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Executive Summary

Thisreportintroduces and highlights the work of the Commission on Perinatal Care and Prevention of
Infant Mortality (hereinreferred to as the Perinatal Commission, or Commission) for State Fiscal Years
(SFY) 2019-2020. Establishedin 1989 by Louisianastatute, the 16-membergovernorand legislatively
appointed Commission works in part, to research and review all state regulations, guidelines, policies,
and procedures thatimpact perinatal care and, as appropriate, make recommendations to the secretary
of the Louisiana Department of Health and the legislature.

Thisreport providesinformation oninitiatives authorized by the Commission that focus on reducing
maternal andinfantdeaths, including the Louisiana Perinatal Quality Collaborative (LaPQC) and the
Pregnancy Associated Mortality Review (PAMR). Legislative and policy priorities considered by the
Commission are alsoidentified in the report. One highlightis thatlegislation was passedin 2019 that
authorizesthe Louisiana Department of Health to promulgate and publish rules and regulations for the
licensing of free-standing birth centers. This legislative action was the result of the Commission’s review,
deliberation and recommendation andis an important complementto overall efforts to continue to
strengthen the systems of care for pregnant women in the state. Inaddition, the Commissioninformed
otherlegislation and legislative studies that focused on addressing racial disparities in maternal
outcomesincludingthe Response to House Resolution 294 and Senate Resolution 240 of the 2019
Reqular Legislative Session, and Response to ACT497 of the 2018 Regular Legislative Session. Highlights
of Commission subcommittee work conducted throughout the year, such as that of the Neonatal
Abstinence Syndrome, Congenital Syphilis, and Membership subcommittees are includedin the report
as well.

Severalissuesandfocus areasintroducedin 2019 will carry overto 2020, including addressing the
critical issue of disparities in maternal outcomes and safe birth outcomes.


http://ldh.la.gov/assets/docs/LegisReports/HR294SR240RS20192102020.pdf
http://ldh.la.gov/assets/docs/LegisReports/HR294SR240RS20192102020.pdf
http://ldh.la.gov/assets/docs/LegisReports/ACT497RS20183112020.pdf

Background

The Commission on Perinatal Care and Prevention of Infant Mortality was established in 1989 by
Louisiana Revised Statute 40:2018 to improve maternal and infant health outcomesinthe state. The
Commissionis composed of 16 members, including 14 healthcare and publichealth providers appointed
by the governor, and two members appointed by the Louisiana Legislature (see Attachment Aforthe
statute and Attachment Bfor the current members androles). Perstatute, the Commission was
established within the Louisiana Department of Health (LDH). Support forthe Commissionis provided
through the LDH Office of PublicHealth (OPH), Bureau of Family Health (BFH) which leads the state’s
publichealth assessment, assurance and policy functions related to maternal and child health.

The Perinatal Commission has two primary responsibilities:

e Toresearchand review all state regulations, guidelines, policies, and procedures thatimpact
perinatal care and, when appropriate, make recommendations to the secretary of the Louisiana
Department of Health and/or the legislature

e Toconduct special studiesinordertoinform state efforts to address maternal and infant mortality

The Commission serves as a key state-level advisory and action body working to advance policies
affectingthe health of women and childrenin Louisiana. Issues considered by the Commission are
generally identified through review of key health and healthcare systemindicators, practice-based
experience of the membership, and special studies conducted underthe authority of the Commission.
Supportingthe Commissionis anintegral part of the Bureau of Family Health’s strategies toimprove
maternal and infant health through system-level changes.

Foundational Strategies — OPH Bureau of Family Health

Identify &
“diagnose”
complex
challenges

Build
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partnerships
foraction

Spread
& scale
solutions for
impact
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resources &
efforts

Develop

& test
solutions

Through special studies, review of data, and elevation of policy alternatives, the Commission helps to
illuminatecomplex health and system issues, serves as a catalystand vehicle foraligning partnerships to

advance common goals, and informs the development of solutions that can be tested and scaled within
and across systems.

Priorities and Progress in SFY 2019 and 2020

Overthe past twoyears, the work of the commission has centered around three areas of focus:
1. Supportthe development of policies and initiatives to prevent maternal deaths and life-
threatening complications during pregnancy, laborand delivery, and post-partum
2. Continue effortsto strengthen policies related to neonatal and infant health
3. Strengthenthe Commission’s ability to inform health policy and effect change


https://wwwcfprd.doa.louisiana.gov/boardsandcommissions/viewBoard.cfm?board=223
http://www.legis.la.gov/Legis/Law.aspx?d=97999

Focus Area 1. Initiatives to Improve Maternal Outcomes

The Perinatal Commission has served acritical role in efforts to address maternal outcomesin Louisiana
since the time of itsinception. More recently, the statutory authority and protections have allowed
Louisianato establishamodel approach for bringing datato action to change policy andrealize
improvements within care systems. The Commission has also contributed to the advancement of other
policiesintended to supportsafe births, including requiring licensure of free-standing birthing centers
and review of the maternal levels of care regulations forall birthing facilities. Over the past two years,
the major areas of work have beento:
e Provide authorization and supportforthe review of maternal deaths through the Louisiana
Pregnancy Associated Mortality Review (PAMR)
o Endorse the formation of the Louisiana Perinatal Quality Collaborative (LaPQC) and launch of
improvement initiatives within the state’s birthing facilities
e Evaluateregulatory requirements for birthing facilities
e Analyze otheropportunities to advance maternal health and care

Provided statutory authorization and support for PAMR: The Commission has endorsed the systematic
review of maternal deathsin the state since 1999. Until recently, there was not a nationally
standardized approach forthisimportant publichealth activity. As aresult, reviews conducted under the
purview of the Commission were conducted intermittently. However, the Commission’s support allowed
the OPH Bureau of Family Health to contribute to the development of national protocols and establish
an ongoing system for monitoringand reviewing all deaths among women during or within one year of
pregnancy in Louisiana. These reviews are critical for discerning causes of deathsamong pregnantand
postpartum women and generate tangible policy and system improvement recommendations for
preventing future deaths. Medical records associated with maternal deaths are abstracted by Maternal
and Child Health Coordinators within the department of health. Maternal mortality cases are reviewed
by a multidisciplinary group of clinicians, advocates, and policy leaders that form the PAMR committee.
In the review, the committee identifies provider, patient, and community level contributors to the
maternal death. Recommendations to reduce maternal mortalities are generated based on these
reviews. Those recommendations are provided to the Commission, aswell astothe Louisiana Perinatal
Quality Collaborative and local Maternal and Child Health Community Action and Advisory Teams. In
September 2019, Louisianawas one of 25 states awarded Centers for Disease Control and Prevention
(CDC) fundingto support maternal mortality reviews. This funding will allow Louisianato complete
reviews within two years of the maternal death, pilotinterviews with families who experienced aloss,
and include committee participation from patients who survived life-threatening complications. In
addition, the funding will allow Louisianato pilot approachesto traumainformed care. The Louisiana
Maternal Mortality Review Report was published in August 2018, in response to national and local
concern regardingrising maternal mortality rates. The report summarizes findings and
recommendations from areview of deaths that occurred between 2011-2016 among women who died
within 42 days of the end of a pregnancy from a cause that was aggravated by the pregnancy or its
management. In alignment with the national Review to Action protocolsin 2018, Louisiana PAMR began
reviewing all maternal deaths, defined as death occurring within one year of pregnancy including those
that may notbe relatedtoclinical care. The next data brief, which will include all pregnancy-associated
deathsthat occurredin 2017, will be available in the summer of 2020. See the Partners for Family Health
website for additionalinformation about PAMR.



http://ldh.la.gov/assets/oph/Center-PHCH/Center-PH/maternal/2011-2016_MMR_Report_FINAL.pdf
http://ldh.la.gov/assets/oph/Center-PHCH/Center-PH/maternal/2011-2016_MMR_Report_FINAL.pdf
https://reviewtoaction.org/
https://partnersforfamilyhealth.org/mortality-surveillance-regional-mch-coordinators/
https://partnersforfamilyhealth.org/mortality-surveillance-regional-mch-coordinators/

Endorsedthe formation and launch of the LaPQC: The LaPQCis a voluntary network of perinatal care
providers, publichealth professionals, and patient and community advocates who work to advance
equity and improve outcomes forwomen, families, and newborns in Louisiana. The goal of the
collaborative is to transform health systems through proven system-improvement methods so that
evidence-based best practices are followed for every family, every time, at every birth facility. The
LaPQC was established as an activity authorized under the Perinatal Commission andis led by the OPH
Bureau of Family Health. This partnership hasfacilitated high-level alighment of statewide efforts to
improve the systems of care and has provided an enabling environmentfor datato be used withinthe
collaborative forthe purposes of improving care. In August 2018, the LaPQC successfully launched
Louisiana’s Reducing Maternal Morbidity Initiative, with the aims of reducing severe maternal morbidity
amongwomen who experience hemorrhage or severe hypertension and reducing the racial disparity in
adverse outcomes. Hospital teams are supported by agroup of expertfaculty from health systems and
community-based organizations around the state, and improvement coaches. The teams are provided
toolsto track and monitortheirdata. Through the LaPQC, Louisiana hospitals have worked to implement
elements of the Alliance for Innovation on Maternal Health (AlM) Severe Hypertension and Obstetric
Hemorrhage Patient Safety Bundles. Forty-one of the state’s 52 birthing facilities have been
participating, representing 92% of births each year. Many of the facility teams have demonstrated a
greater understanding of provenimprovement methods in their facilities and have made important
process changes as a result. The initiative’s preliminary findings were released near Mother’s Day 2020.

Recommended new regulatory requirements for birthing facilities: One of the explicit functions of the
Perinatal Commissionisto review state perinatal care regulations. In 2018, the Commission reviewed
the policies and guidelines for free-standing birthing centers and found that the absence of formal
requirements codified in regulation was agap in the state’s maternity care system. In 2019,
Representative Hilferty, the Commission’s appointed member from the Louisiana House of
Representatives, introduced legislation to require birthing centers to attain accreditation froma
nationally-recognized body and to require licensure through LDH. LDH Health Standards will be working
with the Commission to draft regulationsinaccordance with the new law (see also Act 332 of the 2019
Regular Session of the Louisiana legislature). These new regulations will also be informed by
recommendations emerging from an overall review of the Louisiana maternal levels of care. In August
2019, the American College of Obstetricians and Gynecologists (ACOG) and the Society for Maternal
Fetal Medicine published an update of the Obstetric Care Consensus: Levels of Maternal Care. In
response, aworkgroup was formed, including representatives from the Commission, to performa
comprehensive reviewand revision of Louisiana’s maternal levels of care to ensure they are consistent
with national guidelines.

Participatedin special study groups to address racial disparities in maternal outcomes: The
disproportionately high rates of maternal deaths and complications amongblack women highlighted in
national mediaandinthe Louisiana PAMR data prompted legislation in Louisiana calling forvarious
convenings to generate recommendations to address these inequities. House Bill (HB) 818 (Act 497) of
the 2018 RegularSession of the Louisiana Legislature established the Healthy Moms, Healthy Babies
Advisory Councilto addressracial and ethnicdisparitiesin maternalhealth outcomesand incorporate a
community-engaged, equity-focused lensinto current programs and campaigns which seek to prevent
maternal mortality and severe maternal morbidity. Additionally, House Resolution (HR) 294 of the 2019
RegularSession called fortwo summits to “take immediate action to address racial disparity in maternal
and child health outcomes and the alarming rate of mortality for Black infants and mothersin
Louisiana.” Perinatal Commission members have been represented in these groups and have
contributed tothe recommendations published in the convenings’ reportsincluding the report from the
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http://ldh.la.gov/index.cfm/page/3737
http://www.ihi.org/about/Pages/ScienceofImprovement.aspx
https://www.partnersforfamilyhealth.org/wp-content/uploads/2019/01/LaPQC_ChangePackage.pdf
http://ldh.la.gov/assets/oph/Center-PHCH/Center-PH/maternal/LaPQC/LaPQC_RMMI_Interim_Report_Short_FINAL_5.11.2020.pdf
https://legis.la.gov/Legis/ViewDocument.aspx?d=1144261
https://www.ajog.org/article/S0002-9378(19)30753-7/fulltext
https://legis.la.gov/legis/ViewDocument.aspx?d=1102017
https://legis.la.gov/legis/ViewDocument.aspx?d=1142983
http://ldh.la.gov/assets/docs/LegisReports/ACT497RS20183112020.pdf

Health Mothers Healthy Babies Advisory Council issued in March 2020, the recommendations from the
Maternal Mortality Summit organized by LDH in August 2019, and the findings from the Infant Mortality
Summit organized by the Louisiana March of Dimesin November 2019. See report here. While the
reports reflectabroad array of stakeholder perspectives, somerecommendations, such as aligning
Louisianalevels of maternal care with national guidelines, requiring Medicaid to reimburseforservices
for women upto 12 months postpartum, and requiring participation in qualityimprovement initiatives
for all birthing facilities, are consistent with work being undertaken by the Commission. Allreport
recommendations are currently under review by the Commission members.

Focus Area 2. Initiatives to Improve Neonatal and Infant Outcomes

Three historical areas of attention related to neonatal and infant outcomes have included the
prevention of complications for newborns associated with maternal substance use including opioids, the
advancement of policies related to breastfeeding and breast milk, and the prevention of premature
births. This aligns with the Commission’s goals to reduce the infant mortality rate and the number of
babies born with low birth weight. Overthe pasttwo years, the Commission’s work has included:

e Analysis of the evolving policy landscape related to the prevention and treatment of Neonatal
Opioid Withdrawal Syndrome (NOWS) and support for a legislatively mandated pilot of NOWS
managementin birthing hospitals

e Monitoringissuesrelatedtoa medicationto prevent prematurebirth

e Monitoring policy developments related to donorbreast milk
Monitoringand informing public health efforts to eliminate congenital syphilis

e Recommending changesto the state newborn screening policies

Analyzed policy recommendations related to the prevention and treatment of NOWS: In 2016, the
Perinatal Commission completed aspecial study to review state policies and nationally-recommended
best practicesfor the care and treatment during pregnancy for mothers with opioid-related substance
use disorders and forsubstance exposed newborns. Initsreport submitted to the Louisianalegislature,
the Commission issued recommendationsincluding coverage and benefits changes for screening and
treatment, expanded treatment options and practitioners, dissemination of tools to support clinical
providers, and policies to support healthy attachment and safe parenting. In 2019, a subcommittee of
the Commission reviewed the 2016 recommendations and the status of theirimplementation. The
review illuminated limited progress in the implementation of the recommendations (see Attachment C
for a summary of findings and recommended actions). The expansion of Medicaid has created amore
favorable environmentfor many of the recommendations related to covered populations and benefits.
In addition, Louisiana has been awarded new federal grants that support expanded publichealth
monitoringrelated to opioids and other efforts toimprove screening, treatment, and prevention. The
Commission’s work has served as a well-defined policy agendatoinformthe plans related to these
important state and federal investments, and as such aligns with the Commissions’ charges.

Informedthe development of a pilottoimprove the care of infants with NOWS: Act 174 of the 2018
Regular Session of the Louisiana Legislature called for LDH to pilot a multi-disciplinary evidence-based
care approach to treatinfants with NOWS together with their mothers outside of intensive care unitsin
existing community or hospital settings. The Commission members provided guidance with the
approach to the pilot, which is expected to inform the development of aformal statewide quality
improvement initiative through the LaPQCin 2021.



http://ldh.la.gov/assets/docs/LegisReports/HR294SR240RS20192102020.pdf
https://wwwcfprd.doa.louisiana.gov/boardsAndCommissions/RulesAndRegulations/223_Response%20to%20House%20Concurrent%20Resolution%20162-FINAL3-1-2016%20(3).pdf
https://legis.la.gov/legis/ViewDocument.aspx?d=1097992
https://legis.la.gov/legis/ViewDocument.aspx?d=1097992

Monitored and informed publichealth efforts to eliminate congenital syphilis: In 2018, LDH launched a
syphilis elimination campaign. The Commission reviewed data presented by the Office of PublicHealth
Sexually Transmitted Disease (STD) Program and provided input on the anticipated strategies to
eliminate mother-to-child transmission. The Commission members provided guidance on efforts to
educate providers regarding third trimester testing and treatment protocols; facilitated a stronger
connection between the initiative and the Louisiana Medicaid program to address screeningand
treatmentissues; andilluminated considerations related to their proposal to track congenital syphilis as
a quality measure forthe Medicaid managed care organization contracts. The Commission will continue
to monitortrendsintransmissionandinformthe prevention strategies, as needed.

Reviewed the implementation of changesin the state’s newborn screening panel, prompting process
improvements: In Louisiana, addition of conditions to the state’s newborn geneticscreening panel
requiresachangein Louisiana Administrative Rules andis generally subject to specificappropriation by
the legislature. With the state’s panel prescribed inrule, conditions historically have not been
considered forinclusion until prompted by legislative action. In the course of the Commission’s review
of a 2019 study resolution related to adding mucopolysaccharidosis type | and Pompe diseaseto the
state's newborn screening panel, the Commissioners reviewed the steps currently required to
implement changesinthe newborn screening system. The historical approach of deferring to legislative
actionto promptreview of new conditions contributed to asignificant time delay between a condition
beingincludedinthe national Recommended Uniform Screening Panel (RUSP) and whenitis adopted
forinclusionin Louisiana’s panel. The Perinatal Commission’s inquiry into this process helped illuminate
the opportunity toredevelop the state’s Newborn Screening Advisory panel and to modify the timing
and the cost and feasibility assessments that are needed to inform potential implementation. In SFY 20,
the OPH Genetics Program broadened the membership of the state Newborn Screening Advisory Panel
and redeveloped the procedures so thatany condition recommended by the RUSP will promptly trigger
an evaluation of the state’s capacity toimplement and the anticipated financial support needed to
include that particular condition on Louisiana’s screening panel

Focus Area 3. Strengthen the Commission to Effect Change in Louisiana’s Systems of Care

Boards and commissions are animportant component of state systemsto ensure the public’s voice is
part of governmental decision-making and oversight functions. As subject matterexpertsand
practitioners, Commission members help ensure publicpolicyis groundedin sound evidence and
practical experienced perspective. Commission members are also change-agent champions who are vital
to aligningeffortsto understand and solve complex problems. To that end, overthe past two years,
members and supporting OPH Bureau of Family Health staff have worked to strengthen the core
processes and operations of the Commission. Improvements have included:

e Definition of pathwaystointroduce and act onissues that come to the Commission

e Integration of supportingtoolsinto routine operations to facilitate/enhance/streamline

Commission activities
e Identification of membership and quorum challenges impacting the Commission’s functions

Established decision-making pathways to support clearaction onissues: The charge of the Commission
isto address maternal and infant mortality. However, many of the drivers of these issues are complex
and entrenchedinthe policies and practices across sectors. A challenge of the Commission, and that of
similarboards, isto understand aspects of these problems that can be changed through the tools and
authorities thatare within the scope of the body. Further, with the Commission membership consisting
of subject matterexpert practitioners who servein a part-time voluntary capacity, expeditious progress
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http://ldh.la.gov/assets/docs/LegisReports/SCR16HCR34RS2019.pdf
https://www.hrsa.gov/advisory-committees/heritable-disorders/rusp/index.html

requires cleardeliberation and decision-making processes. In SFY 19, Commission staff and select
stakeholders documented a workflow and decision-making process (Attachment D). As a result of this
change, the Commission was able to make significant contributions to both legislation and policy related
to maternal and child health as described in the preceding sections. Of particular note is the
establishment of regulatory oversight of free-standing birthing centers, which was arecurrent topicof
discussion without specificaction. Once the process driver systems were putin place, the commission
was able to focus on steps to advance action, resultingin legislation to create the desired regulations. In
addition, the Commission provided comprehensive publiccommentand recommendations to LDH for
consideration inthe procurement of the Medicaid managed care contracts (AttachmentE). The
Commissionis continuing to refine these important processes.

Identified structural challenges affecting the Commission’s ability to conduct business: Aparticular
challenge tothe Commission carrying outits charge has been attaininga quorum at the regularly
scheduled in-person meetings, thereby interfering with the ability to vote and move substantive issues
forward to resolution as aformal Commission action. A membership subcommittee was formed and
identified twointerrelated drivers: the ability of statewide members to attend meetings and the legal
requirementforin-person presence toachieve aguorum. Members who had low levels of participation
were contacted to assess the feasibility of continuing to serve. The Commission worked tofill the
resulting vacated seats with new representation. The subcommitteealso researched laws related to
meetings by publicentities and other publicbodies’ approaches to achievinga quorum, such as through
live remote technology. It was determined that a change inthe Commission’s authorizing statute would
be requiredinorderredefinethe body’s quorum requirements. Finally, the subcommittee also explored
the potential changestothe membership composition. This too would require amending existing law.
Overall, the Commission has been able to coalesce a core of engaged membership and advance
substantive improvements. Furtherstructural and process improvements will be central to the
Commission fully realizing its potential.

For additional information about the Perinatal Commission proceedings, approved meeting notes are
posted onthe Commission’s online portal.

Looking Ahead to SFY 2021

In SFY 21, the Commission will focus on sustainingthe gainsin the previous years’ areas of focus and
operational improvements. In addition, the Commission will seek to defineand advance tangible policy
and systems change improvementsin areas of focus that have emerged through ongoing review of
maternal and child health outcomes and health system indicators.

1. Advance policies andinitiatives toimprove maternal outcomes

2. Advance policies andinitiatives toimprove neonataland infant health

3. Monitorand advance cross-cutting policy initiatives

4. Continue tostrengthenthe Commission’s ability to inform health policy and effect change

To improve maternal care and outcomesthe Commission will:

e Continueto provide enablingauthorization, expertise, and leadership to advance Louisiana’s
approach of moving datato action for policy and systems change through PAMR and the LaPQC. In
SFY 21, PAMR will pilot family interviews and the development of new data briefs toinform policy.
The LaPQC will work to sustain the gains from the Reducing Maternal Morbidity Initiative through
the development of a Safe Births designation system to recognize facilities that demonstrate
ongoingapplication of provenimprovement methods to supportintegration of recognized patient


https://wwwcfprd.doa.louisiana.gov/boardsandcommissions/viewBoard.cfm?board=223

safety practices, and a commitmenttothe provision of equitable care. In addition, Commission
members will authorize the launch of the next LaPQCimprovementinitiative focusing on safe
reduction of primary cesarean birth, inalignment with the national AIMnitiative.

Inform and monitorthe implementation of new regulations for free-standing birthing centers and
maternal levels of care requirements for all birthing facilities in the state.

Develop and advance amaternal health policy agenda. Commissioners will systematically review
health indicator dataand recommendations from the Healthy Moms, Healthy Babies Advisory
Counciland the 2019 LDH Maternal Mortality Summit. Of particularinterestis examining potential
postpartum Medicaid coverage gaps. The Commission willalso inform policy proposals including
effective processes for birthing facilities to conduct comprehensive analysis of maternal deaths.
Lastly, the Commission will review opportunities to advance the OPH Bureau of Family Health
Maternal and Child Health five-year state action plan whichincludes an effort to advance
reproductive health services and the proposed establishment of a statewide perinatal psychiatry
consultation system.

To improve neonatal care and infant outcomes the Commission will:

Continue to provide statutory authorization, expertise, and leadership to support the development
of a neonatal LaPQCinitiative toimprove the care of infants with NOWS and consider
reestablishment of the Fetal and Infant Mortality Review (FIMR). FIMR is the state’s historical
process for reviewing fetaland infant deaths to understand the causes and identify opportunitiesfor
prevention. Regional FIMR review and action activities were suspended when staff was redirected to
supportthe ascertainment of maternal deaths. InSFY 21, the Commission will consider the
feasibility and efficacy of implementing FIMR as a complement to other publichealth monitoring
activities.

Continue to monitorand research policy issues related to 17 Alpha-hydroxyprogesterone caproate
(17-P) to prevent premature birth, newborn screening, breast feeding and donor breast milk,
elimination of congenital syphilis, and prevention and management of NOWS.

Develop and advance other priorities foraneonatal and infant health policy agenda, with analytic
supportfromthe OPH Bureau of Family Health. Lastly, the Commission will review opportunities to
advance the OPH Bureau of Family Health Maternal and Child Health five-year state action plan
whichincludes an effortto establish universally offered parent coaching and support (home
visiting).

To advance cross-cutting policy initiatives the Commission will:

Work to align efforts between the Louisiana Medicaid Quality Committee and the Commission.
Continue toresearch andinformissues related to Medicaid policy and develop strategies to
incorporate those conceptsintothe Medicaid managed care program.

To strengthen the ability of the Commission to effect change the Commission will:

Continue toimprove the processesto support efficient and effective action.
Work to address structural limitations so that the Commission can have diverse engaged
representation to carry outits importantcharge.
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https://safehealthcareforeverywoman.org/patient-safety-bundles/safe-reduction-of-primary-cesarean-birth/
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Attachment A: Louisiana Statue that Establishes the Commission

LA. R.S. 40:2018

82018. Commission on Perinatal Care and Prevention of Infant Mortality; maternal and infant
mortality studies; confidentiality; prohibited disclosure and discovery

A. There shall be established within the Louisiana Department of Health, a commission which
shall be designated the "Commission on Perinatal Care and Prevention of Infant Mortality",
composed of sixteen members, as provided in Subsection B of this Section.

B.(1) Fourteen members shall be appointed by the governor as follows:

(a) Two neonatologists, one of which shall be actively engaged in medical education, and one
of which shall be actively engaged in private practice.

(b) One obstetrician.

(c) One family practitioner.

(d) One pediatrician.

(e) One female health nurse practitioner.

(f) One representative from a family planning clinic in the state.

(9) One neonatal nurse specialist.

(h) Two health care administrators representing the public and private sector respectively.

(i) One social worker.

() One nutritionist.

(K) Two perinatologists.

(2) Two members shall be appointed as follows:

(a) One member of the Louisiana House of Representatives appointed by the speaker of the
House of Representatives.

(b) One member of the Senate appointed by the president of the Senate.

(3) Each appointment by the governor shall serve at his pleasure and shall be subject to Senate
confirmation. The legislative members shall serve at the pleasure of the presiding officer of the
respective legislative body.

C. The chairman of the Commission on Perinatal Care and Prevention of Infant Mortality shall
be elected annually by the commission members and shall serve as chairman without a salary. The
chairman shall report directly to the governor.

D. The commission shall hold at least six regular meetings each year at a place designated by
the chairman. The commission members shall be compensated for travel in connection with the
commission meetings and official commission business as approved by the chairman of the
commission. Reimbursement shall be in accord with the travel regulations of the Louisiana
Department of Health.

E.(1) The secretary of the Louisiana Department of Health shall assist the commission and
provide any data the commission requires that is available to the state, in order to reduce the number
of infant deaths and the number of unmarried, teenage pregnancies in the state of Louisiana.
(2) Reports on the status of available perinatal care and other reports as are considered
appropriate based on the research shall be made to the commission.

F. The functions of the commission shall be to:

(1) Research and review all state regulations, guidelines, policies, and procedures that impact
perinatal care and, when appropriate, make recommendations to the secretary of the Louisiana
Department of Health.

(2) Research and review all state laws that impact perinatal care and, when appropriate, make
recommendations to the legislature.

2/18/2020 LA Law Print www.legis.la.gov/Legis/LawPrint.aspx?d=97999 2/2
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(3) Accept grants and other forms of funding to conduct maternal and infant mortality studies.

(4) Contract, in accordance with the applicable provisions of state law, for the performance of
maternal and infant mortality studies.

G. Within the confines of available resources, the goals of the commission shall be to strive to:

(1) Provide, through comparison of available data and research, a plan that the state of

Louisiana can adopt to reduce the number of teenage pregnancies, sick infants, and infant mortalities.
(2) Propose a plan for an equitable system of financing comprehensive health and social

services for indigent pregnant women and infants that incorporates the Medicaid program in the most
efficient and cost-effective manner available to public and private hospitals in the state of Louisiana.
(3) Compile and analyze information on existing infant mortality education programs and

make recommendations for the implementation of public policies, for proposed legislation, and for a
statewide program to combat the problem of infant mortality to coordinate and improve the services
of the state, local governments, private and voluntary agencies, community organizations, and schools
which serve to educate high risk candidates and their families.

(4) Reduce the infant mortality rate to not more than nine deaths per one thousand live births.

(5) Reduce the number of babies born with low birth weight to not more than five percent of all

live births.

(6) Reduce the infant mortality rate for each parish and for each racial or ethnic group of the
population to not more than twelve deaths per one thousand live births.

(7) Educate women of child-bearing age to be able to choose food wisely and understand the

hazards of smoking, alcohol, pharmaceutical products, and other drugs during pregnancy and nursing.
H. The commission shall have the right and authority to analyze any data available through any

state system that may improve perinatal outcomes in Louisiana.

I.(1) Notwithstanding any other provision of law to the contrary, the commission or its agent

shall be authorized access to medical and vital records in the custody of physicians, hospitals, clinics,
other health care providers, and the office of public health in order that it may conduct maternal and
infant mortality studies. All such medical and vital records obtained by the commission or its agent in
accordance with the provisions of this Subsection, as well as the results of any maternal and infant
mortality study, shall be confidential and shall not be available for subpoena, nor shall such
information be disclosed, discoverable, or compelled to be produced in any civil, criminal,
administrative, or other proceeding nor shall such records be deemed admissible as evidence in any
civil, criminal, administrative, or other tribunal or court for any reason.

(2) Nothing in this Subsection shall prohibit the publishing by the commission of statistical
compilations relating to maternal and infant mortality which do not identify individual cases or
individual physicians, hospitals, clinics, or other health care providers.

Acts 1989, No. 352, §2; Acts 1991, No. 515, §1; Acts 1992, No. 326, §1.
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Attachment B: Perinatal Commission Members and Roles

LOUISIANA COMMISSION ON

PERINATAL CARE AND PREVENTION OF INFANT MORTALITY

Member Roster: May 2020

Member

Role

Dr. Perry Scott Barrilleaux, Chair

Perinatologist

Dr. Steven Spedale, Co-Chair

Neonatologist

Sen. Regina Ashford Barrow

Member of Louisiana Senate

Rep.RhondaButler

Member of House of Representatives

Dr. AmarjitS. Nijjar

Neonatologist

Dr. Marshall St. Amant

Obstetrician

Dr. Robert Paul Blereau

Family Practitioner

Dr. Tina Stefanski

Family Planning Clinic Representative

Vacant

Neonatal Nurse

Amy Zapata

Health Care Administrator (public)

Dr. Rodney Wise

Health Care Administrator (privatesector)

Emily Stevens

Social Worker

Leslie Lewis

Nutritionist

Dr. Joseph Biggio

Perinatalogist

Vacant

Pediatrician

Vacant

Nurse Practitionerin Women’s Health

Karis Schoellmann

Staff Support, Bureau of Family Health
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Attachment C: Status of Recommendations from Response to HCR No. 162

Louisiana Commission on Perinatal Care and Prevention of Infant Mortality

Response to House Concurrent Resolution No. 162:
Prevention, Screening, and Treatment of Neonatal Abstinence Syndrome, Screening Section
Issue Brief and Recommendations: February 2019

Sub Committee: Dr. Drury, Dr. Stefanski, Emily Stevens
Supported by: Robin Gruenfeld, Karis Schoellmann

Background

House Concurrent Resolution (HCR) 162 of the 2015 RegularSession of the Louisiana Legislature
directed the Commission on Perinatal Care and Prevention of Infant Mortality (Perinatal Commission) to
study and make recommendations related to the prevention, screening, and treatment of NAS. This
document, Prevention, Screening, and Treatment of Neonatal Abstinence Syndrome contains
recommendations to prevent NAS through screening and care coordination for families living with
substance use disorder (SUD). The five recommendations related to screening will be reviewed here,
with updated information fromthe interveningtwo years, as well as recommendations forthe Perinatal
Commissionto shepherd change.

The Issue

Adequate screeningforsubstance use, pregnancy, and risk of unintended pregnancy are key to early
identification and treatment. As part of the study, the Perinatal Commission queried asample of
birthing hospitalsin the state on maternal screening, referral and treatment practices, and NAS
assessmentand treatment protocols. Of the 26 hospitals queried, Louisiana hospitals do not use
evidence-based verbalscreensto universally screen forsubstance use among women during pregnancy,
nor do they universally perform urine drug screens on pregnant women who present to labor and
delivery. Several hospitals report conducting urine drug screens upon hospitaladmission for pregnant
women whenthere isaconcern of potential substance use; however, opioid use is sowidespread that
selectivescreening will lead to many missed opportunities for treatment.

There are several types of SUD treatment providersin Louisiana, including Office of Behavioral Health
(OBH) clinics, privately-owned methadoneclinics, and office based opioid treatment programs (OBOTSs).
OBH manages seven clinics statewide that accept pregnant or parentingwomen with SUD. Those clinics
are mostly abstinence-based and are residential (notin-patient). Overthe last decade, funding for those
clinics has dropped from $7 million to $3 million dollars. An additional ten privately-owned methadone
clinicsin Louisianaserve individuals with SUD. Program oversight forthose methadoneclinicsis
provided by OBHthrough the State Opioid Treatment Authority (SOTA). SOTA ensures programmatic
adherence to both state and federal guidelines, and each provideris accredited by both Commission on
Accreditation of Rehabilitation Facilities (CARF), SAMHSA, and JCAHO (in one case). Office Based Opioid
Treatment providers (OBOTs) receive oversight from physician licensing entities and Medicaid and/or
Healthy LA policies and procedures.
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Status Update of Screening Recommendations fromthe Prevention, Screening, and Treatment of
Neonatal Abstinence Syndrome Study Resolution (2016)

Recommendations 1 and 2: Verbal screenings forsubstance use be conducted inthe primary care and
obstetricsettings. Universal screenings for substance use be conducted forreproductive age women
using a validated screeningtool at the time of visits with all medical providers.
e Medicaid data reflects that providers are not requesting reimbursement for screening.
Additional researchis required to identify drivers.
e Statewide variability among screening practices remain.

Recommendation #3: Louisiana Substance Use and Pregnancy Toolkit be made availableand utilized by
providers who treat families who have risk factors for NAS.

e The LouisianaSubstance Use and Pregnancy Toolkitis complete. Unfortunately, resources did
not provide foran evaluation component to quantify efficacy and utilization.

e The Office of Behavioral Health cited the size of the Toolkitas a barrierto providing printed
copiestoall obstetricpractices, though they were provided towomen’s service providers and
residentialfacilities. DCFS distributed themto all child and family service units and copies were
shared with clinicians at a substance abuse counselor conference.

e OB/GYN clinicsreceived alinktoa website where they can access the full document.

e Several hard copies remainfor dissemination at Office of Behavioral Health.

o Updatesto the Toolkit could be made on the website.

Recommendation #4: Screening for Pregnancy should be conducted in the prescribing provider’s office.

e CARFand SAMHSA-accredited treatment facilities are only required to conduct pregnancy
screens before initiation of medically supervised withdrawal.

e SAMHSA and CARF standards require treatment providers have policies and proceduresin place
related totreatmentand transfer of pregnant women. In other words, Office of Behavioral
Health SUD treatmentclinics and SOTA-administered methadone providers are not mandated to
perform pregnancy screens per current regulatory guidelines (last updated Sept. 2015).

e There are norequirements that physicians screen forpregnancy before prescribing opioids to
women of reproductive age.

Recommendation #5: Providers and clinics should facilitate linkage to high quality reproductive health
services and offer pregnancy testingto women of reproductive age who are in their care for MAT or
treatment plansthatinclude opioids duringall visits to identify pregnancy early.

e Additional researchisrequiredtodetermineif there are enough obstetric providersin Louisiana
that feel knowledgeable, supported, and empowered to care for pregnantwomen with SUD.
There are noclear efforts to ensure bidirectionalaccess to MAT and obstetriccare.

e OBH and SOTAworked with the Bureau of Family Healthin 2017 to interviewand compile an
assessmentof reproductive healthin women participatingin MAT programs. The goal was to
identify gapsinservices, provider education and technical assistance where needed. The
outcomes fromthis project were used to educate each provideron reproductive health needs,
service gaps, and best practice suggestions.

e Qverall, despite the 5screeningrecommendations made in the study resolution, there has been
insufficient progress statewidein addressing key barriers to effective SUD treatment for
pregnantwomen and opioid impacted mother-infant dyads. Screening practices are insuffident,
collaborative care between SUD treatment facilities and obstetriccare is crippled and
ineffective, and resources developed to improve the care of mothers with opioid use disorders
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have beeninadequately distributed and implemented without any evaluation plan. When
consideredin combination with Louisiana’s consistent and potentially climbing rates of infants
born with opioid exposure, without significant changesin care practices rates of exposure and
negative longterm outcomes of infants with opioid exposure are not likely toimprove, resulting
incontinuedincreasesintreatment costs bothinthe perinatal period and potentiallyforthe life
of the child.

Current Recommendations to the Perinatal Commission (2019):

1. RequestOBHsurvey OBH supported SUBtreatmentclinics and SOTA administered methadone
providerstoidentify 1) what percentage are routine screening verbally or biologically for pregnancy
during opioid treatmentand 2) barriers facing the clinicsinimplementing screening measures (e.g.
cost, reimbursement, patient compliance)

2. Request presentation fromthe Bureau of Health Informatics on current and future NAS surveillance
strategies, emphasizing the utility of those datain policymaking. Data of interest toinclude rate of
opioid prescriptionsin women of reproductive age, incidence of SUD and OUD in women of
reproductive age, number of womenin defined cohort provided pre-conception orinter-conception
counseling, pregnant women with SUD and OUD, number of prenatal visitsin the defined cohortvs.
number of prenatal visitsin the overall population, referral to SUD treatment, referral to obstetric
care, time from referral toinitiation of treatment, and barriers to initiation of treatment”

3. Ensure representation of the Perinatal Commission on relevant statewide workgroups committed to
resolving the opioid crisis, e.g. the HOPE Counsel. Commission representatives will advocate to:

o Mobilize relevant stakeholders toidentify barriers to SUD screeningin physicians’ offices,

e Designstrategiesforremoval of barriers to SUD screening and provision of warm referrals,
between obstetric practices and SUD treatment programs including consideration of co-
localized care,

e Expandopportunities forapproved continuing medical education relative to prescribing
controlled substances for pregnantwomen

e Expandopportunities forapproved continuing medical education to provide trainingon the
implementation and billing for evidence- based SUD screeningin primary care and obstetric
settingsthatintegrate distribution of appropriate and effective referral plans.

e Collaborate with OBHto develop andimplementrule changesthat would require regular
interval assessments of pregnancy testingin SUD treatment facilities and ensure that
reimbursement barriers are addressed

e Collaborate with OBHto ensure funding for monitoring of OBH supported SUD programs
related to both effective integration of collaborative care with obstetricproviders and
implementation of pregnancy screening.

o |dentify opportunities and funding sources to expand the developmentand implementation
of e access to evidence-based treatment of the mother-baby dyad, adequate
communication between methadone treatment clinics and obstetric providers, and identify
strategies for postpartum treatment and follow-up for MAT patients.

4. Requestapresentation/reportfromTitle X that:

e |dentifies barriers and opportunities for provision of contraception, including LARCs, for
women of reproductive age who chose to avoid pregnancy during MAT, and

e Highlights existingand planned work between the Bureau of Family Health (Title X) and
other OPH programsto addressthe care of pregnant women and mother-newborn dyads
impacted by opioid use disorders
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Attachment D: Process for Introducing New Business

Initate process to
bring New Business
to Commission

New Business
Introduced

Apply "Good Fit™
Tool

-
-

1
1
Formulate & Identify team to _ . .
Document Problem plore issue and set] = A':;;Jlri :'_rrtdbl""'
Statement timeline ot

Explore & Research
Issue

recommendations

Please refer to the attached
Bring to Commission table for details about each step
(RREISEEESon of the process. The table is color

coded to match this flow chart.

Decide on Action

Follow-up




Step 1
Initiate Process

Step 2
Good Fit Tool

Engage process to introduce new
business to the Perinatal Commission

Members make request either at a Perinatal
Commission Meeting or via e-mail to the
chair and to assigned Commission support
staff

At Commission Meeting, apply questions

to determine if topic is a good fit.
What is the problem?

New Business is scheduled for discussion at a
Perinatal Commission meeting, and any
informational support materials are sent out
to members at least 2 weeks in advance of
meeting.

Commission Responsibilities
(from legislation)

Commission Goals
(from legislation)

Does it align with the charge of Commission?
How? ( See columns to the left, specify)

1. Research and review all state
regulations, guidelines, policies, and
procedures that impact perinatal care
and, when appropriate, make
recommendations to the secretary of
LDH.

2. Research and review all state laws that
impact perinatal care and, when
appropriate, make recommendations to
the legislature.

3. Accept grants and other forms of
funding to conduct maternal and infant
mortality studies.

4. Contract, in accordance with the
applicable provisions of state law, for
the performance of maternal and infant
mortality studies.

Provide, through comparison of available data and research, a plan
that the state of Louisiana can adopt to reduce the number of
teenage pregnancies, sick infants, and infant mortalities.

Propose a plan for an equitable system of financing comprehensive
health and social services for indigent pregnant women and infants
that incorporates the Medicaid program in the most efficient and
cost-effective manner available to public and private hospitals in
the state of Louisiana.

Compile and analyze information on existing infant mortality
education programs and make recommendations for the
implementation of public policies, for proposed legislation, and for
a statewide program to combat the problem of infant mortality to
coordinate and improve the services of the state, local
governments, private and voluntary agencies, community
organizations, and schools which serve to educate high risk
candidates and their families.

Reduce the IMR to not more than 9/1000

Reduce the number of babies born with low birth weight to not
more than 5% of all live births.

Reduce the IMR for each parish & for each racial or ethnic group of
the population to not more than 12,/1000.

Educate women of child-bearing age to be able to choose food
wisely and understand the hazards of smoking, alcohol,
pharmaceutical products, and other drugs during pregnancy and
nursing.

What is the priority of this issue?

Is there time sensitivity? What potential time
commitment may be needed?

What Commission member should spearhead
the topic?

If the Commission does not take on the issue
what organization should?

Other guestion
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Louisiana

Step 3

Stepd

natal Commissi

Yes / No, Dedision
If decision is Yes, Go to

Options for “No”
No action to be taken

on Process for Introducing

State the reason

Table for later

State the reason and project timeframe

Track and followi-up

Refer to another agency/organization,

1. Formulate and document the problem
statement

2. ldentify a team to explore issue and
establish a timeline

Examples: Medicaid Quality Committee.
Perinatal Quality Collaborative, Louisiana
Medicaid, March of Dimes, Other LDH
Commissions, Office of Behavicral Health...

Determine and document tracking & follow-up needed.

3. Collect relevant data, explore & research
topic & issue utilizing tools (i.e. fishbone
and question templates)

This needs to be flushed out- determine line
of questioning to be applied to issue.

4. Write a brief that includes
recommendations and options for action

5. Bring to Commission for discussion and
determination of action

€. Decide on Action

Examples of Action: Propose LDH Policy
Change, engage legislature for policy, write
formal letter of request to organization(s)
develop position statement, write white

paper.....

Utilize Robert Rules of Order for procedural voting and decision making.

7.__Implement Action & Follovi-up

Determine & document tracking and follow-up needed
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Attachment E: Recommendations for the Medicaid Managed Care Program

Feedback from Members of the Louisiana Commission on Perinatal Care
and Prevention of Infant Mortality

Paving the Way to a Healthier Louisiana: Advancing Medicaid Managed Care
http://www.Medicaid.la.gov/assets/HealthyLa/MEDICAID MCO RFP_ WP.pdf

Due by April 17, 2018 to healthy@la.gov

1. Limit Numberof Statewide MCOs

a.

With more MCOs there comes more sets of regulations, which inturnincreases
confusion and administrative burden for providers.

Reducingthe number of MCOs would inturn reduce the monitoring burden on
Medicaid.

Reducing the number of MCOs reduces overhead costs for the system; less CEOs, CMOs,
HR efficiencies, etc.

Medicaid should consider what the population health ramifications are from having
multiple plans with members receiving different services and interventions.

In keeping with CMS guidelines, Medicaid should consider limiting the number of plans
to the minimum numberallowable of two.

i. Astructure should be putin place to ensure thatthere is adequate competition
between health plans on both price and member care in orderto maximize
taxpayerresources and improve health and patient satisfaction outcomes.

Ifthe burden of multiple plansis deemed necessary, policies should be putin place to
minimize the strain on providers and ensure their satisfaction with the program.

2. Expect MCOsto Operate as Innovators to Achieve the Triple Aim

a.

Strides could be made towards achievingthe Triple Aim if MCOs and providers had an
agreed upon consistency in clinical pathways, i.e. astandard approach to common
diseasesandtreatments.
i. Adda baseline/floorfor Medical Necessity
ii. Utilize existingclinical resourcestovetclinical guidelines
iii. While the standard approach should be adheredto for a majority of cases, a

functioning and efficient review process should be implemented which yields to

the judgment of the providerin cases which deviate from the norm.
Medicaid could align kick payments with desired outcomes in orderto incentivize
behaviorfrom MCOs.
Medicaid should reevaluate the rate structure to financially incentivize the health plans
to investininnovation and evidence based practice to work towards the Triple Aim such
that the return on theirinvestmentisappealingto theirshareholders.
Medicaid could align quality measures with the state’s population health goals and work
plans. For example, collaborate with the Office of Public Health, Office of Behavioral
Health, Office of Citizens with Developmental Disabilities and health initiatives led by
the Office of the Governor/Children’s Cabinet.
In the RFP, Medicaid should require MCOs to discuss the level of evidence (emerging,
promising, or best) of proposed programs and interventions they plan to offer
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members. There should also be discussionif these programs are developed internally or
offered by a national provider organization. Pilot projects have merit, but the applicant
should discuss how they planto move the program alongthe continuum of evidence.

f.  MCOs should be requiredto publicly report on strategies and interventions toimprove
population health during the course of the contract to allow community providers to
playarolein achievingthe Triple Aim and increase monitoring, evaluation and
accountability.

g. Medicaidshouldrequire plansto participate in Clinical Quality Improvement (CQl)
initiatives thatinvolve stakeholders, providers, and consumerstoimprove care and
outcomes foreach quality measure.

h. Medicaid should require MCOs to contract with community providers who operate
nationally recognized evidence based programs, which provide supportive services to
Medicaid members known to reduce costs and improve outcomes. Programs such as
Nurse-Family Partnership, Parents as Teachers, Healthy Start, and supportive pregnancy
care modelssuch as Centering Pregnancy all support the achievement of the Triple Aim
and theirsustainability and expansion directly benefit MCOs and their members.

i. Providersatisfaction withthe MCOs and the Medicaid programis critical to program
success. Providerengagementand satisfaction needsto be more clearly incorporated
intothe elements of the Triple Aim in Medicaid managed care.

3. Enhance Network Adequacy and Access Standards

a. Increase “secretshopping”inordertotest networks fornot only acceptability butalso
timeliness of access.

b. Otherindicatorsthatsupporttimelyaccessinclude:

i. Wait time forappointments by providertype and diagnosis codes

ii. Office waittime duringappointments by providertype

iii. Care coordination (looking ataverage number of patients shared between
providertypesis one kind of indicator of well-coordinated care)

iv. Well child checks (missingtimely appointmentsisindicative of lack of access to
primary care). Although the Well-Child visitis a current clinical quality measure,
it isa measure thatcan be used across Medicaid Sections, including both Quality
and the Rate Setting and Auditteam, which manages transportation.

c. Highlightingthe gapsintimelyaccess will also help inform publichealth needsand
interventions.

d. Medicaidshould provide asystem (hotline, onlineform, email address, etc.) for
members, providers, and community supports to report patient access issues. Medicaid
should then have some systemin place to address these concerns and close the loop
with the complainantina timely manner.

i. Transportationservices mustbe improved forlow-incomefamilies seeking
medical care. Access to a car or publictransportation can often determine
whetherachild accesses healthcare. Furthermore, lack of transportation
worsens accessissues created by networkinadequacy. Medicaid should define
how often transportation reports will be analyzed for periodicchanges and
publicly share the results and corrective action plans formembers. In addition
to the use of CAHPS, the creation of local patient satisfaction surveys can help
to address Medicaid transportationissues. Anotheralternative option would be
to design asurvey specifically created forand advertised to members. This
survey would be used toreport lack of transportation access or tardy
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appointmentarrival, which can cause missed appointments. These results
would highlight problem areas/trends for furtherinvestigation.

ii. Care managementandothermembercoordination services offered by MCOs
shouldinclude much clearerassistance with coordinating transportation
servicesto help ease the burden on patients to navigate these barriers to care.

Consideration needs to be made forsupports for parents whose children are members
but they (the parents) are not. Specifically, more support around transportation to
appointments and meetings with providers would be helpful. Forexample, agap may
existforparents of children who are inthe NICU under current Medicaid transportation
regulations as the patientis beingtransported; the parent’s ability to travel to be with
theirchildiscritical. Addressingtheseissues willimprove access and utilization. This
couldinclude promotingalreadyavailable supports such as publictransportation, MCO
provided transportation, and options forfamily and friends reimbursement.
Additionally, the department should explore opportunities forinnovations such as the
use of ridesharing services. Propereducation needs to be provided to members around
what service isappropriate when considering the urgency of the medical situation.
Provide forthe utilization of telehealth and telemedicine to meet network needs. These
strategies should be utilized and reimbursed when appropriate.

Medicaid should evaluatethe process and remove barriers to MCOs reimbursing
servicesoutside orabove the currentfee schedule toincrease memberaccess to harder
to obtainservices.

The burdento find accessesto care and set appointments for members should fall back
to MCOs as part of their care management obligation;itis currently onthe member.
MCOs should engage in regular CQl projects with communities to address frequent
access inadequacies engaging members, providers, and health systems toimprove
access and timelinessissues.

If the network adequacy and access standards outlined in the contract are notbeing
met by the health plans, Medicaid should publish their correctiveaction plans and
results onthe LDH website in an effort to provide greater transparency and improve
informed decision making on the part of the memberand stakeholders. MCOs may be
more willing to adjust providerrates, provide greatersupporttothose whoworkinrural
areas, accept Medicaid patients at all practice sites, and develop creative solutions to
providershortage issues when transparency and clearer penalties for non-compliance
are given more weight.

Subspedcialty providers should be separated out by adult and pediatric providers. Adult
subspecialty providers cannot treat many pediatric problems. Pediatricneurologists and
pediatricotolaryngologists, clinical geneticists, and developmental behavioral
pediatricians are all essential subspecialists thatare in short supplyin Louisiana. In
addition, there are notenough American Sign Language interpreters and auditory and
verbal therapists.

An access barrierexists fromthe lack of interpreters available by MCOs in non-hospital
outpatientsettings. Clinical experience from the hospital system (which works well and
should be used asa model) suggests thatthe use of interpretersin different forms are
not equally successful and strides should be made towards the highestlevel of service
alongthe continuum of 1) in person, 2) thenvideo, then 3) telephonic. Providers and
members often need translation forlanguages such as Spanish, Vietnamese, and Korean
etc.
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4. Investin Primary Care, Timely Access to Care, Telehealth and Medical Homes

a.
b.

Provide for reimbursement for both telehealth and telemedicine.

Telehealth and telemedicine are critical to meetthe shortfallsin access to providers for
behavioral health.

A common definition foramedical homeis necessaryin orderforall parties to
understand; thenimplement protocols and incentivize providers to put the medical
homesinto practice.

Parameters and possibly requiring a specificevidence based model fora Patient
Centered Medical Home is necessary to ensure that the programisinstituted with
guality and consistency across MCOs.

The contract should require MCOs to pilot contracts with primary care providersto
engage in the Direct Primary Care model.

To improve the effectiveness of triage lines, Medicaid contract monitors should
regularly auditthese triage lines for clinical effectiveness, customerservice, and
utilization.

In additionto ensuring network adequacy for primary care, Medicaid should also include
arequirementto assure utilization of primary care to improve population health and
work towards the Triple Aim.

5. Improve Integration of Physical and Behavioral Health Services

d.

Reimbursing fortelemedicineand telehealth and providing technical assistance and
encouraging co-location could increase integration in primary care

Providing reasonable reimbursement for behavioral health screening and intervention
to primary care providers will incentivize the providertoincrease the length of the
appointmenttime inorderto betteraddress behavioral health needs.

Many current medical homes have behavioral health providers onsite, but billing rules
that do notallow for multiple visitsin asingle day (for primary care and behavioral
health) are a barrierto streamlined, integrated care.

Coordination of data systems between primary care, behavioral health, and community
providers (home visiting, schools, school based health clinics etc.) would reduce the
multiple administrations of the same screenings and improve care coordination.
Medicaid should encourage plans to look at contracting with community providers who
supportclient’s behavioral health outside a traditional clinicsettingincluding home
visiting programs and infant mental health specialists.

6. Advance Value-based Payment (VBP) and Delivery System Reform

a.

VBP and Accountable Care Organizations (ACOs) need acommon definition created by
Louisiana Medicaidin orderto spur furtherconversation and innovation.

VBP systems are likely difficult toimplement forindependent providers as they do not
manage enough service lines to attend to the needs of the whole patientand may not
be able to spread costs across their patient population to work within thin margins.
Larger health systems may have the resources necessary to achieve the cost savings
associated with VBP.

VBP and ACOs are likely difficulttoimplementand are not as feasible with the current
MCO structure which adds an additional layer of management and thus reduces
margins.
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Medicaid should work with the healthcare community to identify pockets of possible
readinessinorderto offer TAand pilot VBP arrangements before rolling out a full ACO
program.

As systems are developed to pay for quality and outcomes leading to VBP and ACO
relationships, integration with population health initiatives and existing programs of the
state should be aligned in orderto maximize results and system wide effects.

Until proper VBP arrangements can be putin place, providers both clinical and
community should be able to bill to recoup care and case management costs that they
are currently providingto fill the gap left by plans. In many cases, providers are
scheduling appointments, securing DME, providing case management between
appointments, and advocating for clients to the MCO care and case managers. Until
MCOs are able to adequately provide these services orenterinto VBP arrangements,
providers should be able to bill forthem.

7. Promote Population Health

a.

Medicaid should utilize publichealth professionals to develop and implementa
consistent definition of population health for both Medicaid and the MCOs to follow.
For example, consultthe American PublicHealth Association and the Institute of
Medicine for a definition.

i. Regardlessof whoisresponsible for providing case management and population
health services there should be acommon definition, standards, monitoring,
evaluation, and CQlin place. These strategies and goals should be shared
amongst plansto generate economies of scale.

Population health does not existinavacuum; MCOs should be required to discussin
theirresponse tothe RFP how they will integrate with systems of care, theirfellow
MCOs, and initiatives of the state outside of Medicaid. During the course of the
contract, MCOs shouldreport theirefforts related to this integration, which should be
available publically to encourage further collaboration.

The MCOs should promote and referto population health evidence-based programs
fromthe Office of PublicHealth thatare designed to serve their populations, such as
home visiting programs such as Nurse Family Partnership and Parents as Teachers from
the Office of Public Health-Bureau of Family Health.

The MCOs should use health promotion materials developed by the Office of Public
Health Bureau of Family Health programs to improve health and prevent mortality, such
as Give Your Baby Space to promote safe infant sleeping.

Inconclusive evidence exists regarding the benefit and efficacy of health fairs and
community screenings.

8. Improve Care Management/Care Coordination at MCO and Provider Levels

d.

At a minimum, Medicaid needs to re-design standards of care and set minimum
expectations. The current process and implementation elicits very low participationin
case managementwiththe current group of MCOs.
Define and structure Medicaid risk-stratified, tiered (e.g., basic, moderate, and
intensive) levels of care coordination/case management. Forexample,
i. Definethree levelsof care coordination/case managementin managed care
contracts.
ii. Use childrenwith specialhealth care needs national screeningtool toidentify a
group qualifying forenhanced care coordination/case management.
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iii. Use algorithmsorcriteriaformedical complexity, developmental status, and/or

psychosocial riskamong children and their families.
MCOs should have to coordinate care with community-based providers.
Medicaid should require MCOs to stratify members based upon their care management
needs. Asmembersrequire more intense levels of care management, MCOs should be
required to offerthat care at the highestlevel of evidenced based intervention available
and encouraged to contract that work to established community providers to move the
care closesttothe patientandthe local system. The care managementneedsinclude
not only clinical needs, butalso social supports to address the social determinants of
health and be offeredinan equitable manner
As a part of its monitoring function, Medicaid should require MCOs to regularly and
publicly report on the structure of their care and case management systemsincluding
staffing types, interventions and services offered, managerto memberratios, and
utilization. MCOs should alsoregularly provide asummary of servicesand how to
access them which can be shared with the public. Thiswould make iteasierfor
providers, other care coordination, and social support entities to coordinate with the
MCOs.
In the RFP, MCOs should be required to describe theirstrategies for care/case
management and identify the staff who will be executingthesefunctions. Intheir
response, MCOs should describe why itis the rightintervention with the right provider
type for the memberwhetheritbe an MD, PA, NP, RN, LPN, Community Health Worker,
or paraprofessional. MCOs should report on this throughout the duration of the
contract.
If Medicaid isto require the use of Community Health Workers, they should think about
therequired credentialingand look atthe educational systemsin the state toensure
that there exists enough CHW programs to meetthe demand. Additionalthought needs
to be put into who will bearthe cost of the credentialing; provider or MCO?
Additionally, this would offeran opportunity for Medicaid to collaborate with the
Louisiana Workforce Commission as well as higher education systems.
The medical home, also known as the patient-centered medicalhome (PCMH), isa
team-based health care delivery modelled by a health care providerto provide
comprehensive and continuous medical care to patients with the goal of obtaining
maximal health outcomes. MCOs should all use the same exact criteriato define high
performing pediatricmedical homes, select the same performance measures, and
incentivize practices and clinics to deliver quality services.
Characteristics of the PCMH should include:

i. Highperformance onaccessto care measure and high percentage of children
receiving well-child visits;
ii. Highrates of children who are up-to-date on recommended well child visits and

immunizations (ora pediatricpreventive services bundle);

iii. Screeningforgeneral development, social-emotional development, special
health care needs, maternal depression, and social determinants of health,
including high performance on developmental screening measure;

iv. Effective care coordination/case managementwith high rates of completed
referrals;

v. Demonstrated familyengagement, measured by satisfaction with care and use
of Bright Futures pre-visit tools or Well-Visit Planner;

vi. High performance on measure forweightassessmentand counseling;
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vii. Low ratesof unnecessary emergency department utilization; and
viii. Additional resources providedin practice (e.g., integrated mental health,

ix. Healthy Steps, Medical-Legal Partnerships, Reach Outand Read, Project DULCE).

X. Additional measurementand framework resource:
https://www.ahrg.gov/sites/default/files/publications/files/ccm_atlas.pdf

MCOs can incentivize Medical Home transformation by:
i. Incentivizing NCQA certifications (or other evidence based certification
programs)

ii. Offermeaningful Medical Home technical assistance to practices (meaningful
beinga technical assistance that provides orientation to the MH Model and
pathsto certification, suggested methods of operationalizing MH, and
mentorship throughoutthe process from acertified consultant.

iii. Reimburse forcare coordination codes- eitherforall practices orfor a select
few (ex:those who have designated care coordinators or LCSW’s providing BH
interventions.)

iv. Incentivizecombined initiatives for Behavioralhealth and Medical Home. Ex:
those having LCSWs provide both behavioral health interventions and care
coordination services.

v. Recommendthe use of family feedback for quality improvement. (We
recommend the CAHPS Clinician and Group Patient-Centered Medical Home
Survey 2.0 Found here: https://www.ahrg.gov/cahps/surveys-
guidance/cg/pcmh/index.html.)

MCOs could suggest triaging by requiring/incentivizing the use of the national Children
and Youth with Special Health Care Needs screener:
http://www.cahmi.org/projects/children-with-special-health-care-needs-screener/ and
http://www.cahmi.org/wp-content/uploads/2014/06/CSHCNS-Fast-Facts.pdf

9. Increase Focus on Health Equity and Social Determinants of Health

a.

Members should experience care equity. That means that regardless of plan, members
should expecttoreceive the same baseline level of care across the board.

Many members have multiple individuals coordinating their care, health plan case
managers, home visitors, DCFS caseworkers, social workers, etc. Coordination between
these individuals providing case management services should be encouraged toincrease
data sharing, decreasing duplication, and improving outcomes. The health plan may not
always be the best entity to be the “hub” of a member's care coordination;inthese
cases the MCO should be contracting with otherentities to provide these services.
MCOs should look at the whole person when addressing/managing chronicdiseases to
identify underlying causes related to Social Determinants of Health, including mental
healthand wellbeingas well as trust of medical provider.

MCOs must show a commitmentand have concrete plansintheirresponse tothe RFP to
embedan equity focusto theirinternal work. This could include:

i. Stafftrainingonsocial determinants of health, particularly systemicinequity
that leadsto health disparities (i.e., Undoing Racism workshop, implicit
(unknown) bias training, etc.)

ii. Utilize equityimpact assessments for decision making, like this one:
https://www.raceforward.org/sites/default/files/RacialJusticeImpactAssessmen
t_v5.pdf. Whileitis specifictoracial equity, the framework can be applied to
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assessthe impacton equityin otherareaslike class, language, ability, sexuality,
etc.

iii. Stafftrainingcouldapply to state Medicaid monitoringand quality staff as well.
MCOs must make a focused effortto recruit, develop, and retain adiverse staff, striving
to eliminate opportunities forunknown/known bias. These efforts should be described
intheirresponse tothe RFP with specificgoalsandinturn progress should reportedto
the state regularly
MCOs must utilize equitablelanguage in internal and external communications (this
document might be helpful eventhoughitis media-focused:
https://www.raceforward.org/sites/default/files/Race%20Reporting%20Guide%20by%2
ORace%20Forward V1.1.pdf)

MCOs must show a commitmentand have concrete plans to engage community
membersin datacollection, analysis, and dissemination and in key decision/planning
points. They should train their staff on how to effectively and respectfully engage
communities, and/or hire community/family representatives (parentliaisons, etc.)

i. MCOs should propose and implement (possibly as a pilot study) innovative
solutionstoissuesrelated tothe social determinants of health such as
substandard housing, transportation, food insecurity, and community violence.
Results should be publicly reported on.

MCOs must establish communication/partnership with othersectors outside of the
clinical setting related to health (housing, transportation, education, employment, faith-
based orgs, etc.) in orderto build cross-sector solutions.

Thisresource from GARE is alsoreally helpful in breaking down key steps to starting
racial/health equity work—the language here may help inform what to ask for and look
for from the MCOs: https://www.racialequityalliance.org/wp-
content/uploads/2017/09/GARE GettingtoEquity July2017 PUBLISH.pdf

Use the following tool during the RFP process toincorporate health equity as much as
possible into the whole proposal and contracting process: https://asphn.org/wp-
content/uploads/2018/01/Health-Equity-Language-Checklist.pdf

ACOG recently released aCommittee Opinion on the importance of social determinants
of health and cultural awarenessinthe delivery of care. MCOs have the opportunity to
support providerimplementationin the delivery of care.
https://www.acog.org/Clinical-Guidance-and-Publications/Committee-
Opinions/Committee-on-Health-Care-for-Underserved-Women/Importance-of-Social-
Determinants-of-Health-and-Cultural-Awareness-in-the-Delivery-of-Reproductive

10. Apply Insights from Behavioral Economics to Facilitate Enrollees’ Healthy Behaviors and
Choices

d.

Incentivize behaviors backed by evidence such as reducing mortality rates and/or
improving quality of life and provide incentives that help the memberimplement that
behavior. Forexample, having asafe infant sleeping environment reduces infant
mortality, soif someone is pregnantand goes to prenatal care, MCOs can become
partners with Cribs for Kids to offer pack-and-plays, car seats, or a strollerto the parent
as an incentive foranother part of pregnancy care that can also reduce cost, such as
adequate prenatal care.

MCOs should partnerwith programs and agencies that provide incentives at bulk rates
to the MCOs such as the Cribs For Kids example above.
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c. Forequitypurposes, find outwhatisa meaningful incentive fromthe population being
served —conductlocal and regional focus groups instead of leaving the decision up to
the marketing department or national parent company.

d. Considerwhichotherservices membersaccessand how could they be tied to behavioral
economicincentivestoimprove patient compliance. Would things such as bus passes,
child care, “slots” in services, additional dollars loaded on SNAP cards, etc. be better
supports formembers?

11. Improve Approach to Value-added Benefits
a. Medicaidshould consider providing alist of initiatives from otherrelevant state
agencies such as OPH, DCFS and Workforce Development that would be supported by
additional resources through value added benefit programs. Forexample, breast pumps
to support breast-feeding, cribsto supportsafe sleep, job search assistanceto support
employment, etc.
b. Medicaid should considerif there isaminimum standard of value added benefits that all
membersshouldreceive. Suggestionsinclude:
i. Dental care foradults
1. dental hygiene alsoimpacts social determinants of health, such asthe
ability to gain employment
ii. BreastPumps
1. Currentprocessof MCO referralsto WIC for breast pumpsis
inadequate; yields low utilization and presents many barriersto
continued access.
iii. Continuous Glucose Monitoring Systems (CGMs) for Type 1 Diabetics
1. TheEndocrine Society recommends CGMs as the gold standard of care
for both childrenand adults with Type 1 diabetes.
iv. Hearingservicesforallagessuchas exams, screening and treatment, hearing
aids, and translation and on-site interpreter services upon request.
c. Thereshouldbenoreasonto limitvalue added benefitsif thereis no cost to the state;
thisneedsto be looked at as one of the benefits of managed care over Fee forService.

12. Achieve Administrative Simplification

a. MCOs should notbe allowed tointerpretthe Medicaid provider manuals differently. If
Prior Authorizations must continueto be used, then they should all utilizethe same
onesacross the board to reduce variance.

b. FamilyPlanningshould not be considered separate from the rest of the Medicaid
Provider Manuals by the Plans and up to the plans forinterpretation. Forexample, some
of the plans continue torefertothe old Take Charge waiver, which only covered
women. Medicaid could streamline the manuals to make it easierforthe plansand
therefore the providers.

c. Inadditiontomembersatisfaction and health outcomes, provider satisfaction with the
MCOs and the Medicaid programiis critical to program success. Providersshould be
regularly surveyed by both MCOs and Medicaid to identify areas forimprovementin the
relationship. These surveys should be publically available and potentially tied to
incentive payments. Additionally, amore robust system needs to be developed by
Medicaid for providers to report challenges with MCOs and should include prompt
follow up and communication back to the complainant.
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