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Seema Verma

Administrator

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Mail Stop C4-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

Re: Request for Information Regarding Maternal and Infant Health Care in Rural Communities

Dear Administrator Verma:

The American College of Obstetricians and Gynecologists (ACOG), representing more than 60,000
physicians and partners dedicated to advancing women’s health, appreciates the opportunity to provide
comments on the Centers for Medicare & Medicaid Services’ (CMS) request for information (RFI) on
maternal and infant health care in rural communities. As physicians dedicated to providing quality care
to women, ACOG appreciates that CMS seeks feedback from physicians and other stakeholders in its
efforts to improve health care access, quality, and outcomes for women before, during, and after
pregnancy.

As you know, the United States is the only well-resourced nation with a maternal mortality rate that is
on the rise.>2 The stark racial and ethnic disparities in maternal mortality are also significant and
concerning: Black women are three to four times and American Indian and Alaska Native women are
two to three times more likely to die due to pregnancy-related causes than their non-Hispanic white
counterparts.® Notably, eight percent of the rural population is made up of Black Americans, and of the
5.2 million people who identify as indigenous, 40 percent live in rural areas on and off tribal lands. #°

Access to obstetric care in rural communities is declining. Between 2004 and 2014, approximately 179
rural counties lost hospital-based obstetric services, resulting in a 9 percent increase from 45 percent to
54 percent of rural counties without hospital-based obstetric services.® Additionally, more than half of
rural women live more than a 30-minute drive to the nearest hospital offering perinatal services.” These
realities have resulted in increased numbers of out-of-hospital births, births in hospitals without an
obstetric unit, and preterm births as well as higher rates of delayed prenatal care, pregnancy-related
hospitalizations, low birth weight infants, and infant mortality.® To further confound rural access, the
obstetrician-gynecologist professional workforce is experiencing a physician shortage and
maldistribution, which disproportionately impacts rural areas. Approximately half of counties in the
United States do not have a single obstetrician-gynecologist.®

ACOG appreciates the attention CMS, the Health Resources and Services Administration (HRSA), and the
Centers for Disease Control & Prevention (CDC) have dedicated to improving health care in rural
America, and especially the initiatives to address the nation’s maternal mortality and morbidity crisis.
For instance, the Strong Start for Mothers and Newborns Initiative (Strong Start) tested three models of



prenatal care for pregnant women enrolled in Medicaid and the Children’s Health Insurance Program
(CHIP): the pregnancy medical home, group prenatal care, and birth centers. While Strong Start included
some rural health facilities, ACOG cautions that the findings from this initiative may not be applicable for
all situations or pregnancies. However, other programs supported by the CDC and HRSA, such as
perinatal quality collaboratives and home visiting programs, are effective because of the program
management at the community level. It is imperative that pregnancy care options are made available to
meet cultural, geographical, and patient-centered care needs that make up the complex maternal
population.

To expand access, increase quality, and improve outcomes for maternal and infant health in rural
communities, ACOG recommends that CMS should:

e Support and approve initiatives that extend coverage for women with a Medicaid-covered birth
beyond the statutorily-mandated 60 days postpartum.

e Maintain expanded telehealth coverage and access and refrain from imposing regulations that
restrict the provision of evidence-based telehealth services, including continued payment parity
for audio-only telehealth visits.

e Expand Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPQS) benefits to
include blood-pressure monitoring, glucose monitoring, weight monitoring, and pulse oximetry
as determined medically necessary and prescribed for pregnant and postpartum women to
participate in comprehensive maternal monitoring through telehealth.

e Encourage state Medicaid programs to include telehealth services as covered benefits and
reimburse telehealth services at rates that ensure sustainability for physician practices.

e Apply the increased Evaluation and Management (E/M) values (CPT Codes 99212 — 99214) to
the global obstetric codes in the 2021 Medicare Physician Fee Schedule.

e Delay implementation of the public reporting provisions that were finalized in the Advancing
Interoperability and Patient Access to Health Data final rule.

e Develop a comprehensive strategy to address issues related to prior authorization, including a
reduction in the volume across the health care system, elimination of low-value prior
authorization, and standardization of prior authorization requirements.

e Withdraw the Medicaid Fiscal Accountability Regulation (CMS-2393-P).

e Encourage HRSA to expand grant programs to develop new Rural Training Tracks through the
Rural Residency Planning and Development Program (RRPD) to support the development of new
rural residency programs in obstetrics and gynecology.

e Require hospitals to report whether they are meaningfully participating in the Alliance for
Innovation on Maternal Health program (AIM), a perinatal quality collaborative, or similar
maternal health quality improvement initiative.

e Partner with HRSA to encourage broad use of the Maternal Health Learning and Innovation
Center (MHLIC) to support Rural Maternity and Obstetrics Management Strategies (RMOMS)
participants, State Maternal Health Innovation (MHI) programs, and other HRSA grantees
providing maternal care support.

e Recognize hospitals that designate the appropriate level of maternal care based on ACOG
guidance in the Medicare.gov Hospital Compare search tool.

e Pilot a value-based purchasing program in which the agency rewards hospitals that
appropriately transfer care during labor and delivery or other inpatient admissions related to
pregnancy.



e Support the development of pregnancy medical home models to improve maternal health
outcomes in rural areas and elsewhere, including in models developed Center for Medicare &
Medicaid Innovation (CMMI).

e Include team-based care as a requirement in alternative payment models for obstetric care
designed by CMMI.

e Encourage, along with the CDC, the inclusion of rural health representation and rural health
data collection by maternal mortality review committees (MMRCs).

e Maintain a strong relationship with the Indian Health Service (IHS) and incorporate into CMS’
own guidelines the quality recommendations following expert visits to rural, IHS-designated
clinical sites seeking to improve health outcomes for Native women.

We provide additional information regarding certain barriers to access, quality, and quality outcomes as
well as opportunities to improve in these areas below.

Access

Gaps in insurance access

A growing body of research suggests that unsafe gaps in health insurance coverage exacerbate poor
maternal health outcomes.® Rural residents are more likely to be poor and lack health insurance; they
also travel longer distances to receive care or to access a range of medical, dental, and mental health
specialty services.2 Rural residents are also more likely to rely on Medicaid.*

Medicaid is the largest single payer of maternity care in the United States; it is estimated to finance
approximately 50 percent of births in rural areas.'* According to one recent study, rural residents had a
nine percent greater probability of severe maternal morbidity and mortality compared to their urban
resident counterparts.’®> Another recent analysis commissioned by the Medicaid and CHIP Payment and
Access Commission (MACPAC) found that women on Medicaid have an 82 percent greater chance of
experiencing severe maternal morbidity compared with privately insured women. Among Medicaid
beneficiaries, people of color and rural women are at increased risk.'® ¥’ This is, in part, due to
inadequate access to care before, during, and after pregnancy.

Under current law, women who are eligible for Medicaid based on their pregnancy become ineligible 60
days after the end of pregnancy. While some women are able to successfully transition to other sources
of coverage at this time, many are left in the untenable position of being uninsured shortly after a major
medical event. This is true of women living in states that expanded Medicaid under the Affordable Care
Act (ACA) and those that did not. According to Daw et al., nearly one in three women in Medicaid
expansion states and half of women in non-expansion states experience perinatal insurance
disruptions.® Notably, 57.4 percent of all perinatal insurance disruptions included a period with no
coverage.

These disparities in perinatal insurance coverage disproportionately affect indigenous, Hispanic, and
non-Hispanic Black women. New research findings confirm that at each point during the perinatal
period, all categories of racial and ethnic minority women experienced higher rates of uninsurance than
non-Hispanic white women. For example, from pre-pregnancy to postpartum, 75.3 percent of non-
Hispanic white women had continuous insurance compared with 55.4 percent of non-Hispanic Black
women, 49.9 percent of indigenous women, and 20.5 percent of Hispanic Spanish-speaking women.?°



These insurance disruptions — particularly those in the postpartum period — are contributing to poor
maternal health outcomes. As many MMRCs have found, and the CDC has confirmed, about 33 percent
of pregnancy-related deaths occur between seven days to one year following childbirth, and greater
than one third of those deaths occur 43 to 365 days postpartum.? The evidence from MMRCs
underscores the importance of continuous coverage in the postpartum period. For example, the most
recent lllinois Maternal Morbidity and Mortality Report, published in October 2018, concluded that 51
percent of all maternal deaths in the state occurred more than 60 days after the end of pregnancy.? In
Texas, 56 percent of all maternal deaths occurred after the 60-day cutoff.?® In West Virginia, 62 percent
of all maternal deaths occurred more than 60 days postpartum.?* Additionally, deaths from preventable
causes, including overdose and suicide, occur more frequently in the later postpartum period up to one
year after the end of pregnancy.®

Closing this critical gap in coverage can mean the difference between life and death for many women.
ACOG recommends that CMS support and approve initiatives that extend coverage for women with a
Medicaid-covered birth beyond the statutorily mandated 60 days postpartum. This includes section
1115 waiver proposals submitted by state governments.

Telehealth

Telehealth presents a significant opportunity to address eroding access to obstetric care due to the
closure of rural obstetric units, rural hospitals, and the shortage of obstetrician-gynecologists in rural
areas of the country. The use of telehealth can bridge the access gap, connecting patients in rural areas
that lack an obstetrician-gynecologist. The applicability of telehealth across professions and among
health care physicians, and its flexibility in being able to be used in nontraditional venues not only
increases access, but also makes it cost-effective.?® There is particular opportunity with telehealth
services to overcome the barriers that women face in attending postpartum visits.?” For women who
struggle with transportation, securing child care, and not having the ability to take time off work,
postpartum telehealth visits can improve attendance rates and ensure that opportunities to identify
postpartum risk factors are not missed.

Telehealth could also be used to improve rural women’s access to behavioral health services and
treatment for substance use disorder.?®2° According to a 2019 study published in the American Journal
of Obstetrics and Gynecology, substance use-related deaths were the second leading cause of deaths for
women during the 12-month postpartum period, and suicide was the seventh leading cause of death
during that same period.3° Deaths caused by substance use disorder and suicide comprised a total of 18
percent of all maternal deaths captured in the case study.?! Rural residents in the case study comprised
the second leading group of those who died within one year of the end of pregnancy due to overdose
and suicide.??

In rural areas where obstetrician-gynecologists report they cannot refer patients to mental health
physicians and other licensed health care professionals because there are none in the area, telehealth
could effectively fill that gap in care and ensure that the patient has access to all the health care services
they require. In a recent study, researchers found that opioid use disorder treatment received via
telehealth in obstetric practices was not associated with any statistically significant differences in
outcomes compared to in-person treatment.3 Behavioral health services and substance use disorder
treatment provided via telehealth for obstetric and postpartum patients ensures access to the
continuation of comprehensive care, especially in rural areas. CMS should ensure that obstetrician-
gynecologists and other obstetric care health care professionals are provided with all the necessary



tools and flexibilities to optimize telehealth to meet the needs of their patients and effectively
manage treatment for behavioral health conditions and substance use disorders.

In response to the COVID-19 pandemic, CMS relaxed several regulations that were inhibiting the use of
telehealth. Lifting those barriers has allowed obstetric care practitioners to use telehealth services to
provide necessary evaluations and check-ins for their pregnant patients while minimizing exposure to
COVID-19. Prior to the COVID-19 pandemic, ACOG released the timely Committee Opinion Implementing
Telehealth in Practice, which outlines steps to be taken when implementing telehealth into the practice
of obstetrics and gynecology.3* Additionally, a systematic review found some benefit for pregnant and
postpartum women with telehealth interventions, particularly text messaging and remote patient
monitoring. For instance, women who received text message and remote patient monitoring
interventions had fewer unscheduled visits.® It was also noted that remote blood pressure monitoring
combined with text-based surveillance could improve the rate of adherence to guidelines, and text and
web-based communication resulted in significant improvement in breastfeeding continuation.3® After
the national emergency subsides, CMS should maintain expanded telehealth coverage and access and
refrain from imposing regulations that restrict the provision of evidence-based telehealth services. To
increase the accessibility of obstetric telehealth services, CMS should expand Durable Medical
Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) benefits to include blood-pressure
monitoring, glucose monitoring, weight monitoring, and pulse oximetry as determined medically
necessary and prescribed for pregnant and postpartum women. ACOG guidance indicates that blood
pressure, glucose, and weight monitoring are essential to comprehensive obstetric care, making the
availability of home monitoring equipment essential for improving access to telehealth services for
pregnant and postpartum women.3”3 Many private plans recognize the use of blood pressure monitors
and glucose monitors for other conditions, such as hypertension, hemodialysis and diabetes.3%4°
Expanding the availability of home-based equipment used in the typical antepartum office visits would
allow patients to stay at home, submit data to physicians on a regular schedule, and help physicians
determine which patients should be seen in person for care. This is especially beneficial to rural women
seeking perinatal care who otherwise may have to travel long distances to in-person care.

To ensure that all pregnant and postpartum women have access to telehealth visits, CMS should
recommend to Medicaid programs and private payers that they continue covering telephone visits
and reimburse for audio-only visits at the same rate as audio-video visits after the COVID-19 health
emergency is over. Many patients in rural areas do not have access to a reliable internet connection or
smartphone and will therefore not be able to access synchronous audio-video telehealth visits.
Additionally, many patients are not comfortable with video applications and prefer audio-only visits. It is
essential that all pregnant and postpartum women are able to access and seek care via telehealth,
especially during the COVID-19 public health emergency, in order to maintain social distancing
guidelines and reduce their risk of exposure. While several Medicaid programs and private payers have
taken action to cover audio-only visits, many have still not broadened coverage for this service. This
results in barriers to accessing comprehensive, evidence-based care and may force women to seek in-
person care when it is not medically indicated. Further, obstetric practices should not be reimbursed at
a lower rate for providing an audio-only visit when it is the only option or preferred by the patient.
Audio-only visits should be reimbursed at the same rate as E/M telehealth visits. Access to synchronous
audio-video visits depends on a variety of factors that physicians and other practitioners cannot control.
To promote equitable access, ACOG recommends that CMS ensure coverage and reimbursement parity
for audio-only services across payers.

Medicaid Reimbursement



Low and inequitable Medicaid reimbursement rates stand to erode access to care for pregnant and
postpartum women.*! Medicaid covered 43 percent of births nationwide in 2018, and in some states it
covers an even greater share.*? Medicaid is a critical coverage source for women living in rural
communities, who could face even more significant barriers to accessing care if maternity care
payments are lowered. Inequitable Medicaid reimbursement could be particularly harmful for rural
women, as they are more likely to be covered by Medicaid.*®

Obstetric care services are typically paid for through global codes. The primary CPT codes are 59400
(routine vaginal delivery), 59510 (cesarean delivery), 59610 (vaginal delivery after cesarean), and 59618
(cesarean delivery after attempted vaginal delivery). All four of these codes include about ten months of
prenatal, labor and delivery, and postpartum care services. Obstetrician-gynecologists and other
obstetric practitioners typically file a claim for all of these services after the end of pregnancy. The
number and timing of outpatient E/M office visits valued within the global codes is based on evidence-
based guidance from ACOG and the American Academy of Pediatrics. The Guidelines for Perinatal Care
state that “a woman with an uncomplicated first pregnancy is examined every 4 weeks for the first 28
weeks of gestation, every 2 weeks until 36 weeks of gestation, and weekly thereafter.”** This guidance is
reflected in the number of visits valued in the global obstetric codes.

An analysis of Medicaid payment methodologies revealed that 35 state Medicaid programs use global
obstetric codes for women who are covered by fee-for-service Medicaid. Five additional states have
managed care organizations (MCOs) that use the global obstetric codes. The graph below maps the
Medicaid payment rate for global obstetric care with a vaginal delivery to the local Medicare payment
rate for each state that uses the global codes.

Medicaid Payment Rate for CPT Code 59400 as a Percentage of
the Local Medicare Rate
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As demonstrated above, of the 35 states included, only seven pay at or above 100 percent of the
geographically adjusted Medicare rate. Medicare payment rates are calculated to cover the cost of
providing each service. Therefore, Medicaid payment rates that are less than 100 percent of the local
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Medicare rate do not cover the cost of providing care to patients. California, which has both the highest
birthrate and one of the lowest Medicaid reimbursement rates for obstetric care in the country, pays 59
percent of the local Medicare rate for prenatal, labor and delivery, and postpartum care.* The rural
states of Alabama, lowa, and Maine pay 71, 70, and 58 percent of the Medicare rate, respectively.
Obstetric care practices are then required to cover the rest of the cost themselves, potentially operating
at a loss.

In the 2020 Medicare Physician Fee Schedule final rule, CMS finalized increased relative value units
(RVUs) for outpatient E/M office visits. This will result in increased reimbursement rates for standalone
E/M visits. However, CMS did not apply these increased RVUs to the global obstetric care codes. Due to
Medicare budget neutrality requirements, this will result in lower payment rates for obstetric care
services beginning in 2021. These payment cuts will have a broad impact beyond the Medicare program,
especially on physicians practicing in the 35 states that use the global obstetric codes and base their
Medicaid payment rates on a percentage of the Medicare rate. TRICARE and commercial insurers also
base their reimbursement rates on the Medicare rates established by CMS. If Medicare rates for
maternity care are reduced, ACOG anticipates that payment rates will go down across payers.

In order to improve access and health outcomes for women living in rural areas, it is imperative that
CMS support rural obstetric care practitioners by applying the increased RVUs for E/M visits to the
global obstetric codes in the 2021 Medicare Physician Fee Schedule.

Applying the E/M increases to the obstetric codes would be in line with HHS’s broader initiative to
improve maternal health outcomes. Secretary Azar has publicly stated that the Administration is
prioritizing rural and maternal health, and at the National Rural Health Association’s

(NRHA) annual conference, CMS Administrator Seema Verma announced the CMS/NRHA co-sponsored
Maternal Health Forum to explore options for improved maternal health outcomes.***” Applying the
increased E/M values to the global obstetric codes is congruent to the Administration’s health care
priorities, consistent with statute and CMS precedent when updating the E/M codes, and will encourage
obstetrician-gynecologists and other obstetric care practitioners to continue providing care to pregnant
and postpartum women covered by Medicaid. ACOG strongly recommends that CMS apply the
increased RVUs to the obstetric care codes in the 2021 Medicare Physician Fee Schedule.

Administrative Burden

Electronic Health Records (EHRs) continue to represent a significant burden for many obstetrician-
gynecologists. Widespread implementation of application programming interfaces (APIs) could
significantly reduce administrative burden. For instance, applications like the ACOG Comprehensive
Women'’s Health Record improve usability of EHRs with a documentation interface that matches
obstetrician-gynecologists’ clinical workflow and surfacing relevant clinical guidance.*® The widespread
implementation of APls would make this and other beneficial applications more accessible to all
physicians. ACOG commends CMS for finalizing interoperability requirements for health plans that will
make APIs more accessible for patients and physicians. However, it is also important that CMS work with
the Office of the National Coordinator for Information Technology (ONC) to ensure that the cost of API
implementation is not passed to physician practices, especially those in rural areas.

Given the significant strain that the COVID-19 pandemic has placed on physician practices, ACOG further
recommends that CMS delay implementation of the public reporting provisions that were finalized in
the Advancing Interoperability and Patient Access to Health Data final rule. These provisions would
increase administrative burden for physicians and other health care professionals at a time when they



must focus on caring for their patients. CMS should refrain from publicly reporting health care
professionals who attest “no” to any of the three statements related to information blocking in the
Quality Payment Program for performance years 2019 and 2020. Further, CMS should delay the
provision which requires the public reporting of health care professionals that were not able to update
their digital contact information in the CMS National Plan and Provider Enumeration System. ACOG
recognizes the importance of furthering interoperability, but we do not believe that obstetrician-
gynecologists or other health care practitioners should be subjected to additional administrative
requirements during this public health emergency.

In recent years, prior authorization requirements and processes have become one of the greatest
administrative burdens facing physicians. Prior authorization compounds the complexity of current
EHRs. Standardization of prior authorization requirements would expedite automation of prior
authorization, reducing clinician burden and care delays. For instance, if an obstetrician-gynecologist is
ordering a standard genetic test during the prenatal care period, the payer’s prior authorization system
should be able to scan the patient’s health record for the relevant risk factors and provide an immediate
approval for that test when medically necessary. Currently, prior authorization forms do not integrate
with both the physician’s EHR and the payer’s prior authorization system, making immediate approvals
for standard-of-care services infeasible. obstetrician-gynecologists and other physicians must navigate
between their EHR and several other systems to complete the prior authorization form.

Additionally, prior authorization requirements have been inappropriately employed to reduce the cost
of care, even when the services in question are medically necessary and recommended by evidence-
based clinical guidance. Studies show that prior authorization costs physician practices several thousand
dollars per physician per year, significantly delays patient care, and may result in patients discontinuing
medication or treatment.*-%%5! |n rural areas where obstetric units and hospitals are already facing
financial burdens, the costs associated with prior authorization further exacerbates difficulties in the
delivery of medically necessary services by delaying payment and requiring additional resources for
authorization and appeals.

ACOG recommends that CMS develop a comprehensive strategy to address issues related to prior
authorization, including a reduction in the volume of prior authorization requirements across the
health care system, elimination of low-value prior authorization, and standardization across payers.

Medicaid Fiscal Accountability Regulation

ACOG is concerned that the pending Medicaid Fiscal Accountability Regulation (MFAR) will jeopardize
access to care for patients. This regulation, as proposed, seeks to alter the options the states can use to
finance their portion of Medicaid costs and enforce new requirements on supplemental payments to
physicians. ACOG believes this proposed rule could force states to reduce eligibility, cut benefits and
services, increase beneficiary cost-sharing, or limit physician payments.>? The impact of the proposed
rule is incredibly concerning given the nation’s rate of maternal mortality and severe maternal morbidity
and the increased risk that women who rely on Medicaid have for poor maternal health outcomes.
Further, with nearly one in four non-elderly adults in rural areas receiving care through Medicaid,
women in rural communities will be disproportionately impacted by the anticipated cuts to benefits and
services and decreased access to care resulting from this rule. >> ACOG recommends that the MFAR
proposed rule be rescinded.

Rural Residency Planning and Development Program (RRPD)



The Social Security Act (§711(b)(5)) provides the oversight of grants to improve rural health care to HRSA
and does not impose limits to the eligible providers with the exception of meeting the definition of rural
health. HRSA plans to fund 28 grants for up to $750,000 to rural hospitals, rural community-based
ambulatory patient care centers, federally qualified health centers, community mental health centers or
clinics, health centers operated by the Indian Health Service, schools of allopathic medicine or
osteopathic medicine, public or private non-profit graduate medical education consortiums or faith-
based and community-based organizations that offer Rural Training Tracks (RTTs) for family medicine,
internal medicine, and psychiatry.>* Funding is not available for obstetrics and gynecology RTTs. ACOG
requests that CMS encourage HRSA to expand grant programs to develop new RTTs to support the
development of new rural residency training programs for obstetrics and gynecology.

Quality

Alliance for Innovation on Maternal Health (AIM)

The AIM program, developed in partnership with HRSA, is a national data-driven maternal safety and
quality improvement initiative. It is based on multidisciplinary consensus-based practices designed to
improve maternal outcomes. Enrollment in the AIM program occurs at the state level; hospitals have the
ability to engage in AIM initiatives through their state-based entities, often perinatal quality
collaboratives (PQCs) or departments of health. Participants in the AIM program collaborate with
experts in perinatal quality improvement to implement patient safety bundles and learn from other
organizations that have successfully improved maternal health outcomes. The patient safety bundles
utilized by the AIM program are designed to reduce variations in care and improve outcomes related to
common complications, such as hypertension, venous thromboembolism, and obstetric hemorrhage. As
part of their participation in AIM, hospitals submit structure, process, and outcome data to their state-
based entities. This data is used to understand progress towards program goals and can be used for peer
comparison and learning. This rapid cycle quality improvement methodology has been used by PQCs to
improve maternal health outcomes. Currently, over half of U.S. states are enrolled in the AIM

program.>®

Although the bundles may be tailored to meet local needs, the AIM program seeks to reduce variations
in care by having all participating hospitals work from the same evidence-based patient safety bundle
framework. By working to reduce variation, AIM helps all hospitals — from large urban academic medical
centers to rural hospitals — have the necessary structures in place to recognize and appropriately
respond to obstetric emergencies, learn from their cases, and implement changes that improve
maternal outcomes. Additionally, AIM’s Reduction of Peripartum Racial/Ethnic Disparities bundle
provides important information for health care professionals serving in rural areas and areas with high
American Indian and Alaska Native populations to ensure culturally sensitive care.*®* ACOG
recommends that CMS require hospitals to report whether they are meaningfully participating in AlM,
a perinatal quality collaborative, or similar maternal health quality improvement initiative.

Maternal Health Learning and Innovation Center

ACOG is the primary subrecipient of a 5-year national award to University of North Carolina at Chapel
Hill by HRSA known as the Maternal Health Learning and Innovation Center (MHLIC). MHLIC is charged
with development of a national resource center established to accelerate innovative and evidence-
informed interventions that improve maternal health and eliminate maternal health inequities,
including in support of Rural Maternity and Obstetrics Management Strategies (RMOMS) participants
(HRSA-19-094). RMOMS goals include development of a sustainable network approach to coordinate
maternal and obstetric care within a rural region; increased delivery of and access to prepregnancy,



pregnancy, labor and delivery, and postpartum services; development of sustainable financing models
for the provision of maternal and obstetric care; and improved maternal and neonatal outcomes in rural
settings.

Comprised of a multidisciplinary team led by the UNC Gillings School of Global Public Health, the UNC
School of Social Work and the UNC School of Medicine, MHLIC works in partnership with ACOG and
other organizations to advance federal and state-level efforts to eliminate preventable maternal deaths
and reduce severe maternal morbidity. The three areas of focus are engagement, innovation support,
and policy, with equity being foundational to all work of the MHLIC. The team has built an innovative
and responsive infrastructure for this MHLIC specifically, using lessons learned from our work providing
similar services for other maternal health audiences, with careful attention to program awardee needs,
dissemination, and a strong focus on equity and engagement at the patient, clinician and community
levels.

The goals of MHLIC are to provide capacity-building support to HRSA award recipients focused on
maternal morbidity and mortality prevention via the State Maternal Health Innovation (MHI) and
RMOMS Programs. Additionally, MHLIC seeks to catalog maternal health capacity-building resources in a
comprehensive portal, facilitating connections with existing training and technical assistance centers
and developing new tools for learning and implementation. ACOG supports these efforts through
subject matter expertise, participation in innovation and engagement core team support, and personnel
allocation to support RMOMS and other HRSA grantees. ACOG recommends that CMS partner with
HRSA to encourage the broad use of MHLIC to support RMOMS participants, MHI programs, and other
HRSA grantees providing maternal care support.

Levels of Maternal Care

Lack of access to risk-appropriate obstetric care increases the risk of poor outcomes from obstetric
emergencies. ACOG and the Society for Maternal-Fetal Medicine (SMFM) jointly developed an Obstetric
Care Consensus on Levels of Maternal Care (LoMC) which establishes a framework for regional hospital
relationships that addresses maternal health needs. LoMC outlines the required minimal capabilities,
physical facilities, and personnel that are required to safely care for women at various levels of risk and
meet a designated level of care.>” The purpose of LoMC is to ensure that women receive risk-
appropriate care. LOMC encourages support systems to ensure appropriate care for high-risk women in
rural areas via collaboration among facilities of differing levels of maternal care within a perinatal care
region. Implementation of LoMC contributes to significant improvements in systems of care and
facilitates quality improvement efforts based on the resources, opportunities, and needs specific to the
region.>®

A coordinated and regionalized system involves multiple components. Implementation must be
considered within the context of rural health challenges, including access to care by pregnant and
postpartum women who are significantly impacted by the closure of obstetric services or facilities. LoMC
guidance specifically directs higher level hospitals to collaborate with lower level hospitals to coordinate
transport, assess resources, support quality assurance and performance improvement initiatives,
analyze regional data, and assist with education. Through this support, hospitals and health systems
within a region can map geographic distribution of maternity care resources to identify needs specific to
rural hospitals, which may include:

e  Workforce shortages
e Geographic challenges to access health care
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Continuing education and training on common and uncommon complications

Data collection

Access to supplies and equipment

Collaboration with obstetrician-gynecologists or other obstetric care health care professionals
and specialists.

ACOG recommends CMS provide recognition for hospitals that designate the appropriate level of
maternal care based on ACOG guidance in the Medicare.gov Hospital Compare search tool. 5% ¢

Payment and delivery models

Any innovative models for obstetric care must be designed to explicitly support rural hospitals and
health care professionals, and include flexibilities to ensure culturally sensitive, patient-centered care.
Alternative payment models for obstetric care that are designed by CMMI should include LoMC and
team-based care. Team-based care, when optimally implemented, provides holistic, integrated care to
improve the experiences of individuals and families. The team should be informed by the expertise of
obstetrician-gynecologists and may include primary care physicians, physician specialists, physician sub-
specialists, advanced practice nurses, certified nurse-midwives and certified midwives (CNM/CMs) and
community-based health worker support. Team-based care in rural areas often utilizes telehealth to
connect the patient and any number of physicians and other health care professionals where one or
more of the team members cannot be physically present with the patient.®? ®2 |t has been shown to
improve the health of populations and lower per capita costs.®® Further, team-based care is an essential
component of rural health care in areas where obstetrician-gynecologists are too few to serve the full
population.

Value-based payments should be used to incentivize appropriate transfers of care based on a woman’s
risk factors consistent with LoMC. This will ensure that lower level hospitals are able to transfer women
who are at-risk or high-risk without being financially penalized. Currently, level 1 and level 2 hospitals
are disadvantaged when transferring a woman who has “risked out” of care at their facility while she is
in labor. Even though that hospital has managed her labor for several hours, it is not adequately
reimbursed for that patient’s care if she is transferred to a higher-level facility. CMS should consider
piloting a value-based purchasing program in which the agency rewards hospitals that appropriately
transfer care during labor and delivery or other inpatient admissions related to pregnancy. This
program would include data collection for the appropriate transfer of care and subsequent bonus
payments to facilities that appropriately transfer care according to LoMC guidance. These bonus
payments would provide a value-based support system for hospitals located in rural areas that are
already struggling to keep their doors and obstetric units open.

Another model for consideration is the pregnancy medical home model. It is imperative that such
models are appropriately financed. The cornerstone of successful models is additional payments that
provide obstetric care practices with the flexibility to address social determinants of health and
otherwise innovate their practice model. Without this added support, practices do not have the financial
margin to hire the necessary staff and report performance on quality measures. The fee-for-service
system is designed to reimburse practices for the cost of providing individual services, and therefore
does not adequately support care management and other services required to address a variety of social
needs. This reality is particularly true for obstetric care practitioners located in rural areas, who tend to
see a higher proportion of patients who are covered by Medicaid.®
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There have been several pregnancy medical home models that have shown promising results. The per-
patient-per-month payment allows the pregnancy medical home to address social determinants of
health and other needs through care management and coordination. Some models also provide bonus
payments to practices for completing certain tasks, such as a risk assessment. For example, North
Carolina’s Medicaid program is home to the only state-wide pregnancy medical home model in the
country.®% Hundreds of practices participate in this model, including many practices located in rural
areas of the state. In North Carolina, practices commit to the following for all pregnancy medical home
enrollees: performing a thorough risk screening, providing face-to-face care management services,
maintaining a specific nulliparous term singleton vertex (NTSV) cesarean delivery rate, and completing a
postpartum visit within 60 days of delivery. Case managers also assist women in meeting social needs,
such as housing, nutritious food, and support for behavioral health. Women who are enrolled in the
medical home model have lower rates of infants with low birth weight and cesarean deliveries, as well
as higher postpartum visit attendance rates than women who do not participate. North Carolina also
estimates that the program reduced the cost of prenatal care. Other pregnancy medical home models
have been shown to reduce unnecessary cesarean deliveries, increase postpartum visit attendance, and
achieve other positive birth outcomes.®”- 68 6. 70

ACOG recognizes that CMMI included the pregnancy medical home model in the Strong Start for
Mothers and Newborns (Strong Start) demonstration. While CMMI concluded that this model did not
significantly improve outcomes compared to the other interventions., we are concerned that the Strong
Start demonstration may not have accurately represented robust medical home models. The final
evaluation of Strong Start indicated that the pregnancy medical home model was implemented
inconsistently and the most consistent intervention was the addition of a care manager.”! The
evaluation further notes that most of the pregnancy medical home awardees did not implement a high-
intensity intervention, and acknowledges that the pregnancy medical homes were also caring for more
higher-risk patients than other awardees.” As previously mentioned, a robust medical home model
meaningfully addresses the complex social needs of pregnant and postpartum women, provides for care
coordination services, and adheres to evidence-based clinical pathways. Successful models also include
a value-based bonus payment system, which was not included of the Strong Start demonstration. ACOG
strongly recommends that CMS continue to support the development of pregnancy medical home
models to improve maternal health outcomes in rural areas and elsewhere, including in models
developed by CMMLI. This could include hiring additional care coordination staff or implementing
telehealth for women who live far away.

2020 Maternity Core Set

The inclusion of the Prenatal and Postpartum Care measure in the Medicaid and CHIP Scorecard
encourages states to report data that is aligned with federal goals and comparable across states. ACOG
appreciates that the Adult Core Set recognizes the importance of postpartum care, especially in the
context of maternal mortality and severe morbidity. Specifically, the measure considers the Percentage
of Women Delivering a Live Birth who had a Postpartum Care Visit on or Between 21 and 56 Days after
Delivery. Fiscal Year 2018 results indicated that 58.5 percent of women covered by Medicaid had a
postpartum visit between 21 and 56 days after delivery. ACOG believes that this measure from the Adult
Core Set does not provide complete data on postpartum visits, since ACOG guidance recommends a
comprehensive postpartum care visit between four and 12 weeks postpartum, and contact with an
obstetric care clinician in the first three weeks postpartum.”® Many women have postpartum check-ins
before 21 days postpartum and comprehensive visits after 56 days postpartum; therefore, the measure
may not be an accurate reflection of the maternity care being provided. ACOG recommends that CMS
adjust the measure to include any outpatient visits within 90 days of delivery. This will ensure that
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CMS accounts for visits that may occur outside the 56 days. This is especially important as states
consider extending Medicaid eligibility for pregnant women beyond the statutorily mandated 60 days
postpartum.

ACOG also commends the work CMS is engaged in to design a new measure for inpatient hospitals to
meaningfully participate in a state or national quality improvement program. As we have discussed with
CMS staff in the Center for Clinical Standards and Quality/Quality Measurement and Value-Based
Incentives Group, we recommend that hospitals attest to:

1. Participating in a statewide and/or national perinatal quality improvement collaborative
program aimed at improving maternal outcomes during inpatient labor, delivery, and
postpartum care.

2. Collecting and reporting data (preferably chart review, administrative data also acceptable) to a
collaborative for the purpose of being benchmarked against other hospitals.

3. Actively implementing patient safety practices, bundles, or sustainability projects to address
complications or otherwise improve quality of care based on the data collected.

Only those hospitals that answer “yes” to all of the above three criteria should be considered to be
engaged in meaningful participation in a maternal health quality improvement program. ACOG
believes that the above requirements, if noted in Hospital Compare, would ensure that this measure is
reporting meaningful participation in quality improvement initiatives and provide women with useful
information about hospitals near them.

Maternal Mortality Review Committees

As the United States continues to experience rising maternal mortality rates, nearly every state has
established, is implementing, or is planning to convene a maternal mortality review committee (MMRC).
MMRCs are tasked with identifying, reviewing, and analyzing maternal deaths. Upon completion of their
analysis, MMRCs disseminate findings that are used to better inform and create policy
recommendations to prevent future deaths. MMRCs help to illuminate the wide-ranging causes of
maternal death by examining not just deaths that are pregnancy-related but also those that are
pregnancy-associated. For example, MMRCs have revealed that deaths due to overdose and suicide are
now the leading cause of maternal mortality in a growing number of states, including Colorado,
Maryland, New York, Texas, Utah, and Virginia.” 7> 76 77 78 7 MMRCs have access to multiple sources of
information within states that aid in identifying, characterizing, and providing a deeper understanding of
the circumstances surrounding each maternal death.

The CDC’s Enhancing Reviews and Surveillance to Eliminate Maternal Mortality (ERASE MM) program
provides support for MMRCs for their reviews, including characterization of maternal deaths and
identification of prevention opportunities. Currently, ERASE MM supports 25 state MMRCs.° The CDC
also supports the Maternal Mortality Review Information Application (MMRIA, or “Maria”) data system
with the goal of standardized the data collection from all the MMRCs. MMRIA recommends that MMRCs
include a diverse membership, including representatives working in different areas of the respective
state, including representatives of rural areas.®! However, despite this recommendation, only two states
currently require rural representation on their committee.®2 To ensure that the specific needs of rural
areas within each state are being recognized and addressed, representatives from those rural
communities, including rural Black and rural American Indian and Alaska Native communities, must be
included in the data collection, analysis, policy recommendations, and follow-up improvement strategies
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and processes. CMS should encourage, along with the CDC, the inclusion of rural health representation
and rural health data collection by MMRCs.

Outcomes

Social Determinants of Health

Social and structural determinants of health describe environmental conditions, both physical and
social, that influence health outcomes. Physical conditions such as lack of access to safe housing, clean
drinking water, nutritious food, and safe neighborhoods contribute to poor health. Socio-political
conditions such as institutional racism; police violence targeting people of color; gender inequity;
discrimination against lesbian, gay, bisexual, transgender, queer, or questioning (LGBTQ) individuals;
poverty; lack of access to quality education and jobs that pay a livable wage; and mass incarceration all
shape behavior and biological processes that ultimately influence individuals’ health and the health of
communities.®#8> Syuch social conditions not only influence individual health but also work to create
cycles that perpetuate intergenerational disadvantage.

Social determinants of health serve as a risk indicator for pregnant and postpartum women.
Approximately 2.3 million people (2.2 percent of all U.S. households) live in low-income, rural areas that
are more than 10 miles from a supermarket.® This can often cause severe limitations in access to
nutritious foods for pregnant and breastfeeding women and can contribute to poorer health outcomes
for women and children. Less formal education, lower health literacy, unplanned pregnancies, and poor
transportation have all been associated with late initiation of prenatal care.?” Additionally, lack of child
and other dependent care can reduce a pregnant person’s ability to initiate and attend prenatal
appointments. Prenatal care initiation in the first trimester was lower for women in rural areas
compared with suburban areas.®® And for women of color, it is important to acknowledge that
institutionalized racism and other forms of discrimination are social determinants of health.%°?

CMS can support quality outcomes by ensuring optimal reimbursement rates for obstetric care health
care professionals who screen and participate in care coordination with other health care
professionals and community-based health worker support to address social determinants of health.
Addressing the root causes of how social determinants of health affect health outcomes requires wide-
reaching, policy-level changes, and most health care settings, especially in rural areas, are generally
under-resourced to address the social needs of individual patients. However, tools have been developed
to assist health care professionals in screening for some conditions, such as food insecurity and housing
instability, and incorporate these questions into electronic medical records. °2 A referring clinician’s
ability to provide referrals to housing or food services while patents are in the clinic further paves way
for opportunities to address some of these issues.”

Coordination with Indian Health Service (IHS)

CMS aptly recognizes in the RFI that any discussion regarding maternal outcomes is multifaceted and
complex. Beyond physical health, American Indian and Alaska Native and other racial and ethnic
minority populations are confronted with mental health conditions, substance use disorders, exposure
to violence, bias, and the multitude of social determinants of health at disproportionate rates. Further,
women of reproductive age living in rural areas have less access to care and experience poorer health
outcomes than their counterparts living in urban areas.

14



Since the 1970s, ACOG’s Committee on American Indian and Alaska Native Women’s Health — comprised
of ACOG Fellows and representatives from the American College of Nurse-Midwives (ACNM),
Association of Women'’s Health, Obstetric, and Neonatal Nurses (AWHONN), American Academy of
Pediatrics (AAP), and the Society of Obstetricians and Gynecologists of Canada (SOGC) — has served in a
consultative capacity to the Indian Health Service (IHS). The Committee works to meet the health needs
of American Indian and Alaska Native women and the health care professionals who serve them by
conducting site visits to regions designated by the IHS to review all aspects of care, including quality,
staffing, and equipment. CMS should work to maintain a strong relationship with the IHS and
incorporate into CMS’ own guidelines the quality recommendations following site visits that seek to
improve outcomes in American Indian and Alaska Native pregnancies. *

HitHH#

Thank you for the opportunity to comment on the RFl on opportunities to improve health care access,
quality, and outcomes for women in rural communities before, during, and after pregnancy. We look
forward to working with CMS to implement policies that ensure rural women and their families have
access to high-quality health care and improved health outcomes. Should you have any questions,
please contact Erin Sigmon, policy analyst, at esigmon@acog.org or 202-314-2337.

Sincerely,

%M/Jﬁﬂ"’) “d

Maureen G. Phipps, MD, MPH, FACOG
Chief Executive Officer
American College of Obstetricians and Gynecologists
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