December 19, 2011

The Honorable Peter A. Hammen

Chairman,
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6 Bladen Street

Annapolis, MD 21401
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December 20, 2011

Work Group Report to the Maryland House of Delegates 

Health and Government Operations Committee on 

House Bill 180; The Premature Infant Survival Bill

Executive Summary

    Maryland House Bill 180 – Coverage of Donor Breast Milk/Infant Survival Act was sponsored by Del. Shirley Nathan-Pulliam and had its first reading in the Health and Government Operations Committee January 27, 2011.  The bill sought Maryland Medicaid coverage for the use of banked human milk for critically ill premature infants in Maryland’s Neonatal Intensive Care Units (NICUs), with parental consent and physician order. A Summer Work Group was requested to examine existing legislation, research, and data. Recommendations would then be made to the Maryland Legislature on the state’s role in the use of banked human milk for the treatment of prematurity in Maryland.  The life-saving benefits of human milk for all infants, particularly premature infants, have been established in numerous studies.  When mother’s own milk is unavailable, banked donor human milk is considered a safe means of providing the immunologic and nutritional needs to high-risk infants. The Work Group met three times.  Meetings included discussions with experts on banked human milk and breastfeeding, and experts on hospital costs and fees.  Goals identified by the Work Group included increasing hospital use of banked human milk in the NICU when a mother’s own milk is not available, and increasing breastfeeding-related support services.  The Work Group concluded that legislation might not help achieve the set goals.  Specific alternative suggestions were made, including: revising Maryland Perinatal System Standards to include recommendations for the use of banked human milk, outreach to Maryland’s neonatologists to raise awareness and gain interest in the use of banked human milk, working with Medicaid Managed Care Organizations to improve coverage for breast pumps and other lactation services, and discussing tissue banking regulations with the Office of HealthCare Quality.

Work Group Members
· Chair: Dana Silver, MD, FAAP – Maryland Chapter of the American Academy of Pediatrics and Past President, Maryland Breastfeeding Coalition

· Chair: Patricia Bascietto, RN, MSN, IBCLC – Coordinator, Lactation Services, St. Agnes Hospital, originator HB180
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· Bonnie Birkel, MPH, CRNP – Director, Center for Maternal and Child Health, DHMH

· Elizabeth Cristofalo, MD, MPH - Neonatologist, Johns Hopkins Hospital 

· Deborah Dixon, RN, BSN, IBCLC - Lactation Consultant, Johns Hopkins Hospital

· Sue Dulkerian, MD – Neonatologist, Mercy Hospital, Fetus & Newborn Chair for Maryland AAP

· Maura Dwyer – Center for Maternal and Child Health, DHMH

· Renee Fox, MD – Neonatologist, University of Maryland, Chair, Infant Mortality Task Force for Maryland AAP

· Erin Hopwood, JD – Staff member for Del. Pete Hammen (Chair, Health and Government Operations Committee, Maryland House of Delegates)
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· Alice Middleton, Esq. – Maryland Medicaid, DHMH
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I. Introduction

    Maryland House Bill 180 – Coverage of Donor Breast Milk/Infant Survival Act was sponsored by Del. Shirley Nathan-Pulliam and had its first reading in the Health and Government Operations Committee January 27, 2011.  The bill sought Maryland Medicaid coverage for the use of banked human milk for critically ill premature infants in Maryland’s NICU’s, with parental consent and physician order. Upon its presentation to the Committee on February 15, 2011 it was determined that there were several issues needing clarification.  The Chair, Del. Peter Hammen, requested the Summer Work Group examine existing legislation, research and data.  The Work Group would then make recommendations to the Maryland Legislature on the state’s role in the use of banked human milk for the treatment of prematurity in Maryland.  

     Maryland ranks 39th among states in the U.S. in infant mortality.  Maryland also ranks above only Washington DC, Mississippi, Louisiana, and Alabama in the percent of babies born weighing less than 1500 grams (1.9%). Prematurity and unspecified low birth weight is one of the leading causes of infant mortality, accounting for 25.4% of infant deaths in Maryland in 2010. The life-saving benefits of human milk for all infants, particularly premature infants, have been established in numerous studies.  When mother’s own milk is unavailable, banked donor human milk is considered a safe means of providing the immunologic and nutritional needs to high-risk infants. In such situations, common reasons healthcare providers have for prescribing donor milk include prematurity, severe formula allergies, failure to thrive and immunological deficiencies. 

      The Summer Work Group convened on July 14, August 25 and October 13, 2011.

During this time the Work Group examined current research in the use of banked human milk to decrease infant morbidity and mortality, the role of the classification of human milk as a tissue and the barriers this creates in use and reimbursement, the role of Maryland Medicaid in reimbursement and the states current role in supporting lactation services and the provision of breast pumps for NICU mothers.

      Research demonstrates the critical role that exclusive human milk feeding plays in decreasing morbidity and mortality in all infants, particularly premature ones. In 2010, Maryland Medicaid covered 2,586 infants during their NICU hospital stay, which was 47% of all NICU cases.  The inclusion of coverage for banked human milk for infants during their NICU stay, as proposed by HB 180, was developed to support the “State of Maryland’s Plan for Reducing Infant Mortality in Maryland by 12% by 2012.”   It was thought that the inclusion of donor human milk as a covered charge under Medicaid would provide the resources necessary for hospitals to obtain donor human milk and expedite the provision of this life-saving treatment to the largest number of infants in the shortest amount of time.   

     Donor milk banking is incorporated into national public health policy and regulation in France, Brazil, Germany and the Scandinavian countries. In countries with socialized medicine, such as Canada and Great Britain, parents do not have to pay out of pocket to receive this service for their infant; it is provided as part of a national health insurance plan to any infant with a medical need.

      In the United States California is the only state where Medi-Cal, California’s Medicaid program, covers the purchase of human milk from an approved Human Milk Banking Association of North America Milk Bank (HMBANA) for high-risk (ill or premature) infants.  Minnesota, Indiana, Texas, and Rhode Island recently have proposed legislation to incorporate medical assistance coverage for banked human milk for infants, as well as proposing legislation to establish minimum guidelines for procurement, processing, and distribution of human milk to infants in need. 

      U.S. Surgeon General, Dr. Regina Benjamin, in her 2011 “Call to Action to Support Breastfeeding”1 states, “For nearly all infants, breastfeeding is the best source of infant nutrition and immunologic protection.” Most mothers are able to provide their own breast milk for their babies, but for various reasons, some are not.  It is extremely important from a public health perspective that safe banked human milk be an alternative for mothers of hospitalized premature infants who cannot provide enough of their own milk for their child.   

     Many mothers whose only alternative is formula have reported that they purchase unscreened milk and bring it to the hospital as their own in order to prevent their child from receiving formula. The internet is fueling the growing practice of person-to-person human milk exchange by connecting unscreened donors with mothers who are unable or unwilling to provide their own milk to their infant.   The Food and Drug Administration (FDA) and the Centers for Disease Control and Prevention (CDC) are highly concerned with this growing practice.  Diseases such as HIV can be transmitted through unscreened, unpasteurized, donor human milk.  This potentially unsafe exchange of human milk could be prevented if safe donor milk were made available to families of NICU infants

     Although our national health care policies support the use of human milk and acknowledge the relationship to child heath, specific resources to support its use are lacking. Multiple strategies are needed to promote the use of banked human milk in NICU clinical settings. The Summer Work Group questioned if legislation was necessary to mandate coverage of banked human milk or if changes in current policy would provide appropriate support for banked milk coverage. 

II.  Outline of Work Group Report
     The body of this report is divided into two sections.  Each section reviews a particular issue and includes comments from the Work Group.  Part III reviews the issues of banked milk – why breast milk is important for premature infants, what banked milk is, the special issues regarding the use of banked milk in Maryland, and the costs of using banked milk.  Part IV reviews and discusses the issues surrounding the provision of lactation services and breast pumps for Maryland mothers who have babies in the NICU.  

III: Issues Regarding Banked Human Milk

Part 1: Why is banked milk important for premature infants in the NICU?

a. Preterm/low birth weight (<2500 grams) births are one of the leading causes of infant mortality and morbidity, listed as the cause of death in 25.4% of cases in Maryland in 2010. The infant mortality rate for very low birth weight infants (<1500 grams) is 240/1,000, more than 100 times the mortality rate for normal birth weight infants. 

b. Necrotizing enterocolitis (NEC), an acute inflammatory bowel disease that may lead to perforation and peritonitis, is the most common life threatening acquired disease that affects premature infants in neonatal intensive care nurseries.  NEC occurs in only 1 in 2000 to 4000 births, or 1 to 5% of NICU admissions.  However, 10% of babies born weighing less than 1500 grams will develop NEC, and its mortality reaches as high as 30%.  A baby with NEC who develops bowel perforation has a mortality risk of 30-50%.  It is estimated that a VLBW infant who develops NEC can extend NICU stays by 11 to 48 days, and run NICU costs up to $198,000 or more.2
c. In Maryland 499 infants developed NEC in 2005-2009. The number of deaths due to NEC was 79/499, or 15.8% during the same time period.  There were 85 cases of NEC in FY2010.  Maryland Medicaid or Medicaid MCOs covered 42 of those infants.  If NEC extends NICU stays by 11 to 48 days, it can be estimated that those 42 infants with NEC in 2010 had 462 to 2016 extended hospital days covered by the state of Maryland. 

d. The majority of mothers who have babies in the NICU express their milk to provide their babies with nourishment.  However, many mothers are unable to provide enough of their own milk over time in order to provide the exclusive human milk feedings recommended. The U.S. Surgeon General’s 2011 “Call to Action to Support Breastfeeding” states that “Human milk is vital to the survival of vulnerable neonates and plays an important role in addressing the substantial burden imposed by NEC on affected families and in reducing health care costs associated with NEC.”1
e. The 2007 Cochrane Review comparing formula milk to donor breast milk for feeding preterm or low birth weight infants concluded that feeding with formula is associated with a higher risk of developing NEC3. 
f. Dr. Elizabeth Cristofalo, neonatologist at Johns Hopkins, was co-author of an international multi-center randomized clinical trial published in 2010 study in the Journal of Pediatrics4.  In the first arm of this clinical trial, very premature infants of mothers providing breast milk were enrolled.  These infants were given all of the breast milk provided by their mother.  For additional feeding volume and calorie supplementation, these infants were randomized to receive standard premature formula (bovine milk-based products) or donor breast milk (exclusively human milk-based diet).   Extremely premature infants given an exclusively human milk-based diet had lower rates of NEC, especially surgical NEC, compared with a diet of bovine milk-based products (N=207, p=. 02 for all NEC, p=.007 for surgical NEC).  

      The second arm of this multi-center trial included only extremely premature infants whose mothers were not providing breast milk.  Johns Hopkins enrolled 2/3 of the babies in this arm of the trial.  The results presented at the 2011 Meeting of the Pediatric Academic Society include a significantly lower risk of surgical NEC in the group who received donor human milk (N=53, p=0.04).  The only cases of surgical NEC occurred in the group receiving formula products.  These infants also required more days of IV nutrition.  Additional results will be available in manuscript, which is in preparation for peer review.

g. In addition to the lower rates of NEC, research further supports that premature infants fed solely on human milk are discharged from the hospital approximately 14 days earlier than infants fed formula and human milk or formula.2
· The Work Group, upon review of the data, concluded that the use of human milk (mother’s own milk, or banked human milk when mother’s milk is unavailable) should be considered a valuable means of decreasing morbidity, mortality, and costs in the NICU.
Part 2: What is banked milk?

a.  Safe, pasteurized donor human milk is available from a Human Milk Banking Association of North America (HMBANA) milk bank with a physicians order (www.HMBANA.org).   All banks are not-for-profit.  Donors are not paid.

b. HMBANA ensures quality control of donor human milk through adherence to mandatory guidelines and inspections. All donors and donor samples are screened for infectious diseases (such as HIV, HTLV, and Hepatitis B & C), medication use, and drugs of abuse, among other things.  HMBANA also acts as a liaison between member institutions and governmental regulator agencies. The San Jose Mothers Milk Bank is approved by Maryland as a tissue bank and is a member of HMBANA. 

c. In 2010 HMBANA milk banks in the United States dispensed approximately two million ounces of banked donor milk, 65% of it was dispensed to hospital NICUs. Maryland hospitals provided donor milk to only 9 infants – none of these critically ill infants developed NEC.

d. The World Health Organization, the U.S. Surgeon General, the American Academy of Pediatrics and the American College of Obstetrics & Gynecology concur that premature infants should be fed donor human milk from an approved HMBANA milk bank when mothers own milk is not available.1
· The Work Group, upon review of the data, concluded that banked human milk from a HMBANA milk bank, licensed by the state of Maryland, should be considered safe for use in infants when mother’s own milk is unavailable. 
Part 3: Why are we currently not using much banked milk in Maryland?

a. Approximately five years ago the Maryland Laboratory Advisory Board under the Office of Health Care Quality (OHCQ), classified human milk as a tissue (much like blood products) in the state of Maryland.  New York and California are the only other states to classify human milk as a tissue.  It is classified as a pharmaceutical in Washington, DC and Virginia.  Other states classify it as a nutritional substance.  Neither the American Association of Tissue Banks nor the FDA classifies human milk as a tissue (they do not classify it as anything at this time). Classifying it as a tissue in Maryland adds an extra level of protection for the safe transfer and storage of human milk.  However, it does create barriers, as hospitals must obtain a tissue bank license to use banked human milk. 

b. The Maryland Code of Regulations 10.50.01.01 requires that all tissue banks operate under qualified supervision and establish reliable procedures and appropriate quality assurance.  A center in Maryland must hold a permit issued by OHQC before operating a tissue bank, even if they are only storing banked milk and not collecting or processing it. An inspection is conducted for each tissue bank in Maryland before a permit is issued. An out-of–state tissue bank must submit the latest inspection report and certification from the appropriate accrediting agency or another state licensing entity.

c. As of February 2011, three centers hold tissue bank permits from OHCQ: Johns Hopkins Hospital, Saint Agnes Hospital, and Mothers Milk Bank at San Jose in San Jose California.  Of these, only the San Jose site actually collects and processes human milk.  Johns Hopkins and Saint Agnes receive their banked milk from San Jose and store it as per state tissue banking guidelines for use in their NICUs.

d. To date, banked milk has been used in NICU’s in Maryland with success, on a very limited basis.  St Agnes Hospital and Johns Hopkins Hospital are the only hospitals in the state currently approved as breast milk tissue banks, and are using banked milk to treat premature infants.  These sites intend to only use their permits to store and prescribe donated human milk.  St. Agnes has been doing this for close to four years; Hopkins obtained their tissue license this year.  

· The Work Group, upon review of the data, concluded that they would recommend no change to the classification of human milk as a tissue at this time.  It was felt that classification as a tissue further insures the safety of the banked milk supply.  However, it does create at least perceived barriers for hospitals to obtain, store, track and obtain reimbursement for banked human milk. The cost for licensing is relatively low, but hospitals are currently unaware of the process.
· The first two meetings of the Summer Work Group revealed a lack of familiarity by Maryland neonatologists on the current research supporting the use of banked human milk for the prevention of NEC. It was suggested that the use of banked donor milk in Maryland’s NICUs would increase if an effort were made to reach out to and educate hospitals and neonatologist on its use. 

Part 4: What are the financial issues for hospitals using banked milk?

a. Most mothers will provide as much of their own milk as possible.  Therefore, most premature infants will not require large quantities of donor milk.  Donor milk should only be used if no mother’s milk is available.  Most neonatologists using donor milk continue its use until the infant achieves a minimum weight of 1500g.  Use on larger infants may sometimes be used in conditions such as severe formula allergies or immunodeficiency.

b. The cost of HMBANA milk is currently $4.50 per oz.  If an average NICU infant is born at 1100g and is discharged 60 days later at 1800 g, an estimated maximum of approximately 330 oz. will be used if mother’s own milk is unavailable.  This would result in a cost of $1,485.

c. Wight5 estimates that for every $1 spent on donor milk $11 to $38 could be saved in health care costs.  This includes, among other things, NEC, feeding intolerance and infection.    

d. Medical NEC results in an average increased length of stay of 11.7 days, incurring an average cost of $ 74,000. Infants who develop surgical NEC are hospitalized for an additional 43.1 days and incurred an additional cost of $198,0006. 

e. Despite the proven health benefits of human milk (including donor milk), inquiries made by members of the Work Group revealed that most insurance companies do not cover banked milk as a line item.  It is considered part of the hospital’s bundled costs for room and board.   Hospitals in other states where banked milk is classified as a tissue have traditionally “written off” the additional costs of banked milk because of the known benefits in terms of decreased morbidity and mortality.

f. Members of the Health Services Cost Review Commission (HSCRC), Dennis Phelps and Leslie Schulman, called in to the Work Group on 10/13/11 to discuss reimbursement issues.  The question was raised about the possibility of covering banked milk as a line item versus part of bundled rates.  Mr. Phelps and Ms. Schulman informed us that the Centers for Medicare and Medicaid Services (CMS) set HSCRC jurisdiction as to what can be covered as a line item (42CFR-409.10). Even though Maryland recognizes banked human milk as a tissue, the federal government/FDA does not formally recognize it as anything (tissue, nutritional agent, pharmaceutical).  Since the Federal government does not recognize banked human milk formally, it must be rolled into the bundled room and board rates. Mr. Phelps reported that blood is classified as a tissue by the Centers for Medicare and Medicaid Services and could, therefore, be billed as a separate item.

g. Mr. Phelps and Ms. Schulman recommended that banked milk should be marketed to hospitals as an incentive to decrease length of stay (LOS) for NICU babies.   The decreased morbidity and decreased LOS would lead to decreased costs. When hospitals have decreased lengths of stays for specific diagnostic codes their cost savings will increase.  

· The state of Maryland classifies human milk as a tissue. The Federal Government has not given human milk a formal classification.  The HSCRC reports that due to the lack of federal classification they cannot establish reimbursement criteria for banked milk as a separate line item. Due to the conflict in classification the Work Group recommends that banked human milk be marketed to hospitals as a means of cost savings by decreasing length of stay. 
IV: Lactation Support Services/Provision of Breast Pumps  

1. Lactation support services and access to breast pumps are two services, which can have a dramatic and immediate effect on infant health. Without an effective and efficient means of milk expression, access to mothers own milk may be limited or nil for critically ill infants in the NICU. In the absence of donor milk these infants will be fed formula, increasing the risk of NEC and the burden on public funds for the cost of extended and extensive extra care required for a case of NEC.  

2. The majority of mothers who have babies in the NICU express their milk to provide their babies with nourishment. These pumps are provided to mothers while they are in the hospital.  However, once discharged, many mothers do not have the resources to purchase adequate breast pumps to provide milk for their sick child. Initiation of the expression of human milk within six hours of delivery and consistently pumping every three hours with a hospital-grade electric breast pump has been shown to establish and maintain the supply of mother’s own milk for infants in the NICU, decreasing the need for the use of donor milk7. 

3. Breastfeeding support services beyond what is typically provided inpatient by a hospital lactation consultant are not covered under Maryland Medicaid; however, some managed care organizations (MCOs) report that they do provide this additional service to mothers. The Maryland Perinatal System Standards (October 2008) states: “The hospital shall have an International Board Certified Lactation Consultant on full time staff who shall have programmatic responsibility for lactation support services which shall include education and training of additional hospital staff members in order to ensure availability seven days per week of dedicated lactation support.”  Medicaid eligible patients can also be referred for breastfeeding education and support.

4. It was reported in the Work Group’s first meeting that provision of breast pumps is listed as a durable medical equipment benefit under Maryland Medicaid. Maryland Medicaid representatives confirmed that this was a benefit and reported that if there was difficulty in obtaining a breast pump from a Maryland Medicaid MCO that Maryland WIC could be contacted as a potential alternate source to provide breast pumps. Maryland WIC does have a limited number of hospital-grade electric breast pumps available for use in these situations.  Unfortunately, Maryland WIC does not have enough pumps to provide for every client who might need one.  In addition, even when WIC does have a pump available, it can often take several days for a WIC mother to receive it.  This delay can have drastic effects on a mother’s milk supply. 

5. The Summer Work Group requested an informal survey of Maryland Hospital lactation consultants to gain further information on Medicaid, Medicaid MCO and WIC provision of breast pumps for NICU mothers. The informal survey found that most mothers do not receive high-quality breast pumps in a timely manner (e.g. a hospital-grade breast pump provided upon mother’s discharge from the hospital). It seems that this problem is three-fold:  

a. There is a lack of clarity by Medicaid MCOs in regards to preauthorization criteria, the type of pump needed, and the importance of quick delivery. 

b. There is also a lack of knowledge by hospital case managers in regards to preauthorization requirements and procedures, and availability of pumps for NICU mothers.  

c. Finally, while all the MCOs reported to the Medicaid representatives on the Work Group that they provide high-quality breast pumps in these situations, it is not clear that they are providing pumps and the pumps they provide are actually the types (hospital-grade) needed to establish and maintain a full supply of milk.

6. Medicaid Representatives on the Work Group reported that they would work with Medicaid MCOs and Medicaid fee-for-service (FFS) providers to help clarify MCO policies for hospitals.  Others members on the Work Group agreed to help develop suggested criteria for the provision of hospital-grade breast pumps for mothers of babies in the NICU. For those hospitals that do not already work closely with the MCOs to obtain breast pumps, Medicaid representatives on the Work Group reported that they would provide Work Group members and hospitals with the appropriate contact information for each MCO staff handling breast pump approval.    

· The Work Group recognizes that there needs to be improved communication between MCOs and hospitals in regards to the provision of hospital-grade breast pumps for mothers of babies in Maryland’s NICUs.  Medicaid will clarify the type and quality of breast pumps provided by MCOs, as well as the MCOs’ preauthorization criteria, and share this information with the workgroup to distribute to hospital staff.  Hospitals should ensure they have staff available to help mothers with these breast pump requests and should educate hospital case managers and lactation counselors about Medicaid, Medicaid MCO, WIC and other insurance preauthorization policies. Other breastfeeding-related services, such as lactation consultant support should also be made available to all breastfeeding mothers in every hospital, both during and following discharge.
V. Work Group Summary and Recommendations

There was agreement within the Work Group that legislation may not help us achieve our ultimate goal of using banked milk in the NICU when mother’s own milk is not available, and of increasing breastfeeding-related support services.  This would be especially true, as Bonnie Birkel, Director of the Center for Maternal and Child Health at DHMH, pointed out, if it were an unfunded mandate. An emphasis on saving money and lives, and improving quality of care should be the approach we use in motivating hospitals to use banked milk.

The Work Group recommended the following alternatives to legislation.  Some of these approaches have already begun and are noted:

1. Maryland Perinatal System Standards – The Maryland Perinatal System Standards are developed by a DHMH Advisory Committee as a set of voluntary standards for Maryland hospitals providing obstetrical and neonatal services.  It is believed that more level III NICU’s may be encouraged to provide banked human milk if it is included in the Maryland Perinatal System Standards. These standards are revised every 4 years, and were last done in 2008.  While they are voluntary, they are incorporated into the regulations for designation of perinatal referral centers by the Maryland Institute of Emergency Medical Services Systems (MIEMSS) and the Maryland Health Care Commission’s State Plan regulations for obstetrical units and NICU’s. Recommendations for the use of banked human milk will be considered for inclusion into the 2012 revision as a way to decrease necrotizing enterocolitis (NEC) and decrease length of stay.  Standing/standard orders could also possibly be developed.  

2. Outreach to Maryland’s neonatologists in order to raise awareness and gain interest in the use of banked milk.  

a. A summary of the issues of banked milk and relevant articles was sent to the Perinatal/Neonatal Collaborative Listserve in September 2011.  From that, several area neonatologists began inquiries into using banked milk in their NICUs.

b. Members of the Work Group will also reach out through the Fetus and Newborn Committee of the Maryland Chapter of the American Academy of Pediatrics.  Most, if not all, of Maryland’s neonatologists are members of this committee.

3. Develop a Symposium on Banked Milk – To build on the current momentum, it was felt that a symposium in the Spring of 2012, with expert guest speakers, as well as time to network and work on policies and issues would be an excellent way to move things along.  Neonatologists and other relevant nursing, tissue bank, and hospital administrators would be invited.

4. Spring Meeting of Maryland Hospital Association and Maryland Patient Safety Center Perinatal Collaborative – Work with the Center for Maternal and Child Health to try to get breastfeeding issues on the docket for discussion (including both banked milk and discharge issues, such as breast pumps).

5. Discuss tissue banking regulations with the Office of HealthCare Quality in Maryland. Clarify and possibly simplify the steps to managing banked milk. 
6. Meet with Medicaid Managed Care Organization medical directors (and then possibly their Perinatal Case Managers) to improve timely and appropriate coverage for breast pumps and other lactation services (especially for mothers of babies in the NICU, but also for others).  The Work Group has already contacted the MCO Medical Directors and we hope to be included in a meeting in the near future.  As mentioned above, Medicaid will also help clarify the type and quality of breast pumps provided by MCOs, as well as the MCOs’ preauthorization criteria, and share this information with the workgroup to distribute to hospital staff.
7.  Support of national legislation to classify donor human milk as a tissue.  The classification of human milk as a tissue by the Federal Government and FDA would result it improved resources for reimbursement and safety. 

We wish to thank Delegate Nathan-Pulliam for sponsoring and Delegate Hammen for their support of this important health issue.

Respectfully submitted,
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Dana Silver, MD, FAAP and Patricia Bascietto, RN, MSN, IBCLC

Co-Chairs
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