
  
MINUTES OF THE  

NICU ADVISORY SUBCOMMITTEE MEETING 
 

 
A meeting of the subcommittee of the Arkansas State Board of Health [Board] was held on 
Friday, February 21, 2014, in the Fifth Floor, Director’s Conference Room at the 
Department of Health, 4815 West Markham, Little Rock, Arkansas.   

 
Committee Members Present: 
Dr. Clark Fincher, Subcommittee Chair 
Dr. Joe Thompson 
Dr. Terry Yamauchi 
Catherine Tapp, MPH 
Jim Lambert 
 
Committee Members Not Present: 
Dr. Anthony Hui 
 
Guests Present: 
Dr. R. Whit Hall, Arkansas Medical Society 
Austin Gaines, Mercy Health 
Derrick Smith, Mitchell Williams, (via telephone) 
Michelle Justus, Arkansas Center for Health Improvement  
 
Health Department Staff Present: 
Dr. David Grimes, Branch Chief, Family Health  
Bradley Planey, Associate Branch Chief, Family Health  
Stephanie Williams, Deputy Director for Public Health Programs 
Rick Hogan, General Counsel  
Elizabeth Pitman, Deputy General Counsel 
Leslie Lovett, Board of Health Liaison  
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Call to Order 

 
Dr. Clark Fincher, Subcommittee Chair, began the meeting at 2:00 p.m.  He stated that the 
Subcommittee was tasked with reviewing both the majority and minority positions of the 
NICU Classification Advisory Committee, deciding whether or not to adopt the 
recommendations of the NICU Classification Advisory Committee, and ultimately assisting 
the Department of Health in drafting legislation regarding NICU classifications to benefit 
Arkansas newborn children.  Dr. Fincher mentioned the importance of this subcommittee’s 
recommendation, as it will ultimately be what is in the best interest of newborn babies at low 
birth rates and will save lives.   
 

Scope of the Subcommittee Mission 
 

Rick Hogan, General Counsel for the Department of Health and the Board, was introduced.  
Mr. Hogan thanked the subcommittee members and guests present for participating in this 
very important public health issue.  In giving a brief overview of the Committee’s charge, he 
stated that the NICU Classification Advisory Committee was created and chaired by Dr. 
Jonathan Bates with Arkansas Children’s Hospital. 1  After many meetings and almost two 
years, the NICU Classification Committee issued a final report dated September 5, 2013,2 
along with a letter from Dr. Bates dated September 19, 2013.3 
 
Mr. Hogan stated that the Board was asked to look at this very important issue and to 
examine what was needed by the Department.  At the last Board meeting it was decided to 
create this Subcommittee that would review all documentation and bring forth a 
recommendation.  As seen from the NICU Advisory Committee’s final report, there is a 
majority position and minority position.  The different levels of Level III classification 
(Level III-A and Level III-B) are the main issue that divided the majority and minority 
positions.  Because of the differing Reports, the Board’s advice is needed.  It is the charge of 
this Subcommittee to report, by April, to the full Board, (1) the adoption of the definitions for 
classifications, (2) the recommendation regarding moving forward on any statutory or 
regulatory authority, (3) encouragement with respect to voluntary compliance in the interim, 
and (4) a recommended approach with regard to financial incentives or a financial source to 
create or maintain such regulation.  
 
Since the definitions in the NICU Classification Advisory Committee recommendations were 
not unanimous and significant opposition was expressed, the Minority created their own 
report to explain why they did not agree with the Majority Report.  However, they were all in 
agreement that there is a need for system of NICU classification.  Arkansas is only one of 
three states in the nation to not have any type of NICU classification system.   
 
 

                                            
1 The NICU Classification Advisory Committee, initially composed of 21 members, was created by Dr. Halverson, 
on October 4, 2011, and was charged to report to the Director on/or before April 1, 2012.  (See attached) 
2 NICU (Nursery) Classification Committee Report, Final Report.  (See attached)   
3 Letter from Jonathan Bates, M.D. dated September 19, 2013.  (See attached) 
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Introduction of NICU Classification Committee’s Final Report 
 

Bradley Planey, Associate Branch Chief, Family Health, introduced the NICU Classification 
Advisory Committee’s Final Report.  He confirmed that the Majority and Minority Reports 
discussed many of the issues that this Subcommittee is charged with deciding.  Mr. Planey 
stated that he believed they did an excellent job bringing together the recommendations in the 
Reports. Mr. Planey thanked everyone for participating and introduced Dr. Grimes. 
 

Arkansas Perinatal Overview Presentation 
 
David Grimes, M.D. Branch Chief, Family Health, presented an Arkansas Perinatal 
Overview.  Dr. Grimes explained that the proposed NICU system is the complete opposite of 
the Trauma System.  Under the NICU system Level I would be the lowest qualified center. 
Every five (5) years, under the proposed NICU Advisory Committee, the American Academy 
of Pediatrics (AAP) makes recommendations for changes to NICU levels.  After the NICU 
Advisory Committee received the updated national recommendations, it felt that it needed to 
modify the national recommendations to fit the situation here in Arkansas.  These 
modifications resulted in the Majority Report. 
 
Referring to the first slide,4 Dr. Grimes explained the reason for starting this process by 
showing the most current statistics from 2012.  In 2012, there were 37,993 babies born in the 
State of Arkansas.  Of those, 247 died before their first birthday.  Arkansas is unfortunately 
only one of three states in the whole U.S. that has never had regionalized state directives, 
NICU Systems, or NICU Levels.  
 
It was mentioned that a researcher, SM Lasswell, and several others, did a meta-analysis5 of 
all the literature on the subject.  Looking across the United States, the Lasswell analysis 
found that, if you compare babies that delivered in Level III centers that were less than thirty-
two (32) weeks, there was a significant difference in the number of deaths by almost fifty 
percent (50%).  In other words, the odds of dying for a very low birth weight baby and any 
baby less than thirty-two (32) weeks or 1500 grams was thirty-eight percent (38%), if the 
mother delivered in a Level I or Level II hospital; however, it was only twenty-three percent 
(23%) if the mother delivered in a Level III hospital.  Babies that are delivered in Level III 
centers have a significant survival benefit over babies that are not, even if those babies have a 
University transport team at the time of delivery.  Babies that are above thirty-two (32) 
weeks do not have the same risks; therefore, there is not a reason to bring one hundred 
percent (100%) of all babies to Little Rock to deliver.  It is important to bring lower gestation 
babies to Level III facilities and in some cases to high-volume Level III facilities.  
 
Next, Dr. Grimes mentioned that Arkansas has consistently had a worse infant mortality than 
the rest of the nation.  He explained that infant mortality is the number of infants that die 
before reaching one year of age for every thousand live births per year.  Neonatal mortality, 
which used to be focused on much more, is defined as the number of babies that died before 

                                            
4 Arkansas Perinatal Overview Presentation (See attached)   
5 Lasswell SM, Barfield WD, Rochat RW, Blackmon L2010; Perinatal regionalization for very low-birth-weight and 
very preterm infants.  Journal of the American Medical Association, 305:992-1000    
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reaching twenty-eight (28) days of age.  It is more important to look at the babies that don’t 
make it to their first year.  Dr. Grimes stated, after doing some calculations with Dr. Whit 
Hall and Dr. Robert West, (Formerly MCH Medical Director ADH) it was determined that 
infant mortality rate could be lowered at least .5 per thousand if you could get the babies that 
were less than twenty-eight (28) weeks to deliver in Level III NICU units.  That calculation 
translates out to 15 or 25 babies’ lives every year that can be saved in Arkansas if we can get 
high risk babies to Level III facilities.  

 
Slide seven indicated that Arkansas has made more progress in reducing racial disparity than 
anywhere else in the Nation at this point.  Looking at any state, no matter how good infant 
mortality rate is, the African-American infant mortality rate is always going to be higher.  
The biggest problem is people confuse disparity with the word discrimination.  The 
understanding of this is very important.  For example, African-Americans are going to have 
the majority of babies with sickle-cell.  However, it is not due to discrimination, it is due to 
their genetic makeup.  What we are seeing are things that are not correctable.  In other words 
we know there are some things we cannot fix.  It is known that African-American mothers go 
into premature labor more often, and at earlier stages, than any other group of racial ethnic 
distributions.  That is the single biggest cause of the African-American disparity.  Until the 
problem of premature delivery is solved we are not able to eliminate this disparity.  
 
It was then asked, why according to the graph was there such a jump in 2011.  Dr. Grimes 
stated that part of the reason is because the numbers are so small they are not stable. 
Therefore, to get around that you need to look at averages over several years or large 
numbers like national statistics. 
 
Slide eight indicated neonatal deaths, before the baby is twenty-eight (28) weeks old, by birth 
hospital.  Due to the Department not being allowed to share hospital specific data with 
anyone, you must de-identify the data.  However, a hospital can share their data with the 
public.  UAMS and Baptist have made their data public.  In the high-volume hospitals and 
low-volume hospitals you will notice that the line through each year is what is called 
confidence levels.  As long as those don’t overlap then that means those are statistically 
significant.  In 2010 the red line and the blue line overlap so you could argue that those really 
are not any different even though the numbers are different.  As you can see over the 
majority of the years they were statistically significant.  This data is very consistent with the 
U.S. data.   
 
Slide nine indicates neonatal deaths less than or equal to thirty-two (32) weeks gestation by 
Level III hospitals.  To be low-volume Level III-A, you have at least twenty-five (25) 
admissions to your nursery per year that are less than thirty-two (32) weeks.  However, to be 
a Level III-B, what is called high-volume, you have to have at least seventy-five (75) 
admissions to your nursery per year that are less than thirty-two (32) weeks.  It was 
mentioned that the babies did not have to be born at that hospital; however, they had to be 
admitted to the nursery.  From the standpoint of mortality, Laswell’s statistics and the 
statistics that were shown charged the death to the birth hospital.   
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It was asked of the 15 to 25 babies saved, are those children, as they are being brought up, at 
higher risk for pulmonary problems, to do poorly in school, etcetera.  What is the risk for that 
kind of development and what is the financial cost.  Dr. Hall replied we do not know that 
information for Arkansas.  However, it is known per national data that babies that have 
moderate to severe adverse neurodevelopmental outcome, which is about thirty (30%) of 
babies under one-thousand (1000) grams, there is a poor correlation of those babies to what 
happens at age seven (7) and eight (8).  So some of those babies will do somewhat better than 
thought from when Bayley exams6 were done at eighteen (18) to twenty-two (22) months. 
That data comes from National Institute of Child Health and Development and includes 
thousands of babies.  Yes, there are significant problems and we know that many of these 
babies, even though they do not do well at eighteen (18) to twenty-two (22) months of age; 
many do much better when they begin school.  However, the special education needs, the 
incidents of attention problems are as high as fifty percent (50%) in very low birth weight 
babies.  
 
Next they were asked to go back to the Importance of Maternal Transport slide.  It was 
clarified that the P value was set at less than .01; and therefore, if the study were done one 
hundred times you would get the same result more than ninety-nine times.  
 
Then skipping to the Neonatal Death Less than or Equal to 28 weeks Gestation by Birth 
Hospital slide it was noted this would be of importance for the Board, knowing whether the 
redline truly is different from the blue today.  It clearly was from 2005 through 2010.  The 
data for 2011 and 2012 was not presented at the meeting.  Dr. Grimes was asked to have that 
information available at the next Subcommittee meeting. 
 
Dr. Grimes stated that the AAP, in the past, before they changed in 2012 had Level I, Level 
II-A and II-B, and Level III-A, B and C, Children’s Hospital was a Level III C.  With the 
new recommendations Children’s Hospital would be or the equivalent of a Level IV with all 
others being Level III, II and I.  This would eliminate all the A and B levels; however, it was 
mentioned in the AAP Report that volume was an important consideration.  It was added that 
the national recommendations did not address volume because they could not agree on where 
the line should be according to geographic locations, not because they didn’t think 
geographic locations were important.   
 
Next, it was discussed that if a mother is less than thirty-two (32) weeks and greater than 
twenty-eight (28) weeks she should deliver in a Level III-A. The difference is if she were less 
than twenty-eight (28) weeks.  At that time she would deliver in Level III-B instead of what 
the Minority Report wants which is to be able to call everybody Level III.  It was asked what 
the rationale of the majority was for the split classification when confronted with the 
minority report.  It was stated that the rationale was strictly for decreasing infant mortality. 
There were no other questions.  The NICU Subcommittee of the Arkansas State Board of 
Health agreed they would like to have someone from the Minority Report to comment at the 
next meeting.   
 
 

                                            
6 Bayley Scales of Infant and Toddler Development, Third Edition (Bayley-III®)  
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Chairman’s Report 
 
Dr. Fincher closed the meeting by stating he was hopeful that after the next Subcommittee 
meeting they would have a recommendation to be brought forth to the full Board in April.  
The meeting closed at 3:45.   
 
 
Respectfully submitted, 

 
 

______________________________ 
Clark Fincher, Subcommittee Chair 





























































2012 Arkansas  
Infant Mortality Summary 

 37,993 babies were born to Arkansas 
residents. 

 247 babies died before their first birthday. 
 Only 0.8 % of babies delivered on or 

before 28 weeks but accounted for 29.1% 
of infant deaths in AR. 

Data source: Health Statistics Branch, Arkansas Department 
of Health. 

2012 data are provisional. 



Regionalization 

 Meta-analysis of 41 publications comparing 
level 3 centers with lower level units 

 Odds of death of VLBW infants 
– 38% (Levels I and II) vs. 23% (Level III) 
    (adjusted odds ratio [aOR], 1.62; 95% confidence interval [CI], 1.44–
1.83).  

Odds of death of ELBW infants 
– 59% (Levels I and II) vs. 32% (Level III) 
   (aOR, 1.80; 95% CI, 1.31-2.46) 

Lasswell SM, JAMA, 2010 



Arkansas History 

Arkansas IMR has consistently 
been higher than the US average. 

 
Arkansas is one of only 3 states 

that have never had designated 
NICU levels. 



Brief Review 

 Infant mortality rate is the number of 
infants dying before reaching one year 
of age, per 1,000 live births per year. 

 Neonatal mortality rate is the number 
of infants dying before reaching 28 
days old per 1,000 live births per year. 



Arkansas Mortality 

 If 80-95% of all newborns less than 28 
weeks were to deliver in a Level 3 NICU 
(vs. Levels I and II), IMR would be 
lowered by at least 0.5/1000. (Dr Whit 
Hall UAMS 2011) 

 That means 15-25 babies could be 
prevented from dying each year. (Dr Bob 
West ADH 2011) 

Data source: Health Statistics Branch, Arkansas Department of Health 
and National Center for Health Statistics (NCHS) 

 



Infant Mortality Rate 

Data sources: Health Statistics Branch, Arkansas Department of Health and National Center for 
Health Statistics (NCHS) 

Data for 2007-2012 are provisional. 
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Infant Mortality Rate by Maternal Race, 
Arkansas Resident Births 

Total White Black

Source: Linked Birth/Infant Death Files, Health Statistics Branch, Arkansas Department of Health 

2007-2012 data are  provisional 
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Neonatal Deaths Less Than or Equal to 28 
Weeks Gestation by Birth Hospital 

Source:  Linked Birth/Infant Death Files, Health Statistics Branch, Arkansas Department of Health 
Note:  Data includes singleton births less than or equal to 28 weeks gestation with no congenital anomalies who died 
            within the first 28 days of life.  
            High volume hospitals are defined as having >40 births at less than or equal to 28 weeks  gestation per year.  
            2009 and 2010 data are provisional 



Neonatal Deaths (as Percent) Less Than or Equal 
to 32 Weeks Gestation by Level III Birth Hospitals 

(2001-2010) 
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The Arkansas Story 
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Importance of Maternal Transport 
For Reducing Infant Intraventricular 

Hemorrhage 
(Palmer 2005 Journal of Perinatology)  



THANKS!! 

 
Your thoughts and 

questions?? 
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