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Appendix A: Historical Narrative Summary.

Executive Summary.

The Planning for Healthy Babies (P4HB) program is a Social Security Act, Section 1115
Demonstration Waiver. Section 1115 gives the Secretary of Health and Human Services authority
to approve experimental, pilot, or demonstration projects that are found by the Secretary to be
likely to assist in promoting the objectives of the Medicaid program. The purpose of these
demonstrations, which give states additional flexibility to design and improve their programs, is to
demonstrate and evaluate state-specific policy approaches to better serving Medicaid populations.

To better serve Georgia’s Medicaid’s population, Department of Community Health (DCH or
Department), Medical Assistance Plans developed the PAHB Demonstration Waiver. PAHB was
developed to assist the Department in reducing the number of low birth weight and very low birth
weight births in Georgia.

P4HB provides family planning and family planning-related services to eligible women ages 18
through 44 and inter-pregnancy care services including primary care and case management for
eligible women who have delivered a very low birth weight baby.

The goals for the P4HB program during the renewal period will remain the same as the initial
application: reduce Georgia’s Low Birth Weight and Very Low Birth Weight rates; reduce the
number of unintended pregnancies in Georgia; and reduce Georgia’s Medicaid costs.

The objective of this Demonstration during the renewal period will remain the same as the initial
application: assist the State of Georgia in reducing its low birth weight rates by providing
preconception and inter-conception care that promotes birth spacing and appropriately timed
pregnancies.

No changes to P4HB will be made at this time; the goals and objectives will remain the same.

P4HB Eligibility Requirements.

Eligibility requirements for PAHB differ slightly for the three levels of service offered within the
program. There is no cost-sharing required to receive any of these levels of service.

All participants must be 18 through 44 years of age with incomes at or below 211% of the current
Federal Poverty Level (FPL) and be able to bear children. Women seeking family planning and
family planning related services only must meet these requirements and must also be otherwise
uninsured.

Women seeking Inter-Pregnancy Care (IPC) services in addition to the family planning and family

planning related services must meet all of the above requirements and must have delivered a Very
Low Birth Weight baby (VLBW). PAHB also offers Resource Mothers Outreach (RM) only
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services to women 18 through 44 years of age who are able to bear children, , have delivered a
VLBW baby, and eligible for Medicaid services.

P4HB Benefits and Cost Sharing.

The following benefits are currently available under PAHB and will continue to be available upon
program renewal.

1. Family Planning services and supplies described in section 1905(a)(4)(C) of the Act are
reimbursable at the 90 percent matching rate, including: approved methods of contraception,
sexually transmitted infection testing, Pap test, pelvic exams, drugs, supplies, devices related to
women’s health services, contraceptive management, patient education, and counseling. Family

planning-related services are reimbursable at the State’s Federal Medical Assistance Percentage
(FMAP) rate.

2. Participants ages 19 and 20 will be eligible to receive the Hepatitis B, tetanus-diphtheria (Td),
and combined tetanus, diphtheria, and pertussis (Tdap) vaccinations. Participants who are 18
years old are eligible to receive immunizations at no cost via the Vaccines for Children (VFC)
Program. These services are reimbursable at the State’s FMAP rate.

3. Women who are enrolled in the IPC component of the PAHB are also eligible for primary care
referrals to other social service and health care providers as medically indicated, 5
office/outpatient visits, management and treatment of chronic diseases, substance use disorder
treatment (detoxification and intensive outpatient rehabilitation) (referral required), case
management/ Resource Mothers Outreach, limited dental, prescription drugs (non-family
planning), and non-emergency medical transportation. These services are reimbursable at the
State’s FMAP rate.

4. Women serviced under the IPC and Resource Mothers Outreach components of the PAHB will
have access to Resource Mothers Outreach. The Care Management Organizations (CMOs) will
employ or contract with Resource Mothers and the Resource Mothers will assist nurse case
managers to achieve defined health improvement goals.

Family Planning (FP) Services include medically necessary services and supplies related to birth
control and pregnancy prevention. The program offers contraceptive management with a variety of
methods, patient education, counseling and referral as needed to other social services and health care
providers.

Inter-pregnancy care (IPC) services include all family planning services plus primary care and

primary care case management (including Resource Mother’s outreach) services for women who
delivered a VLBW infant.

Eligibility for the program is re-determined on an annual basis. Women eligible for the family
planning component of the Demonstration may continue receiving family planning services for as
long as the Demonstration is authorized by CMS. Women eligible for inter-pregnancy care services
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may continue receiving those services for two years from the date of initial enrollment into the
program or until conception of the next infant.

P4HB Health Care Delivery System.

P4HB members are enrolled in managed care. Georgia has four (4) CMOs: Amerigroup,
CareSource, Peach State Health Plan, and WellCare of Georgia. CMOs receive a capitated Per
Member Per Month (PMPM) payment for each P4AHB member. Capitation rates were approved by
CMS and serve as the basis for calculating the expenses in the budget neutrality worksheets
submitted to CMS. The CMOs’ provider networks provide clinical, laboratory, pharmacy and other
Demonstration services to the PAHB enrollees. Each CMO has nurse case managers and Resource
Mothers who provide the case management services for the IPC and the RM enrollees.

P4HB Overall Process on Meeting Goals.

Overall, the progress on key PAHB goals and related program objectives is mixed. While the
analysis below indicates effects of P4HB on increasing access to pregnancy prevention, reducing
unintended births, reducing teen births, increasing age at first birth and reducing very short
interpregnancy intervals, there is little evidence to indicate that the PAHB program has yet had any
effects on infant birth outcomes. As noted above, the descriptive data on low and very low birth
weight indicate an upward trend and the analysis based on the quasi-experimental design showed
no significant effects.

While the PAHB initially enrolled a significant portion of eligible women in the community,
enrollment dropped significantly when the auto-enrollment process ended and, more currently,
other options for obtaining insurance have perhaps moved some near-poor women onto the
Marketplace exchange. Access to and use of family planning and contraceptive services has also
been an issue. As the current reports notes, the use of any family planning services and in
particular, the use of the more effective contraceptive methods has not increased substantially,
although patterns were affected by the lower use rates seen among the auto-enrolled.

Yet, once women are enrolled in the FP only or IPC components of the PAHB, they are less likely
to have pregnancies or deliveries than comparison groups of Georgia Medicaid Right from the
Start (RSM) women followed over the same time period. This would suggest that enrolling and
retaining larger numbers of women in the PAHB may be key to moving the program closer to its
intended goals.

Appendix B: Budget Neutrality Assessment and Projections.

Please see Attachment 1 for the Budget Neutrality Assessment and Projections.
Please see Attachment 2 for the Budget Neutrality Assessment and Projections Assumptions.

Appendix C: Interim Evaluation.

Enrollment Trends.
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As seen in Chart 1, enrollment in the FP only component of P4HB has declined markedly from the
second quarter of 2013. Discontinuation of auto-enrollment in this year was associated with
significant declines in the number of women enrolled in the FP only component of P4AHB. Total
enrollment in the FP only component began to fall from its peak level of 40,593 in Q2 2013 and
has continued to decline to 9,749 by the 4th quarter of 2016, less than one-quarter of its peak level.

The composition of these FP only enrollees by age also changed dramatically over this period.
Whereas the 18-20-year-olds comprised 48% of FP only enrollees at the peak enrollment point, by
the end of 2016 this younger group made up only 10% of the total. While the peak enroliment for
the 21-44 age group occurred later than for the 18-20-year-old group their downward trend lines
appear fairly similar since quarter 2 of 2014.

Chart 1 -Number of women enrolled in Family Planning Component
by Quarter and Age
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In contrast to the declines in the FP only component, enrollment in the IPC component of the
P4HB has grown significantly in 2016 as shown in Chart 2. This growth has largely been among
those ages 21-44 although there was a slight increase among those ages 18-20 in the last quarter of
this year. During 2016, the increase in total enrollment of women in IPC from the 250 enrolled in
quarter 4 of 2015 to 411 indicates a 64% increase.

The increase in enrollment of women with a very low birth weight infant into the IPC component
during 2016 more than doubled for the younger age group of 18-20-year-olds while increasing
83% among those in the older age group of 21-44. These patterns contrast with the slight decline
seen in 2015 and indicates outreach efforts to these women may have been more successful in the
current study year.
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Chart 2 -Number of women enrolled in IPC Component by Quarter
and Age
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The number of women enrolled in the Resource Mothers only component of the P4HB program
totaled 138 by the end of PY6. Combined with the 411 women enrolled in the IPC component,
there were 549 women who had delivered VLBW infants and received, through the PAHB
program, nurse case management and Resource Mother services, primary care and other IPC
services available to them, by the end of PY6. The total number of 549 IPC and RM only women
at the end of PY®6 is up significantly (83.0%) from the 300 women in this group at the end of PY5.

Participation Rates.

As in prior reports, we used data from the American Community Survey (ACS) for each year to
estimate the number of uninsured, citizen women 18-44 years with incomes at or below 200% of
FPL to gauge the percentage of eligible women who have enrolled. Given the implementation of
the ACA in 2014, the number of (citizen) women with incomes less than or equal to 200% FPL
remaining uninsured has declined in Georgia. The estimate of eligible women in the community is
187,342 for 2016 a decline of almost 35% from 2013.

As shown below in Table 1, the percentage of those eligible who enroll increased from less than
3% in 2011, the first year of PAHB, to an estimated 12% of the eligible population enrolled in the
family planning only component of P4HB in 2012. This remained fairly stable at 11% in PY3.
Beginning in PY4, however, this percentage dropped in half to approximately 5% where it has
remained since. When we consider that only an estimated 54.5% of the eligible population may be
‘inneed’ of family planning services (sexually active, able to become pregnant, not currently
pregnant or trying to get pregnant), the estimated percentage enrolled peaked in PY2/PY3 at 20%
to 22%. This participation measure has also dropped and it is estimated to equal 9% to
approximately 10% over the last three PAHB program years.
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Table 1. Enrollment of Population Eligible in the Community.

Demonstration Group Enrolled in 4t Quarter Population Eligible in Percent Eligible Enrolled
Communityi,2

FP Only 2011 7,543 296,949 2.5%

2012 P4HB Enrollment/Participation

FP Only 20123 34,184 285,927 12.0%

FP Only 2012 34,184 155,8304 21.9%

IPC/Resource Mother Only 221 1,522 14.5%

2013 P4HB Enrollment/Participation

FP Only 20133 31,690 287,220 11.1%

FP Only 2013 31,690 156,5354 20.2%

IPC/Resource Mother Only 318 1,716 18.5%

2014 P4HB Enrollment/Participation

FP Only 20143 11,370 232,718 4.9%

FP Only 2014 11,370 126,8314 9.0%

IPC/Resource Mother Only 317 1,616 19.6%

2015 P4HB Enrollment/Participation

FP Only 20153 11,133 207,966 5.4%

FP Only 2015 11,133 113,3414 9.8%

IPC/Resource Mother Only 300 1,695 17.7%

2016 P4HB Enrollment/Participation

FP Only 20163 9,749 187,342 5.2%

FP Only 2016 9,749 102,1014 9.5%

IPC/Resource Mother Only 549 1,716 32.0%

1Those eligible for family planning only benefits are uninsured female citizens ages 18-44 with income < 200% FPL and residing in
Georgia. The number of uninsured women in this age and income range was estimated using the ACS 1-year PUMS for 2011 —
2016 as shown in column 3.

2Those eligible for IPC include uninsured women 18-44 with income < 200% FPL residing in Georgia with a live born infant under
1500 grams at delivery. Women enrolled in RSM with a VLBW infant should be the denominator for this calculation. Those eligible
for Resource Mother only include LIM and ABD Classes of Eligibility women with a VLBW infant. The enrollment counts for IPC
and Resource Mother were combined for the numerator and use all Medicaid paid VLBW births in 2016 (n = 1,716 in Table A.1
shown later) as the denominator.

3the numbers enrolled as of the 4w quarter of 2016 (and reported in our 4t Quarter 2016Report) were used for consistency with
the earlier parts of this report.

4 This denominator adjusts for women in need of family planning services based on a report from the Guttmacher Institute. Their
estimate is that 54.5% of women in the age group 13-44 were actually in need of family planning services; they count women who
are sexually active, able to get pregnant but not currently pregnant or trying to get pregnant.

See: http://www.guttmacher.org/pubs/win/contraceptive-needs-2008.pdf. The “in the community” population was multiplied by
.545 to get the 155,830 for 2012, 156,535 for 2013, 126,831 for 2014, 113,341 for 2015 and 102,101 for 2016 as shown in column
3.

In marked contrast to the participation of women in the FP only component of P4HB, the data in
Table 1 show that the percentage of women with a VLBW infant enrolled in the IPC and Resource
Mother only components of P4HB grew from a low of 14.5% in PY2 to a high of 32% in PY6.

If the declines in the percentage of eligible women enrolled in the FP only component is due to
increased coverage under Medicaid or subsidized insurance on the Marketplace, there is less
concern for their access to family planning services and hence, potential enroliment in Medicaid if
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pregnant. We are not able, however, to document the causes for this decline. While women in this
income range also have access to free or reduced cost family planning at Title X clinics, we
reported on large declines in the use of these services in our PY5 report. We update the Title X
data in a later section of this annual report.

Use of Family Planning Services.

The causal pathway through which the P4AHB program can impact the program goals and outcomes
is in improvement in access to family planning services for a sufficient number of women < 200%
FPL in the community. In turn, it is important that women utilize effective family planning
services once enrolled. As noted in prior reports, the use of family planning services through the
P4HB program should be in addition to those provided through other public programs, such as
Title X, in order for the use of family planning services by all women of reproductive age in the
income range targeted by the P4HB program to increase.

In prior reports, we indicated that the use of contraceptives at Title X clinics shifted toward long-
acting, reversible contraceptives (LARCS) and the percentage of eligible women using Title X
services increased from 2009-2013. However, when viewed as a combined, publicly funded family
planning delivery system, total family planning services (paid for by Medicaid or Title X) did not
increase enough to result in a growing percentage of women with incomes at or below 200% FPL
with a family planning or birth control visit from 2009 through 2013.

Family Planning and Birth Control Visits by Medicaid and Title X Clients.

In this section, we update the data on use of family planning services by Medicaid enrolled women
users of Title X clinics, through 2016. As previously noted, we can no longer track detailed Title X
funded use by individual women but rather, use aggregate data available from the Family Planning
Annual Report (FPAR), which is the uniform reporting method used by all Title X service
grantees. These data are presented in summary form to protect the confidentiality of users.

Medicaid Usage.

We continue to use the detailed Medicaid claims and enrollment files to report on the trends in use
of family planning services paid for by Medicaid, the Medicaid recipients’ use of contraceptives
and among users, use by relative effectiveness of the contraceptives. We have made some changes
in the coding of these services and contraceptive methods due to the introduction of ICD-10
diagnosis codes in October 2015. We have also made changes in recognition that the Georgia
CMOs are not using Therapeutic Class coding when reporting on drug usage and, due to this
practice, a number of PAHB enrolled women who were using oral contraceptives were not
previously identified as contraceptive users. In addition, we recognized that we should include an
additional diagnosis code that indicated contraceptive use even though a separate procedure or
drug code was not observed for the woman. In enacting these coding changes, a larger number of
family planning visits and users of contraceptive methods were captured and the newly identified
group of contraceptive users were primarily users of oral contraceptives. To assure our ability to
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examine trends pre and post implementation of the PAHB program, we updated our prior years of
Medicaid data to be consistent with these changes.

The first bank of data in Table 2 reflects the percentage of Medicaid enrolled women ages 18-44
years with any Medicaid family planning related visit reimbursed at the 90:10 FMAP over the
pre/post PAHB period. In turn, the percentage of PAHB enrolled women with any Medicaid family
planning related visit, including visits for the additional PAHB covered services (e.g. treatment of
STls or primary care provider visits for IPC women), is shown. The additional PAHB covered
services are reimbursed at the state’s regular FMAP rate. In the last bank of data, the percentage of
all Medicaid enrolled women with any family planning or family planning related visit is shown
for those women not enrolled in the PAHB program during the year.

As the data show, the percentage of all Medicaid enrolled women 18-44 years of age and actually
using family planning or family planning related services first increased over the 2009-2013 time-
period; in in 2009, this percentage was approximately 25% and by 2013 it equaled 31.1%. The 17
percentage of all Medicaid enrolled women for whom the visit involved the provision of some
form of birth control was relatively stable 2009-2013 between 21 to 22%. Both of these measures,
however, declined over the following years; use of any family planning equaled approximately
27% in 2016 and the percentage with any visit/service for birth control equaled 18.2%.

Table 2. Use of Family Planning and Birth Control Visits among Medicaid Enrolled, PAHB,
and Medicaid Non-P4HB

Use Among Medicaid Women Ages 18-44 Use Among P4AHB Women Use Among Medicaid Non-P4HB
All Medicaid Enrolled P4HB Enrolled Women Ages 18-44
All Medicaid Non-P4HB
Enrolled
Any Family Mean Any Visit Any Family Mean Any Visit Any Mean Any Visit
Planning Visit Visits [Service for Planning Visitz2 ~ Visits Per  /Service for = Family Visits /Service
Per User = Birth Control: User Birth Planning = Per User  for Birth
Control2 Visits Controls
2009 245 2.4 22.0
2010 25.0 2.4 21.9
2011 28.9 2.3 20.9 35.0 2.7 27.3 28.8 2.3 20.7
2012 30.4 2.8 21.6 27.3 39 20.1 30.9 2.6 219
2013 31.1 2.6 214 27.9 3.7 19.8 31.6 24 21.7
2014 29.0 25 20.4 26.2 3.7 18.7 29.2 24 20.5
2015 28.3 25 19.6 41.0 39 31.6 27.7 2.4 19.0
2016 26.7 24 18.2 39.1 3.8 29.3 26.1 2.4 17.7

1 Denominator is all women ages 18-44 enrolled in Medicaid during year. 2 Denominator is all women ages 18-44, citizen, and <
200% FPL in Georgia during year. 3 Denominator is all women ages 18-44, citizen, and < 200% FPL in Georgia during year;
numerator is sum of use among Medicaid enrolled women and Title X non-Medicaid enrolled women ages 18-44.

These patterns among all Medicaid insured women reflect the combination of usage of family
planning services by PAHB and non-P4HB Medicaid insured women. Among women in P4HB, the
percentage with a family planning visit began at a higher level in 2011 at 35%, declined to 26.2%
in 2014 and then increased markedly to 39% in 2016.
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On the other hand, patterns of use for the non-P4HB enrolled Medicaid women, representing the
great majority of the total, mirror the overall pattern of usage from 2011-2016, indicating a general
decline. With respect to the usage of family planning visits for birth control, the pattern for non-
P4HB enrolled women also ‘mirrors’ the overall pattern. On the other hand, the percentage of
P4HB enrolled women with birth control visits declines and then increases, ending at
approximately 30% in 2016. The declines in usage over 2012-2014 for the PAHB women reflects
in large part, the increased enrollment of the auto-enrolled over this period; auto-enrolled women
tended to use birth control at a lower rate.

Methods of Contraception Used.

Another way the introduction of the P4AHB program could affect usage of family planning services
is to move women using some form of contraception toward one of the more effective methods of
contraception. In Table 3 below, we show the distribution of the users of some form of
contraceptive by the WHO tiers of effectiveness 1-4. We also show the percentage of users of
some form of contraceptive who are using long-acting reversible contraceptives (LARCS) in the
last column of Table 3. We note that the reported percentages reflect the change in coding to: 1)
mirror the OPA list of codes; and 2) use of NDC codes in addition to therapeutic class to address
the CMOs’ reporting issue. A key change that occurs from the use of the OPA codes is a portion
(5-9%) of the users have a visit for birth control but no procedure or drug code to indicate what
type is used and hence, the tier cannot be specified.

Table 3. Distribution of Contraceptive Methods Paid by Medicaid for All Medicaid Enrolled
2009-2015.

Year Percent of Contraceptive Methods among Users of Some Birth Control by

Tier, All Medicaid Enrolled, Ages 18-44

Tierl  Tier?2 Tier 3/4 Tier Not Specified LARC
2009 34.23 59.05 1.76 4.95 20.98
2010 30.95 62.84 1.50 4.71 17.88
2011 37.34 52.16 1.65 8.85 22.29
2012 33.55 58.50 1.64 6.30 20.75
2013 31.53 60.74 1.79 5.93 18.90
2014 31.47 60.93 1.67 5.93 19.22
2015 32.49 61.05 1.24 5.22 20.73
2016 33.53 60.69 0.95 4.84 21.41

Notes: WHO Tiers of contraceptive effectiveness: Tier 1(High effectiveness): implants, intrauterine devices, sterilization; Tier 2
(Medium effectiveness): injectable methods, patch, pills, and vaginal ring; Tier 3 and 4 (Low effectiveness): condoms, diaphragms,
fertility awareness methods, spermicides; Long-acting reversible contraceptive methods (LARC) are a subset of Tier 1 methods that
are reversible and include implants and intrauterine devices.

As the data in Table 3 show, the use of Tier 1 contraceptives was virtually unchanged from 2009 to
2016 (approximately 34%). While there was an increase to 37% in 2011, the first year of P4AHB,
the percentage declines thereafter. The increase in Tier 1 usage was related to a slight increase in
the use of LARCs from 21% in 2009 to 22% in 2011 but this too, declined thereafter. The increase
in Tier 1 usage was mirrored by a decline in the use of Tier 2 birth control methods, largely oral
contraceptives, from 2009 to 2011 but this percentage increased after 2011 to 61% in 2016.
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If the PAHB program is working as intended, the patterns of family planning service and
contraception usage among enrollees (with required months of continuous enroliment) should
show increases as P4HB enrollees become more aware of their benefits, more accustomed to their
CMO providers and more of them receive advice regarding their reproductive health care.

Table 4. Distribution of Contraceptive Methods Paid by Medicaid for Women in P4AHB
versus Not in P4HB, 2009-2015.

% of Contraceptive Methods by Tier Paid by % of Contraceptive Methods by Tier Paid by

Medicaid: Medicaid:

P4HB Enrolled Women Medicaid Non-P4HB Enrolled Women Ages 18-44

Tier 1 Tier 2 Tier % Tier Not LARC | Tierl Tier 2 Tier % Tier Not LARC

Specified Specified

2011 22.25 66.47 3.30 7.97 18.22 37.78 51.74 1.60 8.88 22.41
2012 16.48 70.43 3.69 9.40 14.33 35.87 56.88 1.36 5.88 21.62
2013 16.18 71.34 3.84 8.64 13.95 34.16 58.93 1.44 5.47 19.75
2014 14.15 73.77 3.52 8.57 12.37 33.10 59.73 1.49 5.68 19.87
2015 15.57 76.31 2.30 5.82 14.04 33.97 59.72 1.14 5.17 21.32
2016 15.18 77.89 1.40 5.53 13.74 34.93 59.37 0.92 4.78 21.99

Notes: WHO Tiers of contraceptive effectiveness: Tier 1(High effectiveness): implants, intrauterine devices, sterilization; Tier 2
(Medium effectiveness): injectable methods, patch, pills, and vaginal ring; Tier 3 and 4 (Low effectiveness): condoms, diaphragms,
fertility awareness methods, spermicides; Long-acting reversible contraceptive methods (LARC) are a subset of Tier 1 methods that
are reversible and include implants and intrauterine devices.

As shown in Table 4, the use of Tier 1 contraceptives among all PAHB users of some form of
contraceptive declined from 2011-2016, ending at about 15% of P4HB users in this category in
2016. There was a slight increase in use of Tier 1 and LARCs from 2014 to 2106 among P4HB
women. Yet the percentage using LARCs declined from 18% in 2011 to approximately 14% in
2016. There was a related increase in the percentage of P4HB users using oral contraceptives over
this period. Among non-P4HB enrolled women there was also a general decline 2011 to 2016 in
the use of Tier 1 contraceptives but with a similar slight increase from 2014 to 2016. This pattern
also applies to the use of LARCs among these women with the percentage in 2011 being virtually
the same in 2016 (approximately 22%) due to a slight increase between 2014 and 2016.

Use at Title X Clinics.

Since July 2015, the new Title X grantee, the Georgia Family Planning System (GFPS), is largely
a set of Federally Qualified Health Centers (FQHCs) which serve a broader and perhaps different
clientele than the prior grantee, the Department of Public Health (DPH). In our prior reports, we
noted that as the Title X grantee changed in the state, the amount of ‘unknown’ data for several of
the key data elements provided in the FPAR reports increased markedly from 2014 to 2015. This
affected our ability to draw clear conclusions regarding the patterns of change. Since our last
annual report, we found that the FPAR reports have been updated by the GFPS, reducing the
amount of unknown data and we report on these updated data here.

In Table 5 below, we show the FPAR for the full calendar years of 2012 through 2016; data for the
years 2012-2013 are all from the Georgia DPH whereas data for years 2015-2106 are all from the
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GFPS. Despite the updated numbers, there was still a clear reduction in the number of females
getting family planning services beginning in 2014, falling from 112,703 to 97,483 and continuing
through 2015 to 66,912.

Table 5. Use of Services by Family Planning Users at Title X Clinics 2012 -2016, FPAR Data.
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Tatal [Enown Insurance Status)| 120,540 1100, 40 95, 4] 2,577 126,536
LIE/HFy Mizsing 6352) Siom amm| 4% 557 ST 3,73z 43w 12 o
Toml| 126,550 115,307 102353 5,30 127,068
Numiber and % of Female Family Flanning Users At Risk of Unintended by Efftctiveneas of Primary BC Method AMer Vit
Mot Effective Permanent Methods (Tier 1, Non-rewersible 3,-:@ 2% L6239 LT% 156 15 5,345| M 9500 17.0%
Mot Bffective Rewersble Methods {Tier 1, RBeversible]’ BI7 T g1l S1% BT S5W 4.00| 150 10361 1E.4%
Moderate |y Effective Mathods [Tier 2] 74547 TLAX e L 53,733 T.9% 11,020 413% 20334 36.5%
Less Effective Methods (Ther 3,44 18558 107 18,567 173% g343 13.0% g D5H 1583 H.0%
Tatal [Encwn Birth Control Method)]  104,514] 5, 606 71,113 26, BEE 55,778
LIE/NFy Mizsing/Mane e e 2,906 19% 13777 15.7% | 34.007| saam 17004 3.4%
Toml] 108, 2e8] 8,512 B4, 335 60,745 72,720

! Fami by Planni ng Annual Report (FPAR) data as reported by the Geongla Trte X grantee

¥ Federal Powerty Lewel, a5 determined by reported househald income relation to Federal Pove rty Guidelines

"WHIO Tiers of contraceptive effectivensess: Tier 1 {high effectiveness), non-reversible methods include sterlization by any method.

" WHO Tiers of contracenstive effectiveness: Tier 1 {high effectiveness), reversible methods indude LARC methads, namely Implants and intrautesine devioes.
" WHIO Tiers of contraceptive effectivensess: Tler 2 {medium effectivensss) methods |ndude diaphmagms, injecabie methods, patch, pllls, and vaginal ing.
“WH Tiers of contraceptive effectiveness: Tier 3/ (low effediveness) methods indude condoms, fertility awaneness methods, and spermiddes.

" 'Wioman at risk excludes thase who ane pregnant, seeking pregnancy or ahstingnt.

While the number of female users increased in 2016 to 90,687 this is still below the 112,703
women served by DPH in 2013. It is the case, however, that the total men and women family
planning users in 2016 (127,068) is higher than the number of men and women (115,307) served
by DPH in 2013 and the percent of male clients served by the GFPS (22 to approximately 29%) is
much higher than at DPH (2 to approximately 5%).

The remaining data in Table 5 pertain only to female family planning users. Of those with known
income data, the percentage of female < 250% FPL and hence, likely eligible for PAHB was
approximately 93% in 2016. In this year, the GFPS provided services to a fairly large percentage
(~41%) uninsured female planning users, but this percentage is lower than for clientele served by
DPH. Of all female planning users seen by GFPS in 2016, approximately 80% were ‘at risk’ of
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becoming pregnant; this group exclude those who are already pregnant, seeking pregnancy or
abstinent.

We use only those women ‘at risk’ of pregnancy and with known method of contraception to
discuss changes in the use of relative effectiveness of contraceptives. The percentage (23% in the
2016 GFPS) still in this unknown/not reported group data is down from 56% in the 2015 GFPS
data but still much larger than in the DPH data (approximately 3%). This makes it difficult to
interpret the data and, especially, to interpret changes in percentages using each type of method.
Based on those with known data, the percentage reporting a Tier 1, non-reversible (sterilization by
any method) decreased by about 3 percentage points from 2015 to 2016 while the percent using
Tier 1, reversible methods (LARCS) increased by approximately the same amount from 15% to
18%. This leaves the estimated percentage using Tier 1 stable at 35%. The remaining 65% of
women at risk of unintended pregnancy with known method used moderately effective (Tier 2) or
less effective (Tier 3 & 4) methods. Among these women, it appears that GFPS clientele have
reduced their use of Tier 2 methods (from 41% to approximately 37%) while increasing their use
of the less effective methods. Without knowing the composition of usage among all female
planning users ‘at risk’ of unintended pregnancy leaving with a contraceptive method, it is
impossible to say whether or not the overall distribution shifted toward more effective methods.

In our last annual report, we noted that there was a decline in the percentage of female family
planning users less than 25 years of age who were tested for chlamydia from 40% in 2014 to
approximately 33% in 2015. It may be that the billing process at FQHCs is different or less
detailed than the Title X process and hence, women may have been getting these services, but it
was not being recorded in the FPAR data. In the 2016 data, there is a reported increase to 37% but
this is still lower than the 56-59% reported as being screened in the DPH data. A decline in this
testing is a concern given that the screening of asymptomatic women under age 25 for chlamydia
is a long-standing recommendation of the United States Preventive Services Task Force.

IPC Service Use Related to Chronic Conditions.

A key goal of the IPC component of the P4HB program is to help women who deliver a VLBW
infant maintain or improve their health during the period following the birth of the index VLBW
throughout the allowable enrollment period by providing access to the expanded set of
interpregnancy primary care health services noted earlier. Likewise, a key goal of the Resource
Mother only component of the PAHB program is to offer case management and outreach services
to women who deliver a VLBW infant who are already covered by Georgia LIM (Low Income
Medicaid) or ABD (Aged, Blind and Disabled) Medicaid following the index delivery. In early
years of the evaluation (PY1 through PY4), we focused the content of the annual report on
capturing the number of encounters for covered services by IPC enrolled women and the types of
covered services utilized by IPC enrolled women (such as care for preventive services, acute
gynecologic conditions or other gynecologic testing, dental conditions, other acute conditions,
contraceptive services, and chronic health conditions). Given the growing interest in the chronic
health conditions affecting the IPC and Resource Mother only enrolled women, and the known
adverse impact of poorly controlled chronic health conditions on reproductive health outcomes, we
shifted the focus of the administrative data for PY5 on ascertaining the types of chronic conditions
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for which these women are seeking and receiving care under the P4HB program and we continued

this approach for PY6 data.

Table 6a. Service Utilization for Chronic Health Conditions for IPC and Resource Mother

Only Participants (PY6).

Condition Resource Mother IPC
N =158 N = 466
> 1 Condition 92 (58.2%) 153 (32.8%)
Depression — Other 20 (12.7%) 28 (6.0%)
Depression - Major 4 (2.5%) 4 (0.9%)
Depression - Bipolar 17 (10.8%) 23 (4.9%)
4 (2.5%) 3 (0.6%)

Cardiovascular
Hypertension

38 (24.1%)
36 (22.8%)

60 (12.9%)
54 (11.6%)

Hyperlipidemia 8 (5.1%) 4 (0.9%)
CHF/Ischemia 5 (3.2%) 7 (1.5%)
Endocrine Disorders 30 (19.0%) 38 (8.2%)
Obesity 19 (12.0%) 32 (6.9%)
Diabetes 14 (8.9%) 5 (1.1%)
Thyroid Disorders 4 (2.5%) 3 (0.6%)
Substance Use 26 (16.5%) 38 (8.2%)
Tobacco 23 (14.6%) 32 (6.9%)
Drugs 7 (4.4%) 12 (2.6%)
Atopic and Allergic 21 (13.3%) 29 (6.2)
Asthma 14 (8.9%) 23 (4.9%)
Allergies 8 (5.1%) 7 (1.5%)
Lupus 6 (3.8%) 2 (0.4%)
Migraine/headaches 21 (13.3%) 42 (9.0%)
Anemia 20 (12.7%) 24 (5.2%)
Chronic fatigue/malaise 9 (5.7%) 5 (1.1%)
Gastrointestinal Reflux 10 (6.3%) 7 (1.5%)

The specification of services used for IPC and Resource Mother only enrolled women for PY®6, as
shown in Table 6a, are based on ICD-10 coding. Among the IPC component’s 466 participants, the
claims data indicate that 153 (32.8%) enrolled in IPC in PY6 utilized services indicative of care for
a chronic condition. The most common group of chronic conditions for which IPC enrolled women
received services was for cardiovascular disorders (12.9%), particularly for hypertension (11.6%);
followed by migraine headaches (9%); endocrine disorders, particularly obesity (6.9%); and
substance use (8.2%), particularly tobacco use (6.9%). Care for atopic and allergic conditions was
also quite common (6.2%), with utilization in this category dominated by care for asthma (4.9%),
as was care for severe mental illness (6%), which was dominated by care for major depression
(4.9%).

The chronic health conditions for which the Resource Mother only women were treated include the
same set of conditions as observed for the IPC women but, as the data show, their rates of
receiving services for chronic conditions were higher overall than for IPC women (58.2% vs.
32.8% for one or more chronic health conditions). Also, while their chronic condition service
utilization followed the same pattern as for IPC women, with the most utilized services for care of
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chronic conditions being for cardiovascular disease (particularly hypertension), followed by
endocrine disorders (particularly obesity), substance use (particularly tobacco use), and severe
mental illness (particularly for major depression), utilization of services for each of these sets of
chronic conditions was substantially higher than those observed for the IPC women, which may
reflect the poorer health status of women covered by Georgia LIM (Low Income Medicaid) or
ABD (Aged, Blind and Disabled) Medicaid and/or their better understanding of the availability of
covered services for the care of their chronic health conditions. Notably, 24.1% of RM only
women were treated for cardiovascular disease (vs. 12.9% of IPC women), 19% of RM only
women were treated for endocrine disorders (vs. 8.2% of IPC women), 16.5% were treated for
substance use (vs. 8.2% of IPC women), and 12.7% were treated for severe mental illness (vs. 6%
of IPC women). Treatment for migraine headaches and anemia was also substantially higher for
RM only vs. IPC women (13.3% vs. 9%, and 12.7% vs. 5.2%, respectively).

Of note, there were more women enrolled in IPC during PY6 compared to PY5 (466 vs. 378) and
in the Resource Mother only component during PY6 compared to PY5 (158 vs. 125); see Table 6b
for chronic condition service utilization for PY5. The proportion of women enrolled in each
component who utilized services for one or more chronic health conditions during PY6 compared
to PY5 was, however, largely unchanged: 32.8% vs. 36.7%, respectively, for IPC enrollees and
58.2% vs. 56.0%, respectively, for Resource Mother only enrollees. There are some differences in
the rank order of the type of chronic condition services between PY5 and PY6; most notably, the
leading set of chronic condition services utilized in PY5 were for severe mental illness and
endocrine disorders for both IPC (both approximately 13.0%) and Resource Mother only (both
approximately 22%), while utilization of services for cardiovascular conditions led in PY6. We
note, however, that further analysis is needed in order to best interpret the trends in utilization of
services for chronic health conditions. Specifically, in order to better understand the proportion of
women with chronic health conditions who are enrolled in the IPC and Resource Mother only
components of P4HB, and then evaluate the proportion of those women known to have chronic
health conditions who are utilizing services for the care of those chronic health conditions during
the interpregnancy period, we plan to broaden the scope of our evaluation to include using the
infant birth records and prenatal care claims codes to establish the set of women with and without
diagnosed chronic health conditions and examine their utilization of indicated chronic care and
preventive health services during the time that they are enrolled in the program.

Table 6b. Service Utilization for Chronic Health Conditions for IPC and Resource Mother
Only Participants (PY5).

Condition Resource Mother IPC

N =125 N =378
> 1 Condition 70 (56.0%) 139 (36.7%)
Severe Mental IlIness 28 (22.4%) 49 (13.0%)
Depression — Other 21 (16.8%) 33 (8.7%)
Depression - Major 5 (4.0%) 7 (1.9%)
Depression - Bipolar 4 (3.2%) 7 (1.9%)
Cardiovascular 25 (20.0%) 39 (10.3%)
Hypertension 24 (19.2%) 37 (9.8%)
Hyperlipidemia 5 (4.0%) 3(0.8%)
CHF/Ischemia 1 (0.8%) 1 (0.3%)
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Endocrine Disorders

28 (22.4%)

51 (13.5%)

Obesity 21 (16.8%) 37 (9.8%)
Diabetes 8 (6.4%) 8 (2.1%)
Thyroid Disorders 3 (2.4%) 9 (2.4%)
Substance Use 14 (11.2%) 48 (12.7%)
Tobacco 12 (9.6%) 43 (11.4%)
Drugs 2 (1.6%) 7 (1.9%)
Alcohol 1 (0.8%) 4 (1.1%)
Autoimmune 4 (3.2%) 3 (0.8%)
Lupus 4 (3.2%) 2 (0.5%)
Rheumatoid Arthritis 2 (1.6%) 1 (0.3%)
Neurologic 20 (16.0%) 29 (7.7%)
Migraine/headaches 19 (15.2%) 28 (7.4%)
Seizures 1 (0.8%) 3 (0.8%)
Atopic and Allergic 17 (13.6%) 15 (4.0%)
Asthma 8 (6.4%) 12 (3.2%)
Allergies 9 (7.2%) 3 (0.8%)
Anemia 23 (18.4%) 25 (6.6%)
Chronic fatigue/malaise 12 (9.6%) 5 (1.3%)
Gastrointestinal Reflux 8 (6.4%) 8 (2.1%)

Access to health care before and between pregnancies is recognized as crucial for improving US
birth outcomes, and is recognized as especially important for women with chronic health
conditions and for women with prior adverse birth outcomes6. The aim of interpregnancy care for
women with chronic health conditions and those with prior adverse birth outcomes is to reduce
risks that may affect the woman’s health and any future pregnancy she may have. In particular,
experiencing an adverse outcome, such as VLBW delivery, in a previous pregnancy is among the
strongest predictors for future adverse pregnancy health outcomes7, underscoring the critical
importance of the receipt of interpregnancy care, especially care for chronic health conditions, by
women in the IPC and RM only components of the waiver as these women have all had a VLBW
delivery.

Substance use in the interconception periods predicts substance use in the prenatal period (of a
subsequent pregnancy). It is well-recognized that an intervention to reduce tobacco, alcohol, and
drug use in the interconception period is critical for the health of the woman, any subsequent
pregnancy she conceives, and other children living in the home who would be exposed to second-
hand smoke.

Outcomes Among P4HB Participants.
Averted Births.

Compared to Section 1115 Family Planning waivers in other states, the PAHB program has had a
budget neutrality requirement that was not based on averted births but rather on a ‘shifting’ of the
birth weight distribution such that the total costs to the Medicaid program supported by the federal
matching rate would be lowered from what it would otherwise be. The mechanism through which
this would occur was an anticipated lowering of the percentage of all Medicaid births that are
LBW and VLBW. In turn, the state anticipated an increase in the use of family planning services
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as well as the management of contraceptive use and health conditions that affect reproductive
outcomes, which would help lengthen the interpregnancy intervals of PAHB enrolled women.
Additionally, the treatment of acute and the management of chronic conditions of women enrolled
in the IPC component would lead to better health of the women, and in turn better birth outcomes.

While the count of ‘averted’ births is therefore not central to the calculation of budget neutrality on
a quarterly or annual basis under the P4HB program, it is a measure that can help gauge the
success of the program. In Table 7 below, we present an estimate of the number of births that the
state would have ‘expected’ to see among participants in the family planning only component of
the PAHB program. The expected birth count was based on the projected fertility rate among
women 18-44 years of age with incomes at or below 200% FPL and uninsured as reported in the
Planning for Healthy Babies’ Concept Paper submitted to CMS during the initial application
process.9 The estimated fertility rate was 160 per 1,000 for the fifth program year; we use this
‘expected’ fertility rate for this sixth program year since the state is awaiting renewal of P4HB. If
this rate is applied to all women enrolled in the FP only and the IPC/RM program components at
the end of PY5 (11,433 from Table 1) and hence, at risk of a delivery in PY6, the number of
expected births is 1,829 in PY6 as shown below.

Table 7. An Estimate of Averted Births among the PAHB Demonstration Population.

Number of ‘Expected’ Births Number of Deliveries/Live Birthsin = Number of ‘Averted’ Births
Among Participants: 2016 to Participants2
1,829 471 1,358

1Based on fertility rates from the concept paper developed in application process:
http://dch.georgia.gov/sites/dch.georgia.gov/files/imported/vgn/images/portal/cit_1210/33/52/156793595PlanningforHealthyBabiesProgram121709
Final.pdf.

2Reflects the count of all deliveries of a live born in all three components in 2016 for women enrolled in Demonstration at the end of 2015, but
includes only those counted based on the methods described in prior reports. If stillbirth and fetal deaths to women in all three components of the
program are counted the total in 2016, would be 575.

The above estimates indicate that the number of actual births in PY6 to P4HB participants (471)
enrolled at the end of 2015 is less than that expected and the number of ‘averted births’ is 1,358.
We note that the births counted here include births to P4HB enrollees that could be due to a
pregnancy after the first 18 months of their enrollment in P4AHB. This would be a pregnancy within
an appropriate interpregnancy interval and means the number of ‘averted’ births could be under
counted in the above calculations. The positive number of averted births in Table 7, while smaller
than in earlier years, still indicates potential savings to the state from a lower-than-expected birth
rate among those enrolled in the PAHB program.

P4HB Participants and Non-Participants.

In the PY6 annual report, we continue to examine the outcomes of pregnancy or delivery among

P4HB women after they enroll in the waiver program. We have organized the data in this section

by annual cohorts representing the woman’s initial enrollment into the PAHB program as this

allows us to follow women from their initiation to a given outcome (pregnancy) as shown in Chart

3. This chart shows the cumulative percentage of women enrolled in any of the PAHB components

with evidence of a new pregnancy by the month we observe the pregnancy in the Medicaid claims
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data. We chart the data for the 2011-2015 cohorts of PAHB FP only enrollees and for comparison
purposes, we chart the same outcome for RSM women with an index birth in 2011-2015,
regardless of their infants’ birthweights and who were never enrolled in the P4HB program. The
data in Chart 3 indicate that the percentage of women for whom we observe a pregnancy is
consistently lower for the women enrolled in the FP only component than the RSM women. By the
eighteenth month following their initial month of enrollment into the FP only component of P4HB,
15% of enrollees had evidence of a pregnancy compared to 20% of RSM women who qualified
for, but did not enroll in, the P4AHB program. These data are suggestive of P4HB’s success in
delaying a new or repeat pregnancy among eligible and participating women compared to women
in the same income range, eligible for the P4HB program, but not participating. We note that the
percentage of FP only enrollees with repeat pregnancies is lower at 6 months (approximately 4%
compared to 7%) and at 12 months (approximately 10% compared to 14%), both of which
represent very short interpregnancy intervals.

We also show in Chart 3, the cumulative percentage of IPC and RM only enrolled women with a
new pregnancy by month since their enrollment. Both of these groups had delivered a VLBW
infant just before their enrollment into P4AHB. As the data shows, they are more likely to have a
repeat pregnancy than all RSM women with any infant birthweight outcome. The percentage with
a repeat pregnancy is generally higher among the RM only group than the IPC group especially by
the sixth month. By the end of the 18th month, the cumulative percentage of RM and IPC women
with a repeat pregnancy is close but still higher for RM (24%) than for the IPC enrolled women
with a repeat pregnancy is close but still higher for RM (24%) than for the IPC enrolled women
(22%). While this indicates that the majority (76%) of these two groups avoided a repeat
pregnancy [paid by Medicaid] for at least 18 months, a sizeable percentage of these two groups
(14% to 18%) did have a repeat pregnancy within a short period (12 months or less).
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Chart 3 - Months to Pregnancy for RSM (Ages 18-44) and
P4HB (Family Planning Only, IPC and Resource Mothers)
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Months to Pregnancy

IPC Participants versus Non-Participants.

A pregnancy conceived before 18 months of enrollment, regardless of outcome, is indicative of a
short interpregnancy interval and is an adverse outcome that the PAHB program was designed to
prevent. To evaluate the effect of the PAHB program on the IPC participants, we compared their
outcomes to a group of women who were eligible for IPC but not participating, namely, RSM
women with an index birth of a VLBW infant between 2011-2015 as they would have qualified for
the IPC component of PAHB but chose not to participate. In Table 8, we show the percentages of
women in the 2011-2015 IPC enrollee cohort and the RSM comparison cohort with a repeat
pregnancy within six, twelve and eighteen months’ post-enrollment. Among the 2011-2015 IPC
enrollee cohort, a significantly smaller percentage experienced a repeat pregnancy within six
months (4.9% vs. 10.4%) and twelve months (14.2% vs. 18.9%) of their index VLBW delivery
compared to women in the RSM comparison cohort. However, by 18 months after the index
VLBW delivery, there was no longer a statistically significant difference between the two cohorts
when approximately 22% of the 2011-2015 IPC enrollee cohort vs. approximately 25% for the
RSM comparison cohort had a repeat pregnancy.
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Table 8. Number and Percent of Women with VLBW Infant with Repeat Pregnancy within
Six, Twelve or 18 Months and Repeat Delivery within 18 Months, IPC Waiver
Demonstration Participants, Ages 18-44.

Timing of Repeat IPC RSM - VLBW
Pregnancy or Delivery 2011-2015 2011-2015

N =698 N =3,015
Pregnant within 6 months 34 (4.9%) 314 (10.4%) M
Pregnant within 12 months 99 (14.2%) 571 (18.9%) MA
Pregnant within 18 months 152 (21.8%) 759 (25.2%)"
Delivery within 18 months N 605* N =2,706*
Fetal Deaths 74 (12.2%) 456 (16.9%)MA
Still Births 6 (1.0%) 54 (2.0%)
Very Low Birth Weight 5 (0.8%) 23 (0.8%)
(<1500 g) 9 (1.5%) 33 (1.2%)
Low Birth Weight (1500- 13 (2.1%) 84 (3.1%)
2499 g) 38 (6.3%) 234 (8.6%)
Normal Weight (>2500 g) 3 (0.5%) 28 (1.0%)
Unknown Weight 33 (5.5%) 194 (7.2%)

Adverse Outcomes**

*IPC and RSM-VLBW index deliveries through 06/30/2015 **Sum of fetal deaths, still births, and low birth weight deliveries. Chi-
Square: * P-value < 0.10, ™ P-value < 0.05, M P-value <0.01 Notes: Repeat pregnancies were identified using the following set of claims
codes: Repeat deliveries were defined as human conceptions ending in live birth, stillbirth (>= 22 weeks’ gestation), or fetal death (< 22 weeks).
Ectopic and molar pregnancies and induced terminations of pregnancy were NOT included. Deliveries of Live births were identified in the claims
by using: ICD-9 diagnostic codes 640-676 plus V27.x OR ICD-9 procedure codes 72, 73, or 74 plus V27.x OR CPT-4 codes 59400, 59409, 59410,
59514, 59515,59612,59614,59620, 59622 plus V27.x or Z37.x OR ICD-10 diagnostic codes O0 — O9 plus Z37.x or ICD-10 procedure codes 10A,
10D, or 10E plus Z37. x. Deliveries of Stillbirths were identified by using ICD-9 diagnostic code 656.4x (intrauterine fetal death >= 22 weeks
gestation) OR specific V-codes [V27.1 (delivery singleton stillborn, V27.3 (delivery twins, 1 stillborn), V27.4 (delivery twins, 2 stillborn), V27.6
(delivery multiples, some stillborn), V27.7 (delivery multiples, all stillborn)] or ICD-10 diagnostic codes 237.1, Z37.4, or Z37.7 Deliveries
associated with Fetal deaths < 22 weeks were identified by using ICD-9 diagnostic codes 632 (missed abortion) and 634.xx (spontaneous abortion)
or ICD-10 diagnostic codesO03 or 0O02.1. In the case of a twin or multiple gestations, the delivery was counted as a live birth delivery if ANY of the
fetuses lived. Costs were accumulated over the pregnancy and attributed to the delivery event if there was a fetal death (632) that preceded a live
birth.

In Table 8, we also show the percentage of women in each cohort with a delivery within 18 months
of their index VLBW delivery, along with the outcomes of those deliveries. The above data show
that the proportion of women experiencing a delivery within 18 months of their index VLBW
delivery was statistically significantly lower for the IPC enrollee cohort compared to the RSM
comparison cohort (12.2% vs. 16.9%). While there was not a significant difference in the
proportion of those deliveries ending in an adverse birth outcome (fetal death, stillbirth, very low
or low birth weight delivery), the percent with adverse outcomes (5.5%) for the IPC enrollees was
markedly lower than for the RSM women with an index VLBW infant (7.2%).

Next, we used regression analysis to assess the difference in the: 1) probability of a repeat
pregnancy within 18 months; and 2) the probability of a delivery within 18 months among IPC
women and RSM women with a VLBW infant. In this analysis, we control for age, race, month of
index birth, months enrolled in the 18 months over which we follow them and an indicator for
urban/rural residence. The regression results shown in Table 9 indicate that participation in the IPC
component of the PAHB program is associated with a reduced probability (9.4 percentage points)
of a repeat pregnancy within 18 months of an index VLBW delivery. In turn, PAHB program
participation is associated with a reduced probability of repeat delivery within 18 months of 6.9
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percentage points. We note that there are likely unobserved characteristics of the women with a
VLBW infant that affect their decision to participate in IPC that may also affect these outcomes
and hence, it is hard to imply causality from these findings.

Table 9. Estimated Marginal Effects for IPC Compared to RSM Women with VLBW
Infants, Ages 18-44.

Outcome Marginal Effect
Repeat Pregnancy within 18 -9.4"MN

Months after Index Delivery

Repeat Delivery within 18 -6.9MA

Months after Index Delivery

A P-value < 0.10, M P-value < 0.05, " P-value <0.01

Estimated effects from logistic models are multiplied by 100 to provide percentage point changes in the dependent variable.

Controlled for age, race, month of index birth, months enrolled in the 18 months over which we follow them and urban/rural residence.
Repeat pregnancy within 18 months’ regressions include IPC participants through 12/31/2015.

Repeat delivery within 18 months’ regressions include IPC participants through 06/30/2015.

Effects of the PAHB Program On Goals.

When the PAHB program was implemented, the Emory team proposed to work with the state in the
evaluation of the PAHB program by obtaining and linking data to enable the state to assess changes
in the performance measures noted earlier. The state hypothesized that the PAHB program would
bring sufficient numbers of women into the program such that the overall use of family planning
services/supplies among low-income women would increase, and, the more consistent use of
effective contraceptive methods among program users would increase. Because the P4AHB program
is targeted at the income range of women who would qualify for Medicaid ‘if” they become
pregnant, we hypothesized that this increased use of contraceptives should lead to reduced
unintended pregnancies and in turn, unintended births among the RSM eligible group of women in
Georgia (as well as improved inter-pregnancy intervals). Since teens are at high risk of unintended
pregnancy, a related hypothesis was that the rate of unintended births and repeat teen births would
also fall post P4HB. An overall improvement in the use of family planning services and the
outcomes noted could also occur among all Medicaid women if there were ‘spillover’ effects on
the LIM and disabled women in Medicaid and perhaps, to younger teens (<18 years) in Medicaid.

As initially proposed in our evaluation design, we used data from the Pregnancy Risk Assessment
Monitoring System (PRAMS) and claims/vital records to assess progress on program
goals/outcomes. We use PRAMS data on measures that cannot be measured based on claims data,
such as an unintended live birth. We first report on these analyses and then, on measures of
program outcomes based on linked claims and vital records data.

PRAMS Analysis of Outcomes.

The PRAMS is a mixed-mode, population-based, state-specific surveillance system of selected
maternal behaviors and experiences during pregnancy and following childbirth. Our study sample
included data from the years prior to implementation of the P4HB program (2008-2010) and the
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years following implementation (2012-2013); we excluded data from the transition year of P4HB
implementation (2011). To test the effects of PAHB using PRAMS data, we identified women who
were uninsured pre-pregnancy but Medicaid insured at delivery as these women were most likely
in the income range targeted by PAHB. We included these women in the Georgia PRAMS sample
and similarly defined women in the PRAMS sample in three control states (Arkansas, Oklahoma,
and Maryland). A key criterion in selecting our control states was a formal test of equality in
trends of outcome measures in Georgia and our control states. We verified that the trends were
similar allowing the control states to serve as a counterfactual for Georgia.

Dependent Variables.

Unintended Birth: Unintended birth is a key outcome of interest that we can only measure with
survey data. Due to changes in the PRAMS survey during our study period, we tested several
measures of unintended pregnancy/birth. For years 2008-2010, the PRAMS data asked the
question: “Thinking back to just before you got pregnant with your new baby, how did you feel
about becoming pregnant?” and included as possible responses the following options: 1) | wanted
to be pregnant sooner, 2) | wanted to be pregnant later, 3) | wanted to be pregnant then, and 4) |
didn’t want to be pregnant then or at any time in the future. In 2012, however, a fifth response
choice was added: 5) I wasn 't sure what I wanted. While PRAMS data have generally been used to
classify pregnancies as unintended if a woman wanted to be pregnant later or did not want to be
pregnant then or at any time in the future, we had to address the additional response introduced in
2012-2013. We therefore tested several ways of using the data to measure unintended
pregnancy/birth. For our first measure, we considered a mother’s answer to a second question:
When you got pregnant with your new baby, were you trying to get pregnant? We then classified
mothers as having an unintended pregnancy/birth if they responded that they were: 1) unsure what
they wanted; or 2) were not trying to get pregnant. With this measure, we tested models excluding
mothers who were unsure what they wanted. Finally, we completed a separate analysis of whether
a mother was trying to get pregnant, based on the answer to the following question: When you got
pregnant with your new baby, were you trying to get pregnant?

Pregnancy Prevention Effort: Our analysis assessed women’s reports of efforts to prevent
pregnancy in the preconception and postpartum periods as well as their report of problems getting
birth control during the preconception period. Pregnancy prevention during the preconception
period was based on the mother’s yes/no response to the question: “When you got pregnant with
your new baby, were you or your husband or partner doing anything to keep you from getting
pregnant?” This question lists the key things people do to keep from getting pregnant: birth
control pills, condoms, withdrawal, or natural family planning. Pregnancy prevention post-partum
is a yes/no to the question: “Are you and your husband or partner doing anything now to keep
from getting pregnant?”’ Problems getting birth control pre-conception is a yes/no to the question:
“I had problems getting birth control when I needed it” which was a possible response to the
question: “What were your reasons or your husbands’ or partners’ reasons for not doing anything
to keep from getting pregnant?”
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Weight: We examined two models estimating the probability of a low or very low birthweight
infant. In these models, low birthweight was defined as less than 2,500 grams, while very low
birthweight was defined as less than 1,500 grams.

Age at Birth: While we estimated a number of models examining the mothers age at birth, most of
these results were statistically insignificant. We present in Table 10 below, the results using a
continuous measure (age in years) at first birth. Mothers with a previous live birth were excluded
from this analysis.

Results.

In Table 10 we show the means for each of the dependent variables for the sample of women
uninsured pre-pregnancy but insured through Medicaid at delivery in Georgia and our control
states; the unadjusted means are shown for the pre (2008-2010) and post (2012-2013) time periods.
As the descriptive data show, the rate of unintended pregnancy, regardless of the way we measured
it, declined between the pre and post period for women [uninsured pre-pregnancy but insured
through Medicaid at delivery] in our Georgia as well as control states’ samples. In Georgia, this
rate was 61% in the pre period but declined to 57% in the post period while this rate declined from
60% to 51% in the control states. Those with live births who reported they were ‘not trying’ to get
pregnant went up in Georgia with 72% of women reporting this in the post period compared to a
decline in the control states to 60%.

Table 10. Descriptive Statistics PRAMS 2008-2013.

Georgia Control States (AR, MD, OK)

Pre P4HB Post P4HB Pre P4AHB Post P4HB

(n=1,057) (n=455) (n=4,494) (n=1,074)

Mean SE Mean SE Mean SE Mean SE
Unintended 61.0% 2.4% 56.8% 3.5% 60.4% 1.2% 50.8% 2.4%
Pregnancy*
Unintended 61.0% 2.4% 44.6% 4.0% 60.4% 1.2% 44.1% 2.6%
Pregnancy**
Not Trying 70.9% 2.3% 72.3% 3.2% 69.4% 1.1% 60.1% 2.4%
Pregnancy 40.2% 2.9% 70.9% 3.7% 44.9% 1.5% 40.5% 3.1%
Prevention
Pre-
conception
Pregnancy 82.8% 1.8% 80.8% 2.7% 86.1% 0.8% 79.0% 1.9%
Prevention
Post-partum
Problems 9.0% 1.7% 6.5% 1.8% 6.3% 0.7% 6.3% 1.5%
getting birth
control pre-
conception
Very Low 1.8% 0.2% 1.2% 0.3% 1.5% 0.1% 1.7% 0.2%
Birthweight
(<1,500 g)
Low 9.0% 0.5% 10.0% 1.5% 8.4% 0.2% 8.1% 0.5%
Birthweight
(<2,500 g)
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Age at First 23.3 0.36 24.1 0.62 23.0 0.17 24.8 0.29
Birth

Notes: Pre-period 2008-2010, Post-period 2012-2013. Sample is limited to Medicaid at delivery and uninsured pre-pregnancy
* “Were you trying” was used if respondent said “was not sure” to the intent question in 2012 or 2013. If not sure and not trying, then coded as
unintended ** Dropped those saying ‘was not sure’ (2012-2013).

There are markedly different trends in Georgia versus the comparison states on using pre-
conception pregnancy prevention methods; in Georgia this increased from 40% to 71% over the
pre/post period while in the control states, this declined from 45% to 41%. Pregnancy prevention
post-partum declined in Georgia and the control states’ samples but more so in the latter. An
important question for evaluating the PAHB program is whether these women reported problems
getting pregnancy prevention methods pre-conception; here, nearly 9% of women in Georgia said
‘yes’ in the pre period but this declined to 7% in the post period while the percent saying ‘yes’ to
this question in the control states stayed stable at 6%. With respect to birth outcomes, the
descriptive data suggest that very low birth weight rates improved in Georgia relative to the
comparison states while the rate of low birth weight (inclusive of very low birth weight) did not.
Finally, age at first birth went up slightly in both samples. These means are unadjusted for age,
race/ethnicity and other factors affecting these outcomes. We report on the outcomes after
adjusting for these and other factors in the text below.

Multivariable PRAMS Analysis: We used the difference-in-difference method to estimate the
effects of P4HB on these outcomes. With this method, changes in the outcomes from the control
group are subtracted from those of the treatment group, controlling for any group-specific and
time-specific effects that may have altered the outcomes during the study years. As noted, the
treatment group includes mothers in Georgia that were uninsured pre-pregnancy but insured with
Medicaid at delivery and the control group includes these women in the control states (Arkansas,
Oklahoma, and Maryland). We used logistic analysis to examine all dichotomous outcomes and
linear regression to estimate continuous measures. We controlled for mothers age, race/ethnicity,
number of stressors, if the mother drank alcohol three months before her pregnancy, if the mother
smoked three months before her pregnancy, number of previous live births, and number of
terminations. All regression models included state and year fixed effects, and adjusted standard
errors for clustering at the state/year level. Analyses was conducted in Stata version 14.2 and
account for the complex sample design of the PRAMS.

Table 11. Estimated Marginal Effects on Pregnancy Prevention and Birth Outcomes.

Marginal Effect Standard Error p-value
Unintended Pregnancy* -0.068 0.035 0.054
Unintended Pregnancy  -0.114 0.036 0.002
(drop unsure)**
Not trying 0.021 0.035 0.557
Pregnancy Prevention 0.294 0.041 <0.001
Pre-conception
Pregnancy Prevention 0.031 0.016 0.054
Post-partum
Problems getting birth  0.019 0.023 0.409

control pre-conception
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Very Low Birthweight  -0.006 0.029 0.847
Low Birthweight 0.006 0.144 0.969
Age at First Birth -1.020 1.111 0.363

Controls: age, race/ethnicity, education, number of stressors, drank, smoked, year, number of previous live births, number of previous terminations.
* “Were you trying” was used if respondent said “was not sure” to intent question in 2012 or 2013. If not sure and not trying, then coded as
unintended ** Dropped those saying ‘was not sure’ (2012-2013) Standard errors clustered by state/year Pre-period 2008-2010, Post-period 2012-
2013. Sample is limited to Medicaid at delivery and uninsured pre-pregnancy

The results shown in Table 11 indicate that regardless of the measure of unintended pregnancy
used, there were reductions in unintended pregnancy for women in Georgia relative to similar
women in the control states. Using the first measure, the results indicate a reduction in births from
unwanted pregnancies of 6.8 percentage points for the target group of women. When the women
who are ‘unsure’ are excluded from this analysis, the magnitude of the effect is larger and
statistically significant. The only remaining results that are statistically significant (p <.05) include
a large increase of 29 percentage points in the probability of using pregnancy prevention methods
pre-conception and a three-percentage point increase in using pregnancy prevention methods post-
partum.

Claims/ Vital Records Analyses of Outcomes.

We have updated our prior analysis of the linked claims and vital records data to include data on
births from 2016, the sixth program year. Descriptive data on the outcomes for 2009/2010,
2012/2013, 2014/2016 for RSM and other Medicaid paid births and for a comparison group of
women delivering a live birth in Georgia over the study period are presented in Table 12. The
comparison group should be women whose coverage of family planning services was not likely
affected by the implementation of P4HB. In the analysis that follows, we again used privately
insured women with a high school or less level of education as a comparison group. We chose a
lower education level in order to identify women expected to have incomes more comparable to
the RSM and other Medicaid insured women (< 200% FPL).

We note that the analysis includes two ‘post PAHB’ time periods: 2012-2013 before the ACA and
2014-2016 after the ACA. While Georgia did not expand Medicaid, many women who would be
eligible for the PAHB program (women with incomes between 100% and 200% FPL) could obtain
subsidized private insurance through the federal Marketplace exchange post ACA. As this occurs it
confounds our control group in 2014 and beyond. We also note that the linkage of mothers and
their babies within the claims data has improved over the study period and this means we have a
larger number of VLBW infants being included in the analytic sample.

These data were used to assess the effects of the PAHB program on: 1) age at first birth; 2) teen
births; 3) repeat births; 4) maternal smoking; 5) interpregnancy intervals; 6) preterm birth; and 7)
birth weight distribution. The descriptive data in Table 15 indicate that between 2009/2010 and
2014/2016, some of the outcomes of interest improved favorably for the RSM and other Medicaid
eligible women versus the private insured, lower educated group of women. For example, age at
first birth was higher for the private insured comparison group prior to P4AHB and remained stable
in the follow-up P4HB periods at 27 years but in contrast, age at first birth for Medicaid insured
increased by 0.8 of a year, from the pre (2009-2010) to post-P4HB periods. Moreover, the increase
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in age at first birth for the Medicaid women appears related to a large decrease in the percent teen
births. Whereas the percentage of teen births among privately insured declined very slightly, there
was a decline of 7.6 percentage points (25.9% to 18.3%) among the Medicaid insured.

There were also declines in maternal smoking and very short interpregnancy intervals for both the
private and Medicaid groups 2009-2010 to 2014-2016. The declines pre and post-P4HB seen in the
maternal risk factors (teen pregnancy, smoking, short interpregnancy intervals) that are associated
with poor birth outcomes were all slightly greater for the Medicaid versus the private insured and
could correlate with favorable changes in preterm, low birth weight and very low birth weight
rates. While we see slight improvements in the percentage preterm births for both groups, the
declines in LBW and VLBW pre and post the PAHB seen for the privately insured do not hold for
the Medicaid insured women. Indeed, the percentage LBW actually increases from the 2009/2010
to the 2014/ 2016 time period for the Medicaid insured women.

Overall Patterns.

Table 12. Maternal Health and Birth Outcomes for Medicaid and Private Insured Women.

Data for RSM and Private Insured Comparison Group on Targeted Maternal Health and Birth Outcomes,
* All Live Births

Private Insured < High School Medicaid Women

Maternal 2009/ 2010 2012/ 2013 2014/ 2016 2009/ 2010 2012/ 2013 2014/ 2016
Health

Outcomes

Age at First 27.1 26.8 27.1 22.9 23.2 23.7
Birthl

Age 18-19 at 6.5% 7.6% 6.2% 25.9% 21.3% 18.3%
First Birth:

Teen Birth2 2.8% 3.3% 2.7% 13.1% 10.0% 8.3%
Repeat Birth3 = 64.9% 65.4% 61.8% 62.3% 63.4% 64.2%
MaternalSmok = 4.6% 3.9% 3.9% 10.0% 9.1% 8.8%
ing4

Interpregnanc = 6.0% 5.9% 5.7% 12.8% 10.9% 11.3%
y Interval <6

monthss

Interpregnanc = 16.6% 15.8% 15.5% 27.2% 23.6% 24.1%
y Interval < 12

monthss

Interpregnanc  28.1% 26.1% 25.9% 39.8% 35.4% 35.6%
y Interval < 18

monthss

Birth Outcome

Preterm (<37 9.8% 9.2% 8.2% 11.6% 11.5% 10.1%
weeks)6

Low Birth 6.9% 6.2% 5.9% 8.9% 8.9% 9.3%
Weight (<

2500 grams)7

Very Low 1.5% 1.1% 1.1% 1.6% 1.6% 1.7%
Birth Weight

(<1500

grams)s

*All outcomes are measured using linked Medicaid and vital records data. 1Age at first birth was determined based upon age and parity (parity = 0)
as reported on the birth certificate; 2 Teen birth was defined as those ages 18-19 years at the time of the index birth as reported on the birth
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certificate; s Repeat birth was defined as those for which the birth certificate indicated that the birth event was the second or more (MBTHEVOR >
2); «Maternal smoking was defined as those with tobacco use indicated on the birth certificate; s Interpregnancy interval < 6 months was
determined based upon the interbirth interval as indicated on the birth certificate minus the gestational age of the subsequent birth; s Preterm birth
was determined based upon a gestational age < 37 weeks on the birth certificate; 7 Low birth weight was determined based upon an infant birth
weight < 2500 grams on the birth certificate; s Very low birth weight was determined based upon an infant birth weight < 1500 grams on the birth
certificate.

Regression Analysis of Medicaid Compared to Sample of Private Insured.

The descriptive data provide some insight on the expected changes pre and post the PAHB program
but changes in the overall distribution of income, levels of employment, etc. will lead to changes in
the numbers of women in need of and qualifying for Medicaid paid services. In order to control for
some of the secular changes that may affect the fertility and birth outcomes of both the Medicaid
and comparison group of women, we used data pre and post-P4HB to test whether there were
differences in the changes seen pre- versus post-P4HB for the two groups. Such a quasi-
experimental design enables a more rigorous examination of the causal impacts of PAHB.

Specifically, we used a pre/post (0/1) indicator, a Medicaid/private insured indicator (0/1), and
interacted these two indicators (pre/post times Medicaid/private insured) to test for differences in
the changes pre and post PAHB. We controlled for other factors (age group, race/ethnicity, marital
status, mother’s education, mother’s tobacco use, month of birth and the percent poverty level of
their census tract) in all equations. First birth (0/1) was included when analyzing the infant
outcomes and we included only singletons in the regression analysis. The results shown in Table
13 reflect the two post-P4HB time periods: 2012-2013 before the ACA and 2014-2016 after the
ACA. As in the PRAMS analysis, we omit data from the transitional year (2011).

The estimated effects shown in Table 13 can be interpreted as the change in the probability of the
outcomes (with the exception of age at first birth, which is a continuous measure) for the RSM and
other Medicaid women affected by the P4HB program versus the control group (private insured,
lower education) of women, controlling for the above covariates and a monthly time trend. This
provides one measure of the ‘effect’” of the demonstration on the outcomes analyzed. In our
discussion of the results we focus on the effects which are significant at p <.05.

Table 13. Estimated Effects of PAHB Implementation on Targeted Maternal Health and
Birth Outcomes, * All Live Births.

Ages 18-44 Ages <18 Ages 18-19 Ages 18-24

Maternal Health Outcomes
Post12_13* | Postl4_16*  Postl2_13*  Postl4_16*  Postl12_13* = Postl4_16*  Postl2_13*  Postl4_16*

RSM RSM RSM RSM RSM RSM RSM
Age at 52/ 72NN -- -- -- -- - -
First
Birth:
Age 18-19  -2.01™M -1.91m\ -- -- - - - -
at First
Birth:
Teen -.69/M\N -.66/M\N -- - - - - .
Birth2
Repeat -1.39n 2.59"Mn -6.047 1.06 -2.29 3.02 -2.437 2.20
Births
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Maternal = -.10 24 - -- .80 -1.15 27 21
Smokings

Interpreg = -1.10™M -.23 -- -- .92 -13.33 24 -1.38
nancy

Interval <

6 monthss

Interpreg  -1.49% .08 -- -- 5.86 -21 -.80 -1.47
nancy

Interval <

12

monthss

Interpregn | -.89 .57 -- -- 5.55 -.35 .88 -2.67
ancy

Interval <

18

monthss

Birth Outcomes (Live born infants)

Preterm 27 -11 -2.03 43 1.77 -1.36 1.41 43
(<37

weeks)s

Low Birth = .45 1.27Amn -6.59 43 2.52 3.05 1.19 1.62/
Weight (<

2500

grams)7

Very Low .23 .35"\ -4.47 -1.20 .58 .89 40 .30
Birth

Weight (<

1500

grams)s

A P-value < 0.10, M P-value < 0.05, " P-value <0.01

(With the exception of age at first birth, estimated effects from logistic models are multiplied by 100 to provide percentage point changes in the
dependent variable.) *All outcomes are measured using linked Medicaid and vital records data. ¢ Insufficient sample size in control group.1Age at
first birth was determined based upon age and parity (parity = 0) as reported on the birth certificate; 2 Teen birth was defined as those ages 18-19
years at the time of the index birth as reported on the birth certificate; s Repeat birth was defined as those for which the birth certificate indicated that
the birth event was the second or more (MBTHEVOR > 2); « Maternal smoking was defined as those with tobacco use indicated on the birth
certificate; s Interpregnancy interval < 6 months was determined based upon the inter-birth interval as indicated on the birth certificate minus the
gestational age of the subsequent birth; s Preterm birth was determined based upon a gestational age < 37 weeks on the birth certificate; 7 Low birth
weight was determined based upon an infant birth weight < 2500 grams on the birth certificate; s Very low birth weight was determined based upon
an infant birth weight < 1500 grams on the birth certificate.

We found significant: 1) increases in the age at first birth; 2) reductions in first births at ages 18-
19; 3) reductions in teen births; and 4) reductions in very short interpregnancy (<6 months)
intervals. The result on age at first birth suggests a half-year increase in the age at which Medicaid
women have their first birth relative to the privately insured control group in the 2012-2013 post
period and the effect is larger in the 2014-2016 post P4HB period. The results indicate a reduction
of approximately two percentage points in the likelihood of a first birth at ages 18-19 and in
addition, almost a 0.7 percentage point reduction in births to teens less than age 18. The probability
of a interpregnancy interval < six months for the Medicaid versus low-income private insured
sample was lower by 1.1 percentage points in the 2012-2013 post versus pre-P4HB period.

The results on repeat (second-order) births are only significant at p <.10 and only indicate a lower
probability that Medicaid insured women were having a second baby relative to the private insured
comparison group in the 2012-2013 post P4HB period; this holds for teens < 18 and those ages 18-
24 as well. However, in the second post-P4HB period, these effects are actually positive and
significant at p<.05 for all women 18-44. These results indicate there that the ACA mandate and
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the implementation of the Marketplace exchange in Georgia may be associated with a change in
the composition of the Medicaid and/or comparison groups that need to be considered in future
analyses. Perhaps related to this issue, there are unexpected positive effects on the probability of
LBW and VLBW infant outcomes for the Medicaid women compared to the privately insured
sample in the 2014-2016 post P4HB period; this effect holds only for the 18-24 age group. It may
be that the evaluation of the PAHB program should be done only using data prior to the ACA as so
many changes took place for women in the income range targeted by P4HB as the ACA unfolded.
We will consider the use of propensity scoring as we move toward a manuscript based on these
analyses.

Thus, while the combined PRAMS and vital records/clams analysis indicates effects of PAHB on
increasing access to pregnancy prevention, reducing unintended births, reducing teen births,
increasing age at first birth and reducing very short interpregnancy intervals we do not find
evidence that the P4HB program had any effects on birth outcomes as was intended.

Medicaid Paid Births In 2016.

We continue to track the total number of Medicaid paid births and births to P4HB program
participants as in prior annual reports to CMS. Birth counts increased from the 2011 level to
approximately 79,000 in 2012 and 2013 but have declined since then. The total number of births,
including stillbirths, paid by Georgia Medicaid in 2016 equaled 76,454.

As the data in Table A.1 also indicate, the percentage of all Medicaid births that are VLBW has
been remarkably stable at about two percent over the pre/post PAHB time-period. We also
previously reported that the birth weight distribution using claims data is very close to that using
the linked vital records for the percentage of VLBW infants, at about 2%, but differs from the vital
records on the percentage of LBW infants and hence, on the percentage of normal birth weight
infants. Whereas the claims data indicate that approximately 91% of Medicaid paid births were
normal birthweight, the vital records data indicate a lower rate, approximately 89%.

We ultimately treat the vital records as the ‘gold standard” when measuring birth weight and work
with the linked records when completing the evaluation of P4AHB. We note that the linkage rate,
while close to 90% in 2009-2010, fell to nearly 82% in 2011 but has increased since then. Based
on the linked records, the percentage of VLBW infants paid for by Medicaid has increased slightly
from 1.9% in 2009 to 2.1% in 2016. A larger increase is seen in the percentage of LBW infants,
climbing from 8.3% in 2009 to 9.0% in 2016.

Data in Table A.3 show that the Medicaid costs for the mother across all deliveries (including
deliveries of both live born and stillborn infants) totals slightly over $326 million and the average
costs per mother was $4,453. The total costs for the 76,454 infants (including stillborn) delivered
to Medicaid enrolled women in 2016 was approximately $327 million, leading to a total maternal
and infant cost of approximately $653 million to the state Medicaid program. As in prior years, the
average costs at delivery for the infant born VLBW was significantly higher at an estimated
$77,096 in CY 2016, compared to the costs for an infant of normal birthweight, which equaled
$1,923 in CY 2016.
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The costs to Medicaid for the care of infants born VLBW continued to be high throughout their
first year of life. As shown in Table A.5, the costs for the full first year of life for these infants
born in the first six months of CY 2016 averaged $10,862 and totaled nearly $19 million. The
average costs for VLBW infants is markedly lower (23%) than the average in CY 2015 ($14,119).
The difference appears to be driven by the very large costs of care for a few VLBW infants in CY
2015 since the median is not that different between the two years.

In comparison, the average costs to Medicaid for the first year of life for a normal birth weight
infant in CY 2016 was $2,669. The bulk of the total cost for all infants in their first year is for
these infants of normal weight, at $185 million, with a total cost for all infants of $236 million.
While nearly 90% of all infants born under Medicaid coverage are of normal birth weight, the
more the PAHB program can ‘shift’ the birthweight distribution toward these normal birth weight
infants, the more successful it will be in terms of improving the health of the newborns as well as
reducing the costs to the Medicaid program.

Conclusions and Recommendations.

The data and conclusions reported within this annual report pertain largely to the sixth year of the
P4HB Demonstration and measures based on linked Medicaid and vital records data. In this, as in
the PY5 Annual Report, we include analysis of the effects of the PAHB based on the Pregnancy
Risk Assessment Monitoring System (PRAMS) data and linked claims/vital records using the
quasi-experimental design originally proposed to CMS. These analyses are based on five years of
data after the implementation of the PAHB program and hence, provide significant information
regarding the success of the program on its stated goals. In the introduction to this report, we
organized our findings around the program goals and objectives.

Here, we provide a summary conclusion from the analysis, challenges to achieving the stated goals
of the P4HB, and a set of recommendations to move the program closer to its intended goals.

Conclusions. Overall, the progress on key P4HB goals and related program objectives is mixed.
While the combined PRAMS and vital records/ claims analysis indicates effects of PAHB on
increasing access to pregnancy prevention, reducing unintended births, reducing teen births,
increasing age at first birth and reducing very short interpregnancy intervals, there is little evidence
to indicate that the PAHB program has yet had any effects on infant birth outcomes. As noted
above, the descriptive data on low and very low birth weight indicate an upward trend and the
analysis based on the quasi-experimental design showed no significant effects.

While the P4AHB initially enrolled a significant portion of eligible women in the community,
enrollment dropped significantly when the auto-enrollment process ended and, more currently,
other options for obtaining insurance have perhaps moved some near-poor women onto the
Marketplace exchange. Access to and use of family planning and contraceptive services has also
been an issue. As the current reports notes, the use of any family planning services and in
particular, the use of the more effective contraceptive methods has not increased substantially,
although patterns were affected by the lower use rates seen among the auto-enrolled.
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Yet, once women are enrolled in the FP only or IPC components of the PAHB, they are less likely
to have pregnancies or deliveries than comparison groups of RSM women followed over the same
time period. This would suggest that enrolling and retaining larger numbers of women in the P4AHB
may be key to moving the program closer to its intended goals.

Barriers to Success. There are numerous reasons the PAHB has not attained some of its stated
goals. While some of these may be beyond the control of the state, there are some key threats that
can be noted:

e Low levels of enrollment and penetration of the eligible population in the community;

e Low retention of enrollees in both the FP only and IPC components of the program
beyond the one-year mark related to the required re-certification of program eligibility
that occurs at that point for the continuation of enrollment and benefits;

e Limited understanding of the program itself — including the enrollment process and the
program’s eligibility criteria and covered services — by women and their providers;

e Limited marketing or large-scale outreach to eligible women about PAHB and the
enrollment process.

e Lack of focus on how the FP only and IPC components must work together to decrease
the probability of a VLBW infant outcome through reducing teen and unintended
pregnancies, lengthening interpregnancy intervals, as well as by reducing the risk of a
repeat VLBW delivery through interpregnancy care.

e Little improvement in use of family planning services in general and, importantly, little
to no improvement in the use of the most effective contraceptive methods;

e Disruption of the Title X provider system and initial declines in female family planning
users that limited the ability of PAHB to reach the broader community of eligible
women.

Our analysis of the chronic conditions for which the IPC and RM women are receiving services
highlights that, while utilization of IPC care is not as high as it could be for these women, women
with chronic health conditions are indeed utilizing services for a variety of chronic conditions that
are linked to adverse reproductive health outcomes if the conditions are not under control with
proper management. This highlights the importance of the IPC services for promoting subsequent
reproductive health outcomes. The leading chronic conditions for which services were utilized
were similar in order of importance for IPC and Resource Mother only women, although the
percent utilizing the chronic health condition services were substantially higher for women in the
Resource Mother only group. This may highlight their better understanding of the availability of
covered services or their worse underlying health status. The leading chronic health conditions for
which IPC and Resource Mother women utilized services were for cardiovascular disorders,
particularly for hypertension; followed by migraine headaches; endocrine disorders, particularly
obesity; and substance use, particularly tobacco use.

As described previously, but which is deserving of further emphasis, in order to better understand
the proportion of women with chronic health conditions who are enrolled in the IPC and Resource
Mother only components of P4AHB, and then evaluate the proportion of those women known to
have chronic health conditions who are utilizing services for the care of those chronic health
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conditions during the interpregnancy period, we plan to broaden the scope of our evaluation to
include using the infant birth records and prenatal care claims codes to establish the set of women
with and without diagnosed chronic health conditions and examine their utilization of indicated
chronic care and preventive health services during the time that they are enrolled in the program.
This more refined analysis of the set of women with chronic health conditions who deliver a
VLBW infant and are enrolled in the IPC and Resource Mother only components will allow for us
to examine for another threat to success—the possible lack of coordination between obstetrical and
other providers in the Medicaid system. Women with chronic health conditions need access to
primary health care providers and appropriate follow-up care, which they may not be receiving
consistently. Similarly, those with chronic health conditions need not only the care important to
their chronic health conditions but also access to family planning services to help in avoiding
repeat pregnancies before the chronic conditions are better managed and pregnancies with short
intervals.

As reported in prior years, while there have been numerous efforts throughout the state to make
women and providers aware of the P4HB program, and despite these efforts the percentage of
women eligible who actually enrolled in the program has consistently fallen well below the
expected numbers. While uninsured women in the income range targeted by the PAHB program
has declined in Georgia, a large number remain uninsured in 2016 and it is likely that many of
them would qualify for and benefit from the PAHB program. On a positive note, the
implementation of Georgia Gateway, the systematic approach to one-stop enrollment for public
system, was fully implemented during 2017, offering promise that more of these uninsured,
eligible women will be systematically brought into P4HB.

Appendix D: Summaries of Quality Assurance Monitoring.

Per 42 CFR 431.412(c)(2)(iv), the application should include summaries of External Quality
Review Organization (EQRO) reports, CMO and State quality assurance monitoring, and any other
documentation of the quality of and access to care provided under the demonstration.

P4HB services are delivered through the Care Management Organizations (CMOs) and their
networks of providers. According to 42 CFR 8438.358, the state, an agent that is not a Care
Management Entity, or its EQRO must conduct reviews to determine compliance with standards
established by the State related to member rights and protections, access to services, structure and
operations, measurement and improvement, and grievance system standards. P4HB is included in
the annual compliance reviews for each CMO.

In 2016, DCH’s Quality Strategic Plan noted that the P4AHB program identified successes in
reducing the number of repeat very low birthweight births. DCH’s Quality Strategic Plan
continues to include strategies to improve access to family planning and interpregnancy care
services through collaboration and data monitoring. DCH’s QAPI report can be found online at
https://dch.georgia.gov/medicaid-quality-reporting.

Overall, 2018 QAPI evaluations showed that over the course of several quarters, the CMOs have
strived to stabilize enrollment and raise participation in the family planning program by
increasing the number of outreach events. At these community events, meetings, health fairs, etc.

Page 32 of 36


https://dch.georgia.gov/medicaid-quality-reporting

resource mothers educated community partners, P4HB enrollees, PAHB participants, and
potential enrollees about the program benefits and services as well as leveraged community
partners to be key communicators. In 2017, all CMOs continued to expand its outreach efforts
for resource mother participation.

DCH has identified the need to refine the provider-facing materials to an improved user-friendly
format. New materials were approved by DCH in late December 2016 and has been placed in
circulation in 2017. This stronger one-page educational flyer offers detailed information about all
aspects of the program and addresses all three portions of the target membership (Family
Planning, Inter-Pregnancy Care, and Resource Mother only). In addition, Provider Relations
teams will distribute and conduct face-to-face education with providers through a targeted
provider outreach process in 2017.

CMO specific, and more detailed QAPI information can be found at
https://dch.georgia.gov/medicaid-quality-reporting.

Appendix E: Public Notice Process.

Pursuant to 42 CFR 431.408, DCH is required to give a 30-day public notice and comment period
and conduct two (2) public hearings related to the State’s plan to comply with Section 1115(a) of
the Social Security Act (the Act) and 42 USC §1315(a) for demonstration projects.

The 30-day public notice and comment period will be open from October 11, 2018 through
November 12, 2018. Two opportunities for in person public comment will be held. DCH will accept
verbal and written comments at these meetings. The meetings are as follows:

e Thursday, October 18, 2018, 10:30 a.m. EST
Department of Community Health
2 Peachtree Street Northwest, Atlanta, Georgia 30303
1-877-411-9748, Access Code 2562265, or,

WebEX:
https://dchevents.webex.com/dchevents/onstage/g.php?MTID=ec921dc1b62121fc211007edf
9f17437a

Event number: 667 744 378

e Friday, October 26, 2018; 8:00 a.m. - 2:00 p.m. EST
Center for Rural Prosperity, The Georgia Chamber Tifton Office
1001 Love Avenue Tifton, Georgia 31794

Please see Attachment 3 for the Public Notice and Abbreviated Public Notice.

After hearing the public’s ideas and comments, DCH will make final decisions about how to proceed
with the P4HB waiver renewal request at the December 14, 2018 DCH Board Meeting.

Public comments and public testimony will be provided to the Board of Community Health prior to
the December 14, 2018 Board meeting. The Board will vote on any proposed changes at the Board
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meeting to be held at 10:30 a.m. at the Department of Community Health (2 Peachtree Street, N.W.,
Atlanta, Georgia 30303) in the 5th Floor Board Room. DCH will then submit the application, and
supporting documents to CMS.

The summary of comments will be posted online for public viewing, along with the waiver
application when it is submitted to CMS. Please see Attachment 4 for the Public Notice Process
Report for issues raised by the public during the state’s 30-day public comment period and how
DCH considered the comments when developing the demonstration extension application.
Because Georgia’s 30-day public comment period has not started yet, a report on the 30-day public
comment period will be included before the application is formally submitted to CMS.

DCH intends to submit a request to renew the P4AHB to CMS, effective for services provided on or
after April 1, 2019.

Appendix F: Summary of Waiver and Expenditure Authorities.

Waiver Authorities.

DCH is requesting to extend the same waiver authorities as currently approved in the P4HB
demonstration. Those waiver authorities are listed below:

e Methods of Administration: Transportation Section 1902(a)(4) insofar as it incorporates 42
CFR 431.53 to the extent necessary, to enable the State to not assure transportation to and from
providers for Demonstration Population 1.

o Eligibility Section 1902(a)(10)(A) - To the extent necessary to allow Georgia to not provide
medical assistance for Demonstration Populations 1 and 2 until the individual has been
enrolled in a managed care organization.

e Amount, Duration, and Scope of Services (Comparability) Section 1902(a)(10)(8) - To the
extent necessary to allow the State to offer Demonstration Population 1 a benefit package
consisting only of family planning and family planning-related services and Demonstration
Population 2 a benefit consisting only of family planning, family planning related services, and
IPC services.

e Freedom of Choice Section 1902(a)(23) - To the extent necessary to enable the State to limit
freedom of choice of provider for Demonstration Populations 1 and 2. Individuals may be auto-
enrolled into the care management organization they were enrolled in at the time of the
delivery of their VLBW baby.

e Retroactive Eligibility Section 1902(a)(34) - To the extent necessary to enable the State to not
provide medical assistance to Demonstration Populations 1 and 2 for any time prior to when an
application for the Demonstration is made.
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e Early and Periodic Screening, Diagnostic, and Treatment Section 1902(a)(43)(A) (EPSDT) -
To the extent necessary to enable the State to not furnish or arrange for all EPSDT services to
Demonstration Populations 1 and 2.

Expenditure Authorities.

DCH is requesting to extend the same expenditure authorities as currently approved in the PAHB
demonstration. Those expenditure authorities are listed below:

e Demonstration Population 1: Expenditures for extending family planning and family planning-
related services provided to:

o Uninsured women, ages 18 through 44, losing Medicaid pregnancy coverage at the
conclusion of 60 days postpartum, and who are not otherwise eligible for Medicaid
or the Children's Health Insurance Program (CHIP); and,

o Uninsured women, ages 18 through 44, who have family income at or below 211
percent of FPL, and who are not otherwise eligible for Medicaid or CHIP.

e Demonstration Population 2: Expenditures for extending family planning, family planning-
related, and IPC services to women, ages 18 through 44, who deliver a VLBW baby on or after
January 1, 2011, with family income at or below 211 percent of the FPL, and who are not
otherwise eligible for Medicaid or CHIP. IPC services will be available for 2 years after
enrollment.

e Demonstration Services 1. Expenditures for extending Resource Mother Outreach services to

women, ages 18 through 44, who deliver a VLBW baby on or after January 1, 2011, who are
eligible for Medicaid. Resource Mother services will be available for 2 years after enrollment.
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