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HIPAA Assessment and Readiness

Underway in Kansas

The administrative simplification provisions within the
Health Insurance Portability and Accountability Act (HIPAA) of
1996 introduce a number of significant changes for the health
care industry. Standardization of claims transactions, security
provisions, and restrictions on the use of health information
create a number of issues for everyone using patient-level data.
Collaboration and sharing of information will be critical as
Kansas addresses theseissues.

A group called the HIPAA Assessment and Readiness for
Kansas (HARK) has formed to foster collaboration and
information sharing that will be needed to more effectively and
efficiently address HIP AA provisions. HARK Steering committee
members include representatives from key Kansas HIPAA
stakeholders, such as the Department of Social and
Rehabilitation Services (SRS), Blue Cross and Blue Shield of
Kansas, Kansas Hospital Association, Kansas Medical Society,
Professional Data Systems, Kansas Department of Health and
Environment, and Kansas Assodiation of Local Health
Departments. This committee has convened to develop
strategies to address HIPAA readiness issues and increase
awareness.

This effort is in its infancy in Kansas. However, with
significant strides gained by other states that have initiated
similar activities, the intent is to use products and share
information developed by these inttiatives. This will savetime
and money for the large number of entities in Kansas that
HIPAA affects.

An ongoing assessment of HIPAA readiness for Kansas is
being conducted, and the steering committee has convened
workgroups to address:

transactions, codes, and Identifiers
security
privacy
awareness, education, and training.

These workgrou ps will develop consensus regarding issues
for their particular focus area. Deliverables, such as
recommended processes and procedures, will be created and
made available publicly. For more information or to get
involved, contact Elizabeth (Lou) Saadi, KDHE at 785-296-8627
or Cathy Holmes, BC/BS of Kansas at 785-291-8709.

Elizabeth W Saadi, PhD
Office of Heakh Care Information

C-Section Rate Decline Is Reversed

Kansas’ cesarean section rate in the 1990s fell to a low of
16.6 per 100 births in 1998 but climbed to 19.7 the following
year (Figure 1). Areport from the National Center for Health
Statistics showed a similar trend nationally. The rate of C-
section deliveries in the U.S., after falling steadily from 1990-
1996, climbed for the third consecutive year in 1999.

These and other findings are available in Cesarean Section
Rates and Vaginal Birth After Previous Cesarean Rates,
Kansas, 1990-1999, a report prepared by KDHE’s Center for
Health and Environmental Statistics presenting trends in
cesarean rates and vaginal birth after previous cesarean (VBAC)
rates from Kansas birth certificate data. A comparison of rates

for two 5-year periods (1990-1994, 1995-1999) is presented by
selected characteristics.

Rates for Births by Cesarean Section and by VBAC
Kansas Residents, 1990-1999
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The C-section rate in this country has come under scrutiny
due to its dramatic increase in the 1970s and 1980s and because
it is among the highest for developed nations. Some alarm has
been expressed at the frequency of the procedure. Although this
procedure can save lives, it is associated with increased risks for
maternal death and morbidity and perinatal morbidity".

C-sections have long been regarded as more dangerous than
vaginal births, with medical risks for the mother, including
infection, hemorrhage, psychological complications, injury to
other organs and even death. For the infant, prematurity,
laceration, and respiratory problems are possible risks.
Additionally, a cesarean costs nearly twice as much as a vaginal
birth.

In response, the US Department of Health and Human
Services has targeted a 15% cesarean rate as one of the Healthy
People 2000 Objectives. According tothe World Health
Organization, no region in the world is justified in having a
cesarean rate greater than 10 to 14 percent >. However, there
has been some concern on the part of maternal and child health
professionals that the federal government’'s Healthy People goal
of reducing the US cesarean delivery rate to 15% of deliveries
may put some mothers and infants at risk. An article in the New
England Journal of Medicine (1999), written by four Harvard
Medical school doctors, contends that the advantages of a
vaginal delivery only apply to safe vaginal deliveries and that
reducing the rate of c-section deliveries may lead to higher costs
and more com plications for mothers and their babies®.
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unchanged for Healthy People 2010.

Cesarean rates for Kansas residents are generally higher
for women who are older, are married, have generally higher
levels of education and better prenatal care. These trends are
reversed for VBACs.

Of the 71,632 C-sections to Kansas residents in the 1990s,
30,415 (42.5%) were repeat operations. In the U.S., during this
same time period, over one-third (36.1%) of all cesareans
(1,348,288) wererepeat cesareans (486,119). Therefore, a
major initiative for reducing the cesarean delivery rate has been
to encourage women to attempt a vaginal birth after a cesarean
delivery (VBAC).

In the past, it was believed that once a woman had a
cesarean section, all of her subsequent deliveries should also be
cesarean. Current medical opinion is that most of these women
can attempt a natural vaginal delivery. According to the
American College of Obstetricians and Gynecologists (ACOG),
most low risk women who have had a low transverse C-section
can deliver vaginally in subsequent deliveries.

In July 1999, ACOG issued a guideline which continues to
endorse VBAC, but recommends a cautious approach and
consideration of maternal risk factors before attempting a
natural vaginal delivery after a previous cesarean. The risein
the overall cesarean rate, after a steady decline during the
decade, may indicate that the more cautious approach may lead
to increases in cesarean deliveries.

Efforts to reduce the rise in C-sections for Kansas residents
have had some success in the 1990s. Findings in this report
indicate that from 1990-1999 the overall cesarean rate dropped
9.6% to 19.7 while the VBAC rate rose 14.1% to 19.4. However,
after falling each year from 1990 to 1998, the rate rose in 1999.
A report from the National Center for Health Statistics showed a
similar trend nationally. The rate of C-section deliveries in the
U.S., after falling steadily from 1990 to 1996, increased again in
1999.

Cesarean Section Rates and Vagnal Birth After Previous
Cesarean Rates, Kansas, 1990-1999 is available in an HTML
format at the KDHE Web site, http://www.kdhe.state.ks.us/ches.
Requests for single, printed copies should be made to the KDHE
Office of Health Care Information at 785-296-8627.

Karen Sommer
Joy Crevoiserat
Vita| Statistics Data Analysis
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Birth by County dataset has been updated to include a feature
that creates percentages for birth outcomes.

The Pregnancy KIC will provide counts for live births, fetal
deaths, and abortions from 1993to 1999. The data are available
by county, race, marital status, and education of the mother.
Users will also be able to create population-based rates for each
of the three birth outcomes. Rates for marital status, education
of the mother, and race are not possible because population
estimates are not available.

The Population KIC features US Census estimates for five-
year age-groups covering 1990 through 1999. Data can be
analyzed by county, sex, race, and age-group.

Deaths by ZIP Code enables users to evaluate deaths, coded
to ICD-9, for 1989 to 1998. Race, sex, and age-group breakouts
are possible.

All of the HTML pages created by KIC can be downloaded as
a comma-separated variable (CSV) file and opened into a
spreadsheet program. The HTML page itself can be saved and
opened in Quattro Pro ® or Excel ® programs.

CHES is continuing work with the Missouri Department of
Health, the developer of MICA, to update the Death KIC. Owing
to the change in coding mortality, ICD-10 replaced ICD-9,
tabulations of 1999 and forward mortality data are incompatable
with prior years. CHES hopes to update the Death KIC system
with new data once the methodology to group ICD-9 deaths into
ICD-10 groups is resolved.

As this issue of Kansas Health Statistics Reports went to
publication, work was continuing on creating an infectious
disease query system and a KIC program to analyze hospital
discharge data.

The KIC web address is http://kic.kdhe.state.ks.us/kic/. The
site has links to notes and limitations which cover the use of the
data, address how rates are calculated and provide an
instructional guide to the system.

Greg Crawford
Jeremiah Wehland
Vital Statistics Analy sis

Hospitalizations Among Kansas Residents
Age 65 and over, 1995-1999

The Health Care Data Governing Board, through a partner-
ship with Kansas Hospital Association, has acquired hospital
discharge data for Kansans. Analyses in this and future Kansas
Health Statistics Report articles focus on demographic groupings
pertinent to evaluating the health of Kansans. The present study
focuses on the distribution of hospitalizations across Kansas for
citizens aged 65 and over for theyears 1995-1999.

Summary of Findings
For 1995-1999 admissions involving persons aged 65 and

Sounding B oard. [O nline] Availab le
http:/www.nejm.org/content/1999/0340/0001/0054 asp, Jan. 7,

Hospitalizations for Kansas Age 65 and Over

1999.

1995 1996 1997 1998 1999
Over 65 Hospital Admissions | 116,414] 118,243 119,923 122,363 122,603
Over 65 P opulation 355,153 356,053 355,766 355,199 354,079

KIC System Adds Data

Kansas Population

2,586,9422,598,2662,616,339 2,638,667 2,654,052

The quality and quantity of public health data available
through the Kansas Information for Communities (KIC) is
growing. Funded by a Data Utilization Enhancement grant

Over 65 Admissions as
Percent of Over 65

_ ce _ Population 32.8%  33.2%| 33.7% 34.4% 34.6%

from the Health Resources and Services Administration, Over 65 A dmiss ions as
the Center for Health and Environmental Statistics hired a Percent of Kansas Population 4.5% 4.6% 4.6% 4.6% 4.6%
database analyst to continue the process of adapting the Over 65 P opulation as
Missouri Information for Community Assessment (MICA) Percent of Kansas Population 13.7% 13.7% 13.6% 13.5% 13.3%
interactive query system for use in Kansas. Mean Age 78.2 78.3 78.5 78.7 78.7

Datasets added include Pregnancy by County, Mean LOS (days) 6.17 5.9 5.75 5.67 5.61
Population, and Deaths through 1998 by ZIP Code. The Table 1
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over, the mean age increased .73% from 1995 to 1999, while
the mean Length of Stay (LOS) fell 9% (Table 1). Hospitali-
zation admission rates for the elderly increased slightly from
4.5% to 4.6% during 1995 and 1999 respectively, while the over-

65 population as a percent of total Kansas population dropped

from 13.7% to 13.3%.
ICD 9CM Categories

Another convenient way to arrange diagnostic datais to

group cases by the first three digits of the ICD-9CM codes.
Table 2illustrates the results of this approach when three-digit

groups areranked by number of cases in descending order.

The dominance of the group that includes most of the diagnoses
relating to heart disease is clear; conditions relating to lung
ailments and to digestive disorders are also prominent.

Admissions Grouped by ICD 9CM Three Digit Classification
Kansans Age 65 Years and Older 1995-1999

Mean | Mean

ICD-9 Three DigitDescriptions Count LOS | Age |Percent
Circulatory System (390-459) 180,025 5.2 78.2] 30.8%
Respiratory System (460-519) 82,760 6.4 79.3] 14.2%
Digestive System (520-579) 62,776 5.6 78.6) 10.8%
Injury and Poisoning (800-999) 54,388 6.0, 80.5 9.3%
Neoplasms (140-239) 36,833 7.1 76.1 6.3%
Musculoskeletal System 710-739 36,810 5.3 76.7 6.3%
Genitourinary System (580-629) 30,694 4.3 779 5.3%)
Symptoms, Signs, Il Defined Conditions
(780-799) 26,768 3.3] 78.0 4.6%
Endocrine, Nutritional, M etabolic Diseas es
(240-279) 24,008 5.4 79.2 4.1%
Infectious & Parasitic Diseases (001-139) 14,531 6.8 79.6 2.5%
Mental Disorders (290-319) 13,625 9.3 784 2.3%
Skin/Subcutaneous Tissue (680-709) 7,915 6.6/ 80.0 1.4%
Nervous System & Sense Organs (320-
389) 7,299 5.6/ 78.2 1.3%
Blood/Blood-forming Organs (280-289) 4,949 4.8/ 79.4 0.8%
Congenitad Anomalies (740-759) 289 5.7 75.2 0.0%
Overall 583,670 5.8 78.5| 100.0%)

Table 2

For more information about the data in this article, please
contact Don Owen at 785-368-7316.
Donald Owen
Health Care D ata Analysis

Improved Mental Health Coverage

Recent provisions in House Bill 2033, passed by the 2001
Kansas Legislature and effective January 1, 2002, states that
those companies selling group health policies must provide
coverage for the diagnosis and treatment of certain mental
illnesses. Thisis agreat step towards providing the same
coverage for mental illnesses as provided for physical illnesses.
Research conducted through the Kansas Health Insurance
Information System Database (KHIIS), indicated that inclusion
of the provisions in HB 2033 in Kansas would result in a
minimal cost increase for insurance purchasers. Other states
had similar findings. Thisinformation was used in the debate to
support the improved mental health coverage outlined in the bill.

Key provisions in the legislation include:

. "Mental illness" means: schizophrenia, schizoaffective
disorder, schizophreniform disorder, brief reactive
psychosis, paranoid or delusional disorder, atypical
psychosis, major affective disorders (bipolar and major
depression), cyclothymic and dysthymic disorders,
obsessive compulsive disorder, panic disorder,
pervasive developmental disorder, including autism,

attention deficit disorder, and attention deficit
hyperactive disorder.

¢ The mental illness benefit must include annual coverage
for 45 days of in-patient care and 45 visits of out-patient
care for mental illness.

* If coverage is offered for prescription drugs, it must also
cover psychotherapeutic drugs used for treatment of
mental illness the same as coverage for other drugs.

e Drug Coverage. If coverage is offered for prescription
drugs, it must also provide coverage for
psychotherapeutic drugs used for treatment of mental
illness under terms and conditions no less favorable
than coverage for other prescription drugs.

In addition to the provisions in the legislation, on or before

January 1, 2003, the Insurance Department is to deliver a report
to the President of the Senate and to the Speaker of the House
of Representatives indicating the impact of providing mental
iliness benefits required by this bill. The report will include
information regarding access to and usage of such services
and the cost of those services.

For more information contact the Kansas Insurance
Department or the Office of Health Care Information, Center for
Health and Environmental Statistics, KDHE.

Jeremy Anderson, KID
Elizabeth W Saadi, Ph.D., KDHE

Pregnancy-Related Deaths Among Minority
Racial/Ethnic Groups

Maternal mortality by race studies have typically focused
on rate disparities between blacks and whites, with little
attention to the groups lumped into the “other” category. An
article in the Centers for Disease Control's Morbidity and
Mortality Weekly Report, Vol. 50, examines pregnancy-related
mortality ratios (PRMRs) for the minority racial/ethnic groups
of Asian/Pacific Islanders, American Indians/Alaska Natives,
and Hispanics. Analyses were based on 1991-1997 data from
all 50 states, representing 3,193 pregnancy-related deaths.

Risks for all three groups were found to be higher than for
whites and lower than for blacks. PRMRs (defined as the
number of pregnancy-related deaths per 100,000 live births) for
Asian/Pacific Islanders, American Indians/Alaska Natives, and

Hispanicswere 11.1, 12.2, and 10.3 respectively, compared to
PRMRs of 7.3 for whites and 29.6 for blacks. Additionally,
PRMRs for foreign-born Hispanic women were approximately 50
percent higher than for those bom in the United States.

It is estimated that by 2025, the three minority groups
considered, combined, will account for approximately 25 percent
of the females of reproductive age in the United States.
Therefore, it will become increasingly important to address their
reproductive health issues. While other factors, such as
differences in socioeconomic status, access to and quality of
care, lack of health insurance, and language and cultural barriers
should be examined and addressed in order to reduce racial
disparities in health outcomes, continued monitoring of
pregnancy-related deaths and pregnancy related illnesses is
necessary to assist in the development and assessment of
preventive programs.

In Kansas, from 1991 to 1999, there have only been from
one to five deaths per year attributable to pregnancy-related
causes, making statistical analysis difficult because of the small
numbers. Consequently, national studies, such as the one
reported are the best source of information on relative risk.

Vital Statistics Data Analysis
Sources: CDC. “Pregnancy-Related Deaths Among Hispanic, A sian/P acific

Islander,and American Indian/Alaska Natve Women — United States,

1991-1997". Morbidity and Mortalty Weekly Report, Vol. 50 , No. 18,

May 11, 2001, pp. 361-364.
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