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Thank you for this opportunity to comment on essential health benefits under the Affordable
Care Act (ACA).

The mission of Maternal and Child Health Access (MCHA) is to improve the health of low-
income women and families through education, training, and direct services as well as
administrative and other policy advocacy on health care and related rights. We help eligible
women and their families to not only enroll in and retain publicly-funded health coverage but
also access and effectively utilize quality health care services. In our 16 years, we have directly
assisted thousands of women and their families through individual client support services and
have also promoted the health care rights of hundreds of thousands more by fighting to preserve
and improve health programs for low-income people throughout California.

MCHA is a member of the California Coalition for Reproductive Rights and strongly supports
CCRR'’s comments concerning women’s health coverage generally, including family planning,
abortions, and all other reproductive health services.

MCHA now offers these additional comments, concerning benefits for pregnant and postpartum
women and preconception and interconception care under the California Health Eligibility,
Enrollment and Retention System (CalHEERS).

California's maternal mortality rate was a disturbing 49% higher in 2006-2008 than in 1999-
2001." African-American women in California are four times more likely to die from
pregnancy-related causes than women in all other racial/ethnic groups, according to the state’s
most recent data.” Health insurance alone will not suffice to address these issues, but without
comprehensive, accessible, quality coverage the challenges women face will be even more
overwhelming.

Ensuring that all necessary benefits and services are part of CaAlHEERS “essential health
benefits” is particularly important as these will affect not only Exchange enrollees but also the
foundation for the Basic Health Option (BHO), should California adopt one, as well as the scope
of benefits for Medi-Cal’s 133% ACA expansion program.’
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e Comprehensive Perinatal Services: In addition to prenatal medical visits and labor and
delivery services, maternity benefits should include health education, nutrition counseling,
prenatal vitamins, lactation consultation, manual as well as hospital-grade electric breast
pumps, screening for intimate partner violence, substance abuse treatment, and other
psychosocial services.

o Each of these services for pregnant women is preventive in nature and would
therefore help to halt escalating health care costs as well as to significantly reduce
costs over time.

o The savings accrue in health care costs for the woman as well as her newborn. The
oft-cited savings of $3.38 not spent on costs of a low birth weight baby, for every $1
spent on prenatal care,* can be illustrated for prematurity as well: The average first-
year medical costs, including both inpatient and outpatient care, are about 10 times
greater for preterm infants than for full-term infants”.

o Breastfeeding support provides one of many concrete examples of how
comprehensive perinatal services promote wellness and health while controlling
health systems costs. According to the U.S. Surgeon General, there is a 32% higher
risk of childhood obesity and a 64% higher risk of type 2 diabetes in children who are
not breastfed.® Extensive research reviewed by the California Department of Public
Health shows that breastfeeding reduces the mother’s risk of breast and other cancers
and benefits maternal health in other significant ways; it also protects a newborn’s
immune system, prevents respiratory illness and ear infections, reduces the risk of
other serious diseases, and promotes a baby’s growth, development and health in
many other ways.” Researchers estimate that wider adoption of breastfeeding could
save the U.S. health system billions of dollars a year.®

e Preventive Dental Care: Preventive benefits for pregnant and post-partum women should
also include exams, cleanings and other basic dental benefits to address oral health conditions
in order to prevent premature labor and delivery; babies born too soon are at high risk of
dangerously low birth weights. Preventive dental services are essential to avoid oral
infections such as gum disease, which has been linked to preterm birth.” According to a 2001
study, gum disease is as big a risk factor as smoking or alcohol use for having a low birth
weight baby. '’

o Neonatal intensive care for a premature newborn typically runs into the hundreds of
thousands of dollars; such costs can be avoided in many cases, for net savings in
overall program costs, by the relatively low cost of basic oral health care for the
mother during pregnancy. Such net program savings were a major reason why basic
preventive dental benefits during pregnancy were added to the Medi-Cal program for
adult women and retained after the elimination of most other adult Denti-Cal benefits
in 2009.

e No copayments, no utilization controls unrelated to medical need: Copayments and other
restrictions that limit access or utilization, such as caps on the number of monthly or yearly




visits, lifetime benefits limits, or other non-medical limitations on the amount of care, should
also be rejected for all perinatal services as well as for any service for individuals with
income at or below 200% of poverty. Extensive research has shown that even a small co-
payment constitutes a barrier to care, especially for individuals at these income levels.

e Benefits and Network Integration and Coordination: To function effectively for
prevention, cost-containment and women’s health promotion, the essential health benefits
package for the Exchange should also be capable of seamless integration and coordination
with the benefits offered by Medi-Cal’s full and limited scope programs, the Access for
Infants and Mothers (AIM) program, and/or the BHO.

o A growing body of research indicates that the condition of women’s health and their
access to care during the childbearing years, both before an initial pregnancy and
between subsequent ones, have major impacts on pregnancy outcomes for the mother
as well as the newborn.!' The overarching goals of preconception and
interconception care are to: 1) promote women’s overall health through health
education and timely access to needed medical and psychosocial services; 2) identify
pregnancy risks early through screening; and 3) timely address identified risks.

o Depending on her income level and a series of policy decisions that the state has yet
to make, a woman’s eligibility under CalHEERS may change significantly based on
whether she is pregnant or not. Benefits integration and coordination among the
various programs in which a woman may be enrolled are therefore key concerns:

= for overall simplicity of administration of CalHEERS;

= to promote ease of access and avoid disruptions in both preconception and
interconception care; and

= to assist in establishing coordinated standards for provider networks for
prenatal and post-partum services among all programs, with appropriate
medical homes for maximizing the quality of women’s care before, during and
after pregnancy.

e Opt out of managed care when necessary to preserve continuity of care during
pregnancy: Based on MCHA'’s experience with clients enrolling in AIM or Medi-Cal,
ensuring that plan networks have the necessary provider contracts or other arrangements to
ensure access to all covered program benefits as well as continuity of care during pregnancy
will remain a major challenge under CalHEERS. Due to such challenges for network
adequacy, Medi-Cal, for example, has historically allowed pregnant women transitioning
from a fee-for-service Medi-Cal program to Medi-Cal managed care to stay with their fee-
for-service prenatal providers until after the 60-day postpartum period when a woman’s
existing provider(s) for either routine or specialty (e.g., endocrinologist, cardiologist)
prenatal care would no longer be available to her in managed care. Similar policies should
be adopted for all CalHEERS programs so that a woman who wishes to maintain an existing
provider relationship during pregnancy will be able to do so easily.
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