

PHASEN ANALYSIS
18mo.:
Peer 42 mo.
Counseling End of
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RFS-1 Clinics are recruited and randomized

RFS-1 Clinics recruit patients to participate

RFS-1 patients receive program

48 mo.
Project
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