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TO: Hospitals, Physicians, Advanced Practice Nurses, Midwives,
Independent Clinics — For Action
Health Maintenance Plans — For Information Only

SUBJECT: Non-Medically Indicated Early Elective Deliveries
EFFECTIVE: Claims with service dates on or after July 1, 2020
PURPOSE: To clarify that NJ FamilyCare (NJFC) Medicaid will not reimburse

providers for non-medically indicated early elective deliveries (EEDS).

BACKGROUND: On May 8, 2019, Public Law 2019, Chapter 87 was signed into law
by Governor Murphy prohibiting NJ FamilyCare (NJFC) coverage of any non-medically
indicated early elective deliveries performed on or after July 1, 2020.

EEDs are defined as scheduled cesarean sections or medical inductions performed prior
to 39 weeks of gestation without medical indication. An EED is not justified solely by
maternal request, availability of effective pain management, facility or provider scheduling
issues. The American College of Obstetricians and Gynecologists (ACOG) Patient Safety
Checklist for Planned Caesarian Deliveries and The ACOG Patient Safety Checklist for
Scheduling Induction of Labor are tools that may be utilized to guide decision making
around appropriateness of scheduling such procedures. Copies of the respective
Checklists are attached, as well as links where they may be found below.

= https://www.acog.org/Clinical-Guidance-and-Publications/Patient-Safety-
Checklists/Scheduling-Planned-Cesarean-Delivery

= https://www.acog.org/Clinical-Guidance-and-Publications/Patient-Safety-
Checklists/Scheduling-Induction-of-Labor

Studies have demonstrated that non-medically indicated early elective deliveries
performed prior to 39 weeks of gestation carry risks for both babies and mothers,
including higher incidences of neonatal intensive care unit admissions, pneumonia and
longer hospital stays for infants than when the pregnancy is allowed to progress naturally
to full term. Unsuccessful inductions may result in a cesarean section, which can lead to
infections, bleeding and anesthesia complications for mothers.

ACTION: Public Law 2019, Chapter 87 prohibits NJFC Medicaid reimbursement for
professional and hospital, as well as clinic claims, for non-medically indicated early
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elective deliveries with service dates on or after July 1, 2020. Obstetricians and
midwives are encouraged to share educational materials with their patients to ensure
their understanding of the risks associated with early elective deliveries. ACOG and the
March of Dimes provide educational materials at:
https://www.acog.org/About-ACOG/ACOG-Departments/Patient-Safety-and-Quality-
Improvement/How-I-Practice/Non-Medically-Indicated-Induction-Before-39-Weeks.

A patient pamphlet may be found at https://www.marchofdimes.org/materials/HBWW -
Infographic.pdf and https://marchofdimes.org/39weeks.

Obstetricians, midwives, hospitals and clinics requesting NJFC Medicaid
reimbursement for a labor and delivery claim are required to report an ICD-10-CM
diagnosis code indicating the week of gestation (ICD-10-CM category code Z3A).
Claims submitted without a diagnosis code indicating the week of gestation shall be
denied payment.

Any claim reporting a week of gestation ICD-10-CM diagnosis code of less than 39
weeks without one of the diagnosis codes identified by the ICD-10-CM categories: O10;
011; 012; 013; 014; 0O15; 016; 024; 0O30; 0O31; 033; 035; 036; 042; 043; 044;
045; O71; or RO3 shall be denied payment by the NJFC Medicaid Program.

Providers denied payment may request that the denial be re-considered for payment
based on medical necessity by submitting the attached DXC Technology, Medicaid
Claim Inquiry/Response Form to the DXC Technology, Correspondence Unit. Please
attach a hard-copy claim and supportive medical documentation to justify payment of
the claim.

If you have any questions concerning this Newsletter, please contact the DXC
Technology, Provider Services Unit at 1-800-776-6334.

RETAIN THIS NEWSLETTER FOR FUTURE REFERENCE
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MEDICAID CLAIM INQUIRY/RESPONSE FORM

INSTRUCTIONS:

Attach a copy of your claim form(s) and any applicable documentation, e.g. reports, Remittance Advice. Fill in
information at top of form. Write or type your question in the INQUIRY area. Print your name and date the form.

PROVIDER’S NAME & ADDRESS
MEDICAID PROVIDERNUMBER === == = =
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1.
2.
3.
INQUIRY
REQUESTOR’S NAME DATE
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MAIL TO:
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SCHEDULING PLANNED CESAREAN DELIVERY

Date_  Patient

Physician or certified nurse-midwile
Gravidity/Parity

Date of birth MR #
Last menstrual period

Estimated date of delivery

Proposed cesarean delivery date

Best estimated gestational age (at admission)

Indication (choose one):

Q Medically indicated: Diagnosis:
O Repeat cesarean delivery (choose one) (1, 2):
Q Trial of labor not appropriate; Reason:
0} Trial of labor offered
O Yes
I No: Reason:

Q Patient counseled about risks and benefits of cesarean delivery versus trial of labor and
vaginal delivery (1, 3)

{1 Consent form signed as required by the institution
LI Repeat cesarean delivery for logistical reasons: Circumstances:
C} Elective primary cesarean delivery at maternal request (4):
Q Patient counseled about risks and benefits of cesarean delivery versus vaginal delivery (1, 3)
[ Consent form signed as requested by institution
O Gestational age of 39 0/7 weeks or greater confirmed by either of the following criteria (5):
O Ulirasound measurement at less than 20 weeks of gestation supporis gestational age of 39 weeks or greater
O Fetal heart tones have been documented as present for 30 weeks of gestation by Doppler ultrasonography

I this is an elective cesarean delivery and gestational age is 39 0/7 weeks or less, reason for variance:

Results of amniocentesis (if performed):

Q Preoperative and pertinent prenatal Jaboratory test results (eg, group B streptococci or hematocrit) available (2)

Q) Special concerns (eg, allergies, medical problems, and special needs)
L3 Pertinent comorbid risk factors (maternal and fetal)

To be completed hy reviewer:

O Approved cesarean delivery for gestational age equal to or greater than 39 0/7 weeks by the afore-

mentioned dating criteria

[ Approved cesarean delivery before 39 0/7 weeks of gestation (medical indication)

0O HARD STOP - gesiational age, indication, consent, or other issues prevent initiating planned cesarean delivery
without further information or consultation with depariment chair
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Standardization of health care processes and reduced variation has been shown to improve ontcomes
and quality of care. The American College of Obstetricians and Gynecologists has developed a series
of patient safety checklists to help facilitate the standardization process. This checklist reflects emerg-
ing clinical, scientific, and patient safety advances as of the date issued and is subject to change. The
information should not be construed as dictating an exclusive course of treatment or procedure to
be followed. Although the components of a particular checklist may be adapted 1o local resources,
standardization of checklists within an institution is strongly encouraged.

How to Use This Checklist

The Patient Safety Checklist on Scheduling Planned Cesarean Delivery should be completed by the health care pro-
vider and submitted to the respective hospital to schedule a planned cesarean delivery. The hospital should establish
procedures (o review the appropriateness of the scheduling based on the information contained in the checklist. A hard
stop should be called if there are questions thal arise thal require further information or consultation with the depart-

ment chair,

Copyright December 2011 by the American College of Obstetricians and Gynecologists, 409 12th Street, SW, PO Box 96920,
Washington, DC 20090-6920. All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, posted
on the Intemet, or transmitted, in any form or by any means, electronic, mechanical, photocopying, recording, or otherwise, with-
out prior writlen permission from the publisher. Requests for authorization to make photocopies should be directed 10: Copyright
Clearance Center, 222 Rosewood Drive, Danvers, MA 01923, (978) 750-8400.

Scheduling planned cesarean delivery. Patient Safety Checklist No. 3. American College of Obsletricians and Gynecologists. Obstet
Gynecol 2011;118:1469-70.



f

The American College of 7
Obstetricians and Gynecologists 2

Wamen's Health Care Physicians ¥,

*"'mm cad

. . Number 5 * December 2011
P Cl tle TII S leE'ly ChECk llS t (Replaces Patient Safety Checklist No. 1, Noveniber 2011)

SCHEDULING INDUCTION OF LABOR

Date Patient Date of birth MR #
Physician or certified nurse-midwile Last menstrual period
Gravidity/Parity

Estimated date of delivery Best estimaled gestational age at delivery

Proposed induction date Proposed admission time

[0 Gestational age of 39 0/7 weeks or older confirmed by either of the following criteria (1):

O Ulwrasound measurement at less than 20 weeks of gestation supports gestational age of
39 weeks or greater

[ Fetal heart tones have been documented as present for 30 weeks of gestation by
Doppler ulirasonography

Indication for induction: (choose one)

0 Medical complication or condition (1): Diagnosis:
() Nonmedically indicated (1-3): Circumstances:

Patient counseled about risks, benefits, and alternatives to induction of labor (1)
Q Consent form signed as required by institution

Bishop Score (sec below) (1):

Bishop Scoring System
Factor
Dilation Position of Effacement Station® Cervical
Score {cm) Cervix (%) Consistency

0 Closed Posterior 0-30 -3 Firm
1 1-2 Midpaosition 40-50 -2 Medium
2 3-4 Anterior £0-70 -1,0 Soft
3 5-6 —_ 80 +1,42 —

*Station reflects a -3 to +3 scale.
Modified from Bishop EH. Pelvic scoring far elective induction. Obstet Gynecol 1964,24:266-8.

QO Pertinent prenatal laboratory test results (eg, group B streptococci or hematocrit) available (4, 5)

Q) Special concerns (eg, allergies, medical problems, and special needs):

To be completed by reviewer:
Q Approved induction after 39 0/7 weeks of gestation by aforementioned dating criteria

Q) Approved induction before 39 0/7 weeks of gestation (medical indication)

(J HARD STOP - gestational age, indication, consent, or other issues prevent initiating induction without further
information or consultation with department chair
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Standardization of health care processes and reduced variation has been shown to improve ontcomes
and guality of care. The American College of Obstetricians and Gynecologists has developed a series
of patient safety checklists to help facilitate the siandardization process. This checklist reflects emerg-
ing clinical, scientific, and patient safety advances as of the date issued and is subfect to change. The
information should not be constried as dictating an exclusive course of treatment or procedure (o be
Jollowed. Although the components of a particular checkiist may be adapted to local resources, stan-
dardization of checklists within an institution is strongly encouraged.

How to Use This Checklist

The Patient Safety Checklist on Scheduling Induction of Labor should be completed by the health care provider and
submitted to the respective hospital to schedule an induction of labor. The hospital should establish procedures to review
the appropriateness ol the scheduling based on the information contained in the checklist. A hard stop should be called
il there are questions that arise that require further information or consultation with the department chair.
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