























minimum of 48 hours in the hospital after uncomplicated
deliveries and 96 hours following caesarean deliveries. Maryland
passed similar legislation last spring, and Congress is now

considering a bill.

Although a handful of critics has suggested that this is
another example of government intrusion into the health care
system, I think that protecting the health of new mothers and

infants is a clear case of where government regulation is needed.

No government employee should ever decide whether an infant
has jaundice or a new mother is anemic. But at the same time, no
insurance company accountant should make the final judgement

about what is medically best for newborns and their mothers.

That decision should be left to doctors, nurses, and women

themselves.
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Before my daughter was born, I did everything I could think

of to prepare for the arrival ofjﬁ?ﬁew baby.

I asked my doctor hundreds of questions. I read every book I
could get my hands on. And my husband and I went together to

childbirth classes.
Even so, I was in for some surprises.

I remember lying in bed a few days after Chelsea’s birth,
J’Lq thJ [ 4
when I was still learnrngjto—breastfee Suddenly I noticed foam
in her nose. Afraid that she was convulsing, I pushed every call

button within reach.

When the nurse arrived, she assured me that I was simply
holding the baby at an awkward angle, making it difficult for her

to swallow the milk she took in.

That wasn’t the only time nurses came to my rescue during
My Sh—g
She- —days—l_wad/ln the hospital. They taught me to bathe and

feed my daughter, and also gave me a chance to recover from the



emotional and physical toll of a Caesarean section.

Nowadays, experiences like mine are far more common in
countries like Australia, Germany, Japan, Ireland, and France

than here in the United States.

As insurance companies look for [new|ways to cut costs, new
mothers routinely are rushed out of the hospital 24 hours after

an uncomplicated birth and three days after a caesarean.

I have one friend who was pregnant with twins and began
hémorrhaging during labor. She had to undergo an emergency
caesarean under full anesthesia. After the delivery, she was

severely anemic and was placed in intensive care.

Even so, hex_iasurance—ccmpany-decideé—(;ased on a
her isurance ompPhay dtccdad Ut wourd nof P"-')

"checklist" of medical factorsy‘ -

¢ mane Na~ _,_,i_
ho§§éte&—af€e;-three days n the end,<ggé~was—a&%ewed—to—s%ay-

+oenge¥r, but only because her doctor spent hours on the phone

arguing with—Insurers—that it was medically unsafe to send her

home.

Unfortunately, many doctors won’t take on such battles
because they fear being dropped by the managed care companies

Whi
with\whgh/they do business.
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The irony is that, while pressuring doctors to limit + koep Nu
o~
hospital stays to save money, some of these companies are gqrtx

spending millions of dollars on bonuses for their top executives.

JZ‘ And in some instances, their administrative costs run higher than

L those of publicly financed programs like Medicare and Medicaid.

Insurance companies insist that limiting a baby’s time in
the hospital is not only a money-saver, but it also }imitiZEfiffo
exposure to hospital germs. And there is little health risk to
most new mothers and babies who are discharged in the first 24
hours, they say, because they are usually provided with follow-up

visits by a nurse in the home.

But what happens if the baby develops an infection or other
complication like jaundice that only becomes apparent on the
second or third day after birth? What if the new mother has
difficulty learning to breastfeed properly, which could result in

! oC/ .
dehydration Aad other serious problems for her baby?
*

The reality is that many insurance companies only éiiuiiaﬁé
home visit per patient; others simply provide for a phone
consultation with a nurse in the days after childbirth. And cases
have been reported in which the nurse or home visitor simply

3 , . \kmibtbnf
didn’t have time to show up or didn’t even know the baby

born.
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A retired transit worker in New Jersey, Dominick A.
Ruggiero, Jr, told this story to the New Jersey legislature

earlier this year:

His niece had an uneventful pregnancy and childbirth and was
discharged after 28 hours. At home, however, her baby, Michelina,
suddenly took a turn for the worse. A nurse was supposed to visit
the home on the second day but never came. When the family
called, they were told the visiting nurse wasn’t aware the baby

had been born.

The family also called the pediatrician several times, who
said the baby had a mild case of jaundice and did not need to be

examined.

The baby died from a treatable infection two days old.
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Thanks in New Jersey now
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has a law that A3 minimum of
48 hours after uncomplicated deliveries and 96 hours following
caesarean deliveries. Maryland passed similar legislation last

spring, and Congress is now considering a bill.

Although a handful of critics has suggested that this is
another example of government intrusion into the health care

system, I think that protecting the health of new mothers and



infants is a clear case of where government regulation is needed.

No government employee should ever decide whether an infant
has jaundice or a new mother is anemic. But at the same time, no
insurance company accountant should make the final judgementf/

about what is medically best for newborns and their mothers.

That decision should be left to doctors, nurses, and women

themselves.
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Hours after giving
tivists, nurses and rs demandmg that
insurers end t.bepmctme f
They say that "drxve»through delrvenf’ and
the “OB Express” s nnpoaed by insurers in the
name of cost-cutting — must stop. In recent

dxys and weeks, their effort.s have begun pay-
ing off on several fronts: ™

hospltals with then-Eewbomias soon as 12

have joined health a¢- "

\mth an influential Demoerat, Sen. Bill Bmdley
" of New Jersey, and introduced leglslanbn end- %
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, phrase used ta,
apxtol Hill, the i lssue made

an influential Republican,
um of Kansas, teamed up

ing “drive-through dehvery" by allowing a 48-
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mxcromanagement of every aspect of health
care, from whmhdoctorapauentmaychooeet
how long a patient may stay in the hospital.
Cntus say a better route to cost~cutting would
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Lhe bealth carc system” '
Ruggicro's axount helped amvinee N
Jersay vnnakers to join in 2 Wpartisan effort
to cxtend hospital stzys for new mothers. The
battle began there last year, when two legisls-
tars intradnceed a Wl o regulste the “OB Ex-
press.” Far want of public and legislative sup-
port, the bill lungumished until veteran As-
wmhlywarmn Rase Heek, a Rapnhlimn who
chairs the Assemhly Advisary CouncYs Wom-
en’s Health Group, held 2 hearing on women's

health.

Acearding to Myrs Terry, president of the
New Jersey chapteraof the Natioml Organin-
. tion for Women, the hearing was the opening
. Inany wumen's health activists had been wait-
. ing for. NOW and other groups used the event
about wiat it's like to ride the OB Exprems.

“Imsurers 2ay. that x mother and newbarn
tan stay in the hoepital for 48 or 96 hours if

's medienlly necessary,” Dr. Holly Roberts,

an obstetrician, ‘explamed. . But to insren,
Roberts ‘said, “medically necessary” only
"seams to spply whén & Woman is hemarrhsg
* Ing or has a high fever. “Ihe fact that a wom-
an has just frinted in the bathroom; that ghe
has.a rip fram her vagina to her rectum and
can harely walk; or i & singie mam and hes £o
help at home, nane of that mattars® Roberts
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She said that recently a represswative
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in ber office. He hiuntly informed ber that ahy
would be eliminsted from the HMO network |
she didn't m;nﬁummdhw
mare quickly. message, Roberts
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The
American
College of
Obstetricians and
Gynecologists

DEPARTMENT OF GOVERNMENT RELATIONS

DEPARTMENT FAX NUMBER: (202) 438-3985

DATE: o Wedn_esday, Septem_ber 13, 1995 N
TGC: Liz Bowyer

FROM: T Carol Vargo, Federal Government Relations Representative
RE: Length of Stay

NUMBER OF PAGES tincludig this page)’ ol 12

RECIPIENT'S FAX NUMBER: 202-456-6244

COMMENTS:

Attached is an ACOG statement and an AMA report  Both reference studies on this issues. I will send vou more

background via courier in the next few hours.

[F THERE IS A TRANSMISSION PROBLEM, OR IF YOU WOULD LIKE TO SPEAK WITH SOMEONE AT
ACOG, PLEASE CALL (202) £63-2569
2,510
409 124 Street, SW, Wastumon‘ DC 20024-2188 (202) 638-5577
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College of May 23, 1995
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STATFMENT ON DECREASING LENGTH OF HOSPITAL STAY
FOLLOWING DELIVERY

The American Coliege of Obstetricians and Gynecologists (ACOG) is
concerned about the decreasing length of time following delivery when mothers
ard newborns are discharged from the hospital. Although the trend to short
hospital stays has been jokingly referred to as "drive through delivery,* it
is not a laughing matter.

As an organizatrion dedicated to the primary health care of women and to
insuring the optimai outcome of pregnancies, ACOG bellieves that changes in
practice such as early discharge following obstetrical delivery should be
based on sound scientific data that demonstrate good outcomes for mother and
infanc, as well as being cost effective. As yet, thase data do not axist.
Until they do, *the burden of proof of safety cof early discharge rests with
these who ere driving tha change.

A recent analysis by the Centers for Disease Control and Pravention
(CDC) found that becween 1970 and 1992 the median length of stay for women who
gave birth vaginally decvreased by 46 percent (from 3.9 to 2.1 days), and for
these who had a cesarean delivery by 49 percent (from 7.8 to & days).?
3ecause tha data included complicated deliverias, the median length of stay
for uncomplicaced vaginal deliveries or cesareans was probably considerably
shiorter.

Guicelines for Perinatal Care, a collaborative document between ACOG and
~he American Academy of Pedi{atrics (AAP), indicates that in otherwise
uncomplicated deliveries rche postpartum hospital stay ranges from 48 hours for
vaginal delivery to 96 hours for cesarean delivary, exclusive of cthe day of
delivery.? Vet it has become common for insurers to limict length of stay to
up to only 24 hours following vaginal delivery and up to 72 hours following
cesarean delivery. ACOG's ccncern is heightened by reports of insurers
proposing 12 hour stays following uncomplicaced vaginal deiivery and 48 hour
stays following uncomplicated cesarean deljvery, and by indications that some
insurers are considering 5 hour stays for routine deliveries.

Aithough the move toward earlier discharge began in response to consumer
derand during the 1970s -- to cecrease madical interventions surrounding
childbirth and provide a more family-centered birth experience -- the recent
trend to even shorter length of stay following delivery appears to be driven
primarily by financial motivations. At a time when obstetrical delivery is
ke most frequent cause of hospitalization in the United States, tha
snortening of a woman's hospital stay holds obvious appeal to insurers.

109 12t Streer, S\W A\ashington. DC 20024- 2188 (202628-5577
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Length of hospital stay may affect the recovery of the mother, and the
newborn’s stabilization and screening tests. Significant maternal physiologic
changes and newborn adaptation occur during the first few days of life. Not
all serious maternal or newborn problems or complications are evident within
the first 12 or 24 hours following birth. ACOG is concerned about anecdotal
reports of serious problems in newborns, such as dehydration and undetected
jaundice, following early discharge.

ACOG {s also concermed that oppartunities for educating new mothers in
the care of their newborms are lost whaen early discharge is inappropriate,
For example, the initiation of breast-feaeding and lactation is a vary
important process chat occurs over the first few days following birth. Home
care services should provide education regarding matermal recovery and newborn
care. However, ths availability, structure and content of home visits and
services vary widely across the country, Moreover, such instruction may not
always be an effective substitute for "on-demand” education provided in the
hospital.

In other instances, a mocher may be discharged to go home first, without
her baby, or an inappiopriate early discharge may result in separate
readmission of either the mother or newborn. Such separation, while
temporary, can come at a critical phase in the development of the mother-
infant relationship.

ACOG acknowledges that selective, carly discharge is safe and desirable
for some mothers and babies. However, a decision for early discharge should
be individuglized and should be a mutual decision between the patient, her
family, and the obstetrical provider -- taking into account medical risk
factors, support systems for the family, and the readiness of the mother co
care for herself and her newborn.

The rcutire impositfon of a short and arbitrary time limit on hospital
ensv. rhar dnoc maelitalapmacarnal and HieSafs ceadiinse, GTtsevnt couid b2
equivaient to a large, uncontrolled, uninformed experiment that may
pctentially affect the health of American women and chei: babies. There is
relatively little scientific data on the ideal length of hospital scay for
delivaery. A critical review of existing literature indicates that studies

have not yet conclusivaely demonstrated the safety of early discharge.?

For this reason, ACOG believes that the American health care sysctem
should call for a moratorium, or a "time-out," on furcthar reduction in
thospital stays following delivery, unti! we have the dara that clearly
demonstrate the safety of early discharge for women and thair babies,

HIERT

! €CDC. Trandse in langth of stay foxr hospital deliveriea - Unitad Statea, 1870-1392. M&R May 5, 1895: 44:
335-337.

AAP snd ACOG. Sutdelines for Perinatal Care, 3zd ed. 1892 (¢): 1C3-11l1.

! Braveman P, Egesrter S, Feerl M, Merchi X, Miller C. Early dischurge of newbasns aud mothers: a critical
review of zhe literature. Pediastrics 1995 (in press).
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REPORT OF THE COUNCIL ON SCIENTIFIC AFFAIRS

CSA Report 5 - A-95

Subjest: impact of 24-Hour Postpartum Stay on Infant and Maternal Health
(Resoiutica 135, A-94)

Presened by: W. Douglas Skelton, M.D_, Chair

Refered to: Reference Cammittes E

(Howard A. Richter, MD, Chair)

Resolution 135 (A-94), inoodue=d by the District of Columbia Delegation, wes referred to the
Board of Trusees. Resolution 135 called for the AMA to review exigting data or, if such is
tnsufficient, deliver a survey of the impact of Insurance-driven discharge of mothers and
newborus within 24 hours of delivery with particular emphasis on (1) heaith of the infant, (2)
health of the mather (physical and emmotional), (3) issues dealing with instruction’education,
i.e., breast feading, well baby cxre, mumizanions, (4) effects on remainder of family
members, and (5) personal and financial effects. In response, Board Report 24 (1-94) directed
the Council on Scieoufic Affatrs to study the issue of 24-bour pastparaum discharge of
mothers and infaots, o eveluste the impact of this practice on infmt and mezmal health, and
to report back to the House of Delogates at the 1995 Annual Meering.

Backexound

A variety of socialogical and economic factors have converged to shornien dramatically
posarium stays for most American womes and infaats. Typical hospite! stays used to be
four or five days for normal vagina{ bisths and one to two weeks for cesarean births. Over the
past decads this dooeased, and in the last three or four yean typical hospital stays have
dwindied to 24 hours cr less for unsomplicated vagioal deliveries and two to three days for
Cesaremn delivarics. The driving foree behind these changes has been largely socioeconomic.
However, some evidence exists that mothers may prefer shorter stays, and some recarchers

bave concluded that complicatica rates for abbreviated posymram sarys are no higher than for

The first 72 bours of life are a time of significant transition and stabilization for newbom
infants. It is during this period that a verjety of important tasks must take place. The mother
goes through & period of rest and recuparanion and is further cducared about infants,
breastfeeding, and pareating. The child is olmarved for ductal and cardiac abnormalities,
respiratory diffic:ities, infections, jaundice, adequacy of foeding, and gastrointestinal
anomalies. Newborn screening occurs, and the motherchild dyad is assessed for evidence of
biological and environmental risk factors. If any of these preventive measures do not occur,
poteoal risk to mother or child incezses.

The first issue in examining the question of "early dischargo” is aemprng to define it The
Guidelines for Permatal Care, jointly published by the American Academy of Pediatrics
(AAP) and the American Collego of Obstrmicians and Gynecologists (ACOG), defige early
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discharge as discharge within 48 hours of birth. It refers to dischacge in iess than 24 hours as
very early discharge.’

Empirical studies have varied in their definiticn of early diackarge. Most research examines
the impact of discharge within 48 hours of vaginal delivery. Most expressions of concern
have twogred discharges ocwming in subsandalty leas than 24 hours. Consequendy, the
available litererure is limited and often does not focus on the populations of specific concem.
Further complicatiog the analysis is the fact that mos studies have had rigorous inclusion and
exclusion criteria and have been conducted on mothers requesdng carly discharge. There is
therefaro only limited ability to evaluate scientificaily the effects of thorrening postpartum
sweys.

Whea evalumting the clinical cffects of shorer soays, the following considerations are
ZppTopTiam:

¢ health cffects on and complication rares in the infant

* bealth effects (both physical and psychological) on the mother

* extent of opporawity for maternal and infant-care educarion

» phrysical and psychological efftcts on other family members

* exgent of opporamity for maternal and child psycbosocial esseasment.

Awnilable Rescerch

Studies examining the issue of carly discharge have teaded to examine model programs that
inchuded a pro-screening proces o idendfy low-risk mothers xnd infants, some degree of
premata| insguction or cducanion, and yome degree of follow=up csre. Ths exact nafure of
these interventions, however, varied from program to program. Follow-up care, for instance,
ranged from one bome visit and a phons cali to dree bame visits in the Grst thres dxys home.
and telephone conmumtion svailable 24 hours a day for two weeks ?

Mehinds of participant selection also vried from progrwn to program. In almost all cases,
however, the women chose whethes they wanted early discharge or traditicnal hospital stay
and the option was oniy available to a selecwd populaton. Owme swdy did use a randomized

method of panicipant sclection, but the authors acxnowiedge that "sample sizes were too smali
to detect significant diffarencaes in the owxcomes.™?

There are several fazors that make interpretstion of the available research termative ut best

. discrepant defmitions of "emrty discharge”

. exclusion of women aud mfants likely to bhave birth-relatad complications
. sbsence of random assignmeat
. no or flawed amrool groups

providioa of compensatory services in carty dischsrge groups that msy mask or
alter the cfferts of more rapid discharge.

U0
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Another important question is the issue of where the burden of proof should lie. 1s it
sufficient that & change in practice fail to create signifioant adverse consequences, or should it
be demonstrated to bo "safe?* At the heant of this dwbate is the issue of Type I vs. Type 1
arror—fajlure to reject the null hypothasis does not mean that the aull typothssis is correct. In
other words, cvidence thst carly discharge is not unsafe does not mean that it is safe.

In a roview commissioned by the Matermnal and Child Health Bareau (MCHB) of the Health
Resources and Services Administration, Paula Braveman concludes that insufficient statistical
power is 8 methodological flaw common 1o all published studies of earty discharge programs—

"Non¢ of the studies in the Iteranue had adequate power to detect even a doubling of the
neonstal readmission rate.™

Deapite this problem, most researchers in the field of early discharge have concluded that early
discharge is safe, based on failure to dewonstrate significant differencrs in ceonsmat
readmission rates.

What.is.a Good Ougcome?

One issus that bedevils owsomo research is the difficulty in operationalizng a positive
outcome. With regand to the issue of earty discharge, the outome veriable generally selected
is readmission of the infant within the first year of life. Inftamation about morbidities not
requiring rehospitalization is gencrully uaavailable. Purther complicaring the issue is the
economically driven trend 10 tret problems oo an outparient basis as much as possible, which
msy result in shifting criteris for readmission over the stndy pariod. An argument can also be
made that readmission in the context of e follow-up visit is a good cuttams, in that problems
are being dagnosed and trexted thar might otherwise bave been missed.

Heaith of the [afnt

Within this shifting empirical landscape, a few studics have drawn conclusions about the
impact of abbreviated postparaim hospital strys. The prepondarance of available literature
addresses the health status of iniants going home after shortar vs. longer hospital stays.

Clearly, early discharge minimizes the risk of nosacomial infextion (for both infant and
mother).! However, it may not provids adequate time for routine medical and social
assessment of the dyad.® Most resexrchers have concluded that earty discharge (discharge
within 48 hours of delivery) is generally safe for low-risk infants, based on a lack of
"significant differencas in the levels or types of mortality or readmissions for the early
discharge and cootrol groups.™

A review of all postparamm carly discharge program outcomes in the United States published
betweer 1960 and 1985 concluded thet diacharge prior to 48 hours (moust within 24 hours) was
pot associated with an increase i neonxtal morbidity.” Noae of the programs included in this
review, however, had adequate ssmple, sizes for good statistical powor, and at least two thirds

- of the programs lacked a control group. A more recent study (1990) found no significant

difference in infant morbidity between infants randomly tssigned to be discharged after 12.24
howrs, 25-48 hours, and four days. However, emall sample size limits the utility of these

Y. uo
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results?

Almost all instances of infam readmission (in all studies) were doe to hyperbilinibmemia, with
veriability doe to differences in the definition and tresoment of hyperbilirabinemia.
Canplicsting this finding is the fact that hoapitalization is no longer comxidared to be the gold
standard for treating modaute hyperbilirubinemia in neonatex. Norr and Nacion report that “of
a total of 84 mfant readmisaions reported by all of [the] studies, 7] were for
hyperbilirubinemia and only 13 were for ail cther causs, inciuding transient t2chypnea,
bradycandia, and hypmharmia, With no ope causs predominaring.” Notr and Nacion further
report that morbidity from canses other than hyperbilirubmemia is low. Superficial skin
infections, forrding problems (lack of weight gain), and hypothermia are citad as the most
comman problems. Lees common problems include diamhen, pocumonia, cogvulsions, and
respiratory difficuities.?

There ere many anaxiotal reports about other srious problems such as fiture to thrive,
missed diagnoses of metabolic disorders such as phenylkeftmuria, and serious bleeding from
ciramcision wounda, but these hxve not as yet been documented smpitically.

. S

Mandated neonatal screening varies from state o saze, but all saremning programs are designed
mmmorbxd!tyandmcmmymmm early diagnosis of medical problems and congenital
disorders that can have sarious sequolse, Adequare sareening programas require universal
pasticipaton, prompt diagnosis, and mechsnizms for paentl cotification and edecarion.
Carnmon screcning tests include those for persistent hyperphenalalaniremias, including
pheny(kemaurts, galactasemia, maple syrup uring discase, congemital adrenal hyperplasia, and
congeaital hypothyroidign. Some states also mandare screnmg for sickls cell discase and
various sexnally trznsmissible orfections.

Historically, these screening sampiles have been taken on the saxmnd or third day uiter delivery,
This time peniod was emablished to optimize the sensidvity of the testz. FXU screening, for
example, has a false neganve rate that is qurte high (abour 33%) during the first 12 hours of
lifc and droes  less than 1% after 48 bours. g contrast, carly screcning for congenml
hypotryroidisn, cspecially using thyrouwipo (TSH) as the primary scamen, may have & high
falso positive rate because of the nonmal TSH surge <hat accompanies pamnaiton. Some
apers argue that sgemming samples taken in the first 24 hours of life sexve marely to notify
the system of the existence of the infamt.  Fellow~up sareening for PKU or congenutal
krypothyroidism, for example, must theo be completed in a timely fashion, no iater than two
woaks after birth.! Loss of jnfamx to followsup screming is & aerious concern, but dam
regmding the rates of missed resareening are not yet sveilable.

Heslth of thc Morher

Methodological flaws aiso plague the few sudies examining the impact of esrty discharge on
llnphyoictlhu.lﬂldthzmotber Research has shown that very few mothers (less then Two
percent) requiTe rehospraliznion after dischage.” When they do, the problems are often
falrly serious, including signifiant infation and hemormringing The majority of mothers who
did require resdmission in cse review suffared from endomenitis.® 1n that review, six of the
ten readmisgions Toparted {n four studies were for endometnitis. (Two of the other four

F. Ul
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womeﬁ were readmitted for postpartum hemorrhages, onc for severs postpartum depression,
and one for a severcly abscexsad episiotomy.) Again, howeves, these findings are not
nacesmarily conclusive

The MCHB report points out that these studies had "compansun groups . . . [that] were likely
to differ on relevant characeriStics . . . [and/or] sample sizas weore madequate.™ The data on
raatanal morbidity trexted on an outpaticut basis are even less coraxin.  Many studies do not
provide specific information about complicarion razes; others provide no informsation at all.?”
Qf the studies that did offer informaton about merbidity that did not require haspitalizastion,
the most cammon problems included mild hypeetansion, anemia, breast or episictorny
problems, and fatigue.?*’ in a 1990 study that incinded 3 can@rol group, the mothers
cxperionced 3 gencrally healthy pospasum cousse, regardless of the time of discharge.’

The impacz of early discharge on the anctional heatth of the mother is a similarly important
ares of concarn.  Emotional hazhh includes such things as postparmm depression, mother-child
scparstion, the mother’s confidencs in her ability to be a good parent, stress management, and
the need for eaomal support. In the mndamized, coatrolled stady that campared discharge at
12-24 hours, 25-48 hours, and four days, the mothers discharged 12-24 hours after giving birth
repored themselves o be significantty less depressod at one month postpautun than the two
later groups. In addition, the carliest group reporeed higher levels of confidence et one week
postparcumn than the other two groups. At one @onth postmamum, however, the three groups
did not differ significantly with respect to levels of confidence. This suggest that women
who asnume total responsibility for their baby waner after delivery may feel more confident
initially then those who do not, but the dircction of causality is unclear.’

Another study, which compared women who had domiciliary care after carly discharge to
women who had hospital care until discharge, found that the difference between the emotional
health of mothers in both groum was not statistically significmt*

Although many of the dndiesy mention cther aspects of emotional heaith such as mother-baby
bondiog and the mother's support system, they do not provide dats. A sacond document
compissianad by MCHB reports on an Oczober {994 consensya meeting in Boston. There, a
group of experts with "inamrate knowledge of both haspital and corammnity based care for
mothers and newbomns” found that "women who ere from bigh risk social enviroamients and
with limited social support stuenres mzy not be best served by a ono-day stsy.” In addition.
"separxtion due to the noed to observe either the mother or the ncwtnm was deemed
unscceptable . . . . Policies that woald result in Increased rares of separation were viewed by
the group as detrimental to mother mfant bonding, infant and materna) heaith, and threatening

10 breastfeeding. Clinicans rocognized a distinction between 24 hours and 72 howrs because
mother/infan! bonding aours duwring this earty and critical time peviod.™’

Education

Many experts express concem that early discharge will reduce the degree to which health care
providers can offer pareutal educstion and instrucoan. The decreasad length of hospital stay
associared with early discharge significamly increases the importance of comprehensive and
conunuous prenatal and postpararm care!* Such care includes breastfesding instruction. early

dischargo planning, and educating the mother abow immunizations, well-baby care, and bodily
- changes. -

F. uY
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All of the eudies repareed in the litergrure included fairly exensive prenatal and follow-up
care. No daia xre svailable about the reistive educations! geeds of women who preseat for
delivery without benefit of prenatal care, rogardless of length of hospital stxy.

Impact on Other Family Memberz

The impact of carly discharge on the rest of the family is not as well docamentsa as the
impact on the mother and the infant. The studies do cits family togethmroess and ths
iovolvement of the futher in caring for the new baby as séources of perent sasisfaction 48
These smdies, however, focus on tha cffect of earty discharge on the motber sud not on the
rest of the fxmily, The existing research does not sufficiently examine the impact of carly
discharge on other family members.

Con-Effetivevesy

The cost-effexctivenens of early discharge programs is the final consideration examined in the
litrsmre. The litanire oaly investigates the com-efftctveness for the bospital. It does not
addrens the impact on the patient’s coats. Some Rudics conclude that reduced lengtha of stay
and the rovulting incremse in the number of beads svailable for cther parients render early
discharge programs cost-cffative."** Other auxbars claim that no one has thoroughly
analyzed whether earfy discharge programs tuly provide a way to conmin costs.? Again, the
existing dst8 are sketchy and incanclusive.

Concjysjons

Wo still do not know bow much and what kind of follow-up is needer for mmernal and infant
safety.Z Iln the MCHB review, Braveman "cxregorizad studies of early dischargp according to
the type of compenastcry service provided in the early past-dischargs dsys . . . (b]ezauss
mlmmﬁmsmdmabomaﬂydu:hngvmthomofagwnwmmmymcc
cammot be genenlizad 1o early discharge in the sbaence of that service.™ The reviewed studies
that included post-discharge services did indicaie that most women were genarally satisfied
with the caro they received for both carly discharge and maditiamal stxy. At least two studies
(buth with postparammbome visitng) roport th mothers who were dischwged exly were
mare sz2{afied than mothars who had traditionsl hospital say.’? Satisfaction, however,
Jepends Upon expectations, &ud studies abow that the expettarions of womea who choose early
discharge often differ from thoso of women who choose a Taditional bospial smy. This

suggests that womea should be allowed to choase the muteroity care which best suits their
individoal needs.

While wo can therefore conclude that same women prefer 10 be dischaorged sooner than jater,
defiitive smdies regmding the safery of doing so are not available at thig time. The
limitations of the existmng research are significant. Inadequate statistical power, absence of
random assignment, careful participant selection, and unstable definitions of “early™ and “good
cutcome” render scientific conclusions highly unreliabie. One of the major liraitations of the
studies is that mast of the carly discharge programs wers voluntary, Norr and Nacion
acknowledge that "it is likely that families who choose carly discharge oot only have favorable
amitndes about coming home early, but also the resowrves and social support needed to make
the discharge go smoothly."! Second, very few reamrchiers have studied the effects of early
discharge oa disadvantaged populations — most participants are cither middle-class or upper
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raiddle<lass, healthy, well-educared, and living in & stable home environment ™ The
outcames of the studics, therefore, cannct be gemanlized to high-risk populations. Further,
there is no national congensus on what cousgtes "low-risk” versus "high-risk.” The October
1994 consensuy meeting concluded that “neither the AAP/ACOG Gujdelines for Perinatal Care
regarding eligibility for 24 bowr discharge nor the spacifications conceming follow-up seemed
adequsto from the perspective of clinicixms.* -

Same physicians worry that the current tread toward reduced hospital stays will have dire
results, Arthur Eidelman, MD, for exmmople, notes that "it is assumed [that) tho mother will be
discharged into & suppartive fxmily unit where snother responsible adult is present and where
there cxists an accessible medical care system for follow-ap and ongoing care.” Fully aware
that mapy women do not enjay such lmxuries, Eidelman wams that allowing high~isk mothers
such as “an adolescent primipana, or a single mother subsisting on welfare . . . ioto a system
that does not have asy backp visiting nurse program or community health clinics is simply
committmg medical and social suicide.™ Eidetman's concerns reinforce the necessity of
limiting early discharge to low-rigk mothers or providing cmnprehensive care that would
ensure 4 afe and henlthy discharge for high-risk parieats.

The commissioned MCHB review concludes, "Although many studies have examined early
discharge, when standard scientific criteria are applied it becomes clear that the currently
svailable Inerarure provides little scicotific knowledgs to guide discharge plamning for
apparently well newborns and their mothers. . . . Rigorously designed studies are needed o
cxamine the impact of early discharge and a range of post-discharge practices not anly on
newborns but on mothers and families. . . .(Tjnformation from sound remmrch is needed to
mform pelicy addressing third party reimbursament as well as clinical care standards.™

In December 1994, the MCHB conveaed a group that included the American Medical
Association and other conaeroed organizarions, academicians, and experts to begm the process
of examining the issue of early permazl discharge It was agreed that there may be cause for
concern in the present trend toward more and more rapid postparum dischmrge. Principles
agreed upon at that meeling include:

. Discuasions of an scceptable vs. unaccepmble number of postpartum hours wre
unproductive and shouid be replaced by work to identify the eseential
prerequisites for timely and appropriate perinstal discharge of mother and
infant

Discharge policies that result in s=paratrons between mothers and infants due
to staggered hospital releases are undesirable

. There noeds to be concentrared work an developing national sandasds for
adequate and sufficient care during the easrly necnatal period

Recommendations

The Council on Scientific Affairs recommends that the following statements be adopted in lieu
of Resolution 135 (A-94) as policy and ther the remainder of this report be filed.
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The AMA is concemed about the trend towmd increasingly eief permazal hospital

iays as a routine pracfice ia the absence of adequas data to demonstrate the practice
is safe,

It is the policy of the AMA that in the absence of definitive empirical data, perinatnl
dischsrge of mothers and infants should be de=rmined by the clinical judgement of
anending physicizns and not by economic coasidarmions. This decision ghould be
made based on the criteris of medicai-smbility, delivery of adequam predischarge
eduration, nsed for pennxn] savening, ané dotrminaion that adequas feading is
mAphMmpﬁprMnﬂmﬁnﬂfoﬂowup,
Guidelines for Perialal Care daveloped by the AAP asd ACOG.

'n:e. urges all state neonatal sraenimg programs to matimte prowdmres that

provide for dmely follow-up acramning for mfsnts whose-initial-samples are obtained
m the 24 howurs of 1Ha

AMA should encourage well-designed stdies are needed to identify
neoaal practicss with regard to the hospital dischargo of mothers and infants.

The AMA supputs the collaborsuve cfforts of the Masmal and Child Heaith Bureau

and other concemned national organizations to examine more thoroughly the issue of
sppropriate medical care during the pexinami period.
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discharge decisions take into account the medical stability of the mother
and infant, whether the mother has learned to feed her baby adequatcly and
been instructed in other basic care, and the availability of appropriate
follow-up supports and services. All of these factors arc dependent on the
evaluation of the doctors and nurses who care for mothers and babies, not
the insurers. Unfortunately many doctors feel trapped by the regulations
imposed by HMOs and insurers, and they may be reluctant to speak up on
behalf of their patients for fear they will lose their practice privileges. One

befov< t N/ Jent -—gtsuld\wd
doctor testifying [BEFORE CONGRESS?] about the need for legislation to

mandate length of hospital stays described physicians a: indentured
servants" to ménaged care. [WASHINGTON POST, JUNE 27, 1995]

In response to paticnts’ and physicians’ concerns, two states, Maryland

W ivS

and New Jersey, have passed legislatiorzgoverning postnatal care that
includes guidelines for discharge decisions. During the hearings for the New
Jersey bill, Dominick A. Ruggiero, Jr., a retired transit worker, testificd
about the death of his grandniece, Michelina. His niece had had an
uneventful pregnancy and childbirth, and had been discharged the next day.

At home, however, the baby’s health had rapidly deteriorated, and she died

in her cradle. On the eve of the bill being signed into law, Mr. Ruggiero
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said, "I will always remember this as the Michelina bill." [INQUIRER]

This is not a partisan issue. Maryland had a Democratic governor and
legislature when it acted; New Jersey's bill, which requires that women be
allowed to stay in the hospital a minimum of 48 hours after uncomplicated
vaginal deliverics and 96 hours following caesarean dcliveries, was passed by
a Republican legislature and signed by a Republican governor. Other statcs
and the Congress arc expected to pass similar legislation. (For any doubters
out there, this is a prime example of why the health care market, like any

other market, needs sensible regulation.)

But it is at home that the real work of parenting begins, and the
responsibility can be overwhclming, as every parent knows. Babies dont
come with handy sets of instructions about how to water and feed them and
how many hours of direct sunlight they need to bloom. No matter how
much help is available, beginning parenting inevitably includes trial and
error.

Nothing I learned in college or law school or anywhere else prepared
me for the joy or mystery of motherhood, or the uncertainties. I remember

Chelsca crying her heart out one night soon after Bill and I brought her

10
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Current insurance policies might place newborns at risk

Minimum 48-hour postpartum coverage urged

by GERRY CLARK
Assistam Editor

Physicians and legislalors are aiming
to alter managed-care policies dictating
maximum 24-hout postpartum hospital
stays. claiming the practice might harm
newboms and mothers.

In recenmt months. the insurance indus-
try has come undcr fise fur ils posipartium
hospital-stay coverage policics. Maa-
aged-care organizations licquently will
only insure a 24-hour slay, which many
medical experts regard as insu(ficient
time to monitor potential newbom health
prublems as well as educate mothers on
proper breasticeding tecimiques.

American Medical Associalion
(AMA) officials, with AAP input, passed
a postpartuin discharge policy at their
annual meeting in late June. AAP offi-
cials arc currently developing updated
guidclines tor determining when mothers
and newboms should be discharged from
hospital case after delivery.

Legislators also are interested in ensur-

ing longer stays. Two stales recently
passcd legislotion requiring insurers (0
cover specific durations of postpartum
hospital stays and other statcs arc consid-
ering similar measures. Senalors and
representalives alike have recently
introduced fedcral posipartum-stay legis-
lation.

Current policy

Current AAPR policy, contained in
Guidelines for Perinatal Care (Third
Edlition), a joint cfTort of the Academy
and the American College of Obstetri-
cians and Gynecologisis, states that the
postpartym hospital stay ranges from 48
tiours for vaginal delivery (o 96 hours for
cesarean delivery, excluding the day of
delivery and provided no complications
exist. The guidelines spell out a list of
conditions that should bc met for early
discharge, particularly if it occurs within
24 hours of dclivery.

The carliest the propnsed AAP policy

See Mospital stays, p. 8

8 Bsley
A mother and newborn leave the haspital. Federal and slate leglisiators want
lo require insurers to cover postpartum hospital stays up 1o 48 hours.
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results.’

Almost all instances of infant readmission (in all studies) were due to hyperbilirubinremia, with
variability duve to differences in the defirition and treatment of hyperbilirubinemia
Complicating this finding is the fust that hospitalization is no longer considered to be the gold
standard for treating moderate hyperbilirubinemia in neonatcs. Norr and Nacion report that “of
a total of 84 infant readmissions reported by all of (the] studies, 71 were for
hyperbilirubinemia and only |3 wcre for all other causes, iacluding transient tachypnea,
bradycardia, and hypothermia. with no one cause predominating.” Norr and Nacion further
report that morbidity from causes uther than hyperbilirubinemia is low. Superficial skin
infections, feeding problems (lack of weight gain), and hypothermia are cited as the most
common problems. Less conunun problems include diarthea, pneumonia, convulsions, and
respiratory difficulties ?

There arc many anecdoual reports ahout mher-serious problems such as failure to thrive,
missed diagnoses of metabolic disurders such as phenylketonuria, and serious bleeding from
circumcision wounds, but these have not as yet been documented empirically.

Perinatal Screxping

Mandated neonatal screeninp varies from state to state, but all screcning programs are designed

to prevent morbidity and moruhty through early diagnosis of medical problems and congenital .
disorders that can have sericus sequelae. Adequate screening programs requite universal (
participation, prompt diagnusis, and mechanisms for parental notification and education.

Common screening tests include tnase for persisient hyperphenalalaninomias, including

phenylketonuria, galactosemia, muaple syrup urine disease, congenital adrenal hyperplasia, and

congenital hypothymidism. Some states also mandate screening for sickle cell disease and

various sexually transmissible infections. a s

Historically, these screening samples have been taken on the second or third day after delivery.
This time period was established i optimize the sensitivity of the tests. PKU screening, for
example, has a falsc negative rate thal is quite high (about 33%) during the first 12 hows of
life and drops to less than 1%4 after 48 hours. In contrast, early screening for congenital
hypathyroidism, especially using thyrotupin (TSH) as the primary screen, msy have a high

1813C PUIIlI*L 18 veruUde 18 ks acssniel PO Loige dims BPCverpeiive pemtemitie.. 0.

experts ergue that screening sampies taken in the first 28 howss of life serve merely to notify
the system of the existence uf ihie infant. Follow-up screening for PKU or congenital
hypothyroidism, for example. must then be completed in a timely fashion, no later than two
wecks after birth.! Loss of infanrc 1o follow-up screening is a senous concem, bur data
regarding the rates uf missed rescivening are not yet available.

Health of the Mother

Methodological flaws also plague the tew studies examining the impact of early discharge on
the physical health of the miother  Research has shown that very few mothers (less than two
percent) require rehuspitaliztion aiter discharge.’’ When they do, the problems are often
fairly serous. including significam infection and hemorrhaging. The majority of mothers who

did require readmission 1n anc v icw suffered from endometritis.? In that review, six of the
ten romdmiissivns repurted i i tudics were for endomemitis. (1'wo of Ure other four
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All of the studies reported in the Iiterature inciuded fairly extensive prenatal and follow-up (
care. No daw arc available abaut the relative educational needs of women who present for
delivery without benefit ot prenat.d care. regardless of length of hospital stay.

Impact on Other Family Members

The impact of early discharge on the rest of the family is not as well documented as the
impact on the mother and the infant. The studies do cite family togetherness and the
involvement of the father in caring for the new baby as sources of parent satisfaction.*®!!-#
These studies, however. facus nn the effect of early discharge on the mother and not on the

rest of the family. The existing rcscarch does not sufficiently examine the impast of early
discharge on other family members.

Cost-Effectiveness

The cost-effectiveness of early discharge programs is the final considerstion examined in the
literature. The literature only invcstigaws the cost-cffectiveness for the hospital. It does not
address the impact on the patient’: costs. Some studies conclude that reduced lengths of stay
and the resulting increase in the number of beds available for other patients render early
discharge programs cost-effective ¢ Other authors claim that no one has thoroughly
analyzed whether early discharge programs truly provide a way o contin costs.'’ Again, the
existing data are skeichy and inconclusive.

Conclusions (

We still do not know how much and what kind of follow-up is needed for matermnal and infant
safety.'* In the MCHB review. Biaveman "categorized studies of exrly discharge according to
the type ot compensatory scrvice provided in the early post-discharge days . . : (b]ecause
conclusions from studies about early discharge in the presence of a given compensatory scrvice
cannot be generalized to easly discharge in the absence of that service.™ The reviewed studies
that included post-discharge services did indicate that most women were generally satisfied
with the care they reseived 1or buth early discharge and traditional stay. At least two studics
(both with postpartum home visiting) report that mothers who were discharged early were
more satisfied than mothers who had traditional hospital stay.>* Satisfaction, however,
depends upon expecutions, and studies show that the expeetations of women who choase sarly
discharge often differ from those «.! women who choose a traditional hospital stay. This

suggests that women should be allowed (0 choose the matemity care which best suits their
individual needs."

While we can therefore conclude that some women prefer to be discharged sooner than later,

definitive studies regarding the satery of doing so are not available at this time. The

limtations of the existing research: are significant. [nadequate statistical power, absence of

random assignment. careful pasticipant selection. and unstable definitions of “early” and "good

outcome™ render scientific conclus.ons highly unreliable. One of the major limitatioas of the

studies is that most of the earty Ji~charge programs were voluntary. Norr and Nacion

acknowledge that “it is likely that 1unilics who choose early discharge not only have favorable

amitudes aboul coming home cart,  but also the resources and social support needed to make

the discharge go smoothly "' Sci.ind, very few researchers have studied the effects of early g
discharge on disadvantaged pupuiations -- most participants are either middle-class or upper
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Length of hospital stay may atfect the recovery of the mother, and the
newborn’s stabilization and screening tests. Significant maternal physiologic
changes and newborn adaptation occur during cthe first few days of life. Not
all serious maternmal or newborn problems or complications are evident within
the first 12 or 24 hours following birth. ACOG is concerned about anecdotal

reports of serious problems in newborms, such as dehydration and undetected
jaundice, following early discharge.

ACOG is also concerned that opportunities for educating new mothers in
the carae of their newborns are lost when early discharge is inappropriate.
For example, the initiation of breast-feeding and lactation is a very
important process that nccurs over the first few days following birth. Home
care services should provide education regarding maternal racovery and newborn
care. However, the availability, structure and content of home visits and
services vary widely across the country. Moreover, such instruction may not

always be an effective substitute for "on-demand” education provided in the
hospital.

In other instances, a mother may be discharged to go home first, without
her baby, or an inappropriate early discharge may result in 3cparate
readmission of either the mother or newborn. Such separation, while

temporary, can come at a critical phase in cthe development of the mother-
infant relationship.

ACOG acknowledges that selective, early discharge is safe and desirable
for some mothers and babies. However, a decision for early discharge should
be individualized and should be a mutual decision between the patient, her
family, and the obstetrical provider -- taking into account medical risk

factors, support systems for the family, and thae readiness of the mother to
care for herself and her newborn.

The routine imposition of a short and arbitrary time limit on hospital
stay that does not take maternal and infant need into account could be
equivalent to a large, uncontrolled, uninformed experiment that may
potentially affect the health of American women and their babies. There is
relatively little scientific data on the ideal length of hospital stay for
delivery. A critical review of existing literature indicates that studies
have not yet conclusively demonstrated the safety of early discharge.’

For this reason, ACOG believes that the American health care sysctem
should call for a moratorium, or a "time-out,” on further rsduction in
hospital stays following delivery, until we have the data that clearly
demonstrate the safety of early discharge for women and their babies.
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