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-~ Arizona State Wegislature
1700 West Washington
Phoenix, Arizona 85007
October 20, 1992

~ Speaker Jane Dee Hull o
Arizona House of Representatives
1700 W. Washington - ‘
Phoenix, AZ 85007

Dear Speaker Hull:

~ Attached is the report of the StUdy Committee on Services to Pregnant
Women, established by Laws 1991, Chapter 193. This report, authored by us,

represents the findings of the Committee and its recommendations for action by

the Legislature, state administrative agencies, local communities and the private -
sector. ” - * : o B

: Copies of the minutes, the subcommittee reports and other handouts prepared
by staff can be obtained from the Secretary of the Senate’s office. The Office-
of Women’s and Children’s Health within the Department of Health Services has

~ copies of the studies and other related reports compiled for the Committee.

The recommendations proposed in this report constitute a comprehensive
scheme to improve the health status of women and children. It 'is our hope that
the recommendations will be implemented incrementally by the appropriate entities
as budgetary constraints allow. R ST Ny . S

"Sincere1y,f j

.\’

b

~ Dr. Tom Griffin;  . Anne Ronan, Vice%Chair
CTe/MR/emh - |

cc: - Governor Fife Symington
President Peter Rios






EXECUTIVE SUMMARY

In June, 1991‘ Governor Fife Symington appointed this
Commlttee to study barriers to prenatal care for women in x
- Arizona. The cOmmlttee heard testlmony and rev1ewed exten51ve1y
the studies done nationally and in Arizona on the question.
kTheffollowing‘is'a summary‘of the committees findingsdand
recommendations. - o

"Arizona'ranks:among the worst in~the,peroentagekof infants
born to'women receiving late or‘no prenatal‘oare. Only~New‘t
 Mexico, Texas,kand the District of Columbia rankedtlower,

| Akrecentyhrizona’Departmentiof Health Services' study showed

a marked 1ncrease in women rece1v1ng ;g ade ggate prenatal care
,between 1982 and 1989 In Phoenlx there was a 147% increase in
' the percentaqe of,women whovhad‘lessrthan 5 prenatal»vlslts and a
fn277% increase»infthe percentage who enteredkoare in“the‘third |
trlmester or who had no care at all. . Ak |

The decline is more marked ‘in the 1nner 01ty area- of Phoenlx
’jand other hlgh poverty areas.‘ The number of Hlspanlc women |
‘greceiving 1nadequate care 1ncreased by 86%, the number of Black
fiwomen 1ncreased by 124%, and the number of whlte women rece1v1ng '
‘,1nadequate care 1ncreased by 62%. Most alarmlng 1s the flndlng
‘that AHCCCS ‘women fared the worst at a tlme when AHCCCS
;rellglbillty was expandlng.w |
A measure of the health status of women and chlldren 1s the‘d

Vrnumber of chlldrengborn atylow birth weightg_ Theglow,birthwelghta



irate“ianrizonayhgg'beenfsteadily declining from 1970 to 1981;
Sinceklésé:it hasﬂbeen onwthe”increaSe;~ If Arizona had |

;maintained the same level of prenatal care and the same low
~birthweight rate it had in 1981 at least 211 very 1ow'k
ibirthweight births would have been prevented in 1987 alone.,f

ih Seventy infant deaths could have been prevented.,

| In addition to the cost in human 11fe and health, the

: financial cost to the state is Significant. The 211 very lOWy”

o birthweight babies born in 1987 as a. result of deteriorating

prenatal care cost the state approximately $8 440 000.; The total‘;i

k',cost of healthy births would have been only $1 293 000 for a net i
"savings of $7, 147 000.M~‘ ": ’ \ '

Dr. PatriCia Nolan, the former Medical Director for AHCCCS,

l testified that the entire AHCCCS eligibility process is
‘complicated/and unfriendly, and\has been deSigned to keep people
- off of AHCCCS Robert Gomez, the Executive Director of El Rio |

‘kHealth Center, found that it took on the average 43 days for

women seen at his clinic to complete the AHCCCS eligibility and

/enrollment process.

Public information about eligibility and enrollment is not
well—targeted to the women who are in need of care.

Of Arizona s fifteen counties, ‘ten had areas, both urban and
rural, deSignated as primary care health personnel shortage
'areas. Within these ten counties, thirty-one communities were
fidentified as shortage areas for primary ‘care physic1ans. In

1987 twelve communities had no physiCians Within a thirty minute



travel zone who were willing to deliver babies.* Additionally,
ithe federal government has deSignated eleven Arizona counties as’
| medically underserved areas.

k 60% fewer practitioners were prOViding obstetrical care in
krural Arizona than in 1982. It is expected that many of the
thSIClans serving rural areas w111 be retiring in. the near
future. The shortage of providers is not limited to doctors, .and
includes nurse practitioners, nurse’ midWives and physiCian
,aSSistants. The budget cris1s in the state may result in the
state-supported schools being inadequately funded- to accept and
educate the needed recruits to address these shortages.,'

‘Indian Health SerVices (IHS) prQVides care for Native
'American women, almost 7 000 of whom give birth each year in
Arizona.‘ | ﬁ |
 In 1989, approximately 25 obstetricians who‘prOVided care through
kIHS chose not to serve any longer.‘ - | | / |

Barriers to prenatal care exist for women of all raoial
 ethnic,\and age’ groups, however, for some groups the barriers are‘
"greater. | : | o
African—American women conSistently receive less care than )
'women of all other races. The number of babies born at low | ’
\_birthweight among the African-American population is

‘disproportionately hlgh- Non-finanCial barriers are. the main,‘”:'

reasons black women receive inadequate care.i Lack of awareness;~~~“‘

. of the pregnancy and the need for prenatal care were found to bek

\fthe most frequent reasons black women delayed care.



In Arizona, Hispanic women are 3 5 times more likely to

receive no prenatal care than are white women. Even when Hispanicfj

; women are enrolled early and continuously Wlth AHCCCS they are
‘less 1ikely to receive adequate prenatal care - than are white non~
’<Hispanic AHCCCS enrolled women.jLanguage;and cultural differences,gk

,“are barriers to care for Hispanic women. There is often a Wlde |
fsocioeconomic, cultural and«educational gap between 1ow—income f.

N pregnant women and their prov1ders. ProViders are- not educated
‘about cultural differences that affect prenatal care. '

: Native American women face cultural and 1anguage barriers to
ycare as do Hispanic women. Only 60% of Native American women in
Pima County received care during their first trimester while 75%
of white women in Pima County received early care.u Native 8
American women. ‘were 2. 7 times more likely to receive no. prenatalii
care than were white women. / | |

'Teenagers 15 to 17 years old are twice as likely to receive
no prenatal care than are women between the ages of 20 to 34.

The frequency of teen pregnancy 1n Arizona is increas1ng rapidly.u
Between 1985 and 1990 there was a 22% increase in the number of
births to teenagers.f Santa Cruz County saw an increase of 103<
gin births to teens.' Most alarming is the increase in births to
.women’younger than 15 years. Between 1985 and 1990 there was-an
increase of 67% (110 births to 184 births). 63% of these/births,
were to teens in Maricopa”county. The'chance,of a teen haVing'ak
| low birthweight baby is 25% greater than the chance of an adult

'hav1ng a low birthweight baby. Teens lack knowledge of the need



for prenatal care. Local school board policies‘and practices’may‘

also discourage teens from~remaining in school during_theirk

/‘pregnancy. | |

A targeted case management‘program designedoaround the
unigue needs of the high risk group is essential.

| Unintended pregnancies are directly related to 1ate entry

- into prenatal care.,Family planning‘counseling and‘serv1ces play
an inteqral part in reducing~unintended pregnancies\and‘thec |

~ 'resultant 1ow birth weight babies. | . H

' In 1987 the National A55001at10n for Perinatal Addiction

Research and Education estimated that 11% of all. babies born

inationw1de have been exposed to 1llic1t drugs at the time of

birth., A 1990 study issued by the U.S. General Accounting Office

. found that 16% of all newborns born nationw1de are substance-

exposed. Exposure to alcohol prenatally is also a serious

” problem. The Arizona Department of Health Serv1ces estimated
 that 1, 343 women who delivered babies in 1991 in Arizona used y

‘ alcohol during pregnancy.

With comprehen51ve treatment programs de31gned spec1f1cally

= for women and their families these women and thelr babies can bek

,,helped.k Current ADHS statistics show that 29% of all drug
abusers are female, yet only 11% of re51dent1al treatment center p
kgbeds are taken by women and very few are available to pregnant
L women. B e ) She |
o If a substance abuse problem 1s not dealt w1th during

‘pregnancy, a woman may~not,be‘able,to properly,carekfor heru‘



.children;"Many drug exposed bables are developmentally
delayed Others have serlous chronlc med1ca1 problems.

: Throughout all of the commlttee hearlngs and subcommrttee B
’meetlngs much concern was expressed about the lack of educatlon
', regardlng the nece551ty of prenatal’care.. Every subcomm;ttee‘
found educatlonal def1c1ts in’ the current system."Lackaof\
,knowledge of the need for prenatal care was found to be the most
'prevalent barrler to care.' The Subcommlttee on Educatlon was |
;charged w1th developlng a plan to increase awareness of 1) the
symptoms of pregnancy and the neCESSItY for prenatal care, 2) how“
’to access the AHCCCS system and 3) the avallablllty of care.
Among the recommendatlons necessary to. ellmlnate the

barrlers to prenatal care thetCommlttee«proposes the following:

e_ ialized ed -ion on im nce of

‘th sure th 1 barriers to continued e ion
for pregnan een eliminated. ' :



E nd Hotline rices.






"The w1111ngness to protect children is a moral litmus test of
any decent and compassionate society. It is also a test of the
common sense of any. natlon seeking to preserve itself and its
future." , PR

- Marion Wrig t Ede a

In June 1991 Governor Symlnqton 51qned into law House Bill
12424 whlch created thls commlttee to study the barrlers that
qprevent women from receiving prenatal care; the degree to which
current prenatal care services are used; the underserved
’populations, ‘and the problems women face in establlshlng
elig1b111ty‘for AHCCCS; Th1s report represents the flndlngs of
the Commlttee and its recommendations for actlon by the :
1eglslature, state adminlstratlve agenc1es, 1ocal communlties andk
the prlvate sector.

-enat Hes e e “'ed‘tt

Early, contlnuous, and adequate prenatal care can prevent
-low blrthwelght and can. help to decrease infant and maternal
Jmortallty. The Natlonal Governors' Assoc1atlon report on- prenatalaj

B care found that women who do not receive adequate prenatal care

,tare twice as llkely to have low blrthwelqht bables than are women Z

1who do recelve adequate prenatal care.1

Further,ka recent study
conducted by the u. S. Department of Health and Human Serv1cesddh
bfound that almost 80% of all women at risk of haV1ng a low 11»;

i:blrthweight baby can be 1dent1f1ed durlng the flrst prenatal

L Hlll Beaching Women Who Need P enatal care Y, Washlngton,
‘D.C. ¢ Natlonal Governor's Assoclatlon, 1988, p. 2 01t1ng Gold et,~
al., 1987. ‘ : ' ¥




‘visit.? | Once this risk is identified action can be taken that
"w111 substantially improve the chances of a healthy birth

, ' The Children s Defense Fund's 1991 report entitled Ihg
7dHe§lth of Amegicg’s Children, found that the 1eading cause of

linfant mortality is low birthweight meaning birthweight of less,"

'«,fthan 5 5 pounds., In 1988 over 270 000 newborn Americans were

'n?born either prematurely or at a low birthweight.; In the same .

"vlyear, 38 910 babies died before they turned one year of age, and -

,,‘fapproximately 60% of those deaths were attributed to problems
fkarising from low birthweight. | The SOuthern Regional Task Force
”yon Infant Mortality concluded that 1ow birthweight babies are

nforty times more likely to die during their first month of life
”than are'babies who weigh more;, This is due in part to the factnt
that these babies are born With premature and underdeveloped :

‘lungs, livers, and immune,systems.' Low birthWeight babies never_
entirely'escape this higher:risk.t Those who do surVive are tWice’
as likely to suffer one or more disabilities during their b'

'.lifetime than are normal birthweight babies.; - |

| Despite advances in medical technology, the number of babies
vborn at low birthweight is increaSing., Between 1972 and 1984 the“

percentage of low birthweight babies born in the U.S. decreased

%M. clement, Speech on Prenatal Care: The Arizona Condition,
December 1, 1988, p. 2. ‘ s ; :

‘ 3s. Rosenbaum, C. Layton, and J. Liu, The Health of America’s
ghi;grggi Washington, D.C.: Children’s Defense Fund, 1988, p. 2.

"I Hill p-3.
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but between 1984kand 1988 the rate increased,s In 1988, 6.9% of

all live births were low birthweight. UNICEF data shows that

ibetween 1980 and 1988 the United States ranked twentyéeighth in

" the world in percentage of infants born at low birthweight.

The U. S fell behind countries such as Egypt, Iran, Romania, and
the former Soviet Union and tied With Albania and Paraguay.

| Adequate’prenatal care must begin early and include a

; ufficient number of visits throughout the pregnancy,\ The

~standards set by the American Academy of Pediatrics and thek

‘,American College of Obstetricians and Gynecologists prOVide that
'prenatal care entails 1) monitoring the health status of pregnant
‘women, 2) prov1ding information to foster optimal health and good
rbdietary habits, and 3) providing appropriate psychological ‘and

social support. - The Children s Defense Fund found that in 1988

less than 69% of all births were to women who received adequate ;

9 Low income women fared the worst, and their

k‘prenatal care.
children experience infant mortality rates twice as high as other

children.k, In 1988 barely 50% of African-American mothers

\5S. Rosenbaun Q;;;gl;,,lhefﬁealth og~America'§ Children,'pp. |
7-8. T S, TS A

;;él;;'at p;'s}
714, at p. 9.
4*\"8;g_at p.l.
%gie at p. z,ks

mS Rosenbaum, D. Hughes, E Butler, D. Howard, Iggantations'
te

Milbank Quarterly, Vol. 66,1No." 1988, p, 663 citing Eguobuono

11
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received minimally adequate care and 13% of African-American
'babies were born at low birthweight.“ This is 2. 32 times
‘ tgreater than the percentage of white babies born at low :;xlff

“,birthweight 5. 6%.\ Black babies are 2 99 times more likely to be;’-ﬁ

";born at a very low birthweight (less than 3 5 pounds) than are

’~white children.‘ The gap between black and white low birthweights
\k_1n 1988 was the widest 1t had been since the National Center for
_Health Statistics began reporting the data by race in 1969.
12 , 9% of teen mothers a disproportionate number of whom are
'jminorities, received late or no prenatal care 12 | |

| In response to the need for greater access to andﬁ
availability of prenatal care, Congress enacted several A
/expansions to eligibility for the Medicaid program. ~States musttf
‘extend coverage to all pregnant women and 1nfants w1th family |
‘1ncomes below 133% of the federal poverty level States, at their
option, may extend coverage to all pregnant women and 1nfants

with family incomesrbelow 185% of the federal poverty level. 13

’t,One study estimates that of the 9 million uninsured women of

childbearing age, two-thirds have family 1ncomes below 250% of

and Starfield, 1982.

S. Rosenbaum et. al., The Health of America’s children, pp.
7-8. , S ‘ ‘ ,

214. at pp. 7-8.
B14. at pp. 7-8.
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the federal poyerty;level.“ If all fifty states were to take
full advantage of the Medicaid,expansions, more than 500,060
';additional‘pregnant women would be eligible for~coverage'eachk
}year. | - | | | |
~Reducing'financia1 barriers to care by expanding Medicaid
‘coverage alone has not 1mproved early entry 1nto care and birth
outcomes for low income women. Tennessee expanded Medicaid
'ellgibillty in 1985 to 1nc1ude marrled women. In comparlng the
statistic for ‘the years prior to and subsequent to the expansion,‘
researchers found no 1mprovements in the rates of very low and
moderately low birth welght babies and: 1nfant deaths.15 In both
years, two thlrds or more of the mothers enrolled after the flrst‘f
'trimester.f,k k

The Natlonal Governors' Assoc1at10n Report entitled Reachlgg

‘Women P e at Ca e found that~part101patlon rates among -

- women: who are potentlally ellgible for Medlcald are 51gnificant1y;‘
,behlnd expected levels, and that the rates vary tremendously from :
state to state..‘ The NGA survey showed that part1c1patlon

rates of pregnant women 1n Medlcald varled widely between 11% of

~ 1"S Rosenbaum t, al., Incagtatlogs in the Dark, p- 663 c1t1nge
“the Alan Guttmacher Instltute, 1988. 3

157, Plper, W.. Ray, M. Grlffln Effects of Mgdlca;d Ellgiblllty"':"
i ata dPp 1 Ter

Vol 264, No. l7 November 7, 1990 p 2220.
| ‘6Id., p. 2221. |



the eligible population and 84%. In addition, a U S General B

'Accounting Office study cited by the National Governor s

“‘iAssoc1ation found that only 36% of women participating ln'x,.

Medicaid received adequate prenatal care.'? Numerous
organizations, including the National Governors' AssoCiation, the  ’

u.s. Conference of Mayors,’the General Accounting Office, and

jq'others have conducted studies to identify what barriers eXist to

* partiCipation in prenatal care programs They have all
ridentified substantially the same problems. The lack of
:financial access to care is regarded as the primary barrier 0 iyi
\Other barriers listed by the National Governors' Association :
'include difficulty in finding a prOVider, 1ack of information
~about Medicaid eligibility, lack of transportationyto health careb
| facilities, shortage of information on how and where to receive
care, inconvenient clinic hours, inability to leave work lack of
.Chlld care for other children, lengthy delays in getting
/appOintments, inability to speak English ’and fear of
conseguencesfsuch as deportation.,kImproved outreach and':
,educationvaredan effectiveVWay'torovercomekthese barriers.
outreach workers can help women~who are unaware of their
pregnancy, ‘who fear doctors and/or medical procedures who fear

others learning of the pregnancy, who 1ack ‘the knowledge of the

B4, at p. 4.
914, at p. 3.

, Z%gigfat'p;_4.
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- importance of prenatal care and’who~do not know how to obtain
Medicaid services.? | B

Improved outreach can improve awareness1but‘barriers exist
in the eligibility system even for women Who‘know‘they are
’eligible and who seek prenatal'care. The National Governors'
Association report identified the follow1ng barriers. Often
women must visit several different sites to fill out the
'eligibility paperwork and these sites are almost never the same
sites that actually provide medical care., Once women have
reached the correct site they must negotiate very complex
eligibility forms. The NGA report found that the average
. application form for Medicaid is 14'pages, but the applications;
:‘cankbe up to 40 pages.22 'The eligibility formsrrequire |
kextensive documentation and verification, most of which a woman
is not likely to have With her when she applies. After the forms
are completed the determination of eligibility can take almost
two months, and the most common reason for denial of eligibility
_to participate in public benefits programs is that the applicant
k“did not comply w1th required procedures.ﬂ' The Center on~Welfare'
Policy and Law found that in 1984 one—third of the persons denied‘

for procedural reasons were in fact eligible. a3

The United States Conference of Mayors conducted a survey to7"’

A3 g ‘at p. 4 citing U S. G. A 0., 1987 and Hughes et al}; o
« 1988." x . PR T SR
2349, at p. 5 citing Gold et. l,“ 1987,

~ 23Ic1. at p. 7.‘ i
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determine barriers to the use of Medicaid and discovered similar_;,
problems.; Difficulties With required documentation, lack of
E information about the program, complexity of the application,
iprocess, excessive paperwork requirements, lack of outreach, lack 8
(of transportation, lack of permanent address, stigma," ?‘
‘*'applications written at too high a’ literacy level language
barriers, and inadequate staffing and inaccess1ble locationS‘off
’Medicaid offices were identified by the mayors as the most |
prevalent barriers to utilization of the program./ Pregnant women'
,‘were identified as the group most likely to face difficulties in A
receiving Medicaid benefits.“’ ‘

| Congress addressed some of these barriers and gave the’
kstates authority to remove them. ~As off1990 all states could
opt to l) eliminate a resources test for eligibility for prenatali‘
care,72) shorten the application forms, and 3) implement |
'presumptive eligibility for pregnant women waiting for final
determinationfof Medicaid eligibility. States must continue
’ellglblllty throughout the pregnancy and . during the postpartum
period and place eligibility workers in community health centers
‘and hospitals that prov1de care to a high number of low income
women. e -

The cost of caring for babies born with severe problems

caused by low birthweight is extremely high. In 1986-1987, the

average cost of a normal,pregnancy and delivery was approximately/

26U’nit.ed.states Conference of Mayors, Barriers to Partici ktion

in Benefit Programs Washington,,D;C.:/ 1988, p 51.
- 16



’($2,900. If a\child was born prematurely with major complications
the cost skyrocketed to,$12,000‘and‘if the childkis born
extremely prematurely the cost further escalated to $27,000.%
Arizona specific data (See'BUDGET IMPLICATIONS)\indicates that
' current costs are at least double the 1987 costs. Neonatal
intensive care is required for 6%'of all'Medicaidybirths, but the
~cost of neonatal intensive care constitutes\30% of all state
Medicaid maternity‘expenditures.26 In~1986487t the Office of
Technology Assessment found that the U. S health care system
saves between $14 000 and $30 000 in neonatal and long term carek
‘costs for every low birthwelght blrth which 1s averted by
’prenatal care.? The Instltute of Med1c1ne of the Natlonal’
\ Academy of~Sciences est1mates~that everyudollar spent on.
comprehensive prenatal care saves $3 38. The children s ;
Defense Fund reported that the dlfference between the U.S. 1nfant"
mortallty rate and the Japanese 1nfant mortallty rate costs the -
»f'U.S, $7 billion annually,ln'lost product1v1ty. | :
kIhe Statuskokaren§tg1 Health Care in A;izogar,rf

In 1988 in Arizona thekpercentageyof infantskborn to women

| 25I Hlll, p- 3 c1t1ng Gold et, gl; 1987.

“; . at p. 3 c1t1ng Kenney et. al., 1986.7'
27M. Clement p. ’
o Bg Rosenbaum gtL_gl; The

"9 citing Institute of Medicine, "Preventlng Low Blrthwelght " .
Natlonal Academy Press, Washlngton, D. C.. 1985.,~ ¥

, ”M. D'Antonlo,f"Dylng Young "”Lgs Angeles T1mes Maga21ne,'*
'July 12, 1992, p 15. - S ; o o N , :

17



’receiving late or no prenatal care was among the worst of all
states in the nation.“ 10 2% of Arlzona women received 1ate or no
" prenatal care. Only New Mex1co Texas,'and the Distrlct of

COIumbia were worse.”‘~In 1987 66 8 of every 1000 women in the1

'°fy‘U S. and 89 5 of every 1000 women 1n Arizona received fewer than

&‘five prenatal viSJ.ts.1 In 1988 31% of all pregnant women in
kArlzona did not receive care in~ the flrst trimester.2 ,62,9
,kbabies out of every 1000 live blrths were born at low ‘y ’
:vbirthweight.”,‘The Arizona infant mortality rate was 9 7 deaths
'per 1000 live births.“ Approxlmately 60% of all infants who’
died in Arlzona in 1987 were low birthwelght babies.‘

The Arizona Department of Health Serv1ces recently completed o
la study of prenatal care rates 1n Maricopa and Pima counties for
r1982 1986 and 1989 These two counties account for 77% of the
Arizona births w1th Marlcopa accountlng for 60% and ‘Pima for 17%.‘
There was a marked 1ncrease in women rece1v1ng gag g ate -
prenatal care between 1982 (the best year for prenatal care for‘

,which data is available) and 1989. In Phoenlx there was a l47%

5. Rosenbaum, The Health of America’s Ch'ld en, p. 32u

gab;es and Business: A Healthy Bottom L;ne, Greater Phoenix
Affordable Health Care Foundatlon, 1990, p. 6, citing Children’s

Defense Fund. ; :
14, at p. 5 ‘citing Children’s Defense Fund.

.~ Bpima County Community Health Committee, P;ma County Comunity
Health Elgg :O; the Year 2000, 1991, p. 65.

3‘_1_@,_ at p. 65.

ggigs agd Bus;ness. A Healthy Bottom Line, p. 6.
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increase in the percentage of women who had less than 5 prenatal
visits and a 277% increase in the percentage who entered care in
the third trimester or who had no care at all. 1In Pima county
there was a 25% increase in the number of women‘who‘received less
than 5 visits and a 16% increase in the number’beginninggcare in
"the third trimester. The prenatal care rates in Pima County in
1982 the base year, were much worse than Maricopa County and
therefore the decline was not as dramatic. |

| Further analysis showed that the decline in prenatal care's
\rates was,not'uniform throughout Maricopa County,fbut was‘much
more marked‘in the inner city areafof‘Phoenix and other high

poverty~areas. The number of Hispanic women receiVing inadequate

 care increased by 86%, the number of Black women increased by

124%, and the number of white WOmen receiving 1nadequate care
1ncreased by 62%. o o , £

~ In 1989 Arizona birth certificates for the first time
1nc1uded information on the payor of care. , Jane Pearson, thekl
program director for Maternal and Chlld Health for the Office of
Women and Children s Health for the Arizona Department of Health

'SerVices, told the committee on November 19 1991 that AHCCCS

~ women on average received 3 5 fewer prenatal v151ts than

37

~,private1y insured women.1 The strongest statistical

: 36Arizona Department of Health SerVices, "Prenatal Care Report" |
. P , i

'i VNationally babies born to Medicaid women are not as healthy ‘
as babies born to poor uninsured women. - S. Rosenbaun, et. al.,'




correlation for women who received 1ess than 5 prenatal v1s1ts’
were AHCCCS enrolled late entry 1nto care, unmarried Hispanic,ik'
and education below the 9th grade.38 B FRE
: The Arizona Department of Health Serv1ces (ADHS) operates
s;the'Newborn‘Intensive Care_Programf(NICP) which;prov;des’carelfor.J
hiéh-risk‘babies; 'Currently, 4% ofvall Arizona birthsﬁor:BOOo |
infants, are. enrolled in the ADHS program., 57%tofla11 babies
enrolled in NICP are low birthweight babies.‘~how'birthweight‘iS‘”
a more common reason for NICP admission among African—Amerlcan
pinfants. In. fiscal year 1987 76% of African—American NICP o
tinfants were low birthweight babies.39
In 1990, one—third of all babies born in Pima County were'
born to mothers who received inadequate prenatal care.“' Only
"67% of mothers received prenatal care during their first |

41

”trimester.‘« Only 64% visited a provider at least nine times

durlng pregnancy, which is cons1dered to be the optimal number of“
v151ts necessary for adequate care.42 / |

The Pima County statistlcs ‘confirmed what the Department of

s

care, p 661 c1t1ng ‘Utah Health Department 1987 and Oregon Health -
Dept. 1985 unpublished data.

38apHS, "Prenatal Care Report“_QgAEg

”Bepo;t of the High Risk ger;gatal Tagsk Force, Arizona
Perinatal Trust and Arizona Department of Health Serv1ces,

November, 1990, p. 4.

: Oy, strich, producer, Maternal & Infant Health Status, Pima
County Health Department 1992.

“1a.
e
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Health Services Draft report showed that the health status of
k\mothers and children in Arizona is worsening. In 1987 Pima
County had a low birthweight rate of 63.6 per 1000 births (6. 4%)
This rate was higher than any rate reported in the previous ten

years.%

Furthermore, the infant mortality rate in Pima County
rose from 8.1 deaths per 1000 live births in 1980 to 9 3 deaths
per 1000 live births in 1988 - an increase of almost 15%.%
In October 1982 Arizona implemented on a demonstration baSlS

a Medicaid program, known as the Arizona Health Care cOst
CQntainmenthSystem (AHCCCS). ,Priorkto the implementation.of

' AHCCCS, the‘individual Arizonakcounties provided medical care to
: indigents. There was no uniform definition of eligibility, and
kemost counties did not recognize pregnancy as a condition
‘rendering someone eligible. - Some: prenatal serVices were prov1ded
through various grant programs including Title V of the Maternal
‘and Child Health Care Block Grant program. According to WIC and
Title V~statistics,'in 1981 Arizona was thekworst among allk50~
ffstates in the prOV1Slon of prenatal care.“, i b
Although Significantly more women are eligible for prenatal'
' care services under AHCCCS than under the county programs Since
*/1982 the status of maternal and child health care in Arizona hask

| worsened he low birthweight rate had been steadily declining‘

»‘from 1970 to 1981.f Since 1982 it has been on “the increase. If,'

‘ﬂpima County Prenatal,Care InitiativeiAttachment 1 p-l;;

21



Arizona had maintained the same level of prenatal care and the l'
'same low blrthweight rate 1t had in 1981, at least 211 very low :
birthweight blrths WOuld have been prevented in 1987 alone.“,:f
hd*Seventy 1nfant deaths could have been prevented.“' : |

; | In additlon to the cost in human life and health the
;ffinancial cost to the state 1s 51gn1f1cant. The 211 very low :"
f;birthwelght babies born in 1987 as a result of deterloratlng

fprenatal care cost the state approx1mately $8, 440 000. ' The

,total cost of healthy blrths would have been $1 293 000 for a net,,

’u>savings of $7 147 ooo.“f CIearly, the provis1on of |

: comprehensive prenatal care is very cost effectlve and the '
kpotential sav1ngs to the state is great.,, ’ | |

The lea County study found that the Pima County women who’

ﬂare 1east likely to receive adequate prenatal care are those
using AHCCCS.“, Women'enrolled in AHCCCS were'more llkely to
glve birth to low birthweight bables and have more premature
deliveries. Furthermore AHCCCS enrolled women ‘were more likely
‘ to snokeyand drink during pregnancykthan were prlvately 1nsured
women.5' | o |

Theycommittee heard testimony from several of the major

“_I,g;at p. 8.

414, at p. 8.

“1d. at p. 10.

‘%Qi;fat p. 10. |

50Strich,;Maternal & Infanthealth Status, 1992.



AHCCCS health plans. Joe Anderson of Arizona Physician's IPA
stated that 30% of the women who dellvered babies through AP/IPA
‘enrolled in the plan for the first time at delivery Kathy
Byrne, CEO of Mercy Care reported similar statistics for her
plan. |

The infant'mortality rate in Arizona'has’not risen at the
same rate asvthe increase in loW\birthweight babies and the |
decline in prenatal care rates. This is due in large part to the/
advances in medical technology for the care of 51ck newborns. At
51gnificant expense doctors can ‘now save very small and 51ck
.;1nfants.2< The relatively steady 1nfant mortallty rate is not aF
reflection of 1mproved public health, but of the availabllity of
very expens1ve medical technology ‘ ’ '

s of thi s C ! te ;

The‘importance and'necessity ofnprenatal care has been iv
studied exten51ve1y It is incontrovertible that early\and’
kadequate prenatal health care is cru01a1 for the health of our
. women and children. It saves~lives and~money. 1

The committee 1dent1f1ed the partlcular problem areas for o
‘women needing care as 1) eligibllity and enrollment 1n the AHCCCSfr
program, 2) the needs of- spe01al populatlons / teens kmlnority
'tgroups, and- substance abus1ng pregnant women, 3) the ava11ab111ty”¥

throughout the state of health care prov1ders and 4) education of

kwomen and the entire community on the need for and avallability

of prenatal health care. . A subcommittee was. formed to address

"sﬁu._C1ement;hp, 8.

23



‘each of these problems and each subcommittee reported its
f“findings and recommendations back to the whole committee. The

’ recommendations constitute a comprehenSive scheme to improve the fj

”i'chealth status of women and children which the committee suggestss

| }“be implemented incrementally as the state budget allows.
P  amcces ELIGIBILITY AND ENROLLMENT
,i I orp :,i ge
L | AHCCCS is Arizona’s indigent medical care program. It isra:'
;combined federal Medicaid and state/county funded program. thi
”pays for approx1mately 40% of the births in Arizona. 3 Although ely
,,Medicaid eligibility has expanded significantly over the past
,esseveral years more AHCCCS eligible women than ever are receiVing
;inadequate prenatal care or no care at all.r In studying the
kbarriers to prenatal care in the eligibility system, the
subcommittee found that the problems were not unlike the problems

,women face in other states.,f

_to Hédlcwld Eligibilit fNational

' Studies done nationally of the Medicaid application process .

found that the application and verification process is extremely
. ,

complex. Women'are deterred~from applying at the onset of

pregnancy'because‘of the bureaucratic‘and logistical'hurdles.‘

s:"'I'estimony' of Patricia Nolan,  former Medica1~kDirector of
AHCCCS before committee 11 19-91. '

5. Shuptrine and V. .Grant, Study of the AFDC / Medicgi

Eligibilitx Process in the Southern States, Report for the Southern -

Regional Project on Infant Mortality, Sponsored by the Southern
Governors’ Association and the Southern legislative Conference,
April 1988, p. 1. , o
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They wait'to~app1y'until delivery when they can‘delay care no;‘
| longer. Thisgdefeats all efforts to proyide~adequate andk
" preventive prenatal care.designed’to decrease the number of sick,
. low birthweight babies. | ’ |

A comprehenSive study performed by the Southern Regional
<Project on Infant Mortality in 1987 looked at eligibility in 17
1 states for a period of one year.‘ It concluded -that of the |
1 million people denied AFDC / Medicaid assistance, Sixty-three
‘percent were denied due to the applicant's "failure to complyf
4‘w1th procedural reguirements."56 The Study also concluded that
this result was not unique to the southern states. In the United'
‘States in the 1985—86 fiscal year, 60% of all AFDC / Medicaid
eligibility denials were due to "failure to comply With
kprocedural requirements.“” In addition, since 1980 the number
- of applications denied for "failure to comply with procedural
’requirements" has increased by 75% ” o

In the past the federal income and resource limitations forg
: Medicaid were often the ‘same: as those for welfare aSSistance.'
The resource limitations had not: been adjusted since 1979. The

‘a'income limitations were often far below the federal poverty

"ilevel.

In 1986 Congress enacted changes to Medicaid eligibility for -

5%;_;7atip.‘lQ~ff
":;\561._:. at p-fi,-"
~‘?§g1i~at p.\é."



pregnant women which allowed states to 1) ralse eligibllity’to
‘100 percent of the poverty level, 2) guarantee continuous
kyellgibllity 60 days postpartum, 3) allow for presumptive
1elig1b111ty, and 4) eliminate the resources test.59 ’In 1987
fCongress further expanded Medlcald, g1v1ng states the option to
fextend eligibility for pregnant women to 185% of the poverty :
ylevel 60 In 1990, Congress mandated ellglbility up to 133% of
poverty, mandated continuous coverage for pregnant women k

{ throughout their pregnancy regardless of- changes 1n 1ncome,

expanded the presumptive eliglbility prov1s1on, allowed for

;:continuous eligibllity for 1nfants to age one, mandated expanSion .

'of coverage of poor children, and mandated outstationlng of
‘eliglbllity workers at spec1f1c locatlons that provide care tor
. 1ndigent pregnant women.» States that have fully implemented
the changes have seen 1mprovement 1n the health status of mothersk
prand chlldren. . | "

| The Georgia Hosp1tal Assoc1ation comm1s51oned a
comprehen51ve study to assess the Medicaid ellglblllty process
' and provide recommendatlons for 1mprovement. The_report\/
1llustrates the complex1ty of,the,application‘process. The
documentation and verifiCationkrequired is_extensive, and the

,applicants usually receive little or no help filling out the

59 Omnibus Budget Reconciliation Act of 1986 (OBRA-86)
60 Omnibus Budget Reconciliation Act of 1987 (OBRA-87).
6! omnibus Budget Reconc111atlon Act of 1990 (OBRA—QO),
U.s.c. § 1396a(1). | ,



€ 7The Alan Guttmacher Institute found that applications

forms.
are normally between 4 and 40 pages long, w1th an average 1ength
of 14 pages.%’ Arizona's application is 12 pages long. 1In
" order to successfully apply for benefits a person must a) be able
to read write, and understand compllcated 1nstruct10ns, b) have
transportation to the offices/agencies 1nvolved, c) have access
yto a;telephone and copying machine, d) have money to pay for ;"
documents, copies, transportation andicertainfinitial medicai
tests, and e) the ablllty to devote daytime hours to obtalning
,documents, filllng out forms, and attendlng e11g1b111ty
1nterv1ews.“~ These burdens are con51derable when one realizes
that the population seeking eligibility 1s not highly educated
and of very low 1ncome.‘ , o
The Georgla study found that three-fourths of those denied |

iforiprocedural reasons had not yet reapplied for benefitS?atjthe
- timeZOf thekstudy interview. 31.6% stated they/would not reapply/k

,because of'discouragement with~thefapplication pr0cess., Among
‘women who were denied for faillng to return a verlflcation V

document the reason most freguently cited was that they did not d

- Sg, Shuptrine and v. Grant Assessment of the Meglcaidn;
i ilit i th t Georgia, Report for the\

f'Memorial Medical Center, June 1991, p.,l

, , 63Brown,feditor, rena ' : rs, g
Infants; Committee to. Study Outreach to Prenatal Care, D1v151on of
Health Promotion and Diseases Prevention, Institute of Med1c1ne,
',Washlngton, D. C..,National Academy Press, 1988 p. 72.;

: “S Shuptrine, of the
Chathgm County, Georgia, P 7-j,ff




have enough time to obtain the information 65

Another factor which contributes to the denial of so manyrk

‘f;applications for procedural failures is that the federal -

' 7‘government monitors the states' eligibility errors and imposes‘

’sanctions when the errors are greater than the statutory o
ftolerance levels.“: These sanctions are imposed only when
benefits are wrongfully prov1ded to an ineligible person, not‘
'ty when benefits are wrongfully withheld from an eligible person “’:J
: This policy gives an 1ncentive to states to wrongfully deny \
\eligibility rather than risk approving someone who may turn out ,:(f
k,!to be ineligible._ Congressiresponded to this,problemfinpOBRA'Qpétnk
'Wlth a’moratorium onkfinancial,sanCtions for'eligibility,errors-f~
'made‘on,applicationskfor"pregnant'women and children;”'The 3
i:moratorium has been extended to March of 1993.68 Removing the‘
threat of sanctions has freed states to simplify their
:eligibility process. : / | | o
Despite the elimination’of‘sanctiOns for eligibility’ s
decisionshfor prenatalfcare cOVerage;'the mindset\of,SOme;
‘eligibility workers has not‘changed;\ Eligibility workers still
find it safest to err on the side of disqualifying someone from

benefits.? Complicating the process further, the same

614, at pp. 46-53.
“;QL at p.:8fa
¢1d. at p. 8.
yéﬁgig at P io.tf
%14, at p;_éi_
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beligibility workers‘whovhandle Medicaid applications process"
\applications for the Aid to-Families with Dependent Children
(AFDC) and the Food Stamp programs for which sanctions still‘
exist. | | : |
E11g1b111ty for pregnant woman coverage is much simpler
than the other federal beneflts programs, but often women must
,needlessly fill out more complex forms because states includlng
Arlzona‘have not created appllcations for women who‘are seeklng
‘only,pregnancy services.'
Barriers to AHCCCS Eligibili | .
Dr. Patricia Nolan, the former,Medical‘Director forlAHCCCs;,'
testified thatdthe entire Ancccs eligibility process'is -
: complicated and unfriendly, and has been designed to keep people
- off of aHcces. ™ k |

There are three major AHCCCS eligibillty categories that

- apply to pregnant women. About 38% of the AHCCCS eligible ,

pregnant women recelve Ald to Famllles w1th Dependent Chlldren
and are automatically eliglble for AHCCCS as a result Thelr careik
:nls funded 68% Wlth federal dollars and 32% w1th state match. If'f
‘an AFDC ellglble woman 1oses AFDC ellglblllty during her o |
pregnancy federal law requires that she be evaluated for
,‘e11g1b111ty under the other federally funded categories. The
:committee heard from advocates and prov1ders that pregnant women
'/are regularly belng termlnated from AFDC and AHCCCS even though

/'they contlnued to qualify, cau51ng dlsruptlon in their care. The »

.mTestimony*of‘Dr. Patricia:Noian; 1ie19-9i.
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: other major federally funded category 1s referred to as SOBRA
which stands for the Slxth Omnlbus Budget Reconciliatlon Act of
°;199°- SOBRA expanded eligibility for Medicaid coverage for
:fpregnant women and infants to 133% of poverty and allowed statesv
4d?to expand eligibility up to 185% of poverty.; Arizona has opted
“to cover women up to 140% of poverty under this category.n g
',Approximately 52% of the AHCCCS births are 1n this category The
k‘ithird category is the Medically Needy/Medically Indigent whichf
B covers 9 7% of the AHCCCS blrths.i This category is funded w1th R
‘ fstate and county dollars only. i | \
o Both the Department of Economic Security (DES) and the 15
| pArizona countles do AHCCCS ellgibility determinations for
: pregnant(women,g DESpdoes~thekeligibility for the federal
:categories;iThe'counties doieligihility for the/State~only funded =
categOry (MN/MI) In addition, for the federal categories, the
counties do the 1n1t1al 1nterv1ews verify ellgibility and refer
the ‘cases to DES for final determination. 'This system is not
only confusing to the woman, but it 1s costly for the state. The"
J01nt Legislative Budget Committee staff estimate that about 4%
~of the MN/MI ellgible women areractually eligiblevfor SOBRA and~a
greater percent might be eligiblerfor AFDC if they were'to apply.
shifting theSe women\to~the federal categories allows thexstate"
to seek federal reimbUrSementffor 68% of thekcost of their care;
Secondly, there is duplication in the/process. There are two
eligibility‘workers processing each case and duplicationrof paper |
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4Eligibility for the SOBRA category has been‘greatly"
simplified by federal law andican take from 1-15 days to
complete. However, eliglbillty for the MN/MI state funded
program and the AFDC program is very complicated and requires
- extensive documentation. Robert Gomez, the Executive‘Director of.
~El Rio Health Center,~studied the time it took for women seen at
his clinlc to complete the AHCCCS eligibility and enrollment
process. For the first six months of 1991 the average time was
43 days. LeAnn Thrapp, a nurse with Indian Communlty Health
services, reported that even with the assistance of their
advocates the average time 1t took for thelr clients to be
enrolled was 34 days. .

The subcommittee found that Arizona women face heavy
\1verif1cation requirements,kas do‘women across the country.y In
‘addltlon to financial el1g1b111ty, women must prove they areg ‘
pregnant before they can receive care and in ‘some areas of the

(kstate it 1s difficult to obtain free pregnancy testing. ‘i.
\Transportatlon to ellglblllty offlces is a problem for women’
;everywhere due to the limited publlc transportatlon system in
aurban areas and 1nacce551b111ty of ellglblllty offices in the
.drural areas., . | | |

In some areas of the state, bllingual staff are not

available to 1nterv1ew non-Engllsh speaklng women. It 1s

‘difflcult to recruit blllngual staff because of poor compensatlon s

 rates. The Arizona Department of Admlnlstration does not yet i

j'recognize that.beingvbilingual.is‘a’skill that requires\’
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additional'compensation.' Written information is’in formal
ttextbook vocabulary and not the language understood by the women"
5’receiving the information."k' | o |

Even English speaking women have difficulty understanding
wwritten eligibility material since: it is written at such ‘a high :
literacy leve1.~'The literacy level’of the AHCCCS population is |
‘low, and the information is so. complicated that even educated
”people have trouble understanding it.; k" ” : |

In addition, some women fear the eligibility process

because they know that DES Wlll attempt to establish paternity
and collect child support from the fathers of their babies.,ahany
ifof the witnesses testified that their patients fear the,’s ;
consequences of identifying the fathers of their children.,hnEsl
rcan waive this requirement in ‘some. cases, but most women are4
unaware of~this pOSSIbllltY* One advocate testified that a
pregnant teen who came to her ,¢1‘ini¢ in the \'1ast month Of her
- pregnancy thought that if she waited until late in the pregnancy, “
the father, who is also a teen, would have to pay less. Some
women fear that the eligibility office w111~refer them to Child
Protective SerVices because of their drug and alcohol use or
because they are homeless.

‘Although the majority of the'population lives in either the,k
Phoenix metropolitan area or in the Tucson metropolitan area, the
rural areas of the state tend to be very rural in nature. This‘
is especially true of many of the Indian reservations.  Mail

Service in some of these‘areas is unreliable. An applicant must



respond within ten days to a letter from theveligibility office
or else her‘application will be denied. If-she‘does not get‘her
mail within ten days or she cannot read’the letter,’she willimiss
the deadline’and will have'to start all over'again. Women who

- live in urbanyareas face similar problems; since they often do
not have,telephones‘and/or move frequently." This makes‘
kcontinuing contact with the eligibility offices very difficult.
If the eligibility process cannot be completed in one ViSlt to
/kthe eligibility office the chances of denial go up.

| Once a women has been found eligible for AHCCCS she must
enroll in one:of ‘the AHCCCS health plans~to receive care. If she
is‘eligible under the AFDC or SObRA categories; shefhas,a‘right
fto choose her health plan. AHCCCS allows 14 dayshto chose‘ak’ T
s’plan. If she does not receive her enrollment notice or if she is
unable to go into an AHCCCS enrollment office, she is. auto-

ass1gned,toealhealth plan according to her zip code.~‘0nce,she

picks a plan or is aSSigned shefis not actually enrolled‘with‘the,'f

iplan for three more days. The entire enrollment process can take‘ :
as long as. three weeks.72 Although in theory a doctor Will be -
1paid for serVices proVided during this period as a practical
'matter most doctors w111 not treat a women unless she has been 2
tfenrolled in the health plan the doctor contracts w1th. el

’ Many witnesses testified about problems With the enrollment

71DES information confirmed that from 13-16% of the eligible,»~
fpopulation may move in a month. Lo :

Tepestimony of Dr. Nolan, 11f19+91;5;
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proCessi, Women are told they ‘can not enroll until they receive -
their notice from AHCCCS. Some women ' do not receive the
enrollment notice.g Some reported that enrollment offices had
'limited hours or were no 1onger located at the address 1isted on
the AHCCCS nctice. Women lacked transportation and child care/ftf;
‘fand as a result could not go into the offices to enroll. The‘jm~’
’/’fact that eligibility and enrollment offices are at different R
locations exacerbates the transportation problem.‘ .
: Women currently receiVing care from one AHCCCS proVider may o
k’be auto assigned to a health plan that does not contract With
’~that prOVIder.‘ When this occurs she must change doctors during
fher pregnancy, disrupting continuity of care and severing the
“doctor-patient relationship.‘ Often the prOVider she is currently
seeing is conveniently located. near her home.’ AHCCCS policy,
generally, Wlll not permit a person to change health plans if the
reason for the change is preference for a particular prov1der,
convenience of the prov1ders location or office hours,vcultural
or'bilingual capabilities of the prov1der,kor quality of care.p
- The AHCCCS Administration recently changed its policy concerning
plan changes for pregnant women.f The policy w111 permit a women
to remain With her current prov1der li she can convince the
medical directors of both health plans that a change in providers

will'impact continuity of medical care. Quoting from the policy:

A plan change for medical continuity is not an

automatic process. The member’s physician must prOVide
documentation to both health plans that supports the ,
-need for a health plan change. The health plan(s) must
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ilbe reasonable in the request for documentation.
However, the hurg_n_gg_prgg; that a plan chagge is
ess. -est it t e me er’ sici Lan . :

v Some health plans do not permlt’a woman to change primary’
care physicians within the eame health plan ineorder to stay With ‘
a doctor of her choice.”

If traneportation is a problem and the 1ocation‘of the’
AHCCCS-assigned prov1der is. not convenient to the patient, it is
unclear whether the new policy w1ll permit a woman to change to a
more convenlent prov1der. Although the health plans are’ '

' respon51ble for prov1ding transportation to medical appointments,
hthe committee heard that compliance varied among the/plans.
;v,Gloria‘Vaca; adnurse,practitioner with Clinica Adelante,pa
community health center‘that'eervee’migrant farmworkers, |
testified that her clients must often travel one to twd hours to
kget;to a health\care appointment. She reported incidents\uherei
meenkwere transported to their\appointments'onekhourffrom;their 3
" homes and no’one returnedlto’take'them‘home. ‘Her CIientskchose
k,instead to wait for the nurse practitloner to come from Cllnlc'
Adelante once a month rather than rely on the health plans'
'transportatlon.\ Nationally, the U.S. Government Accounting
ijOffice (GAO) found that distance to prov1ders and 1ack of
adequate public transportatlon created barriers to prenatal care

. 1n many rural areas around the country. “'j”

73Testimony of Sy1v1a Stock before committee, 11 19 -91.

| f, % Brown, editor; Eregatg; Care:‘ R%QChinng others, Reaching
er fa ts, p. 73 T , L ‘ : I
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‘ It is also unclear whether the new AHCCCS plan change policy E
w1ll allow a woman to change prov1ders 1f the assigned prov1der :
’ 1s not bilingual or culturally sens1t1ve.f | :

Just as a lack of available child care services’affects
'women keeping their eliglbllity appointments,'lt also affects
'krwomen keeping thelr health care app01ntments.; If child care

'serv1ces are not available, women must bring their children to
r*the prov1der'svoff1ce or clinic. ~ Additionally, many clinics and
offices offer serv1ces during normal working hours only,,when
l-women are~work1ng or 1n school or when volunteer child care 1s’

- not available./ Many ‘women cannot afford to lose the pay they

| forego in taking time off work to see a provider. Recently,
Medicaid providers in the Washington, D. c. area expanded the
hours of its prenatal care serv1ces 1nto evenlngs and began
prov1ding care“on Saturdays. Th1s~schedule is more accommodatingdi
'for both work schedules and chlld care availability. The patient°
Jloads 1ncreased 51gn1ficant1y at the prov1der 51tes that expandedl
’hours. /Other reforms were 1mp1emented at the same tlme, but the
staff belleved that the expan51on of hours was the main reason
for the increased program part1c1pation.75

While AHCCCS ellglblllty is pendlng, public prov1ders
(county clinics and communityfhealth centers) provide care.
These‘public providers are'often‘conveniently located. If the
patient is auto-assigned,to another plan, the public provider‘is\'

reimbursed on a fee-for-service basis, which some witnesses said

7 1d. at p. 75 £n 80.
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is not as’attractive as the full AHCCCS\prenatal care payment.
Some health plans will\pay‘convenientlynlocated public providers
to care for their pregnant patients, but some will not.
| A number of the AHCCCS health plans reported on efforts to
reach out to their members who are pregnant;, The health plans
b,know that SOBRA women are~pregnant because she must be pregnant'
tomqualify under’SOBRA. They can'identify these women and focus
their‘outreach. There is no'similar indicator for\thC or MN/MIk
‘women. This makes it difficult for ‘the health plans to identify
‘pregnant women and get them into care early. " |
In addition, many of the low income women'servedfby AHCCCS_
need a combination'of’health careiand social;services;'rSome of
| the health plans'reportedfefforts tokaddressythe'social as well
,as medical needs of their members, but as a practical matter, the '
‘AHCCCS 'HMO model is dependent on a private delivery system which
, does not contain the coordinated ‘social serV1ces available from
the public health delivery system.', |
Public information about eligibility and enrollment is not
well-targeted to the women who are in need of care., Because the
i process is very complicated it is difficult to Slmpllfy the~f'
"public information for dissemination.f Because of the 1ack of
lpublic information, women depend on word of mouth from their",,
ibneighbors and often believe (wrongly) that they are not eligible ;."
'for care. ' S | B
The subcommittee also identified attitudinal problems Within

,the system. Some,eligibility staff haVe a "keeptout",attitude\
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‘which discourages pregnant women from ut11121ng the program.~
This is demonstrated both by attitudes conveyed personally at thehl
'lvarious offices and by telephone contact. For example, some '

iwomen complain that they have trouble calling offices and getting

‘~t‘through to their workers.‘ Many of these problems With the

'yeligibility and enrollment process can be solved by making :
L‘.adjustments to the current system.‘If eligibility and enrollment /“
procedures are Simplified and tailored to the needs of the women :
‘using the system, the increased access to prenatal care Will ;y...l
‘;result in healthier mothers and healthier babies and less money :
| ' spent by the state on costly 1ife-saving measures for ill low
& birthweight infants. | | | |
. ,

=~ The committee recommends that the follow1ng measures be

- taken to Simplify the eligibility and enrollment process. The

committee is very aware of the current financ1a1 situation of theV

,ystate, and suggests that the steps which require additional staten
fdollars be implemented incrementally‘as theostate budget allows. ,i
ascees Eligibility and Enrollment N
1. implif th Ligibi l ty Process

,Use a short Simple application.

Simplify the MN/MI eligibility rules -to follow the
federal rules. (except for c1tizenship)

Require all notices and information about
: eligibi%ity to be written at a fifth grade reading
level.

76 PrOJ ect SLIM made similar recommendations for the Department
of Economic Security proceSSing of all aSSistance applications.
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Allow women to apply for AHCCCS at WIC sites,

~ hospitals, doctors’ offices, county clinics, .
family planning clinics, Head Start offices, and
IHS and tribal sites. Allow the staff of the
sites to assist with the application, conduct the
interview, and collect the documentatlon necessary
to verify eligibility. :

‘Allow mail=-in applications‘and intervieWs by
telephone. ' ,

Eliminate the requlrement of face to face
1nterv1ews.

Require applloatlons to be processed w1th1n
five days. , :

Combine eligib‘ili’tykfor WIC and AHCCCS.
"Implement 1ncentives that encourage
eligibility workers to assist applicants w1th
the documentation and verlflcatlon process.
,,Colocate county and DES eligibillty offices.
DEFER TO LEGISIATIVE COMMITTEE STUDYING
‘ELIGIBILITY
2. e -ollment P oCe‘
Allow womenftotenroll at eligibility. |
,Allow allewomenﬁto:choose their proViders. kl,_

Allow for automatlc plan changes for pregnantwr
women.f, l I , o

‘,Allow enrollment by mall or by telephone.‘g
'Allow enrollment at doctors' offices, WIC

~ sites, community health centers, -and tr1ba1
,health cllnlcs.k‘

x:tne Qovegtz level.

77(Twenty-four states have 1ncreased.e11g1bllity levels to 185%
of poverty and California, Massachusetts and Vermont cover pregnant
~women with incomes up to 200% of the federal poverty level, using
state funds to cover those above Medicaid eliglblllty thresholds )
iNational.Governors' Association, Gaining Ground: State itiatives

: r Pre gngnt Women ang Chlldrenl Washlngton D.C.,. 1992 p 3.‘
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~prenatal care through AHCCCS. Target high risk :

areas for outreach and education.,

' and F ogra -

| The state of Maryland has incrementally elevated the o
eligibility 1evel to 185% of the poverty level dropped the
-assets test, adopted continuous eligibility, and 1mplemented
ypresumptive ellglblllty in all health departments and community‘
'health,centers. fThe state has also made efforts to get women
onto WIC. It made 1t poss1ble for women to become presumptlvely
| eligible in hospital outpatient departments where many women were
‘golng to recelve care. Maryland's program 1s comprehens1ve in
that it provides case management health education, nutritional
counseling, psychological counseling, ‘home visits, and outpatient
drug treatment; all of Which\are’now'covered‘by Medicaid.
Maryland incorporated fee increases‘into the Medicaid fee
structure, hired public health nurses to do one—on-one phys1c1an
’recrultment and initiated an aggress1ve public 1nformatlon |

campaign which was coordinated with Blue Cross/Blue Shield.”®

14, at p. 6.
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‘The Maryland program has had very‘successful results. A
ﬁ.s, Government‘Accounting Office study concluded that Maryland
has succeeded in enrolling nearly ioo% of theilow,income pregnant
k'women estimated to be eligible for Medicaid; |
The!Vermogt Program |
Vermont haspalso increased the eligibility limit to‘les% of
g poverty and has taken'several other actionsfto simplify the
eligibility and enrollment process. The Department of Social
' Welfare (which admlnlsters Medlcaid) has collaborated w1th the‘
;Department of Health (whlch admlnisters WIC) to develop a unifledk
c‘approach to 1ncreasing the enrollment in both programs.~ The |
, agenc1es developed a three pronged strategy 1n whlch they 1)
developed a 51ng1e page ]olnt appllcatlon form whlch can be
’;accepted at either a WIC or a Medicald ellglbllity 51te, 2)
,frequlred an e11g1b111ty determlnatlon Wlthln ten days, and 3).
initiated a mass media outreach program whlch espec1ally targeted
to teenagers.’y S | | | ’
‘ The Vermont approach has also been qulte successful. Thef’
‘ number of 1ow 1ncome women rece1v1ng prenatal care has 1ncreased
.kfrom 1,245 in 1988 to 1,420 in 1990 to 1, 704 in 1991.% State
sofflcials believe that these statlstlcs are 1nd1cat1ve of the

success of thelr p011c1es.

AVAILABILITY OF PROVIDERS

- P1d. at p. 7.
mgatp. 7.
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: Inltial testlmony before the committee establlshed that a :
;51gn1ficant barrier to receiving adequate prenatal care ls the :
1nability of women to locate health care practltioners in their
community. As with ellglbility and enrollment the problems in
~iArizona mirror the problems of the entire nation.k A report
\1ssued 1n March 1991 by the Center on Budget and Policy
‘ Priorities stated that in 1988 62% of nonmetropolitan counties’
’nationw1de dld not have an obstetrician/gynecologist serv1ng they
farea.~ The report also c1ted the Amerlcan cOllege of ; o
_iiobstetricians and . Gynecologists statlng that in 1988, 22 stateS'
r;had 1arge regions with no practicing obstetriclan. "The
American COllege of Obstetricians and Gynecologists and the
American Academy of Famlly Phy51c1ans report that many phys1c1anﬂ*
oimembers of their organlzations are decreasing the obstetrical
serVices they provide.& other common factors are adversely
affectlng the avallabllity of prenatal health care prov1ders 1n
nonmetropolitan and metropolltan areas as well ylncluding
1ncreased premiums for malpractlce 1nsurance, low reimbursementk
rates from 1nsurers, andfgrow1ng numbers of women who’cannot pay:
for maternity care.“' | | |

The subcommittee reviewed the research done by the Rural

81,. Summer, Limited Access: Health Care for the Rural Poor,
Washington, D.C.: Center on Budget and Policy Priorities, March
1991' po 16' ' ' E . .

814, at p. 17.
"gId}'at p. 17.



Health Office at the University of Arlzona.“ of Arizona s
fifteen counties, ten had areas, both urban and rural, designated
as primary care health personnel shortage\areas. Withln,these,
ten counties,‘thirty-one‘communities were identified as shortage
areas for primary care physicians.® In 1987, twelve |
‘communities had no physicians within a‘thirty minute travel\zone
who were willing to deliver babies.f Additionally, the federal
government has de51gnated eleven Arlzona counties as medically
underserved areas. According to Dr. Mlchael Clement the OB/GYN

' who used to v151t Page to consult on obstetrical care no longer

; does so. ‘At one time in 1990 all the OB/GYN practltioners in Casa
;hGrande had stopped prov1ding care.“ Demonstrating the effect

of the shortage, the very low birthweight, low birthwelght and
inadequate'prenatal care\rates_at_Casa’grande hospital at,that
timelwere'consistently~higher than state averages.¥ Problems
yinkothernareas arekapparent asfwell,s As okaecenber,:199l,‘thereki

were 7—8V0B/GYNs providing/Care'to the Yuma community, where

- 84The most recent 1nformation available to ‘the. committee 1s‘

from 1987. At that time in rural and underserved areas of Arizona

_there were 82 licensed phy51c1ans, 477 registered nurses, 12

- certified nurse practltioners, and eight licensed physician -
‘assistants per 100,000 population. R. Gordon; Arlzona Rugal geglth',“

. g;g_;gg;_gtlgg Rural Health Office, I4a. - 3

¥1d.

: 86At the present tlme two obstetrlcians and. “two general,
,practice physicians provide care in Pinal County, although some‘

~lwomen must travel 40 minutes one way to a prov1der.

'873epo;t of hg ‘High R;sg Perina gl _Task _F_‘orce, Phoenix.f

Arizona Perinatal Trust and Arizona Department of Health Serv1ces,
: November 1990, p. 10.
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there are zdoofbirths"a year;“kiIn the élobe/Miami area,fonly\
three doctors were prov1d1ng obstetrical care for 450 500 yearly{
blrths.89 Mohave County has noticeable problems as well.y
dKingman experiences 650 annual blrths, and many of these mothersy"‘
,~must be referred to Lake Havasu or to Flagstaff for delivery %
‘In 1988 Dr. Clement cited preliminary figures from a study beingr"
lt conducted by‘the Univer51ty of Arizona Rural Health folce that |

iindicated that 60% fewer practitioners were prov1ding obstetrlcal

o care in rural Arizona than in 1982.; The shortage of prov1ders 1s;,vﬁ

enot limited to doctors, and 1ncludes nurse practitioners, nurse |
~m1dwives and phy51cian ass1stants. The State Board of Nur51ng
,reports there are three to five open p031tions for every nurse
practitioner certified by the state., | |

The subcommittee found that these ex1st1ng shortages will beb
exacerbated by additlonal factors. It 1s prOJected that many of
the phy51cians serv1ng rural areas will be retiring in the near
future,yand w1thout a satisfactory number of .new doctors
; replac1ng them the problem 1n the rural underserved areas will
© only worsen. The subcommittee further 01ted the high cost of

malpractice insurance and the - lack of profe551onal support for

88, aAttico and D. Meyer, Prenatal Care Services to Indian
Women in Arizona, Presentation by the Phoenix Area Indian Health
- Service to the Arizona Legislature Study Committee on Serv1ces to

Pregnant Women, December 1991, P- 12., S

%14, at p. 13.
91d. at p. 13.

9'M. Clement, Speech on Prenatal Care-,pThe*ArizonaTCQndition,
December 1, 1988, p. 11. ' : ' a BRI
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,,,nation..

leave of absence as deterring providers from serving the
underserved areas. In addition, the budget crisis in "the state
may result in‘the state-supported‘schools ‘being inadequately
funded to accept and educate the needed recruits to address these
shortages. |

Indian Health‘Services’(IHS) provides care\for Native
American women, almost 7;000 of whom give birth each year in
Arizona. IHS uses certified‘nurse:midwives and obstetricians to
‘lprovide prenatal care.‘ IHS also uses a comprehens1ve system of
community health nurses whose job it is to make sure that '
pregnant women go to their appOintments and,arekreferredkto other{‘
: providers‘as«is needed. Inﬁ1989,‘approximate1y 25Vobstetriciansk‘
who~provided'care‘through IHS'chOSesnot'to serve any longer;d'The
general nursing shortage is also affecting IHS | IHS is facing
hgreat difficulty recruiting obstetriCians and nurses to replace
'those 1eav1ng. This is partially because many assignments are in
very isolated areas and the pay 1S lower than ‘in private
yypractice, which makes IHS jobs less appealing | i
' All three Arizona ‘areas served by IHs have 1ower 1ow
~ birthweight rates than the national average.; In addition,’the .
‘yNavajo area has one of the 1owest infant mortality rates in the
% This progress and success is in danger of being

;reversed lf the shortage of health care prov1ders is not

"313 Attico ,

p‘ 3.



]addressed;~ These shortages come. at. a time when IHS has been

'making progress 1n 1mprov1ng maternal and Chlld health for their

'population.k i

; Improving the distribution of primary care prov1ders in '
underserved areas will require a systematic, community—based ,
approach to recrultment training, retention and utilizatlon
“of providers., N ‘ : o

Recruitment a

1. _/Increase'output"Of primary care'physioians;' T
- OB/GY¥Ns, nurses and other maternity care providers |
by one of the’ following two 1egislative proposaIS°

Develop an advisory council consisting of
representatives from Arizona Colleges and
Universities, the Arizona Health Education
Centers (AHECS) and other interested parties.
The Advisory Council will work together to
- develop implementation strategies and ‘
' evaluation criteria for the following
'changes'

1) tDlrect state-funded schools to 1ncrease
- recruitment of students from rural and underserved
areas. ; ,

- 2) Require schools'to increase the
' percentage of students whose training

will focus on community/rural based care
rather than the traditional
hospital/urban based care to 30% of each
medical student class, undergraduate and
graduate nur51ng class, and social work
class. Approximately 30% of the -
communlty/rural-based curriculum will be
devoted to experience in multi-
disciplinary community centers or with
~other community based prov1ders.‘ :

S 3) Enhance ex1st1ng community-based health
‘ ‘fa0111ty and rural hospltal rotation programs,
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for Arizona and out-of-state medical
students, residents and non—phy5101an
practltioner students.

4) Expand preceptor programs ‘in underserved
areas.

"~ 5) Increase accessibility to training programs
that offer upgrading from associate degree to |
baccalaureate degree nurses and programs :
which enhance skills and knowledge for all
types of providers of prenatal and
obstetrlcal care. ,

- 6) Either expand and develop non-physician
practitioner community based education
programs within Arizona or develop a
commission similar to the Western
Interstate Commission on Higher
‘Education (WICHE) that allows ,
interested Arizona students to receive
this trainlng in other states. ‘ ;

7) Restructure and 1ncrease the value of related
scholarshrps and educational loan repayment
7programs :

B.

" Direct the Boards that oversee post—secondary educatlon
to increase the number of graduates who practice

" primary care by 20% over an eight-year period. The
initiative must be designed to encourage newly
graduated prlmary care providers to establish or jOln
practices in areas of Arlzona that are medically
underserved. : \ \ ;

2. Increase student enrollment in current publlcly-‘
‘ ~funded educational programs by modlfylng :
currlculum delivery to 1nc1ude.‘ ,
a) local faculty throughout the state,l,~

- b) the,usegof,telecommunications to teach

“The "Communlty Partnershlps" in1t1at1ve sponsored by the W K.
Kellogg Foundation provides good models of successful programs
which implement the above recommendations.‘w~
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,‘classes (v1deotapes, cable or the
state’s new fiber optic system),,

'l'C)l lincreased satelllte sites and

d) lﬁincreased number of night and weekend classes toi
S ‘(accommodate older and/or working students.k'

1. ”,Increase 1ncentives to existlng and future providers to
~ . 'support continued practice in rural/underserved areas.
Allow communities to decide for. themselves what programs
ubest address thelr specific needs.f;»f -

: a)_~'Cont1nue the state—funded program which sub51dizes
R r~ma1pract1ce insurance for primary care providers
. in underserved areas. Expanded the program to

o include nurse practitloners.

- b) '~0ffer ‘an additional subsidy to Family Practitloners and :
‘ ~ﬂ*General Practitioners which covers the- difference ;
- between the "50 babies delivered" price and the "100
babies delivered" price, so that rural doctors who can:
only afford malpractice for 50 deliveries a year may
expand their practice. : . S

- e) ,iDlrect the Department of Insurance to evaluate cost.
‘ control measures that will increase the number of

providers in rural/underserved areas who can afford to/b‘

\purchase malpractlce 1nsurance.“

d) 'Coordinate a locum tenens program ‘within the licensing

: boards and approprlate agencies to allow for leave of
absence coverage and to prov1de continuatlon of care by
qualified providers.

e) Establish a countyw1de or regional benefit program fork
private pract1c1ng primary care prov1ders including:

i) supply and equipment procurement system.
ii) group employee benefit program. ;

£) Establish a countywide or regional program that would
allow employee sharing from private/public agencies.

2. Coordinate existing services to develop community based
health carefplans'including multi-disciplinary team members:

~Non-physician prov1ders' NP - CNM, PA
Physician
~ Social Worker



Nurse (RN)
Eligibility worker
Health Educator
Nutritionist

Lay outreach warker

3. Utilize a case management model to strengthen and streamllne
.coordination of community based services.

4. Utilize existing and developing mobile health care teams

- which provide services to rural/underserved areas in Arizona
(i e. Blue Cross/Blue Shield DHS, March of Dimes)

SPECIAL POPULATIONS“

Barriers ‘to prenatal care exist'for women of‘allfraCial'
ethnic, and age groups, however, testimony before the committee ,‘3'
' established that for some groups the barriers are greater. ‘A
subcommittee studied these special populations to identify their}
"special barriers and to develop targeted solutions. " The
committee found that minority women, teens, homeless Women,‘and
women who used drugs and alcohol confronted unique barriers to B
7frece1v1ng prenatal care. =

-Amer c wkc»‘ n | |
Numerous studies rev1ewed by the CQmmittee established that«l
‘African-American women cons1stently receive less care than womenh
fof all other races. The number of babies born at low birthweighti"
lamong the African—American population 1s disproportionately

"high.” The studies conclude that non-financial barriers are

97, Burks, “Factors in the Utilization of Prenatal Serv1ces

by Iow-Income Black Women," uggsg_grggtitign_rL Vol 17 No. 4,
;April 1992, p. 34. : , o
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‘the main reasons black women receive inadequate care.g Lack of
awareness of the pregnancy and the need for prenatal care were
‘found to be the most frequent reasons women delayed care.”’sd
African-American women in Arizona are 2 3 times more likely o

o to receive no prenatal care than are white women.7 The lowi‘

ibirthweight rate among African~Americans in Arizona in 1988 was
139 infants per 1000 births.98 ‘This is nearly 2.5 times the low |

;birthweight rate for white infants. (59 per 1000 births ) The |

'infant mortality rate among African-Americans is 17 9 infant

'deaths per 1000 1ive births.”v This is approximately two times
%the white infant mortality rate." e | |

- Low birthweight rates for children born to black middle
class women who received adequate prenatal care are greater than
the rates of similarly situated white children. Researchers arei
unsure of the cause.. Clearly, the disparate health outcomes for
' black children require that speCial attention be paid to this
population. | | : |

A further risk factor,affecting African—American women is”

that they\arekmore likely thanyother”racialtgroups to give birth'r
as teenagers.; i o | E

Hispan T

%1d. at p 49. ,
97Ba:gies .and BusineSS° A Healthy Bottom Ligel p. 6 citing

Children s Defense Fund.

%®1d. at p. 6 citing Arizona Department of Health Services
statistics of September 10, 1990.

- %14, at p. 7 citing Arizona Department of Health Services.
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In Arizona, Hispanic women are 3.5 times more likely to

100

receive no prenatal care than are white women. In Pima

County, only 57% of Hispanickwomen‘receivedvcare,during their
first trimester.?o1 The low birthweight rate among Hispanic
women in Arizona is 83 infants per 1000 live births compared to
59 infants per 1000 live births for white children102 The |
Hispanic 1nfant mortality rate is 9.9 infant deaths per 1000 llve
_births compared to 9.4 for white infants.'® Nationally only

60% of Hispanic‘Women began‘prenatal care in the first’trimester
compared to 82% of white women, % o ’
Testimony before the commltteeyidentifled language and

‘ cultural differences as a barriers to care for Hispanic women.i
There are an inadequate number of Spanish speaking personnel at
,'all points in ‘the health care system. This includes the
ellgiblllty offices, ‘the AHCCCS enrollment s1tes, the health

‘plans, and hospitals and doctors’ offices.ms  Most of the

‘fpublished,material received by Spanish-speaking women iS'writtenv

1014, atfp.i6 citing Children’s Defense and. 8

101Strlch, Matergal & 1ggant ﬂealth Stgtus, 1992 R
1M§§h1es and Business: ﬂealthz gottom L; «6\citing:

,ﬁArlzona Department of - Health Serv1ces.,'

‘“lg; at p. 7 citlng Arizona Department of Health Serv1ces.

‘“S Rosenbaum, g;;,alﬂ, ] dre ;P

7.
, ONationally, provider sites do not'haVe;a‘Sufficientinumber'
~of bilingual providers or interpreters. Brown,,editor: Prenatal
- Care: Rea h1n Mothers Reachin In ants ‘ : o
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in textbook Spanish that differs greatly from the 1anguage the‘ i
'women ‘use. and understand. "‘i ’ d : | |

| Dr.,Patricia Moore of the ASU 0011ege of NurSing studied the'l
:use of. prenatal health serVices by Hispanic women enrolled in
’AHCCCS."” 'Although preVious studies have indicated that lack B
'_,of health insurance and lack of a regular source of medical care'{°
‘rare barriers, these factors account for only a small part of the:

,variance.m7

Hispanics comprise 18% of the state s population,
;and account for 42 8% of all births financed by AHCCCS
' representing the largest single ethnic group served by ~“

‘AHCCCS 108-.. 43% of all births to Hispanic women were financed by o

. AHCCCS. 109

The women studied were young,’less educated and more likelyf
to be Single. They were more likely to have been enrolled in .
~AHCCCS when they became pregnant than non-Hispanic women. The
‘women were generally satisfied with the care they received. Thely
major‘problem5~expressed~were;transportation,»child~care,vwaitsd;

forkappointments, andiexcessive waits in the doctor's office.

1%pr. Moore!s testimony,was‘basedion a study entitled Use of

Perinatal Services Mexican-American Women Enrolled in
"AHCCCS: Imp;icgtiogs for Public Health Practice, presented to the

American Public Health Association, November 11-15, 1991 - in
Atlanta, Georgia. ; ‘ -

1O7P .

Moore, Use of Pe a al Hea th ervices b Mexican’-'
led 1i

Practice, presented to the American Public Health ASSOClatlon,
November 11- 15 1991 in Atlanta, Georgia, P. 1. ;

10814, at p.2.‘
‘°";1_;d, at pp.1,2.
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The study found that only 41% of Hispanic mothers'enrolled
’in;AHCCCS received adequate prenatal,care compared to 53% of the
white non—Hispanic~AHCCcS population; and twice as many received
1nadequate care. '’ |
- Dr. Moore found that the 1eve1 of education of the mother

had a direct bearing on the level of prenatal care. - The higher

'jthe education, the more llkely it is that the mother w1ll utilize

prenatal care services. Additionally, there was a
correlation between what the Hispanic culture taught women to
' believe about ‘the need for care and the level of care they-
received. | kwi
| The study conclusiVely found that ewen‘when Hispanic‘women
are enrolled early and continuously w1th AHCCCS they are. less |
llkely to receive adequate prenatal care than are whlte non-
Hispanic AHCCCS enrolled ‘women. 12 |
‘There is often a w1de soc1oeconomlc, cultural and
feducatlonal gap between low-income pregnant women and thelr
‘health care prov1ders;~ Thls gap ‘can . lead to miscommunlcatlon and;
himisunderstanding, and result in lower quality care. |
| Prov1ders are- not educated about cultural dlfferences that
affect prenatal care.~ For example, 1t is unacceptable among some

\Hispanic populatlons to have a pelv1c examination conducted by a:

"%Di; at p 7.
Mz Id. at p.,7.w 
“;‘?Id. at p.9.
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kfman'"3 Although pelvic examinations are a Vital component of
gadequate prenatal care, insenSitivity to the cultural differenceSv
-~ can result in women not attending 1ater appOintments.‘k

tuative Ame;ican ﬂgmgg | - S

| Native American ‘women face cultural ‘and. language barriers toi
care as. do Hispanic women.i Michael Slattery an administrator
B with the Department of Economic Security, the agency responSible
*for eligibility, told the committee that his staff report that ;
gsome Native American women w111 not discuss their pregnancy |
!publicly, making it difficult.to confirm eligibility.

- The Indian Health Serv1ce (1HS), a federally funded

,program, provides culturally sensitive care to many Native

American women.p On some reservations IHS iS~the only health care :‘

prov1der., Women liv1ng on the reservations must travel great )
distances to eligibility offices as well as provider Sites. There"
are approXimately 6 500 Indian births in Arizona each year,
comprising almost 10% of all Arizona births.114 The Phoenix
Area of IHS (which encompasses more than the metropolitan Phoenix
area) has a particularly high birth rate of 37. 2 per 1000
population. This rate is more than tw1ce the national rate, and
to some extent is explained by the youth of the Phoenix Area IHS

population (median age is 20 Years).1

"Brown, editor; Prenatal Care: Reaching Mothers, Reaching
Infants, p. 76. o : ST e

, ‘Mg, Attico, pPrenatal Care Services. to Indian Women in
Arizona, p. 2. R T T
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IHS has been'successful in reducing the incidents of low
birthweight. The low birthweight rates for all three_IHS\Areas
are lower than the,national average. The Phoenix Area has ‘a rate
‘fof 6. 1% the Tucson Area a rate of 4. 8%, and ‘the Navajo Area has
a rate of 5.5%. The U.S. average is 6. 9% 116 |

Low birthweight is not the exclusive indicator of adequate
'prenatal care.« Native American women have other s1gn1ficant
health problems, 1nc1ud1ng diabetes and hlgh blood pressure,

17 Despite

which adversely affect the health of their babies.
the relatively low rate of low birthweight babies;statistics'
iindicate thatrNative American women‘dolnot‘receive adequate

| prenatal care. A study conducted by the!Pima«county Health‘k‘

Department indicated that'onlyiso% Of Native American women. in

“~‘P1ma cOunty received care during their flrst trlmester, while 75%

- of white women in Pima County received early care.!® The
Children's Defense Fund found that 1n Arizona, Natlve American

- women were 2 7 times more llkely to receive no prenatal care than
were white women.; The 1nfant mortality rate for Arizona'
ﬂNative American population 1s 9.9 deaths per 1000 live births,ii

‘compared to the 1nfant mortality rate for white chlldren of 9 0

;“ﬁlg;]atop; 3.

MArizona Department of Health”SerVices.

| Mgrich,

i ! , pk.;-\ 6 citing .
;Children s Defense Fund.v N IR
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deathsfper'léod'births;?E It is “not known' why the birthweight |
of Native American babies is not impacted as directly by prenatal;
care as the rest of the population. \ |

The Indian health care system is now facing challenges which}
‘Jeopardize its ability to proVide adequate prenatal care to the
‘Native American population. An increaSing number of Native
1Americans are mov1ng to urban areas and IHS is only funded to
prov1de care for Indians who live on or near a reservation121
”Although funding is available for serVices to non reservation
Indians, it is limited. The Phoenix Indian Medical Center (PIMC)i7
continues to be overloaded with patients. ?, The facilities and
,staff are in such short supply that PIMC must refer 1/3 to 1/2 of
'its obstetrical patients to other facilities in the Phoenix‘
area 125 PIMC facilities are suffiCient to handle 800~ 900
births per year, but the actual workload is closer to 1500 2000 =
births per year 126 | |

urther compounding the problem, recent information received
by the committee from the Health Care FinanCing Administration
indicates that IHS may lose 30 to»40% of its OkarOViders within

‘the next year. Given the remote location‘of IHS facilities and

%14, at p. 7 citing Arizona Department of Health Services.

21, Attico, P enatal Care Services to  Indian Women in
Arizona, p. 4. ' : :

18314, at p.'6.k
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the 10Wer_pay it will be,difficult to replace these proyiders.
| - Problems have existed inithe past and continue to exist with

intecrating,the IHS system into the AHCCCS managed care systemn.
Under federal law the IHS providers must be allowed to - |
'~ participate in the AHCCCS system. IHS is reimbursed on a feevfor
service ba51s for its cost with 100% federal dollars. The other
AHCCCS plans are relmbursed on a capitated basis w1th 65% federal
dollars and 35% state dollars.ﬁsy Dr. Burton Attico of IHS
reported to the committee that Native Amerlcan women are not |
: advised that they can chose IHS as their AHCCCS health plan and,
as with most AHcccs women, they are assigned to one of the other |
: capitated health plans. The women continue to come to IHS |

facilities for’carekand IHS does not turn them away, but it'is,

not reimbursed by AHCCCS forathe care. This situation further

o exacerbates the IHS f1nanc1al crlsis and 11m1ts 1ts ability to

| prov1de care to non-AHcccs ellgible women.

Conflicts between IHS and AHCCCS regarding AHCCCS
"eligiblllty have also posed problems ~Since IHS has a llmlted
budget 1t has always asked 1nd1gent Indians to apply for state
‘and county serv1ces and those who have insurance to seek prlvate .
‘care.w Native Amerlcans contlnue to have problems w1th ’ |
. e11g1b111ty for the state funded portion of AHCCCS because, in
\Dr.‘ Attico's opinion, the AHCCCS eligiblllty offlces operated by

uc/the counties contlnue to refuse to allow the Natlve Americans to
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: ‘apply and’ enroll ”‘i"

;,I‘s_en__ligge_:s : |
- An increa51ng number of Arizona adolescents are becoming
‘pregnant and teens as a group do not receive adequate prenatal
' care. Many teens cite fear as a primary reason they don't seek ,
: early care. “7 They fear doctors~ medical procedures the {

'pregnancy itself and telling their parents about the

pregnancy 128

: Teens also have a greater tendency to deny’k
'»their pregnancy. Once they admit to themselves the fact- that
they are pregnant they still often conceal it from their
rparents.‘9" out of 404 pregnant teens studied one—half did notf
'tell their parents they were pregnant for several months

The fear of admitting the pregnancy necessarily leads to late or
no prenatal care. Teenagers 15 to 17 years old -are tw1ce as
‘likely to~receivefno prenatal care~than are women'betweenythe
ages of 20 to 34.“‘ The'chance\Of‘a teen having a'low
birthweight baby is 25% greater than the chance of an adult
having a low birthweight baby.

%14, at pp. 9-10.

g, Brown, editor Prenatal Care: Beach;gg Mothers, Reaching
Infants, p.78.

12874, at p. 78.
12974, at p. 78.
¥01d4. at p. 8o0.

"”Eabies and Business: A Healthy Bottom Line, p.‘6 citing

Children's Defense Fund.
1327 g, at. p 7.~
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d‘,v151ts

In addition,;teens lack knowledge of the need for prenatal
care and the aVailabilitykof'family planning services. Local
school board policies maylrestrict what the schools can do to
educate teens about the benefits of prenatal care.
| Local SChool board policies and practices may also
"discourage teens from remainlng in school during their pregnancy.
Some witnesses testified that these policies encourage teens to
deny they are pregnant unt11 late 1n the pregnancy in order to |
stay in school.

Another significant reason teens don’t receive adequate care
is that it is very likely that they are unmarried and therefore
have 1ess support throughout the pregnancy. Between 1980 and
‘ 1988 the number of unmarrled women giVing birth in Arlzona
kklncreased almost 100%. ,Unmarried women are three timesfmore,‘
krlikely than married women to’attend fewer,than‘five prenatal -

; The frequency of teen pregnancy in Arizona 1s increa51ng
krapldly.d Between 1985 and 1990 there was a 22% increase in the
number of'births to teenagers.’“\ Santa cruz COunty saw an
‘increase of 103%'inkbirths‘to teens."‘5 ”Most alarming is the
1ncrease in births to women younger than 15 years.\ Between'1985"

\‘and 1990 there was an 1ncrease of 67% (110 births to 184 births) /

,1Blgé'étfp; 6 citing‘Children’s‘Defense Fund; N

| . 3 ”,pPhoeniX?fThef
Morrison Instltute for Public POllCYl 1992' p. ix. TR

‘35; at p- ix ,'
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- 63% of_thesehhirths weremtodteens inTMaricopafCQunty_Bc

o L_’ S = " S
;ﬁomelesspwomen comprise another group that recelves ”’

3 inadeguatepprenatalfcare., It is dlfficult for health plans and
‘outreach‘worhersgtoffind these women because they don't have

4~permanentraddresses and telephone numbers. Homeless women often

‘don't seek care because they fear that they mlght be referred to

»Child Protective Serv1ces and,thelr other chlldren might be takenh"
paway from them. ‘ o 4k | ‘

, The COmmittee rev1ewed a study of homeless women 1n New York
C1ty and found that of those who gave blrth between 1982 and
1984 40% of the 01ty's homeless res1dents received no prenatal
care at all compared to 9% of the overall population.”7 Only
30% of the homeless women made 7 or more ViSltS to prov1ders of.
prenatal care. ’ |

A separate portion»0f~this report addresses the concerns Ofs‘
- women who use alcohol and drugs durlng pregnancy n
Targeted Case Hanagement |

A targeted case management program designed around the .
unique needs of the high7riSk group is the central theme‘of‘the ‘
committee’s recommendatiOns.fThere is growing evidence that for

women living in poverty simply expanding eligibility is not

136Id at p. ix.

37 5. Brown, editor; Prenatal Care° Reachlng Mgthers, Reach;ng
Infants p 79 c1ting Chavkin, et a;. study. :

60



enough,““ Low income women must be supported in their efforts
to meet basic needs such askhousing,‘tranSportation,‘fOOd,
keducation, and health care.' Throughout the country the
’success of case management has been proven among high risk
pregnant women. See Justification: The North Carolina Targeted
Case Management Program. Case management entails the assessment
of medical,}social, educational, and emOtionalfneeds and the
coordination of service‘delivery One case manager is
respons1ble for the assessment and coordination of all of the
client(s needs. This case manager must develop a trusting
relationship with the client for optimal effectiveness. ThlS‘ |
relationship must be based on a sens1t1v1ty to and a knowledge of
the unique cultural, medical, and emotlonal needs of the ~
population. Linda Parson, Director of the Phoenix Blrthing
Progect explained that "[h]ealth behav1ors are culture bound
[and] prlmary prevention efforts that address preventable dlsease
‘and illness must emerge from a knowledge of and a respect for the
culture of the target community to ensure that both the community
; organizatlon and development effort and any 1nterventlons that .
‘emerge are culturally sen51t1ve and 11ngu1st1cally appropriate.ﬂ\
o The Department of Health Serv1ces operates two very

successful case management programs, Health Start and Teen

, "BQfB.Guyer;‘ dicai ; a '
§ufficiegt;‘JAMA; 1990; 264: 2264 2265. Edltorial.‘t

13 'P Buescher, M. Roth D. Wllliams, and c. Goforth,
i \ ~ ] M d

~‘Health, Vol. 81 No 12, December 1991, p. 1629
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kExpress;i’k
| Heath Start uses 1ay health workers from the community to
promote prenatal care among 1ow income pregnant women and their
;families. The workers reflect the ethnic, cultural and socio- Bt
‘economic makeup of the communities they serve., Because they are
'Wfrom the community they are readily accepted into the women s d
‘home’and confidence., The lay worker is 1n a good p051tion to e
evaluate the woman/’ s needs and to adv1se her of available
resources. The woman is often more open to adv1ce comlng from‘p‘k
someone who she knows and trusts and who is familiar w1th her
culture and speaks her language. Theflay health workers 1dent1fy
women in their neighborhoods who are pregnant, educate them of |
the importance of prenatal care, make hone v151ts, assist them o
through'the AHCCCS ellglblllty process, connect them~w1th
community resourcesfand promoteiprimary‘health care for their
children. k | | |

Te ress

The Teen Ekpress program was funded by the legislature in

1989 to provide~intensive outreach; early intervention and case
management to increase the number ofkteens receiving'early
prenatal care. When a teen is identified she is enrolled in
prenatal care immediately. If potentially AHCCCS eligible she is
assisted‘with eligibility;, 1f she is not'AHCCCS eligible, and
has 1ncome below 185% of poverty the program pays for her

,prenatal care.
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All teens receive comprehensive case management services
which‘include“assessment, case planningy serviceskcoordination,
advocacy,,monitoring, home'visits and prenatal education. The
case managerracts,aska link with the health care and social
4services delivery system. She assists the teen in talking with
her parents if necessary and helps her plankfor the challenges of
"parentlng or adoption. ' r | ‘\ ; |

Case management is the central tool used by the Phoenlx
Birthing Project (black women), Indian Community Health Serv1ces
(Native'AmericanS),'CODAMA (substance abusers); community health L
centers (Hispanics and mlgrants),,and prlvate employers such as-
Honeywell and Woodstuff. | | .

'The‘case\managers make sure thatkhigh risk pregnant women
attend prenatal’care‘appointments. They are involved’in
reducating pregnant women about the 1mportance of ~good nutrltlon
during pregnancy and the importance of ahstalnlng from
/c1garettes, alcohol and drugs. Case managers assure that the
,clients have access to necessary s001al serv1ces (such as WIC or
AFDC) and that any spe01al needs (such as mental health serV1ces)i

are provided. They coordinate access to educatlonal programs,i “(

o including parentlng skllls training, flnancial management

J:‘tralning, vocational trainlng, and llteracy training. aBirth:’
'control and family plannlng are also discussed.~, s

‘ Case management does not end when the baby is dellvered.

‘1Staff of the Phoenix Blrthlng PrOJect have dlscovered the g’p~-

‘importance of ongoing case management for these women during the‘
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first year of the baby's life.‘ New mothers often need assistance‘d"

in learning parenting skills and learning how to cope with the

stressesfof motherhood. The goal of the Ccase management approachl ‘

‘ is to prov1de the support and tralning necessary for the client

~"to become self—reliant and a good parent.

A v1tal component of case management is patient advocacy..us
These women are often uneducated. The 1engthy and complex
appllcation forms are difficult to manage without assistance.
'Case managers a551st women in completing the necessary paperWork .
and also W1th arrangements for transportation to eligibillty :
"appointments and securing necessary documents to verify

kteliglbility. Patient advocacy serv1ces benefit the ‘women, the .

state agenc1es, and health care prov1ders since they help assurel/'f

that eligibillty isfproperly;established early'on, which ‘ensures
early and ongoing care.™® '

Family Planning Services
Unintended ‘pregnancies are directly«related’to'late entry
141

into prenatal care. It is estimated over'half of the

pregnancies in the United States are un:.ntended."‘2

Family
planning counseling and services play an integral part in

reducing unintended‘pregnancies and the resultant low birth

- W0g, Attico, Prenatal Care Services to Indian Women in
Arizona, pp. 16-17. ‘ o

141J Kotch, C. Blakely, S. Brown, F. Wong, editors; A Pound of
U .

American Public Health Associatlon, 1992, p-132 c1t1ng Brown, et
al; Prenatal Care: Reachin Mother, Reaching Infants, 1988.

%2 14, at p. 132.
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weight babies.
' RECOMMENDATIONS
Services to Special Populations

1.

Assure that women in special target populations
receive case management services that are
responsive to the women’s individual needs.

Provide igcegtiVes to the private sector to
gggport and coordinate tgelg efforts with the

or tions already providi ervices to

risk women..

Implement the "one-stop shopping" approac b' ocat‘n

offices, e - of e SOC a S ’ ice

eceivil rena care to the various e ' '
population groups. Education programs must address

special linguistic and cultural considerations, and

education planners must be cognizant of each group'’s

spec1al needs. Increase publlc funding for the ADHS
t

;gens are el;mlnated. In cooperatlon w1th
DHS, the Department of Education should '
~develop model programs for use by 1nterested

" local school districts which encourage

pregnant teens to stay in school..f
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10.

11.

12, .

'Justificationj

| The"North Cégolina’Targeted'CaSeﬂManagementfProgram,d‘
~The‘state of North CarOIina has embarked'on'the most wide- o
',reachlng and ambltlous prenatal program 1n the Unlted States.
yNot only has the state expanded programmlng, but 1t has,
s.1mp1emented the measures necessary to crltlcally evaluate the
\success of:the'program. The state calls its program "Baby Love,",
and the results areyimpre551ve;~ | o

' North Carolina has broadenedaMedicaid eligibility, made
accesskto‘services easier,'improved‘outreaCh, and mandated'
Medicaid coverage of support services. The cornerstone of the
North Carollna program 1s a maternlty care coordlnatlon program
‘Wh1Ch follows case management prlnclples. Slmultaneously, the
state initiated a program to evaluate the success of the
‘expan51ons and to track the quallty of the serv1ces delivered.
‘This was done by maklng changes to the reportlng system to allow
for collection of 1nformatlon~on maternlty care coordination, the
receipt‘of Wic)\and the receipt of‘child‘careyandkfamily planning
services. The State Center for Healthkstatisticsknow has the |
capablllty to match and analyze vital statlstlcs and program data
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files. Finally, the state implemented a maternity problemn
- documentation log which quantifies datakgatherediby maternity
care coordinators and developed a survey to‘identify the most
effectlve outreach methods. The 1mproved evaluation tools
1dent1f1ed that 75% of clients learned about the Baby Love
program from the staff at various agenc1es. In addition, 60% of
the women participating in the Baby Love program had not been
enrolled on Medicaid prlor to the expanslon.’ This statistic
demonstrates that the Medicaid expan51ons are reachlng the target
population 143

The key aspect of the Baby Love program 1s the empha51s on a
]system of care coordlnation. The statlstics show that this,,
;'approach is successful. The follow1ng statistics are from 1990.
’The prellminary data shows for women who received _g care
icoordination'f
- the low birth weight rate was 21% higher
;_ the very low birth weight rate was 62% higher.
‘,--kthe 1nfant mortality rate was 23% h1gher.‘4
Of’the women rece1v1ng care coordinatlon.,
kwféi66% had nine- or more prenatal prov1der v151ts compared to-
\‘54% for women who had no care coordlnation. |
'geé 88% particlpated 1n the WIC program compared to 72% of

women w1thout care coordination.

1”3Nationa1 Governors' Assoc1ation,~§aigigg7Ground: State -
, : , a 14 . Washington, D.C.,

1992, p. 23;

”1“1g; at p. 25.

67



;-- 68% received a postpartum examlnation compared to 43% for"'
i women without care coordination. Family plannlng services are
”,often instituted at this postpartum v151t.

o 66% of the infants born to women receiving care ‘

L coordination received a well-child v1s1t compared to 25% of the S

’1nfants born to women not receiving care coordination.

7e-— 82% of the infants born to women rece1v1ng care ak“ ;
kcoordinatlon participated in WIC compared to only 40% of infants .
VVborn to women not receiving care coordination.ﬁspk’
| Clearly, the women rece1v1ng care coordinatlon have better v
‘iaccess tO'services.V In analyzing the preliminary data, the |
evaluators were careful to control for factors such as maternal
‘characteristics and~1ocation of care serv1ces provided. The:
results strongly show that women rece1v1ng care coordination
'delivered healthier babies.“ék

| Evaluators also analyzed the effect of the 1ength of time of
care coordination,i They,determined that,women receiving care
coordination for a longer duration had better birth outcomes.
Care was taken to ensure that preterm delivery resultlng in
| shortened program participation dld not bias the results. To’do
this, evaluators compared birth outcomes with the percentage of
the pregnancy for’which care coordination was\provided. The
results showed that women who received care coordination for more

than 50% of their pregnancy had substantially lower rates of low

%514, at p. 24.
“1d, at p. 25.
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birthweight, very low birthweight, and infant mortality.'¥

North Carolina data‘alsogshoWS that care coordination is
cost‘effectiye and quick to show results. Data showsethat for -
~every dollar spent on maternal care coordination, Medicaid has
saved $2.02 in newborn medical‘costs. Officials estimate that
they have‘gaggg $2,174,000 in justjthe first two years of the
Baby Love program 148 | | |

The early successes of the program impressed the North
Carolina legislators enough to conVince them to broaden Medicaid
eligibility to 185% of the federal poverty level prov1de up-
~front funding to expand the maternity care coordination system,
and to continue to support efforts to reduce the infant mortality
abrateo“9 The early successes should also conVince other states
1tokinitiate s1milar programs.~

| PﬁEGNANT WoMEN AND CHEMICAL DE’P’E‘NDENCS’[“V .
Prenata S stance Abi'e and it "fec s ;’,,
‘ In 1987 the National AssoCiation for Perinatal Addiction

/;Research and Education estimated that '11% of all babies born
',nationWide have been exposed to illic1t drugs at the time of ’

fbirth. A 1990 study issued by the U S General Accounting Office ‘

l"ffound that 16% of all newborns born nationw1de are substance- k

W1g. at'p.,25.‘l'
"‘“ g,‘at p. 25.
”’9;[_d__‘ at p. 25.
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erposed-ﬁ0 Exposure tokalcohol prenatally is also a serious~t’d
1fprob1em{k’The Arizona Department of Health Serv1ces estimated
'vthat 1, 343 women who delivered babies in 1991 in Arizona used
kalcohol during pregnancy ; - , . / ’
The specific effect on the baby varies with the type of \f“\
wsubstance used by the mother. For example, cocaine has been
“found to have addlctive effects (which cause 60-90% of infants
:‘exposed shortly before birth to go through w1thdrawal), toxic'
kyeffects, and teratogenic effects (which disable organ ;’
fdevelopment) ﬁz’ Thefteratogenlc effects are very serlous,“in‘
'fthat cocaine use 1nhib1ts development of the brain and other'\'
vital organs, espec1ally during the first trimester.‘?3 Cocalne -
is also an appetite suppressant which means the mother might not
gain enough weight and the fetus w111 be deprived of essential

nutrition.154

S0This figure is from a. study conducted in 1987 by the
National Association for Perinatal Addiction Research and
Education. In this study, 36 hospitals nationwide (primarily urban
hospitals) were surveyed. This amounted to a study of 150,000
births. The substances covered by the study included cocaine,
heroin, methadone, amphetamines, PCP, and marijuana. Alcohol was
not included. ; ’ '

51arizona Department of Health Services 1992 Arizona Health
Status and Vital Statistics report. ‘

523, Fink, "Reported Effects of Crack 00caine Upon Infants,"
Youth Law News, Special Issue, 1990, p. 38.

3314, at p. 38.

15N. Halfon, "Born Hooked: Confronting the Impact of Prenatal
Substance Abuse," Testimony Before the U.S. House Select committee
on Children, Youth and Families Washington D.C., April 27, 1989

P. 6.
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;The‘effects of prenatal cocaine use can include‘placenta
,gabruptio, spontaneous abortion, premature delivery, growth
retardation, reduced brain growth malformations of the heart and
urinary tract, and strokes and cerebral infarctions.155 After
birth, a cocaine exposed infant can have problems such as
irritability and hypersenSitiVity, movement disorders, altered
state~regu1ation (inyolving's1eeping”CYcles), fine motor~
deficits, andlincreasedboccurrence of Sudden Infant Death
syndrome. s | | | B |

The effects of alcohol use during pregnancy are gaining more

recognition. Fetal Alcohol Syndrome (FAS) is the third most

common cause of~menta1 retardationfin the United'fstates57

.|:The National Institute on Alcohol Abuse and Alcoholism (NIAAA)

describes FAS as “a well defined clinical entity compriSing
phySical, mental, and behaVioral abnormalities, low birthweight,
abnormally small head, speCific facial abnormalities, heart
defects, ]Olnt and limb malformation; and mental retardation in'v
most cases._ FAS can be diagnosed on the basis of clinical
examination of the infant, it does not require examination of the

mother or knowledge of her drinking habits. "“8 ‘Prenatal

”ﬁgi_ at pp. 7-8.

'1”Nationa1 Institute on Alcohol Abuse and Alcoholism, United

States Department of Health and Human Serv1ces grogram §tratggi §‘ o
fo d. L

Defects. r Washington, D. C., pil.bﬁ
84, at p 1.
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exposure to alcohol has been associated w1th spontaneous

.abortion, physical congenital anomalies, low birthweight,vand,l

~'abnormal neurobehav1ora1 and neural development 159 |

’ A baby born exposed and/or addicted to substances may go
“through painful Withdrawal process. The Withdrawal varies
sdepending on the substance used and other factors.; They can l

- include high-pitched crying, sweating,_excoriation of the

| extremities and gastrointestinal upset.@° Additional effects :

of withdrawal are. sleep disturbances, irritability, restlessness,

o crying, jitteriness, tremors, spasms respiratory distress,

| abnormal eye movements convulsions, poor feeding, vomiting,’
diarrhea, weight loss, and lmpaired neurcbehavioral \
abilities.“‘ wAlthough'1t~is,suSpectedkthat‘these children will
be plagued by adversities and ‘maiadies thrdughcut. their lives, |

the extent of the setbacks are not yet fully known.

Azgilggility of Treatment Services
. With comprehensive'treatment programs'deSigned specifically
for women and their families these women and their babies can be

helped. Current statistics presented to the committee by the

3914, at pp. 6-7.

1607, chasnoff, Congressional Testimony to the U.S. Senate
Subcommittee on Children, Family, Drugs and Alcoholism, "Falling
through the Crack: The Impact of Drug Exposed Children on the
Child Welfare System," Washington, D.C., March 8, 1990, p.- 6.

\1“Department:of Health Services, Newborns with Di agnosed Drug

ithdrawal Syndrome california , Sacramento, California,
November, 1989, p. 2. R , , - s
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staff at CODAMA show that 29% of all drug abusers are female, yet
only 11% of residential treatment\center beds are taken by‘women
and very few are available to pregnant women.'®® Many

residential and outpatient programs will not admlt pregnant women'
because the staff do not have obstetrlcal expertlse or because
the woman is cons1dered high risk and 1n need of more treatment
resources. Addltionally, some clinics and treatment centers are
 concerned about potentlal malpractlce problems. Many res1dent1a1‘
treatment centers will not take women with other children.‘since B
| most'women cannot or do not want’to 1eave'their children in Orderf
to go into residential care “the only optlon they have 1s to seek .
outpatient treatment. Outpatlent treatment is less effectlve
w1th pregnant women (dlscussed belcw) and also requlres
arrangement for transportatlon and child care.

The tradltlonal program design for drug and alcohol
treatment is'premised on the profile of‘a male drug user andp‘
treatment'proven'effective for men; These perceptlons are
7frequent1y reinforced by sexually discrlmlnatory attltudes of
staff members. Male-oriented phllosophies are 1ess effectlve forhl;
women; Tradltlonally, drug treatment programs take the approach l
,that nif you use, you're out.W‘ W1tnesses before the commlttee
"agreed that w1th a pregnant woman that approach is |
kcontralndlcated.k The program must also be concerned about the °

~health of the unborn baby and therefore must encourage women to 5

' 162Testlmony of Elaine Smelklnson of CODAMA at subcommltteew'
meetlng 6-25-92. ' : :
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7stay in treatment even if they occa51ona11y do revert to drug or
alcohol use._ Occa51onal relapse 1s considered by some experts to_
wbe a natural part of recovery.‘ ‘ ; | ’ T i

| Treatment centers often have to utilize waiting lists due to'
ythelr 1imited resources.’ If the woman receives no treatment
unt11 she reaches the top of the\list she quite llkely has , ’
either delivered the baby or is far enough 1nto the pregnancy forf5
‘ damage to have been done to the baby.f ’ |
‘The state funding formula for drug(and alcohol serv1ces to

pregnant women complicates the 51tuatlon and makes it difficult

to develop appropriate programs AHCCCS prov1des drug and alcohol5'7

treatment only for federally funded women up to age 21. Women in
- the MN/MI population, and women over age 21 are not eligible for
drug and alcohol‘treatment throughrAHCCCS. _The,AHCCCS health
plans receiveifunds to provide:services’tokwomen,between age 18‘
and age 21 and Department of Health Serv1ces receives funds to
provide services to those under 18 The Regional Behavioral
Health Authorities receive federal funds from the Alcohol, Drug
Abuse and Mental Health Block Grant,'a percentage of which much
go to services designed for women.'k

Some health plan representatives stated AHCCCS will only pay
for care in residential treatment centers accredited by the J01nt
Commission on Accreditation of Health Care Organizations. These
beds are scarce and so the plans must use very costly inpatlent
fhospital care. Other health plan staff reported ‘that their plan

will only approve re51dent1al treatment if there is. a medical
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problem in addition to the drug or alcohol problem. |
Addltionally,/some health'plans'doknot‘feel transportatiOnkto
- drug and alcohol treatment is "medically necessary"/and will not
provide it. | | ’ |
_The Arlzona Department of Health Serv1ces through its
Reglonal Behavioral Health Authorltles prov1de Medlcald funded
drug and alcohol treatment serv1ces to women under age 18.
However CODAMA staff stated that teens can not recelve drug and
~ alcohol treatment wlthout'thelr parents permlssion, and in some
caSes the[teenvis not willing to involve the parent in the
s1tuation.; | | | | |
| Because of the complexlty of the ellgibllity system AHCCCS
| ellglblllty may be dlsrupted durlng the pregnancy, thereby |
interfering with drug and alcohol treatment. |
Data shows that 83% of women who abuse alcohol and drugs had
parents who were addlcted to drugs or alcohol. 163 Many of these~

women are coplng with poverty, are relatlvely uneducated -are ,,

S 51ngle parents, and experlence emotlonal problems. Many, 1f not

,most have been v1ct1ms of v1olence as an adult 164 Studles of

| addlcted women have shown that 40 to 80% of these women were -

63 ¢, Tracy, D Talbert, J. Stelnschnelder, "Women, Babies and

kDrugS° Family-Centered Treatment Options," Network Brief, Center

for Policy’Alternatives ‘National Conference of State Legislatures,
~July 1990, p.9 cltlng the Prevention and Applied Research
‘Laboratory of Human Behav1or Genetlcs, Emory Un1vers1ty School of‘
Medicine. . ‘ :



"l v1ctims of childhood thSical and sexual abuse, including

incest . “’5

: Studies show that addicted women are more likely
than non-addicted women to have been victims of physical or ‘
‘:sexual abuse, and s0me studies have found this likelihood to bei‘
\almost five times greater.“‘ One study in particular showed s
that 70% of addicted women reported being beaten as adults.vi86%
~of ‘these . women were . beaten by their husbands or partners.“?y d
Individuals trying to help these women must also be sensitive to\
“the fact that many of them are afraid of 1aw enforcement and
child Protective Services (CPS) Project Thrive is a program
kfunded through the Department of Economic Security which proVides
,serVices to families with drug and alcohol problems that are at - |
risk for child abuse. However, some mothers fear using ‘the
: program because of its connection with Child Protective Serv1ces;
If a substance abuse problem is not dealt Wlth during |
pregnancy, 'a woman may not be able to properly care for her ’
children. Many drug—exposed babies are developmentally delayed.i
Others have serious chronic medical problems. Testinq being
conducted by Memorial Hospital in Phoenix indicates up to one-
third of all;drug—exposed babies may have hearing loss.
Witnesses testified that even forythose who are familiar‘with
services it is difficultkto obtain comprehensive services for
these children through AHCCCS, the Regional BehaVioral Health

Authorities’and the schools. Many of the parents of these

514, at p.9 citing Benward, f1975'-
1“ld{yat p.9

| 6714, atfp}é‘citing-Regan'gt;gl;,f1987‘3", S 16



children don't‘bring them in for follow-up Care. The health
plans have difficulty locating thenm because of the 1ack of up-to—‘
':date addresses and phone numbers. A nurse working in an
,intensive care nursery explained that she attempts'to schedule
the first pediatrician s appointment for these babies before they
leave the hospital. She found it difficult to schedule
appointments, because the‘pediatricians who’provide care for

AHCCCS patients are severely oVerloaded.

e W ) . emica d
es id tia reatment

A primary problem facing the state is the lack of beds in
short and 1ong term residentlal treatment centers that will take }
pregnant women. Women, especially pregnant women, fare better 15"
residentialytreatment centers~than they do in outpatient
treatment,A'Many womentin the target population live in;areas
gwhere drugs areaplentiful,,and'thereforefit'is best,tolremove

,'them from the communlty during treatment. As was‘discussed'

- above, these ‘women have many other stresses in their lives,‘

"1nclud1ng domestic v1olence and Job strains. Those who testified”

before the committee generally agreed that the best treatment \

e plan for women con51sts of 30 to 45 days of 1nten51ve 1npat1ent

‘\treatment followed by tran51tiona1 re51dent1al serv1ces and then S

"by outpatient treatment of less 1nten51ty.~ A comprehensive
"program must be able to prov1de crlsis 1nterventlon, detox

programs, and‘mental health services when‘necessary.
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'~Add1tlona11y, it is crucial that residential treatment centers 
;allow children to stay w1th thelr mothers whlle they are being

~,treated. 5 | ’ | g ; o T |

S The cost per woman for prov1d1ng residential treatment is i

k‘difficult to _assess. Currently the Department of Health Services‘

“\a,pays re51dent1al providers $72 per day. Although a few treatment

‘programs allow women to bring thelr children to the treatment
rpcenter, DHS does not reimburse the program for the cost of carlng
- for the child._ For most programs thls makes it financially
difficult to offer res1dent1a1 serv1ces to women with children."
It is important to note that the State of Arizona does pay the
cost of foster care for these chlldren while their mothers are in
/residential treatment. DHS pays for the mother and DES pays for.‘
the child.> If the two programs,could bekcoordinated itrshould be(
possible for thejChildren~to“aCcompany their mothers to =
‘residential services; ‘A comprehensive programiin Chicago’
reviewed by the committee costs approximately $250 per‘day for
the mother and $180oper child, " The director'of that'program felt/'
cost in Arizona'couldkbe 20%k10wer. With the 1imited,information
available to the committee it is estimated that the cost of
residential treatment is between $72‘and $160 a day for the
mother and $50 to $l44pa day for the child.

Given the cost involved; the committee recommends that
priorities be set to begin serving’thoseiat greatestkriskvof
delivering\a'child who is disabled due toydrug and or alcoholr'

exposure. The only consensus on priority was that services
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should go to the poorest women, those who face geographlc
kbarrlers, IV drug users, and women who abuse alcohol. Other
‘considerations discussed were whether there were other chlldren
‘in the family who were drug exposed, whether the mother was a
serious abuser, and what type of substance was being abused. The
general sense of the discuss1on was that 1t was very difficult to
.prloritize because the'rlsks to‘the babies are equally great.
te\ e Case Ma agement | |

Intensive casekmanagement entalls one person being
'respons1ble for asses51ng the care needs of a patient and
coordinatlng all the care that is necessary. It is multi-faceted
in that medical and soclal serv1ces, counseling, emotional and
Aeducational needs are coordlnated.a When the client is a pregnant
'substance abuser, intens1ve case management is most effectlve,.f
‘kwhen ‘a nurse acts as the case managers since nurses have the'
medlcal and technical knowledge to deal w1th the complex problems
, of the pregnancy as well as the other non-medical needs. Fork
n3dmax1mum effectlveness, the case manager must be sen51t1ve to the
. cultural and llnguistlc characterlstlcs of the woman she is |
helping. ‘ | , S

Ideally,,a case manager should be 1nvolved w1th a mother and}kt
y,chlld for two years to really make a dlfference. The success of - |
'1ntensive case management has been demonstrated by both CODAMA ’
and the Phoenix Birthing Pro:ect. In seven months, 22~out of 25
-‘bables born 1n the CODAMA program were drug free. A very hlgh

' _percentage of those born drug free were. born to mothers who,
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kreceived“residentialﬂtreatment., In the ten months of operation
of the Phoenix Birthing Project (a private organization that
serves the African Amerlcan communlty), 160 pregnant teens/womenf
v\‘entered the program. Fifteen percent of these women were |
_substance abusers.p out of 105 babies born so far, only one was‘
'tp051tive for drugs. The Phoenlx Birthlng Project has shown that
‘1ntensive case management must continue after delivery to help
i mothers maintain sobrlety and cope w1th the stresses of recovery
'and parenting. e : |
REcommNDATIons B

1.

a. entification and Referral

© a. Outreach must be improved to encourage high
: risk women to undergo treatment.

b. Public awareness must be 1mproved ‘80 that

: family and friends are better able to
‘recognize the need for treatment and so self-
referral occurs more frequently.

c. Prov1der education must be improved so that

' all health care personnel are better able to
recognize high risk patients and refer them
into treatment.

d. All potential referral sources must be able
. to identify high risk women and refer them to
treatment and intensive case management.
Referral sources include Behavioral Health
authorities, high-risk clinics, hospitals,
- health plans, providers, detox centers,
treatment centers, probation officers, CPS,
schools, churches, and family members.

e. Case managers must be able to assess and

coordinate the service needs of the hlgh-rlskn
pregnant women who are 1dent1f1ed. ' ‘
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B.

Qe

e.

f.

,'a.

b.

Services Durlng E;ggnancy

Intake and assessment with the ability to

arrange for immediate prenatal care, prior to
screening for eligibllity.

”5A551stance in applying for other entitlement
programs.

Crisisfintervention‘programs.
Detox programs.

Mental health treatment services.

'Short—term (30 to 45 days) intensive

residential care centers where chlldren can
stay with their mothers.

Daycare in residential treatment'centers.;

Long—term trans1tlonal liv1ng programs after
primary treatment. ‘ ,

'~Expanded funding for DES daycare for women

while they are receiving treatment.

‘ Weekly contact by case, managers with the
“women. Face to face contact at least tw1ce

monthly to build trust and rapport.

Support services 1ncludingfassistance in

' securing housing, DES daycare, arrangement of

appointments for other medical needs and
ass1stance in transportatlon. :

,Education on the 1mportance of good nutrltion~f

during pregnancy, the impact of drugs and
alcohol and birth control. ‘ ,

Prepare mother for both childbirth and
parentlng respon51b111t1es.‘

theracy trainlng and f1nanc1a1 management
"skills. . : : e

Ongoin Serv1ces

Follow-up medlcal care for mothers and
bables. ‘ . ~ ~ ,

Follow-up 3001a1 serv1ces for the entlre

81



‘family for one. year.\

" ¢. Coordination between all providers to ensure
~ comprehensive treatment and eliminate
~’duplication.p;

“d. Parenting skills education. Special attention‘
'should be paid to teaching mothers about the
‘unique needs of medically fragile infants who
have been prenatally exposed to substances. ‘

;e;yp,Vocational training and preparation.

- D.. ;zices to Substance-Exposed Babi !
a. "Assess ‘the developmental needs of the babies

j’b,v fEnsure that comprehenSive early intervention -
R ‘strategies are used to prevent life-long
disabilities. :

c. Home visits 3 to 5 times per week during the
f,first month of the infants’ lives by
: qualified case managers.

~d.' Monitor the babies'-development, the
- frequency and.results of the babies’ check-
; ups, and the babies' immunizations.

2. T jet outreac to wome of child beari age who abuse

§ub§tanges ; encourage the prevention of‘pregnancy
3. ‘Qigect tgeaDgpartment‘of Health Services to

coordinate all services to thi opulation at

Director’s level. Office of Women’s and Children’s
Health, the Division of Behavioral Health, the Office
of Children’s Mental Health, and the Office of
Substance Abuse Services should develop and fund a
comprehensive program for services to this population.

. One office within DHS must be ultimately responsible
for policy development, program deSign, and payment for
services to this population.

Include in DHS authority the responSibility'for
establishing comprehensive policy for how services to
this population will be provided with Medicaid dollars.

4. Require that AHCCCS gmegd'the Medicaid State Plan

to i clu e drug a a coho tre tmen art the
, = i

p;ggnant women to maximize fede;al reimbursemegt for
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5. de re rsement to residential provi s for
i o ildren who ¢ with their mothers
treatment. A S o o
6. nguire-Aﬂgcgg submit an _amendment to the State
edicaid Plan to include coverage for t , cay o

icai eimburs e_se 1ces so that Me aid

7. elo o or reduction t be

i en_bo osed to drugs in respo se e
ve e the u in e ence
study. Require the Regional Behavioral Health Entltles
set goals for the reduction of drug use during
<pregnancy in their service areas.

8. - islation ermi ens to re ve drug
o eatme ‘w't arental conse '
- Justification
‘ ngton coqr

In 1989 the state of Washington began 1mplement1ng a p
"comprehens1ve treatment program for substance abusers. - The

,» program encompassed much more than just pregnant women, but the

' \leglslatlon did 1dent1fy pregnant women as a prlorlty populatlon.

In the same year changes were made to the state s prenatal care
program. These efforts were coordlnated w1th the substance abuset :
witreatment program so that the needs of pregnant substance abuserS'\
V"jwere speclflcally addressed.168 | B |

: The Omnlbus Drug Act of 1989 is a w1de-reach1ng plece of

‘:k'drug treatment leglslatlon. Among 1ts prov151ons was a $5 5

k‘mllllon approprlatlon for treatment serv1ces for low-lncome,,,i'

Assoc1atlon,r,‘

168Natlonal Governors"

Washington)kD C-:o"

1992, p.60.
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ychemlcally dependent, pregnant and postpartum women, a $12 5
'million appropriation for youth assessment and treatment

: programs, and a $3 million appropriation to assist communities ink

169"

fzdeveloping collaborative programming- i At the same time as

B the above legislation was enacted the state passed other

leglslation that improved serv1ces. The Alcohollsm and Drug
;Addiction Treatment and Support Act was revised to prioritize
"treatment of low-income, chemically dependent pregnant women and

vparents. The Maternity Care Access Act expanded Medicaid

- eligibility for pregnant women to 185% of the poverty level and

'expanded Medicaid coverage to support services such as
:psychosoc1a1 assessment ,nutritlonal serv1ces, health education;
transportatlon, and case management.w1 In 1990 Medicaid |
coverage was expanded to medlcal stabllizatlon and detox1f1catlon.,a
of pregnant women and teens and chlld care serv1ces were expandedi
in order to ensure that lack of ch11d care would not operate as a
barrier to women rece1v1ng treatment. ’

The Department of Social and Health Serv1ces was charged
with coordinating all of these efforts and lt formed an
interagency group to develop and 1mplement a care continuum for

pregnant substance abusers.:‘Included~1n the interagency group

1914, at p. 60.
14, at p. 60.
714, at p. 60.
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were representatives from Income Assistance, Medicaid Maternal
and child Health, Substance Abuse, Child Protective Services, and
‘the Office of Research Data Analysis.”™ The group reviewed |

- agency p01101es to find conflicts and resolved these conflicts in
the care continuum plan., The cornerstone of the care‘continuum
‘was targeted case management 7% 7o assure implementation of

the continuum, the interagency group trained ellgibility workers
on the needs of pregnant women and worked with the legal |
community to educate them on the advantageS‘of the new program~as
an'alternative to prosecution.WSE" o | | |
The program has been very successful. In 1982,'only 17% of
:\.those belng treated in the alcohol and drug abuse system were
female. None were pregnant., Now, 33% of those being treated~in
the drug and alcohol abuse system are female and 10% of those'

women are pregnant.""6

This represents a 51gn1f1cant
1mprovement in a very short~t1me. /

’ Throughout all of the committee hearlngs and subcommittee ]
,meetlngs much concern was expressed about ‘the lack of educatlon
',lregardlng the necessity of prenatal care. Every subcommittee

,‘found educational defic1ts 1n the current system. Lack of

y.knowledge of the need for prenatal care was found to be the most, o

4‘73_15;1_’,’_' at p- 61'-’; |
,J";QL‘at~pQ él.,'
Id. at p. 61.
 We1d. at p. 61-62.
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: prevalent barrier to care.177 The Subcommittee on Education was
charged with developing a plan to 1ncrease awareness of 1) the :

Lssymptoms of pregnancy and the necessity for prenatal care, 2) howfi
”;hto access the AHCCCS system and 3) the availability of care.,,.,‘
2 | The Subcommittee developed recommendations for l) improv1ng !
"outreach, and 2) better educating the public and in particular
the women of child bearing age about the importance of prenatal’
o care and the need to begin thelr prenatal care early. .
| l.‘  Expanded u, e~'onyi _School §: stens

Encourage school districts to expand their curriculum
~to ‘include sex education, family planning, thorough
health education, ‘nutrition education and special
programs for pregnant teens and parents. Establish a
program within Office of Women’s and Children’s Health
(OWCH), Department of Health Services (DHS) and the
Department of Education to develop model education
programs and to consult with school districts and
‘provide interested districts with information about
successful programs and implementation strategies in
~other districts and on the community college level.

Encourage businesses and non-profit organizations that
do not have their own prenatal/child health media
campaign to contribute to the DHS campaign, "The
Greatest Love," Encourage sponsors of the campaigns to
include the DHS pregnancy hotline number to their
spots, and publications.

Require DHS develop a method for measuring the current
~educational level of the public on the need for
prenatal care and the effect of any media campaign on
1mprov1ng the knowledge of the community.

177Louise H. Warrick, Use‘ of Bi‘t egistration Data for
e Care annin in Maricopa County, Columbia
University, August 1986, p. 150 o ‘
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3. a th Worke ogram

Expand one-on-one support systems for pregnant women
and adolescents in the form of additional lay health
worker programs. Successful existing programs include
Comienzo Sano, Phoenlx Birthing Project and
Conc1m1ento.

4. continuing Medical Education
Survey OB/GYNs, physicians, nurseS'and non—physician /
providers through their professional associations to

assess those areas relating to maternal health
(nutrition, pharmacology, psychosoclal risk assessment,

procedure for enrolling women in WIC, etc.) about whlch‘

" they need to learn more. Follow up the survey with
-~ either continuing medical education classes or articles
- through the assoc1atlon’s newsletter.;‘ ;

5. ati thl cation } erial

Develop patient education pamphlets covering basic

~ prenatal care information such as the effects of =
‘smoking and drinking, and the need for good nutrition
during pregnancy. The pamphlets would be distributed
everywhere possible. They would include reference
numbers for each of the problems (alcoholics anonymous,

pregnancy hotline, etc.) and would be ertten in a low

gliteracy 1eve1 and style.

,6.'

'Increase fund1ng to publicly subs1dlzed health
facilities so free pregnancy tests ‘can be offered at
these locations., ,

VEncourage clinics, primary care centers, and hospltals”'
o to implement a “fast track" system so that individuals

requlrlng pregnancy testing can be helped qulckly.,

Direct the Department of Health Serv1ces Offlce of

Women’s and Children’s Health to further 1nvest1gate i
the feasibility of providing pregnancy testing at non-
. traditional sites, such as stores and pharmacies whlch

- offer perlodlc lab services through. Health Waves -

o Laboratorles or schools after hours.

All pregnancy testlng 51tes should prov1de 1mmed1ate o
follow-up information on the necessity of prenatal
care, the procedure for obtaining care if the woman
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‘does not have a doctor or insurance, ‘and the basic :
1nformatlon the pregnant woman needs to. know until she
can see a doctor, as well as 1nformation on famlly
planning if the test is negatlve. This w1ll require
7,1ncorporat1ng new 1nd1v1duals, such as pharmacists,
: 1nto the group of prenatal educatlon prov1ders.,k_j,~

. Develop a: dlstrlbutlon program for the March of Dlmes"
- pamphlet which contains a coupon for Early Pregnancy
Test. The March of Dimes and ADHS will work together
to increase the distribution and availability of home
‘pregnancy tests. After the initial pilot program ‘
period, the pamphlet will be sllghtly restructured:
~_toward a 1arger population and will include the Arizona
- pregnancy hotline number rather than the toll number
,currently on the pamphlet.k, , :

17.. "p ! tlin Se esm

DHS must expand the hotllne so ‘that 1t can meet the
" increased need generated by increased educatlon and
pub1101ty of the Hotline serVLCes.

‘8.  Pri o ‘, tne s

Hold a "summit" 1nv1t1ng prlvate -and publlc source ‘who
may be 1nterested in funding the recommendations
adopted by the Committee. The summit would be
sponsored by the Governor office, Chairs of the
appropriate Governor’s Councils, Legislators and the
Directors of DHS, AHCCCS and DES. Participants would
include those in the private sector that contribute to
philanthropies (1 e. the Valley Givers Association, -
non-profit organizations, etc). The private sector
‘participants would be presented with an explanation of
the need for improving accessibility to prenatal care,
the recommendations from the Study Committee and an ;
analysis of the cost effectlveness of adequate prenatal
care. :

Justification
The Utah Program

The state«of Utah implemented‘reforms'which removed‘
ellglblllty barrlers to prenatal care, prov1ded for prenatal care/
coordination, and-expanded servlces. One of the maln components

of the reform package was an expansive medla:campaign meant‘to '
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educate women on the importance‘and availability of prenatal
care; ‘The campaign was entitled "BabyaYour’Baby", and included
public service announcements on teleVisionfand radio, | |
documentaries, brochures and,other printed materials, a‘coupon
book for women who entered care early and continued throughout
the pregnancy, and a toll-free hotline.'®

The state closely monitored the program to determine 1ts
effect on birth outcomes. The increase in the use of the hotline/
, demonstrates that the 1mpact of the campaign was broad.krln 1988
the hotline received an average of 155 calls per month,_in 1989
the average was 856 calls per month, in"19§0_the‘average was 965
~calls per month"° Further study showed that 65% of all hotline o
calls were made after a woman v1ewed a televised publlc service )
' announcement . '® There was an increase in the amount of calls
received‘at,thethtline for 15 minutes after spots were
aired‘W1"' | L

It also appears that the campaign is successful in reaChing'

the target population. Nearly 50% of all hotline calls were

'placed by women 1n their first trlmester of pregnancy, 1ndlcat1ng h«of

that’ the campaign helped get women 1nto care earlier."’2

| 17"National Governor’s Assoc1atlon, dGaining\.groundrv State
~In;t;at1ves for Pregnant Women and cChildren, Washington, D.C.,
e ,‘"ld‘. at p.21.
- 014, at p. 22
¥i14, at P.22.
1814, at p. 22.
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Although only 9% of births in Utah are to teenagers, 25% of

~,‘the calls to the hotline were made by teenagers.@sb This is

significant because teens are such a high—risk group.f Another,,
‘:indication of the program's success is the fact that nearly all
women w1th 1ncomes less than 133% of poverty are enrolled in
'Medicaid 184 e |
The state of Utah also conducted a study to compare birth
/ outcomes of women who used the hotline and women who didn't use
the hotline and to compare the average cost of babies born to |
women who used the hotline and women who did not use the hotline.t‘\
The findings were as follows. |
l-— 86% of hotline users 1nit1ated care in the first
trimester, while 81% of non-hotline users 1nitiated
care in the first trlmester. i MR
- The average cost of delivery to hotline users wvas’
$2,016, while the average cost of. delivery to non-
hotline users was $2,300. _ ’
. == 78% of pregnant teenagers who called the hotline
. received prenatal care in the first trimester, while
‘only 64% of teenagers who did not call the hotline
l'began care in the first trimester.
- 7 1% of babies born to teenage hotline users were
born at a low birth weight, while 9% of babies born to
teenage non-hotline users were born at a low birth
-~ weight.'®
The proven success of the Baby Your Baby program has

prompted Utah to expand similar programmlng.

1831 g, at p. 22. |
’“;g at p. 22. |
8514, at p.22.
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| BUDGET IMPLICATIONS

‘The Committee attempted to establish cost estimates‘for the
recommendations of the various subcommittees. - The Committee
requested specific 1nformatlon from the AHCCCS Admlnistration,
- the Department of Health Services, Office of Women'’s and
Children’s Health; the Joint Legislative‘Budget‘Committee{ and
the Department of Economic Security on‘some but not all of the
recommendatiOns. The various agencies’were not ablektO‘provide
cost estlmates for a number of the Committee's recommendations.
kaowever, the follow1ng 1nformation 1s presented as part of the
Committee s report with the full knowledge that a more detailed
vbudget ana1y51s must be completed.

The total number of women in Arlzona who have no apparent
source of payment for prenatal/maternity services is unknown
uVarious,studies have placed: the figure anywhere from 5,000 to FRh
’jls,oookper~yea13?“,,Some women arepuninsuredkand~othershhave~
insurance{butfit does not cover'maternity care. ’The Committee‘is'
recommending*an incremental approach to‘making prenatalicare'
financially acce551ble to all Arlzona women.~ The first step 1s;‘
‘to raise AHCCCS e11g1b111ty to 185% of the Federal Poverty Level h
‘dthe current max1mum that the Federal government will relmburse.;

According to an analy31s by the J01nt Legislatlve Budget ,~‘
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k'COmmittee (JLBC), this would make an additional 4 154 women per

year eligible for care through AHCCCS at an estimated cost to the_ﬂww

, state general fund of $1l 697 500._ These figures are estimates

ionly and may vary w1th economic conditions, and the actual cost

,of care at the time of implementation.' They do take into account{i

women in this range who have insurance.f R |
The COmmittee is also recommending coverage on a sliding

; scale for women whose income is above 185% and below 250% of the

poverty 1evel. The Committee had no information on the cost of :

implementing this recommendation.

The balance of the Budget Subcommittee information reflectsla

the cost estimates for various recommendations and cost aVOidance«f‘

due to the intervention where known.' Cost figures were provided E
by the Arizona Department of Health SerVices, Office of Women'’s
and Children's Health and the Joint Legislative Budget Committee

.I. cost Ag lygis for SOBRA expansion to 185§
Estimated Cost (State) . Cost Avoidance (State)

411,697,500\ : k Co R 3 953, 625

Cost aVOidance figures were calculated using\the followingk*'
formula. The JLBC told the Committee that 4154 more women would '
receive prenatal care if eligibility were increased to 185% of
poverty. It assumed that those women would not have received
minimally adequate care otherWise.~ The Committee used the
Department of Health Services figures for the number of
preventable very low birthweight babies (under 1500 gms) and

preventable low birth weight babies (under 2500 gms) This number‘ :
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was multiplied by the average hospital and physician charges

reported to DHS for the Newborn Inten51ve Care Program and the

medical costs for the first year of life for a low birth welght

child. This figure represents the cost savings in total dollars

of providing prenatal care to the additional 4154 women and{

thereby avoiding expensive low birth weight babies.

The final

state cost avoidance is 35% of the total flgure since the federal

government would reimburse approximately 65% of the new born

costs. See Addendum for the complete‘calculation.

II. Cost Analysis for

INTERVENTION

Malpractice premium -

~subsidy+NPs
Malpractice sub51dy
<50 deliveries -
Mobile Care

Integration/One-Stop“

~ Case Management
In-School Ed
Media Campaign

Lay Worker Outreach

Patient Ed Material
'Hotline Expansion

- Free Pregnancy Test
‘Drug Treatment
Community Outreach

Behav/Social Risk Ed

~Family Planning

" Transportation
Mental Health

'~ Housing Shelter
Teen Outreach = =
'OB/GYN NP Tralnlng

“TOTAL

STATE COST

467,403.8

644,903.8

630,024.0

167,200.4

1,203,251.7 .

- i -

 510,514.4

7,000.0

- 43,044.7

152,355.0

~ .1,503,902.0

 55,467.3

.. -5,000.0

©1,003,902.0

54,689.9
-244,556.1

14,556,1

282,079.7
- 92,902.2

’_,7;066,656.0r

lect "

STATE COSTWAVOIDANCE‘

2, 406 503*‘

'1;021;029*\‘

- ek
——tkk

1 4,015,608%%

564,159%

,'/8,007;300';“

V*For every dollar spent on case management outreach and care‘7
- coordination two dollars are saved 1n post dellvery neonatal

care. g
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%% For every dollar spent on famlly plannlng services two to 6 6

dollars are saved on prenatal, maternity and neonatal costs., Forp -

this report a l:4 ratlo was used.
Ckkk The cost avoldance assoclated with drug and alcohol treatment<

programs could not be estimated at this time due to lack of o
~ prevalence statistics for Arizona and reliable figures for cost

. avoidance from publlshed studies._

| III. SUMMARY OF COST ANALYSIS

INTERVENTION/RECOMMENDATION cosm,'fi ~ COST AVOIDANCE

‘Outreach/Case Management o 1;995}846 . 3,991,692
- Family Planning ’ - 1,003,092 4,015,608
- SOBRA Eligibility to 185% 11,697,500 3,953,625
All Other Interventions ... 4,067,718 ' j—-f :
TOTAL . 18,764,236 11,960,925
NET COST TO STATE 6,803,311
CONCLUSION -

'The recommendations’contained in’thiskreport provide a
comprehensive plan for improving the health Status of pregnant;‘
women and children in Arizona by 1) educatlng the public and
women of child bearlng age of the need for prenatal care and how
to obtain 1t, 2) remov1ng financ1al barrlers to care; 3) creatlng,
an ellgibility and enrollment system that facilitates early entry
into care; 4) ensure that culturally sen51t1ve providers are
available 1n our communltles, 5) make pregnancy testlng and
family planning services readlly avallable and 6) target spec1al
high risk populations for coordination of medlcal, social and
educational services.~ The Committee reallzes that the goals of
acce551b1e, affordable quality prenatal care for all Arizona
women cannot be achieVedkovernlght. The Committee urges
Arizona’s leaders both in the public and privategseétdr'tof

904



embrace the recommendatlons contained in thls report and to work

toward their. implementatlon.
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~ ADDENDUM

cost Avoidance Caleulation:

fCOSI'AV IQAH E = (ingﬂ preVented x average NICU cost) +~'/

(#VLBW prevented x average phys101an costs in hospital) + o

(#VLBW prevented x average first year medical costs) + (#LBWk
prevented x average NICU costs) + (#LBW preVented x average

physician costs)

i State general fund cost av01dance' 35% of the total cost

favoldance. B

'Average phy31c1an costs 1n hospltal 1'72;tofh'oVSpital‘j

‘:charges.

k',‘fVLBW Very 1ow birth we1ght—<1500 gms

VLBW
LBW

VLBW

LBW = Low blrth we1ght—<2500 gms

NICU Neonatal 1ntens1ve care un1t

cOsts estimates are from 1989 charges reported to Arlzona

State Newborn Intensive Care Program

‘Average _  Total

No.‘NICU,Costs - NICU Costs Physician Costs
. 98 58,160 . 5,669,680 968,946
152 18,581 2,824,312 480,133
Total 8,523,992 1,449,079

First Year Medical Costs: Cost Avoidance* .

, V:Average
No. Costs Total
98 13,500 1,323,000
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S ary: Cost Avoidance

NICU Costs

Physician Costs

Medical Costs-First Year,
Post Initial Hospital

TOTAL

State Share 35%

*Pediatrics 1991;88:533-541.

8,523,992

1,449,079

1,323,000

11,296,071

3,953,6225
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Minority Report
* STUDY COMMITTEE ON SERVICES TO PREGNANTWOMEN |

Laws 1991, Chapter 193 estabhshed the ~Study Committee on Servrces to
Pregnant Women The Committee was charged with mvestngatmg

1 the barners which prevent pregnant women from recelvrng services,

2 the degree to which avarlable services are being used
3. h the def'nltlon and descrlptlon of the underserved populatlon ‘in Arizona, and
4

the problems that women encounter while establlshrng ellglbllrty for state
servrces \ ;

The full Committee met nine trmes The first four meetlngs were spent clarlfyrng

the scope of the problem. At the conclusion of the fourth meeting, the Committee

" broke into five work groups: Availability of Providers, Budget Implications, Education,
Eligibility and Enrollment and Special Populations.  The flndlngs and proposed
recommendations of the work groups were discussed at the’ remamlng four Committee
meetings. At the final meeting, the Recommendations were proposed in the Commlttee
report and they were adopted by the members present

| Mmgrity R/gspwgnsv |

As members and active partncnpants of this Study Commrttee we oppose the vast :
recommendatrons approved by the Committee. We acknowledge and appreciate the
- extensive hours consumed studying this important issue. However, throughout this

- process this committee has lost perspective, focus and most importantly identified
extensive barriers but provides no prioritization to their solutions. Instead, the report
provides an unrealistic broad "plan" without adequate direction. We believe the

~ community will be better served by a targeted approach, which- mcludes such features .~ -
-as high priority issues and a focused application of funding. This minority report -

provides specific findings as a result of the commrttee s research and endorses realistic
i and pragmatrc recommendatrons G » : ~
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,Finding_s;

Reports and testrmony recerved by the Commlttee mdrcate that in 1990 of the -
nearly 69,000 babies that were born in Arizona, 602 families experrenced the death of

their babies before the child’s first birthday and another 410 parents experienced a fetal

~loss. - Additionally, 4,451 babies were born weighing less than 5.5 pounds. Although L

‘most of these babies survived, approxrmately half required newborn mtensnve care '
(NICU) Total NICU costs |n 1989 were approxrmately $75 mrlllon S

Addmonally, study after study has concluded that comprehensrve prenatal care

- begun early in pregnancy drastically improves birth outcomes. In comparison to other

states, Arizona ranks 47th for getting women into prenatal care. In 1989, 82.8% of all

women who were pregnant in the previous five years had their first prenatal care visits - -

- during the first trimester; 11.9% started prenatal care in the second trimester and 4.2%
did not seek care until the third trimester or until delivery.  The Committee received
testrmony about what barriers cause these delays. The most prevalent ones were:
poverty, cultural differences, age, fear, lack of transportation, shortage of providers, lack
of education concerning the lmportance of prenatal care, the complexity of the AHCCCS
eligibility process, inability to receive child care for other children, substance abuse,
Ianguage barriers, |ll|teracy. domestlc vrolence and lack of home telephones

Ellmmatrng alI these. barners would be the ldeal situation. However this is
mpossrble during difficult financial times. Therefore, it is important to identify the barriers
which can be both realistically addressed and which will produce immediate and long-
term improvements. In keeping with the focus of the charges of this committee, we
believe the following two recommendatlons signify the most effective and responsrble ‘
policy recommendatrons :

_Ft__gomme gation§

1. Increase public awareness of the lmportance of early and comprehensive
prenatal care through a multi-media publicity campaign jointly sponsored by
the state and a variety of private sector sponsors, similar to the successful
Baby Your Baby program in Utah. o

The benefit of a major medra campaign is that it informs women of the importance
and availability of early and continuous prenatal care. Utah has closely monitored
its media campaign program to determine its effectiveness in raising public
awareness of the infant mortality problem and to assess whether birth outcomes

have been impacted. A steady increase in the number of calls has been seen
dunng the first four years: in 1988 there were approximately 155 calls monthly,
in 1991 there were approximately 1,333 calls monthly. Surveys of hotline callers
revealed that nearly 50% of the calls were made by the women in their first
trimester; 27% made the call within the first eight weeks of their pregnancy.

Additionally, the average cost of delivery is lower for women who called the
hotline.. Deliveries for hotline callers averaged $2,016 compared with $2, 300 for'
non-hotline callers l ,



Establish presumptive eligibility for pregnant women by rendering immedléte’ o

provider access to any pregnant woman at the time of application combined
with a statewide educational component informing providers and pregnant
- women of the presumptive eligibility opportumty ,

Presumptlve eligibility allows a woman to receive prenatal care before her eligibility
for Medicaid is determined. Early prenatal care often improves the heaith of the
mother and improves birth outcomes. Marlcopa County already provides prenatal
care to any pregnant woman with an income under 185% of the federal poverty
~ limit (FPL) An average of 1,200 women. are seen each month who are not
- enrolled in AHCCCS. The County estimates that up to 80% of these women
“could qualify for AHCCCS, i.e., would meet the 140% FPL income limit and other
eligibility factors. , ‘

Implementatlon of a statewide presumptlve ehglbmty program W|II requwe careful
* organization and planning. Outcomes and associated costs must be periodically
reviewed to determine the feasibility of program continuation. '
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