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Today our nation faces not just a healthcare crisis,

but a health crisis with a rising toll of avoidable

illnesses and deaths, millions of days of lost produc-

tivity in the workplace, and healthcare costs that
have become an oppressive economic burden for indi-
viduals, for businesses of all sizes and types, and all levels
of government.

Reform of the U.S. healthcare system is a clinical,
moral and fiscal imperative.

Research conclusively demonstrates - as does the
experience of other countries — that the means exist to
reduce preventable deaths, improve patients' quality of
life, and moderate healthcare spending. One of the most
compelling examples of how we, as a nation, can and
must produce better health outcomes is in the treatment
of pregnant women and their unborn children - what is
most often referred to as antenatal or prenatal care.

The consequences of suboptimal care during preg-
nancy in the U.S. demand action. Consider these facts':

* The preterm birth rate has increased by 36 percent
since the 1980s; and despite a slight decline in the 2007
preterm birth rate, the number of babies born too soon
continues to exceed 540,000 each year.

* Preterm birth is the No. 1 obstetrical complication in
the U.S. and the leading cause of neonatal death.

* The annual economic cost (medical care, remedial and
special education and lost productivity) associated with
preterm births is more than $26 billion or $51,600 per
infant born preterm.

* Between 25 and 40 percent of total health plan
expenditures are maternity-related — driven primarily
by preterm births and neonatal intensive care unit
(NICU) days.

As policymakers contemplate a major expansion of
healthcare coverage to the nation's uninsured, they also
have a rare opportunity to make major strides in
improving our nation's health. With that ambitious goal
at the forefront, Inverness Medical Innovations, Inc. and
Alere® propose that:
® Comprehensive healthcare reform should include a

new national effort to improve the maternal and

newborn outcomes of every pregnant US citizen re-
gardless of insurance coverage, socioeconomic needs
or health status.

Specifically, we propose that a National Healthy
Pregnancy Program be created through a partnership
between the federal government and industry experts in
pregnancy care management. The National Healthy
Pregnancy Program will include, but not be limited to:
® Pre-conception care and screening for medical con-

ditions that adversely affect birth outcomes.

* Facilitation of access to and timeliness of prenatal care.

* Provision of care via a provider care team including
advanced practice nurses, nurse midwives and phy-
sicians.

* Maternal screening and testing for risk factors and
conditions that place a pregnancy at high risk for
adverse outcomes.

* Development of guidelines for initiation of timely and
cost-effective evidence-based interventions.

* Standardized electronic medical records.

* Implementation of national quality standards for
obstetrical care and pregnancy outcomes.

* Guidelines or regulations for the use of artificial
reproductive technologies (ART.)

* Financial and other incentives for women and pro-
viders to participate in the program .
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® Development of an electronic national pregnancy
registry.

Reference

1.Institute of Medicine. 2006. Preterm Birth: Causes,
Consequences, and Prevention. National Academy Press,
Washington, D.C http://www.iom.edu/Object.File/
Master/35/975/pretermbirth.pdf

The Case for a National Healthy

Pregnancy Program

Research demonstrates that every weghkrolonged
pregnancy matters as risks lowered, outcomes
improved, andthe cos$ associated witpretermbirths

In contrast to thdJ.S, many Western European
countries have developed national obstetrical car
delivery models and haveconsistently reported
significantly lower preterm birth rates. (See Table 1 an
Appendix A) Typically iese programs include essen
tially unlimited access to prenatal care for all pregnar
citizens; financial incentives for pregnant women tc
seek prenatal care early and to maintain their
connection with the healthcare systewidespread use
of obstetrical orse midwives rathethan physicians
(obstetriciangynecologists)and innovative approaches
to overcoming traditional barriers to care.

The success of Western European maternity- prc
grams provides evidence and support for the develoj
ment of aU.S. National Healthy Pregnancy Program
that would not only be modeled after the Wester

significantly reduced. While the average cost of Furopean experience, butould alsodraw upon the

healthy baby born at futerm or 40 weeks of gestation
is $2,830, the average cost for a premature baby jfat reside within successful

wealth of expertise, innovation and research capabilitie
U.S. maternity car

$41,616 If the baby is born at 26 weeks, the cost Cafanagement erties.

quickly rise to as much as $25m6

TheU.S.has not ignored the need for better maternal
health by any mean$ut without a concerted national
program, the results have been disappointing.

* Medicaid programs, which are administered by the
states with varying levels of benefits ardvices, have
generally been ineffective in preventing-pmaturity.

In fact, proportiorately more preterm births occur in

the Medicaid population and the highest rate is

among the AfricamPAmerican population.

* Pregnancy managemergrograms implemented by
traditional commercial health insurance carriers have
also had limited success in improving pregnancy
outcomes in broader populations mainly due to the
lack of dedicated focus, specialized staff and properly
aligned incentives for pregnant patients andltie
care providers.

* Previous pregnancy demonsti@t projects that have
been reported in the literature have been focused on
specific groups or risk factors (e.g. teen pregnancy,
substance abuse, emergency contraception) and not
on managing entirpregnancy populations.
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Table 1 — Comparison of birth statistics between the US and selected European countries
with >500,000 annual births

USA UK Germany lItaly France
N*= 4,265,555 | 709,317 |636,844 |534,568 |762,378
Smoking during | 13.2% 33.0% 10.9% NR 35.9%
pregnancy
1! trimester 69.0% 67.5% 93.9% 94.5% 95.0%
initiation of PNC
Twin births per | 32.1 14.7 17.7 11.5 15.8
1000
Low birth 8.3% 7.9% 7.3% 6.8% 7.2%
weight <2500g 6.5% 6.1% 5.2% 5.4% 5.5%
Singleton LBW
PTD <37 weeks | 12.8% 7.5% 8.9% 6.8% 6.3%
Singletons <37 | 11.1% 6.1% 7.0% 5.7% 5.0%
weeks
Cesarean 31.1% 23.0% 27.3% 37.8% 20.2%
delivery
Induction of 22.3% 19.6% 17.3% 18.8% 19.8%
labor

* U.S. natality reports are based on the number of births, while in Europe they are based on the
number of pregnancies.
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An Outline of the Proposed National + Federal governmenrassistance for nutrition, housing

and other programs that will improve pregnancy-out
Healthy Pregnancy Program comes (to be determined).

Providing easy access to prenatal care - Program Enrollment

“Steering pregnant moms one at a time to The Program will establish a tdtee number,
prenatal care at an early gestational age” website and text messaging site to serve as the er
portal for theprogram and as a 24/7 Osafety netO as

Awareness and Incentives mom-to-be progresses through her pregnancy. Th
A National Healthy Pregnancy awareness campaigr’i’r_c’gram will employ both a.telephonic call center ant

employing diverse, culturspecific media outlstwill ~ Olive chatO technology solution.

emphasize program benefits and thefinial incentives Program enroliment will occur directly through self

available to pregnant women for early enrollment andréférral via phone othe secure website, or indirectly

active engagement in the Program until birth. through the provider care team if the woman seeks ca
Women attempting to becomeegnantor self re ~ Without prior contact with the Program staff.

porting pregrancy will have: If the woman has notrahdy chosen a provider care

« Easy access to pregnancy test kits at retail outlets amwhen shemakes contact with the Program she will

pharmacies. be assigad one based on her geographic location.

« Basic Program enrollment information, including At the initial patient contact, the Program staff will
toll-free number, websites, text messaging site etcobtain basic obstetrical/demographic information and
included in test kits, including information on Rro &n Ourgent contact phone numberO that will be enter

gram incentives for early enrslent ard par into the registry system (the basis for thect&bnic

ticipation. health record). General Program information and
« Program information widely disseminated via com reinforcement of the importance of contacting the

mercial media, pharmacies, public health outposts@SSigned provider care team to verify eligibilay ih-

community outreach programs, churches, etc. centives will be emphasized. _
« A desgnated provider care team (sdefinition be Patient assignments will be communicated from th
low), which will become centrtd the healthy birth. Program to the assigned provider care team, which w

have responsibility for logging the patient and reachin

Patient incentives provided by the Fedemdegy  OUt to the pregnant mom via her Ourgent contact phor
ment (available after verification of pregnancy by the"UmberO if the patient has not maale appointment

provider care teanor completion of program reoll- within a designated period of time. Other means o

ment) may include: reaching out to pregnant moms will be considerec

. Cellphone for communicating with the provider care based on the availability of various technology -plat
team and Program nurse. forms.

- Transportation vouchers or mileage reimbursement At the first provider care tea@physical locationO
for visits to the provider care team Ogitel loca visit, a more compremsive universal pregnancy risk-

tion,O the patient's hospital, etc. screening tool will be administered and entered into the
. Cash or cash equivalent for a) enrollment in and b)'€gistry system (electronic health record). _
completion of the Program Depending on the scored results of the univers

pregnancy risk screening tool, patients will be
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categorized as OlavekO or OhigliskO and care will Assembling the Provider Care Team —
assigned accordingly. A plan for future visits, who to«4

contact for information and when, prenatal education

igning care and incentives to make a

and risks, and answers to any other questions from thgllﬁerence

mom-to-be will be provided.

Universal pregnancy riskscreening tools an

4 The Oprovider care teamO will consist of a telephol

antenatal visit reports utilized at each subsequenPro9ramnurse, atelephonic case manager, a provider:

provider care team Ophysical locationO visit will be us
to reassess and-stratify the patient as her pregnancy
progresses. Appropriate referrals to specialist outside o
the provder care team will be made.

At any time throughout the pregnancy, women
designated as highisk for adverse pregnancy outcomes
will be eligible for case management services in addition
to the care provided by her provider care team. Women
enrolled fo case management services will receive
additional education, telephonic nursing contact and
nurse home visits as appropriate to their condition and’
needs.

Pharmacy consultation setes will be available at
local retail pharmacy outlets specific toegnancy
issues and Program information.

Electronic Health Record/ Pregnancy Registry

« The electronic health record will be a pdrtite preg
nancy registry and contain all information obtained
from pregnancy risk screenings, antenatal visits,
hospital vsits and maternal and neonatal pregnancy
outcomes.

+ Data contained in the electranihealth record/
pregnancy regisy will be aggregated and used to
monitor and track Program results and provide a
basis for quality improvement initiatives.

« Although introduction of the program will occur
using all readily available methods of communication,
webbased applications will be spedfiand imple-
mented to standardize and make communications
between Program components more streamlined an
easier for patientfmvider use. .

« The system will be developed to enhance both clinical
and administrative efficiencies.

&gre and social support services/staff.
- A Otelephonic program nurseO is a traipedess
ssional that works for the Program and has access tc

Program electronic record and patierdtd necessary
for her/him to cordinate the various processes of the
Program.

A Otelephonic case managerO is a certified obstetr
case manager that would be utilized in certain -igh
risk pregnancy cases to support the provider car
team.

A Oprovider of careO can either beohstetrician,
family practice physician, a nurse practitioner or
nurse midwife. For Olow riskO (Seevab preg
nancies a nurse practitioner or nurse midwife will be
utilized and reimbursed by the Program. For Ohig
riskO (See above.) pregnancies astetrician or
specidist (perinatologist obstician) will be utilized
and reimbursed by the Program.

- A Osocial support service/staffO can telephonica

support the provider care team whertensive social
support serwes are necessary. Alternatély social
support service can be provided in person by staff
larger physical locations of the provider care team.
The use of telemedicine and home nursing visits t
support the provider care team will be encouraged fc
those pregnant women in remote geaphical areas
and to reduce hospital admissions or lengths of stay.

Program financial and other incentives will be-pro

vided to the staff at the physical locations of the
cProvider care team. These will include:
* Subsidized salaries for provider eaeam.

No-cost software and training for risk assessmen
communications with the Program telephonic nurse
or case manager.
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* Increased provider care team reimbursement for case national standards and by providing the infra
management referral of higiisk pregnancies structure for a continuumof-care approach for the
* Payfor-performance will be esblished and staged pregnant mormto-be.
over time for the provider care team &@&n ew * These programs have been successful in both fl

idencebased national guidelines and benchmarks. commercially insured and federafiynded Medi-
caid) populations.
Evaluating the Program's Success - * Pregnancy management programs using sophisticate

information systems d&e been deployed on a nation
al basis to manage large populations (e.g., al su
scribers enrolled in a large health plan).
* Claims mining, data wam®using, predictivenodd-
ing and other informatics processes and technique
have been used by companies that manage large pr
nant populations to monitor quality of care and the
performance of providers.
Some companies managing pregnant population
have worked with National Instites of Health
research centers to investigate new treatments fi
complications of pregnancy and have shared dai
collected in the management of nearly one millior
pregnancies with the medical and obstetrical €om
munities at large through collaborative resba
projects and publications.
* Cost savings resulting from the utilizatioi com

“Measuring the important processes and

outcomes and acting to improve the Program”
Performance measurement and coobus im-
provement will include:

* Analysis of data obtained for risk factor identification,
interventions, provider care team performance, and
outcomes.

* Performance measurement and determination of the,
most effective and cosffective contact points,
Oteachable moments,O incentives amgram ele
ments.

* Adaptation of universal quayi measures and quality
improvement techniques to implemergolicies pro-
cedures and guidiees more effectively.

The Rationale for a Partnership Between mercially available pregnancy managnt programs
the Federal Government have been documented (See Appendix C).

and Qualified IndUStry Experts in The goals of reducing poor birth outcomes and the
Pregnancy Management excessive healthcare costattaccompany them will be

Experienced, innovative health maeragnt compa achieved sooner if the National Healthy Pregnanc
nies have deployed fietdsted Healthy Rgnancy Program builds on existing successful programs.
programs with success for both commercial health® Some companies have more than 15 years of fiel
plans and managed Medicaid populations. tested experience in the development of the syster
 With the advent of more sophisticated and robust and the infrastructure needédr a National Healthy

clinical management systems and technology, health Pregnancy Program.

management companies can identify, enroll, educate’ Risk screening and castratification, necessaiconm

risk gratify and case manage very large populations of ponents of managing large pregnancy populations

pregnant women. are at the core of most of the commercially imple
* Pregnancy management companies halemon mented programs that have denstrated success in
strated success in improving pregnancy outcomes by improving autcomes.

managing tle codition of pregnancy accondg to
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* Without this partnership the time to implement and ¢ Comprehensive obstetrical case managenrerii-
clinically validate a successful National Healthy sive of reinforcement of the providerOs plan of care

Pregnary Program would be extendednetessarily. education, support, and the coordination of eost
effective resources
Health Improvement Solutions from * Use of home obstetrical nursing care in lieu of
. . hospitalization for higkrisk pregnancies
Inverness Medical Innovatlons, Inc. and * Reduction of neonatal intsive careunit (NICU)
Alere® length of stay through proactivepexialized case
Better birth outcomes for mothers and newborns management, intensive education with family and
Inverness Medical Innovationsinc. and Alere cargivers, enviramental asses®nt and discharge

comprise a family of highly innovative and successful ~ Planning

companies that employ health information tech * Coordination of care for those participants who

nology, homemonitoring services, rapid diagnostic  indicate prior issues with depressias well as

tools, clinical outreach, and health coaching to  Postpartum depression following their most recent

enhance individuals' health and wellbeing. We add birth

value to the nation's healthcare system by collaborat * 24/7 tolifree access to higfisk obstetrical nurses

ing with providers, health plans, employers and and/or neonatal nurses

patients to improve clinical outcomes and produce

more health for theesources expended As a result, program participants heeve preg
Alere is the only leading provider of health, well Nnancy prolongation; reductions in antenatal hospitali

ness and productivity enhancement services to also z&ion length of stay; improved birth weights ~(re

offer a fully integrated solutiofor managing compli ductions in low birth weight); and reductions in

cated pregancies across the entire continuum of care. NICU admissions, NICU length of stay, and post

Our Maternal NewbornSolution program provides  NICU emergency room visits and readmissions.

prenatal education, risk identification, casanage

ment, homebased obstetrical services and neonatal Qutcomes

intensive care management, as well as outcomes For the highestisk pregnancie® those already

reporting and informatics. experiencing preterm laboB the Alere Maternal
Recent additions to the continuum includenaw Newborn Solution has been demonstrated to save

preconception program for women seeking to become nearly $14,500 per pregnancy, mostly from NICU

pregnant and a post partum depression program, admissions and lengths of newborn hospital stays,

which includes screening for depression and which thus relievinga significant part of the financial and

partnerswith AlereOs Depression Program to provide emotional burden on families, employers and health

education and coaching services. plans.

AlereOs Mateah Newborn Solution targets rising Last year, Alere saved some of its health plan
costs associated with antenatal and neonatal care byclients anywhere from $77 to $315 per member per
focusing on: year, with maternity care delivering a return on in
* |dentification and stratitation of modifialte ma vestnent (ROI) of between $3 to $4 for each $1 spent.

ternal risk factors
* Education of all women regardless of risk
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Appendix A

Findings From of the World Health
Organization's Safe Motherhood Initiative

The World Health Organization (WHO) hasufal
three basic areas of antenatal care to be efféctive

1. Screeningfor health and socioeconomic conditions
likely to increase the possibility of specific adverse

outcomes;

2. Providing therapeutic interventions known to be*®

beneficial; and

3. Educating pregnant women about planning for safe

birth, emergencies during pregnancyidahow to
deal with them.

Further, global experience from thWéorld Health

Organization's Safe Motherhood Initiative has shown

that maternal death and morbidity due to obsteiim
plications can b prevented (with existing kndedge
and technolog) by:

* Recognizing that every pragncy faces risks.

* Increasing access to family planning services.

* Improving the quality of antenatal and postpartum

care.

safe motherhood interventions and ensure the
integration into the healthcare system.

¢ Involving national and local leaders and other ke)

parties (intuding donors and both public and private
health sectors) in the planning and implementation ¢
safemotherhood activities helps facilitate the delivery
of maternal health services and ensure sustainability.

¢ Involving community members (particularly women

and their families, healthcare providers, and loca
leaders) in efforts to improve maternal health help
ensure program Success.

Training and deploying a range of healthcare
providers at appropriate service delivery levels hel,
increase access to matdrhaalth services, especially
life-saving services.

Effective communication between healtheapro-
viders at both the community level and the distric
(first-referral) level is essential for management o
obstetric emergencies and for ensuring continaity
care.

Community education about obstetric complications
and when and where to seek medical care is importa
to ensure early recognition of complications anc
prompt caretaking behaviof.

References

* Ensuring access to essential obstetric care (includindg.Banta D (2003MWhat is the efficacy/effectiveneds o

post abortion care).
¢ Expanding access tmidwifery care m the commun

ity.

antenatal care and the financial and organizational
implications?Copenhagen, WHO Regional Office for
Europe (Health Evidence Network report).

* Training and delpying apprgriate skilled health 2 world Health Day Presentations on Safe Mother

personnel (such as midwives).

hood.

* Ensuring a continuum of care connected by effective www.who.int/archives/whday/en/whday1998.htm|

referal links, and supported by agisate supplies,
equipment, drugs, and transportation

* Reforming laws to expand women's access to health

services and to promote women's health interests.

Other key lessons from global efforts to make
motherhood safe include:

¢ Strong political commitment at the national and/or
local level can help facilitate the implementation of

Accessed 4/29/09
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Appendix B services are provided through a mix of public anc
privately held organizationsin parallel systems most
healthcare costs are covered, though supplement

An Overview of Matemlty Care in insurance may be requiredrfcomplete coverage. For
Western Europe the purposes of this investigation, focus will be place
Niki Istwan RN and on larger countries within Western Europe whose
Gary Stanziano MD information relative to maternity care is most readily
Alere, Women'’s and Children’s Health, Department of available. Countries with dominant systems include
Medical Affairs Finland, Sweden, Nway, Germany, and Denmark.

Countries with parallel systems include Belgium
Introduction France, Greece, lItaly, United Kingdom, Ireland anc

Western Europe refers to the countries in theNetherlands.
westeramost half of Europe. In common perception In Western Europe women on all socioeconomic
and usage, Western Europe was, and still is (in a lessiévels are entitled to prenatal/antenatal care throug
extent) distinguished from EasternEurope by their hedthcare system and frequently receive direc
differences of culture, politics, and economics with itsand indirect financial benefits such as monthly
borders having little to do with clear and preciseallowances for early initiation and continuation of
geography. Cultural and religious boundaries betweerPrenatal care, and employment protectisit.National
Eastern and Western Europe are subject to considerab® regional guidelines frequently exist though univeerse
overlap and® most importantlyD historical fluctuation, guidelines for antenatal care in Western Europe are ni
which make a precise delineation somewhat difficult Mandated. Thus the components of care, care provide
Since the end of WWII, the term is commonly used to@nd site of care often differ by countfy>®’Generally,
describe the affluent, mixezhpitalist democracies all Western European women benefit frohrealth
allied with the United States via NATO, though systems that make early prenatalec relatively easy,
frequently the term is lsadened to include countries of inexpensive, and financially rewardifg.
the European Union.

Overall, Western European countries, currently Comparison of Prenatal Care
involved in a process of political and economic
integration, share as a basic value the guarantee ®fain care provider (the provider to whom most
access to healthcare services for all citizéfise  antenatal visits were made)
healthcare systems of countries in Western Europe can Midwives are extensively involved in prenatal care il
be classified in two basic categories: national healtiivestern Europé.Midwives are common primary care
services and social security systémbey may also be providers for women with lowisk pregnancies in
described respectively as being dominant or paralleNorway and Sweden, and frequently share care with
systems of careNational health swices, or dominant general practitioner and/or obstetrician in Finland,
systems, are based on egalitarian principles and am®enmark, United Kingdom, and IrelaifdOB/GYNOs
financed through general taxation. The servicesare the primary cargroviders in Germany, Belgium,
provided are generally publicly owned and managedFrance, Greece, and It&lyn line with these practices,
Social security, or parallel systems, are financedccording to the European Union of Medical
primarily through obligatory payll premiums, taxes Specialists, the number of OB/GYN specialists pe
on alcohol and tobacco, and income tax¢ealthcare 100,000 inhabitants equal 8.9 in Belgium, 1.7 in Unite
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Kingdom, 4.0 inNetherlands, 8.0 in France, 14.3 in intervention to improve outcomes, education, and
Germany and 22.5 in ltaly (Greece, Denmark, Irelandhelping to make pregnancy and birth a Opositive il
Sweden and Finland are not reportédjhe World  experience®.The timing of the first prenatal visit is
Health Organization (WHO) Regional Office for recommended to occur at&weeks in Italy,-80 weeks
EuropeOs Health Evidence Network (HEN), has said that France, <10 weeks in Germany,2!lweeks in
midwife and genetgractitionerled models of care for Belgium and Netherlands and at 16 weeks in the Unite
low-risk women improve positive outcomes and areKingdom. Initiation of prenatal care in the first
appreciated by wome#?® trimester occurs in approximately ®%% of women in

Routine involvement of obstetricians in the care ofltaly, France, Germany and Finland, -92% in
low-risk women at scheduled times does not appear t®enmark and Sweden, 87% in Belgium, 82%reece,
improve perinatal outcomes compad to involving 71% in Ireland, and 67.5% in United Kingdé#i! The
obstetricians only when complications ari$eln number of prenatal visits varies widely, averagir@) 4
Denmark, Belgium, France and Greece, the sameisits in Italy, 810 in France, 9 in Belgium, and-1P in
provider performs both prenatal and delivery cate.  Germany, Netherlands, Denmark and United
other countries this is a less common practice as therkingdom3° The majority of prenafa visits are
are hospitabased midwives or obstetricians in place toperformed in offices or clinics outside of the hospita
provide inpatient care for delivery. setting in Finland, Germany Greece, Netherlands

Diagram A(see next pagey anexample ola ma Norway and Sweden. In Denmark, Belgium, France
ternity care pathway for low risk pregnanciesnirthe  Ireland, Italy and United Kingdom prenatal visits may
Royal ®llege of Obstetricians and Gagologists be performed at hospital based d#gi community
(RCOQG). based clinics or a combination of the tvRecent

evidence has supported a modest reduction in th

Antenatal visits (number and gestational age at initiation) frequency of prenal visits®®

The primary aims of prenatal care are: early
detection of factors that may ireaseperinatal risk,
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Diagram A

Maternity Care Pathway

Accessing
maternity care Midwife
At 6-8 weeks A A

of pregnancy

Standardised risk and needs assessment

Midwifery care l\ -. Matemity team care

Transfer to other setting arranged through local Network

Antenatal care
By 10-12 weeks

Birth Midwifery | Midwifery care in a Midwifery care in Maternity team
care at midwifery unit/ hospital care in hospital

birth centre inside

or outside hospital

Postnatal =
m Community clinics
care

Components of antenatal care (maternal exams,
laboratory tests, and fetal assessment) sound/abdominal, ultrasound/vaginal, gestagaldia-

A survey of 25 member states of the European UniomhetesOGTT® The frequency and timing of these
was undertaken to determine what typesaséessment evaluations vary.
and testing comprised prenatal care and to attempt to
establish a set of common minimum guidelines forUse of home visits
care? From the 25 member states, 47 different antenatal Home visiting as a feature of Western Europeal
assessments being performed were identified. From theaternity care is described by one author in 1987
analysis it was recommended tH28 different ssess  Home visits are reported to be performleg midwives
ments should be performed as components of prenatadr specially trained nurses. Prenatal visits may L
care. These include: formal risk scoring, blood groupperformed at least once routinely (Belgium, Denmark
Rh factor, rubella titer, HIV, syphilis, hemoglobin, AFP Netherlands), or in other countries for only those
or triple screen, hepatitis B virus, atypical red celwomen that have missed appointments or hav
antibodies, vagal examination, blood pressrma complicated pregnancies. Postnatal visits made at
ternal weight, bodynass index, urinalysis/bacteria, least once, but may occur more frequently, even dai
urinalysis/protein, urinalysis/glucose, auscultation of ~ for 10 days during the early pgsartum period. More
fetal heart rate, fetal poin, fundal height, ultra recent information relative to the frequency of home
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nursing visitshas not been reported in the medical from a midwife or general practitioner (GP), Wwiton

literature. sultation and referral to OB/GYNOs as needed f
women with highrisk conditions. Though women in
Pregnancy incentives* Western Europe seek care earlier, they have few

Incentives provided during pregnancy are defined asantenatal visits than women in the &% Western
being direct (tied to prenatal care attendance) or in Europe compared to the US fewer financial barrier
direct (not tied to prenatal care attendance), and may bexist for women seeking prenatal care. The presence
financial or nonfinancial. Although in many European financial incentives tied to the timing and adequacy o
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countries pregnant women are entitled to attend European Union: a survey on guidelines in all 25 membe
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1.

Appendix C

Evidence for the Cost-Effectiveness of
Various Components of Antenatal Care
(selected references)

What makes antenatal care cost-effective?
“The basis of the cost savings associated with prenatal
care seems to be in the associated lower incidence of
extremely low-birth-weight babies among females who
receive prenatal care.”

Henderson JW. The cost effectiveness of prerzaed -
Health Care Needs of Vulnerable Populatiohkealth Care
Financing Reviewsummer, 1994

“For each additional $1 spent on prenatal care, $2.57 in
medical care costs would be saved.”

Gorsky RD, Colby JP. The cost effectiveness of prenatal car
in reducing low birth weight in New Hampshiddealth Serv
Res. 1989 December; 24(5): 5588,

“Prenatal care, it is argued, can prevent the costs and
medical complications associated with low birth weight; it
is public health spending that pays for itself. This
proposition seems intuitively reasonable and supports a
popular public policy. Moreover, the findings of the body
of research we consider here have given this assertion
considerable weight and remarkable precision.”

T’

What activities contribute to cost-effective

antenatal care?

“The basic activities of effective antenatal care fall within

three general areas:

e screening for health and socioeconomic conditions
likely to increase the possibility of specific adverse
outcomes;

* providing therapeutic interventions known to be bene-
ficial; and

* educating pregnant women about planning for safe
birth, emergencies during pregnancy and how to deal
with them.”

Banta D (2003).What is the efficacy/effectiveness of
antenatal care arthe financial and organizationahplications?

Copenhagen, WH(Regional Office for Europe (Health Evidence

Network report; www.euro.whdnt/Document/E82996.pdlf
accessed [27 April 2009]).

Risk stratification and screening as a

component of cost-effective antenatal care
“Completion of multiple risk factor assessment tools
shortly after the identification of pregnancy represents a
key step in the identification and stratification of women
at risk for pregnancy complications and postpartum
difficulty. Also, at this time, identification of risk factors
e

needs to be combined with the development of maternal
and family education regarding behavioral changes as
well as participation by the employer and patient to

reduce possible contributing factors.”

Fetterolf DE, Stanziano G, Istwan N. Application of diseas
management principles to pregnancy and the postpartum pe
riod. Dis Manag. 2008 Jun;11(3):181

“The net return on investment for maternity disease
management services (including risk assessment, patient
education and case management of identified high-risk
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pregnancies) was 5.2:1. For every $1 spent $5.20 cents
was saved.”

Ambrose S, RheDJ, Istwan NB, Collins A, Stanzian@.
Clinical and economic outcomes of preterm labor managemen

Stanziano G, Istwan N. Cost analysis of a maternity diseadBPatient vs outpatient. J Perinatol 2004 Aug;24(8}%15

managenrent pragram. Dis Manage Health Outcomes 2008;16

(2):107112.

Examples of cost-effective

antenatal screening tests
“Universal prenatal syphilis screening using rapid point-
of-care tests will improve both maternal and infant out-
comes and is cost-effective.”

Rydzak CE, Goldie SJ. Gestectiveness of rapid pokat-
care prenatal syphilis screening in sfdtharan Africa. Sex
Transm Dis 2008;35(9): 7-&5!.

“Universal HIV screening of pregnant women in Chicago
would both decrease the number of HIV-infected new-
borns and save money in comparison to voluntary or no

testing strategies.”
Immergluck LC, Cull WL, Schwartz A, Elstein ASost

“For each dollar spent on outpatient management, an
average of $2.5 was saved. Utilizing outpatient
management services for women with pregnancy-related
hypertension reduces the need for inpatient care and is
cost-effective.”

Barton J,Istwan N, Rhea D, Collins A, Stanziano G. Cos
savings analysis of an outpatient management program fc
women with pregnancyelated hypetensive onditions. Deease
Manag 2006;9(4):2361.

“A comprehensive obstetrical case management program
that addresses medical issues and psychosocial needs can
improve outcomes for pregnant women at risk.”

Blackburn G, Burke M, Wwy Y, Istwan N, Jacques D,
Coleman S, Stanziano G. Pregnancy outcomes in a Medice
population before and after a case management implementatio
Healthplan 2003;44(4):3%2.

effectiveness of universal compared with voluntary screening for

human immunodeficiency virus among pregnant women in «

Chicago Pediatrics 2000 Apr;105(4):E54.

“Bedside screening tests may be a useful and cost-effective
way of reducing the numbers of mid-stream urine sam-
ples sent to the laboratory for further testing.”

D'Souza Z, D'Souza DUrinary tract infection during
pregnancy-dipstick _urinalysis vs. culture and sensitivity
JObstet Gynaecok004 Jan;24(1):22

Examples of cost-effective

antenatal interventions

(Following an episode of PTL, use of telemedicine services
can be a cost-effective tool to improve pregnancy out-
come.

Treating recurrent preterm labor with continuous
subcutaneous terbutaline versus oral nifedipine resulted
in a later GA at delivery, improved neonatal outcome,
and increased cost-effectiveness.

Flemmg A, Bonebrake R, Istwan N, Jacques D, Coleman !
Stanziano G. Pregnancy and economic outcomes in patien
experiencing  recurrent preterm labo J Perinatol
2004:24(4):223.

“Continuous subcutaneous terbutaline infusion was both
a clinically beneficial and cost-effective treatment
following recurrent preterm labor.”

lam F, Istwan N, Jacques ,DColeman S, Stanziano G.
Managng perinatal otcomes: the clinical and cesffectiveness
of pharmacologic treatment of recurrent preterm labor. Manag

Morrison J,Bergauer N, Jacques D, Coleman S, Stanziano ¢-are 2003;12:386.

Telemedicine costeffective managemenof highrisk preg
nancy. Managed Care 2001;10(11:p42

“Outpatient management resulted in improved preg-
nancy outcomes at a cost less than that of inpatient
management.”

“Women with diabetes mellitus who are of reproductive
age should be identified as members of a high-risk group.
Access to specialized prepregnancy clinics should be made
available where their DM can be intensively managed
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throughout pregnancy by a combined obstetrical/ endo-
crine multidisciplinary team.”

Kinsley B. Achieving better outcomes in pregnancies
complicated by type 1 and type 2 diabetes tuslIClin Ther.
2007;29 Suppl D:S1'B8. Review.

Examples of cost-effective delivery

of prenatal care

“Women who had midwife-led models of care were less
likely to experience antenatal hospitalisation, the use of
regional analgesia, episiotomy, and instrumental delivery
and were more likely to experience no intrapartum
analgesia/anaesthesia, spontaneous vaginal birth, to feel
in control during labour and childbirth, attendance at
birth by a known midwife and initiate breastfeeding. In
addition, women who were randomised to receive
midwife-led care were less likely to experience fetal loss
before 24 weeks' gestation, and their babies were more
likely to have a shorter length of hospital stay. There were
no statistically significant differences between groups for
overall fetal loss/neonatal death, or fetal loss/neonatal
death of at least 24 weeks. All women should be offered
midwife-led models of care and women should be
encouraged to ask for this option.”

Hatem M, Sandall J, Devane D, Soltani H, Gates S. M4dW|fek

led versus other models of care for childbearing women
Cochrane Database Syst Rev. 2008 Oct 8;(4):CD004667. Revi

“Women in the midwife-managed group were less likely
than women in shared care to have induction of labour.
Women in the midwife-managed group were more likely
to have an intact perineum and less likely to have had an
episiotomy, with no significant difference in perineal
tears. Complication rates were similar. We conclude that
midwife-managed care for healthy women, integrated
within existing services, is clinically effective and
enhances women's satisfaction with maternity care.”

Turnbull D. Holmes A, Shid N,Cheyne H, Twaddle S, et
al. Randomized, controlled trial efficacy of midwifenanaged
care. Landel996 Jul 27;348(9022):281

“This model of care provides a reasoned solution to im-
proving pregnancy and infant outcomes while reducing
healthcare costs.”

Brooten D, Youngblut JM, Brown L, Finkler SA, Neff,
Madigan E. A randomized trial of nurse specialist home care fc
women with highrisk pregnancies: outcomes and cosis J
Manag Care. 2001 Aug;7(8):78G3.

“Additional support provided by nurses, or nurses and
home visitors, can successfully address informational
needs and increase the likelihood that women will use
existing community-based resources.”

Tough SC, Johnst®dW, Siever JE, Jorgenson G,c8lobe
L, Lane C, Clarke M. Does supplementary prenatal nursing ar
home visitation support improve resource use in a univers:
health care system? A randomized controlled trial in Canad:
Birth. 2006 Sep;33(3):1-83.

“The Mother's House is a cost effective alternative to in-

patient management of some antepartum patients.”

Bivins HA Jr, McCallum OJ, Roegge DD. The Mother'
House: a new concept in antepartum care. Am J Obstet Gynec
2007 Aug;197(2):201 61 discussion 201.€B

“Women in group sessions were less likely to have sub-
optimal prenatal care, had significantly better prenatal
nowledge, felt more ready for labor and delivery, and

Jiad greater satisfaction with care. Breastfeeding initia-

tion was higher in group care: 66.5% compared with
54.6%.”

Ickovics JR, Kershaw TS, Westdahl C, Magriples U, Mass
Z, Reynolds H, Rising S&roup prenatal car and perinatal
outcomes: a randomized controlled tri@lbstet Gynecol2007
Aug;110(2 Pt 1):339.
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