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Early Postpartum Discharge: 
A Public Policy Issue? 

BY J A N E H I E B E R T - W H I T E 

A 
ithough Congress and other public 
policymakers have debated endlessly 
on the financing and restructuring of 
America's healthcare system, most arc 

loath to micromanage medical practice decisions— 
especially in this current era of Republican leader
ship. Yet this summer a number of state and con
gressional leaders have begun to propose and pass 
legislation that would dictate the length of a hos
pital stay for childbirth. This is in response to a 
perception that insurers arc mandating very early 
hospital discharge after childbirth for economic 
reasons at the risk of potential adverse medical 
outcomes to infants and mothers. 

This debate of economics versus medical quality 
raises the question of who is driving medical deci
sion making—healthcare professionals, public poli
cymakers, or payers. How much power should 
insurers have in setting medical care standards? 
Who is responsible for proving medical efficacy of 
a given course of treatment? This column exam
ines these questions, as well as the current activi
ties of state and federal policymakers and of 
provider groups in relation to hospital length of 
stay for childbirth. 

SHORTER STAYS, GROWING CONCERN 
In the United States, hospital stays after childbirth 
have decreased dramatically through the years. A 
recent study by the Centers for Disease Control 
and Prevention repotted that the median length 
of stay after vaginal birth decreased by 46 percent 
from 1970 to 1992 (3.9 days to 2.1 days). For 
cesarean delivery, the median length of stay dur
ing the same period fell 49 percent (from 7.8 days 
to 4 days).' These statistics include labor times 
and complicated deliveries, so the postpartum 
lengths of stay for uncomplicated births arc likely 
to be shorter. 

In recent years these lengths of stay have fallen 
even more dramatically. The American Medical 
Association (AMA) Council on Scientific Affairs 
reported to the AMA delegation in June 199S 
that "in the last three or four years typical hospital 
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stays have dwindled to 24 hours or less for 
uncomplicated vaginal deliveries and two to three 
days for Cesarean deliveries."-

In 1992 the American Academy of Pediatrics 
(AAP) and American College of Obstetricians and 
Gynecologists (ACOG) issued a joint set of 
guidelines for perinatal care. These provider 
groups called for lengths of stay of 48 hours for 
vaginal delivery and 96 hours for cesarean birth, 
when no complications are present and excluding 
the day of delivery. The AAP/ACOG guidelines 

Because many neonatal problems do not 
become apparent until several days after 
birth, there is an element of medical risk in 
early neonatal discharge. Although most 
problems are manifest during the first 6 
hours, data suggest that readmissions may 
be more common when early (by 48 hours) 
or very early (by 24 hours) discharge pro
grams are instituted.' 

In May 1995 ACOG issued a new statement 
outlining its concern about lengths of stay that 
routinely fall below the 1992 guidelines: 

The recent trend to even shorter length of 
stay following deliver)' appears to be driven 
primarily by financial motivations. . . . At a 
time when obstetrical delivery is the most 
frequent cause of hospitalization in the 
United States, the shortening of a woman's 
hospital stay holds obvious appeal to insur
ers.* 

An ACOG representative said the physicians' 
group was troubled by insurers shortening cov
ered stays without empirical evidence to support 
this action. At press time, a representative of the 
AAP said the group was also preparing a new poli
cy statement to be released "imminently." 

The AMA placed its concern regarding shorter 
hospitalizations on the record at its June 1995 
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annual delegates meeting. The association adopt
ed a statement regarding: 

• Its concern about shor ter stays "in the 
absence of data to demonstrate safety" 

• Its concern that "discharge should be based 
on the attending physician's clinical judgement 
M\d not economic considerations" 

• Follow-up screening procedures for infants 
• Encouragement of "well-designed studies to 

identify safe postpartum stay hospital discharge 
practices 

• Support of efforts by the Maternal and Child 
Health Bureau (MCHB) of the Health Resources 
and Services Administration and other groups to 
examine the issue of appropriate medical care 

The A MA report recognizes that early dis
charge cm reduce the mother's and baby's risk of 
infection from being in the hospital. However, it 
cautions that the current lengths of stay "may not 
provide adequate time for routine medical and 
social assessment" of mother and child. 

Managed care plans counter that it is important 
to look at the continuity of care and what is best 
for each patient, not one-size-fits all lengths of 
Stay, " lor a patient who needs to be hospitalized 
[beyond a minimum stay], they are covered. 
There's a difference between guidelines, targets, 
and what ' s covered. T h a t ' s ge t t ing lost in 
debate," said Susan Pisano, spokesperson for the 
Group Health Association of America (GHAA), 
in an interview. GHAA is the nation's largest and 
oldest trade group for health maintenance organi
zations (HMOs). 

"We don't think it's a good idea to legislate 
clinical practice; the decision should be made by 
the physician in the best interest of each patient," 
Pisano continued. "We think most physicians 
would agree that once it is safe to lease the hospi
tal, the home becomes a superior environment in 
which to be a family. When it's safe to be home, 
you don't want to be in the hospital." 

QUALITY OF CARE: WHOSE BURDEN OF PROOF? 
Economic Drivers The consumer movement of the 
1970s and 1980s initially drove down lengths of 
Stay as mothers pushed for less "medicalized" and 
more family-centered approaches to childbirth. 
The most recent trends, however, appear to be 
driven by economics. With 3,870,000 births in 
1993, up 10.9 percent from 1983 (according to 
recent American Hospital Association data) , 
efforts to contain costs can provide substantial 
savings for insurers.5 

Childbirth represents a major part of the care 
provided at hospitals; in 1992 "females with deliv
eries" made up 12.6 percent of all short-stay hos
pital discharges, according to data from the 
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National Center for Health Statistics." Although 
heart disease, when grouped to include numerous 
diagnoses, made up a slightly larger percentage of 
hospital discharge (12.7 percent), deliveries repre
sented the single largest diagnostic category for 
hospitalization. 

Both fee-for-service and managed care plans are 
pushing the envelope on lengths of hospitalization 
for childbirth, with 24 hours routine for vaginal 
deliveries and 12- and 6-hour stays being consid
ered in some parts of the country. Provider 
groups are questioning whether insurers who are 
pushing these changes should be responsible for 
showing their safety and efficacy. 

The AMA's June 1995 report asks: "Where 
should the burden of proof lie? Is it sufficient that 
a change in practice fail to create significant 
adverse consec)ucnccs, or should it be demonstrat
ed to be 'safe'? . . . Evidence that early discharge is 
not unsafe does not mean it is safe." The state 
ment adopted by the AMA delegation recom
mends that "in the absence of definitive empirical 
data, perinatal discharge of mothers and infants 
should be determined by the clinical judgement of 
attending physicians and not by economic consid
erations." 

ACOG's May 1995 statement clearly places the 
burden on insurers: 

ACOG believes that changes in practice . . . 
should be based on sound scientific data 
that demonstrate good outcomes for moth
er and infant, as well as being cost effective. 
As yet, these data do not exist. Until they 
do, the burden of proof of safety of early 
discharge rests with those who are driving 
the change. 

GHAA's Pisano responded to the ACOG chal
lenge: "We are [now] writing to ACOG and 
offering to share data with them. It's unproduc
tive to have this fought out in die media. There's 
actually a lot of common ground here, and it 
would be more productive if we did develop a 
process for sharing information." Pisano said 
HMOs arc particularly well placed to track and 
respond to data on medical practice, given their 
organizational structure and incentive to look at 
the long-term health of their members. 
Research Limitations As noted by the AMA and 
ACOG statements, a key problem is the lack of 
clear scientific evidence proving the safety or harm 
of shorter lengths of stay. A recent literature 
review commissioned by MCHB conducted by 
University of California, San Francisco (UCSF), 
researcher Paula Braveman concluded: "Although 
many studies have examined early discharge, when 
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standard scientific criteria are applied, it becomes 
clear that the currently available literature provides 
little scientific knowledge to guide discharge plan
ning for apparently well newborns and their 
mothers."7 

Some of the research limitations include inade
quate statistical power, lack of random assign
ment, careful participant selection, and shifting 
definitions of "early" discharge and "good" out
come. Most early discharge programs studied to 
date have been voluntary and have not examined 
the effect of early discharge on disadvantaged, 
high-risk populations. 

In December 1994 MCHB convened a group 
of provider organizations, academics, and other 
experts to examine the issue of increasingly short
ened hospitalizations for childbirth. The group 
agreed that "concentrated work on developing 
national standards for adequate and sufficient care 
during the early neonatal period" is needed. In 
addition, the group decided that, rather than dis
cuss the precise number of hours for length of 
stay, it would be more productive to "work to 
identify the essential prerequisites for timely and 
appropriate perinatal discharge." 

One HMO system that has publicly responded 
to the debate is Kaiser Permancnte's Northern 
California Region. In a June 29 press statement, 
the regional system announced it was launching a 
multiyear study of maternal and infant outcomes 
after discharge from the hospital to be conducted 
by UCSF's Braveman and Drs. Tracy Lien and 
Gabriel Escobar of Kaiser Permancnte's Division 
of Research. Kaiser Permanente also reported that 
a 1994 study of 19,000 births in Nor thern 
California found "no difference in the rate of re-
hospitalization for babies discharged earlier than 
24 hours and later than 24 hours after delivery." 
The group's 1994 data (some of the most recent 
publicly available) show that 60 percent of new 
mothers in Kaiser's Northern California region go 
home after 24 hours, and 40 percent go home 
within 24 hours. 

Anecdotal Evidence With scientific research currently 
lacking, however, the recent attention on this 
issue is driven in part by anecdotal reports of 
infants experiencing severe problems—even 
death—because of early discharge. Doctors and 
hospitals are reporting that infants have problems 
such as untreated jaundice, dehydration because 
of problems with breastfeeding, and blood poi
soning from Streptococcus Hinfection. 

Doctors at Children's Hospital Medical Center 
in Cincinnati reported a 30 percent increase in 
infant readmissions for jaundice and three times 
more readmissions for severe dehydration in 
babies under four weeks of age between 1992 and 
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1994." During this period, the average length of 
stay for normal deliver}' fell from 72 hours to 24 
hours in Cincinnati. 

I had the opportunity this past winter to com
pare how the U.S. and French healthcare systems 
handle childbirth. I gave birth to my first daughter 
in January after an arduous, 45-hour labor and 
finally a cesarean section. My fce-for-service health 
plan allowed three days in the hospital. My final 
bill, including prenatal care, totaled more than 
$13,000; out-of-pocket costs were about $3,000. 

My sister delivered her second son just 24 
hours before I gave birth. Her deliver)' took place 
at a hospital in the south of France. French Social 
Security allowed a six-day stay for her normal, 
uncomplicated delivery, though a five-day stay is 
average. The national insurance program covered 
virtually the entire bill of 9,418 francs, or a little 
more than $1,700, including prenatal care. My 
sister's out-of-pocket costs were 88 francs, or 
about $16 (for telephone calls and for three extra 
television stations). 

We both had private rooms. We had technolog
ically similar care. For instance, my sister had four 
prenatal ultrasounds (two to three is the average 
in France, with ultrasounds mandated at five 
months' and eight months' gestation). I, on the 
other hand, had two ultrasounds, which were cov
ered by insurance only because I could prove 
medical necessity. When I expressed concern to 
the technician regarding whether my insurance 
carrier would cover the second ultrasound, he 
changed the charge code to a less expensive desig
nation, in case I was saddled with the bill out of 
pocket. 

In my experience, I observed points where my 
treatment was driven by insurance coverage and 
service constraints to contain cost. My three-day 
stay for cesarean delivery fell short of the 
AAP/ACOG guidelines because of insurance 
restrictions. My insurer questioned numerous 
items on my bills. I saw how codes are changed 
depending on whether providers think they will 
be covered by insurance or paid by the patient. 
The hospital nursing staff complained to me 
about drastic nursing layoffs related to insurers' 
pressure to lower lengths of stay, and I experi
enced long waits for care as a result of under-
staffing. A promised lactation specialist never 
showed up during my three-day stay. 

My sister experienced none of these restric
tions. Instead, she attended child-care classes 
while staying at the matemite, enjoyed nursing 
support for breastfeeding, and had her son moni
tored for healthy neonatal development. The 
French health system even covered 10 postnatal 
sessions with a midwife in private practice to mon-
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itor my sister's recover)' and help her regain con
trol of her perineal and abdominal muscles 
through physical therapy. 

While I acknowledge the anecdotal nature of 
my experience, it did raise questions regarding 
what really drives medical practice. In my case, 
differing insurance coverage standards played a 
major role. When the price tag for childbirth in 
the United States is dramatically more expensive 
than deliver)' in other countries, one can sec why 
insurers are eager to control treatment costs. It 
makes me wonder why our costs are so high. 
Have our cost shifting, perverse financial incen
tives, and high-tech capitalization priced U.S. 
childbirth into the stratosphere? Does France 
underpay its hospitals and physicians for the true 
cost of care? Where does the reality of best medi
cal practice lie? 

PUBLIC POLICYMAKERS LEGISLATING MEDICAL PRACTICE 
Recently, some public policymakers have taken up 
the debate about short hospital stays for child 
birth. Sen. Bill Bradley, D-NJ, introduced legisla
tion June 27, 1995, to allow minimum stays of 48 
hours for births and 96 hours for cesarean deliver
ies, citing concern about "drive-through deliver
ies ." His bill, cosponsored by Sen. Nancy 
Kassebaum, R-KS, chairperson of the Senate 
I^ibor and Human Resources Committee, speci
fies that shorter stays arc permitted (if neither the 
mother nor attending physician object) and calls 
for home healthcare to be provided after shorter 
stays. At press time, hearings on the legislation 
were anticipated before the August recess. 

In the House, Rep. Bernard Sanders, Inde-
pendent-VT, proposed a nonbinding resolution 
(H.Con.Res. 79) June 27 to recommend mini 
mum stays for chi ldbir th in accord with 
AAP/ACOG guidelines. Language identical to 
the resolution was offered by Rep. John Edward 
Porter, R-IL, and was accepted unanimously as an 
amendment to the fiscal year 1996 House Labor, 
Health and Human Services, and Education 
appropriations bill. 

Sanders, along with six Democratic congres
sional colleagues, delivered a letter August 2 to 
House Commerce Committee Chairperson Rep. 
Thomas Bliley, Jr., R-VA, calling for urgent hear
ings on the issue. The members write: "None of 
us believes that Congress should micromanage 
insurance practices, but neither do we believe that 
insurance companies should be able to dictate 
medical decisions. We need hearings to shed some 
light on this critical health care issue to assess the 
need for legislative action." 

Two states, New Jersey and Maryland, recently 
passed legislation setting limits on early discharge 
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for childbirth. Maryland's law, HB 888, requires 
insurers to follow the AAP/ACOG standards, 
which allow early release if certain criteria are met 
or the insurer agrees to cover postpartum home 
healthcare visits. The bill was signed into law May 
25 by Democratic Gov. Parris Glendening and 
goes into effect October 1. 

The New Jersey law, AB2224, requires 48-hour 
stays for normal delivery and 96 hours for cesare
an. Shorter stays of 24 hours are allowed if the 
insurer covers three home healthcare visits. The 
law passed the New Jersey legislature unanimously 
and was signed by Republican Gov. Christine 
Todd Whitman on June 28. That such a law 
would be signed by a governor who has built her 
reputation as a cost cutter is noteworthy. Other 
states that have introduced legislation for child
birth hospital stays include Illinois, Pennsylvania, 
and New York. 

This type of legislation to hold the line against 
insurers' efforts to cut costs clearly enjoys biparti
san support. Yet it is ironic that the very policy
makers who want to cut federal and state health
care costs are drawing this legislative line in the 
sand on the medical practice surrounding child
birth. What does it mean to have medical practice 
guidelines legislated at this level? Is this really the 
responsibility of government? Or is it a reaction to 
the perception that the cost competition driving 
the healthcare sphere today has gone too far? In 
all this, what role is left for the healthcare pro
viders—hospitals and physicians—in defining what 
is best medical practice? • 
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