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Introduction

Improving birth outcomes—including reducing infant mortality—is a priority of many state Medicaid
agencies, which finance nearly half of all births nationwide each year.1 Nearly 60 percent of births in
Oklahoma were financed by Medicaid in 2014.2 Over the last 20 years, the national cesarean section
(C-section) rate has continued to steadily increase without a corresponding improvement in maternal
or neonatal outcomes.3 Research suggests a correlation between early elective delivery and poor birth
outcomes, such as lower brain mass, low birth weight, feeding problems, and respiratory issues.4 Additionally, C-sections financed by Medicaid on average cost nearly $5,000 more than vaginal births, and
the average payment for maternal and newborn care, including
Oklahoma’s SoonerCare Medicaid
neonatal intensive care unit stays, is about $6,100 higher for
program reduced medically
C-sections than vaginal births.5
unnecessary C-sections between
2011-2013 among enrollees::
• Hospital claims declined from
19.75 percent to 17.83 percent
• Physician claims decreased
from 21.43 percent to 20.03
percent
• The rate of C-sections performed without medical indication decreased from 1.81
percent to 1.43 percent
• The initiative resulted in a cost
savings of more than $1.2
million

The incidence of early elective C-sections and its contribution to
the overall increase of C-section rates are not well known, but it
is estimated that 2.5 percent of all births in the United States are
elective C-sections.6 The rate of C‐sections increased almost 60
percent between 1996 (when it was 20.7 percent) and 2009 (rising to 32.9 percent), and has remained steady since.7 The rate of
early deliveries occurring between 37 and 38 weeks increased
almost 50 percent between 1990 (19.7 percent) and 2006 (28.9
percent) but has since declined. The rate was 24.7 percent in
2012.8 Additionally, births at 39 weeks increased 17 percent from
2006 to 2012 (25.4 percent to 29.8 percent).9 The American College of Obstetricians and Gynecologists
(ACOG) has released clinical guidelines designed to reduce non-medically-indicated Cesarean delivery
and early induction of labor under 39 completed weeks.10
The following case study highlights Oklahoma Medicaid’s innovative and effective Cesarean Section
Quality Initiative. This case study is a companion to two other case studies of Tennessee and Wisconsin and a 50-state environmental scan of state Medicaid performance measures, improvement projects
and incentives promoting women’s health services.

Overview of Cesarean Section Quality Initiative

OHCA created the Cesarean Section Quality Initiative in 2011 to reduce elective C-sections without
medical indication. The initiative was designed to decrease the primary C-section rate11 performed
without medical indication to 18 percent or less by encouraging providers and hospitals to follow medical best practice guidelines when performing C-sections on mothers in the SoonerCare program. (See
Overview of OHCA Pregnancy Services text box for more information about SoonerCare services). The
primary C-section rate reflects first births by SoonerCare mothers for whom C-sections were performed,
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as a percentage of all vaginal and primary C-section births among SoonerCare mothers. Oklahoma’s
initiative includes three main components: provider education, performance feedback, and reimbursement reform (e.g., payment reduction for non-medically necessary C-sections).12
In 2011, OHCA sent letters to providers detailing the implementation process of the C-section initiative,
including reimbursement reform information.13, 14 The initiative
was implemented in two phases. Phase I started January 2011 Overview of OHCA Pregnancy
and included data collection, feedback to providers and hospitals, Services
and provider education. In collaboration with the University of The Oklahoma Health Care Authority
Oklahoma Quality Department, OHCA provided educational tools (OHCA) administers the SoonerCare
(Medicaid) program and determines fiand resources for providers and hospitals,15 including information nancial eligibility. It is the primary entity
about trends in Cesarean delivery in the United States, the March in Oklahoma charged with controlling
of Dimes’ Less than 39 Weeks Toolkit,16 and a link to the ACOG the costs of state-purchased health
care. Sooner Care’s goal is to improve
website that provides medical guidelines related to early elective access, quality, and utilization of health
deliveries. In addition, OHCA sent a letter to in-state contracted care for pregnant women and children.
OHCA offers a variety of pregnancy
providers and hospitals that highlighted their primary C-section services to women in Oklahoma with
rate and the total C-section rate.17
incomes at or below 133 percent of the
Phase II began September 2011 and continues today. It includes
medical chart reviews of all C-section claims for providers with
greater than 18 percent primary C-section rates to identify medical necessity and reimbursement reform opportunities. If reviewers determine that a C-section was medically necessary, OHCA
processes the payment at the established C-section payment
rate. Conditions indicating medical necessity include but are not
limited to: previous C-section, uterine rupture, and multiple gestation.18 If medical necessity is not established, the delivery claim
is paid at the vaginal delivery rate. The Medicaid vaginal delivery
rate in Oklahoma is approximately $200 less than the C-section
reimbursement rate for physicians and $1,600 less for hospitals.
19

Federal Poverty Level (FPL) through the
SoonerCare program. Additionally, pregnant women with incomes between 134
and 185 percent of FPL are eligible for
pregnancy-related health care coverage
through the Soon-to-be-Sooners Maintenance (STBS-M) program. Pregnant
women who are not eligible for SoonerCare due to citizenship status may be
eligible for pregnancy-related coverage
through Soon-to-be-Sooners (STBS).
STBS coverage provides services beneficial during pregnancy to promote
healthy pregnancies and improve birth
outcomes. These services include, but
are not limited to, delivery services,
smoking cessation, high-risk obstetric
care, genetic counseling, and maternal
and infant health social work.

An independent evaluation assessed the effectiveness of the initiative for state fiscal years 2011 through 201320 by analyzing available claims data submitted by physicians and hospitals. It focused on the percentage of C-sections performed among the SoonerCare
population, C-sections without medical indication, and quality implications.
Results from the evaluation indicated the primary C-section rate among SoonerCare enrollees significantly decreased over the evaluation period.
• Hospital claims declined from 19.75 percent to 17.83 percent over the two-year period;
• Physician claims decreased from 21.43 percent to 20.03 percent;21 and
• The rate of C-sections performed without medical indication also significantly decreased from
1.81 percent to 1.43 percent.22
While not a primary goal, the initiative also resulted in cost savings for the SoonerCare program. For
C-sections without medical indication, hospitals were paid at the lower vaginal delivery rate. This resulted in a more than $1.2 million savings for the SoonerCare program over two years.23 The average cost
of both methods of delivery significantly decreased over the initiative period too. In 2016, the primary
C-section without medical indication rate was 15.6 percent.24
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Partnerships to Improve Outcomes

OHCA partners with the Oklahoma Department of Public Health on a statewide initiative, Preparing for a
Lifetime, It’s Everyone’s Responsibility, funded by the state’s Title V Maternal and Child Health Services
Block Grant.25 The overarching goal is to reduce infant mortality and other adverse birth outcomes as
well as reduce racial disparities related to these outcomes.26 As part of the planning process, data analysis revealed the need for medical professionals and hospitals to implement interventions that focus on
both maternal and infant health.
• Maternal health issues include behaviors before and during pregnancy, maternal infections,
preterm birth, postpartum depression, and tobacco use.
• Infant health efforts focus on infant safe sleep, breastfeeding and childhood injury.
A key component of this partnership initiative is education around prevention of preterm birth, which
includes early elective inductions or C-sections that are not medically indicated.27
Additionally, early elective delivery is a national outcome measure for the federal Title V MCH Services
Block Grant28 tracked by Oklahoma through the state’s Pregnancy Risk Assessment Monitoring System
(PRAMS).29 This measure offers a potential opportunity for state Medicaid and Title V programs in Oklahoma and across the country to collaborate and share data related to services and health outcomes of
shared interest.
Oklahoma is an active member of the Collaborative Improvement and Innovation Network to Reduce
Infant Mortality (IM CoIIN), led by the National Institute for Children’s Health Quality and supported by
the Maternal and Child Health Bureau in the Health Resource and Services Administration.30 IM CoIIN
promotes state efforts to prevent and reduce infant mortality and eliminate disparities in birth outcomes.
Following an IM CoIIN Infant Mortality Summit in 2012, OHCA implemented an Interconception Care (ICC)
case management31 project in 2013 for pregnant women ages 12 to 18 in counties with high infant mortality. The ICC case management project provides care coordination and relevant health education and life
planning assistance during the woman’s pregnancy and continues during the first year of a newborn’s life.

Conclusion

OHCA’s efforts to address C-sections without medical indication provide a model for other states that
are considering strategies to reduce infant mortality and improve birth outcomes. Overall, OHCA’s Cesarean Section Quality Initiative has been successful in reducing C-sections without medical indication
among SoonerCare mothers. Additionally, the state’s experience to date demonstrates how state agencies can partner to achieve shared goals for maternal and infant health.
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