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Recommendation 1. Work to reduce costly medical procedures associated with poor birth outcomes.
In 2005, 12 percent of births in West Virginia were pre-term, ranking West Virginia as having one of the highest rates of pre-term births in the U.S. West Virginia ranks No. 1 in the nation in the percentage of low birth-weight babies born to white women, according to the State Health Statistics Center report. West Virginia mothers are delivering a higher percentage of low birth-weight babies in recent years than they have at any time during the past 25 years, according to a new study done by the Health Statistics Center of the West Virginia Bureau of Public Health.

National and West Virginia data show that the elective induction of labor prior to 39 weeks gestation, in cases without a medical risk condition, is one cause of low birth-weight and pre-term births.  This year the WV Perinatal Partnership established medical guidelines to encourage elective delivery only after 39 weeks gestation.   In doing so, we also partnered with the WV Health Care Authority and the March of Dimes – WV Chapter, payers, and providers to implement a Quality Initiative Project that will support and encourage West Virginia medical practitioners and hospitals to limit the elective delivery to 39 weeks gestation or later. 

By promoting a policy of elective delivery only after 39 weeks gestation, it is our intent to help reduce the number of infants needing NICU care as a result.  Ultimately, we believe we will also see a reduction in the State’s c-section rate, which ranked fifth highest in the country for both 2005 and 2006, according to the Centers for Disease Control.

Recommendation 2. Take maternity care to women in rural areas….and work to assure that we have an educational program available for nurse-midwifery so that     we can continually fill the perinatal provider needs for our women and infants.  

Access to maternity care is one of the most important elements in having a healthy pregnancy.  We still have many areas in West Virginia where maternity care is only available hours away from a woman’s home.  When you consider that pregnancy is one health condition where the standard of care calls for monthly then weekly monitoring by a medical provider, the burden on the West Virginia pregnant woman and her family is travel time and travel cost.  Since the 1970s thirty-three West Virginia hospitals have closed their maternity units causing women to travel further for care.  Adequate maternity facilities and adequate numbers of maternity providers are key to good care.  

In the early 1990s West Virginia felt the shortage of maternity care providers.  The number of family planning physicians offering maternity care diminished greatly.  We had only about five certified nurse midwives practicing in West Virginia and only two or three hospitals that offered privileges to Certified Nurse Midwives.  Today, we have over 45 Certified Nurse Midwives practicing in State and 15 hospitals offering practice privileges.  This evolution has been a major accomplishment.  Now, we are challenged to continually fill the spots left when Certified Nurse Midwives retire, reduce their practice, or move.  

What can West Virginia do to help improve access to maternity care?
· We need to make nurse midwifery education available to our West Virginia nurses without sending them out of state.  This can be done through a joint Master in Nursing and Midwifery Program with a school of nursing currently offering midwifery education.
· We need to make better plans to take maternity care to women in some of our more rural areas through partnerships between our community health centers and traveling maternity and obstetrical providers. 

Recommendation 3. Improve the existing emergency transport system for high-risk mothers and newborns.
An essential part of a rural perinatal care system is the ability to transfer high-risk infants and mothers efficiently and expeditiously. This year we held the Perinatal Transport Summit because our surveys showed that the existing perinatal transport system had problems. Most recently, in 2007 we found:
· 70% of hospitals were not always able to get sick babies transported to NICUs.
· 80% of hospitals stated they were not always able to transport high-risk mothers.
· 62% of hospitals reported that the most common reason given for declined infant transports was lack of beds at the tertiary care center.

Based on survey results and summit findings, we are now working with the Emergency Medical Services office to investigate how to implement a single call system for perinatal transport and medical consultation needs.  
Over the past year the WV Health Care Authority has approved an increased number of NICU beds, and although not all are completely operational, many fewer WV mothers and infants are being turned away from the three tertiary care hospitals. 
Recommendation 4.   Develop telecommunications across the State so that medical consultation for high-risk pregnant women and newborns is at a finger’s touch for medical professionals in rural areas. 

In 2008 the Perinatal Partnership developed a successful telecommunications project to show how rural West Virginia women with complicated pregnancies can receive expert consultation without having to drive to Charleston, Morgantown or Huntington. WV Perinatal Partnership and the WV Telehealth Alliance are collaborating on this project to assure that community hospitals have the capability to telecommunicate with other physicians and hospitals that provide expert medical consultation. The need for this project came about because of the following facts or needs:

· West Virginia has only a few physicians who specialize in high-risk pregnancy and newborn  care.
· Rural physicians in West Virginia have expressed the need for closer communication with specialists.  Telecommunication connections with tertiary centers would provide easier and quicker access to a specialist for maternity or newborn consultation and continuing education.  
· Eleven rural hospitals and 8 community health centers have been identified as potential sites for telecommunications programs. Our telecommunications committee is working with these hospitals to obtain federal funding and a state match of $250,000 Year I and $100,000 for year 2, for the necessary equipment and support systems.
Recommendation 5. Promote the early identification of addicted pregnant women by supporting again passage of the Universal Maternal Risk Screening Act.

During 2008, the Partnership completed several new studies to identify the incidence of use of addictive substances by West Virginia’s pregnant women.  In the Birth Score Data Project, we found that about 5% of women, (816 women delivering babies during the one-year time period studied), reported that they used addictive substances during pregnancy.  
The cost for 103 infants who were born addicted and were transferred to the NICU during that time period was estimated to be $4,306,954.  

Another study conducted at Cabell Huntington Hospital found a total of forty-eight neonates were diagnosed with Neonatal Abstinence Syndrome in 2005, forty of which required NICU assistance. 

During the 2008 regular session, the WV Perinatal Partnership, State Medical Association, and the Office of Maternal, Child and Family Health of WVDHHR were in support of legislation introduced by this committee.  The committee substitute for HB 4052, Uniform Maternal Risk Screening Act, calls for creation and utilization of a uniform maternal risk screening tool to simplify and standardize the process for flagging high-risk pregnancies and referring those women for the care needed.  We encourage the committee to introduce the committee substitute during the 2009 session.  This legislation would help early identification and referral for treatment, but would also provide protections for medical providers so that the information obtained is held confidential, and providers would be more likely to have the confidence of the woman needing treatment.
Recommendation 6. Develop and support programs that encourage women and families to plan for pregnancy.
This year our Partnership began looking more closely at two issues surrounding unhealthy pregnancies:  teen pregnancy and unplanned pregnancy.  What we found was enlightening.  First, we found that West Virginia has done a remarkable job with reducing teen pregnancy.  In fact, between 1991 and 2004 births to West Virginia teens had dropped by 24%.  

Unplanned pregnancy in West Virginia is an issue of considerable seriousness, however.  Our studies found that 42% of the births to women in West Virginia were reported by the mother as either not wanted at the time of the pregnancy or they were not wanted at all. 

Thirty percent of married women said that their pregnancy was not wanted at that time or not wanted at all.  Most alarming is the dramatic changes in marital status of West Virginia women giving birth.  In 1980 about 8% of the births in West Virginia were to single women.  Today, over 40% of our West Virginia babies are born to single women.  This change poses new social and medical issues for the State.  

How can the State help address these issues?  
· More consistent and accurate prevention education in the schools.  We understand that health education is not consistently taught in all counties of the State.

· Continued financial support for the Family Planning Program. Although the Family Planning Program received $1.4 million in additional State appropriations in FY07, the newer, more effective contraceptive methods and supplies have significantly increased costs. 

· Submit a Medicaid Waiver plan to extend Family Planning services for women for up to two years after the birth of a child.  Or consider an income-based waiver allowing family planning services for a greater number of individuals.    West Virginia has a very important economic opportunity which to date has been ignored.  This opportunity is “economic” because the federal match rate is 90% to the States 10% dollars for family planning service.  Twenty-seven states are already saving money because they have already asked for and received a waiver.  

The WV Family Planning Program has estimated that this waiver could result in 830 fewer Medicaid births each year, saving $10,720 for each birth. 
Recommendation 7. With funds saved from the Medicaid Family Planning Waiver we should also expand Medicaid coverage to all pregnant women at or below 200 % of the federal poverty level.  

During 2006 when the Partnership conducted our first analyses of data, the Health Care Authority helped us identify the payer source of obstetrical care.  We found that West Virginia has about 400 pregnant women delivering annually without any health care coverage at all.  

We know that if a woman does not have coverage she is less likely to ask for early prenatal care.  We would like to see all women in care in the first trimester.  Providing coverage for women up to 200% federal poverty level can help West Virginia address this serious concern.  This expansion of benefits would cost only about one half of what would be saved by obtaining a Medicaid Family Planning waiver. 


Recommendation 8. Establish a Permanent Home for Perinatal Partnership. 

In order to continue this Partnership work and to keep State abreast of our progress, or lack thereof, as it relates to maternal and infant health, we recommend that the WV Perinatal Partnership become an established function of State government.  This function is more than a public health matter.  Over the last three years, the Partnership of over 30 organizations and institutions has laid out a process to address perinatal health issues, involving private practitioners, hospitals, schools of medicine and nursing, professional organizations, and state government entities.  The need for this attention to maternal and infant health is basic to the very health of the State itself.  As go the mothers and babies, so goes our State.

Recommendation 9.  Improve care at community hospitals to comply with national standards of care.
In 2007 the Perinatal Partnership established guidelines for all levels of perinatal care throughout the state. This year we have developed hospital self assessment guides and have begun working with hospitals on the voluntarily assess their levels of care.

The purposes of the Self-Assessment Guidelines are to:
1. Establish a consistent set of minimum expectations for each level of perinatal services. 
2. Enable each institution to provide the consumer with a consistent level and quality of perinatal services.  

3. Recognize the capabilities, commitment and resources of institutions that are beyond the minimum expectation for their level of perinatal services. 

Recommendation 10.   Increase public awareness of the advantages of dental coverage and care for all pregnant women and provide Medicaid-covered pregnant women with oral health care.

When examining risk factors that contribute to adverse neonatal outcomes, it is common knowledge that infection is a leading contributor.  The National Institutes of Health reported that  “as many as 18 percent of the 250,000 premature low birth-weight infants born in the United States each year may be attributed to infectious oral disease.”    Over the past twenty-five years, there has been a growing body of research supporting an association between poor oral health/chronic oral infection to the increased incidence of pre-term labor and low birth-weight babies.   Being number one in low birth-weight in the country, West Virginia needs to give very serious consideration to providing oral health care to all Medicaid pregnant women and to take great efforts to make the public aware of the need for oral health care during pregnancy.

Recommendation 11. Increase West Virginia’s approach to reduce tobacco use during pregnancy. 
We need to be aggressive in educating the public and health care providers about the serious problems associated with smoking during pregnancy and with pregnant women and children coming into contact with second hand-smoke.  West Virginia still has the highest rate of tobacco use during pregnancy than any other state.  
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