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The Transforming Maternal Health
(TMaH) Model

« Designed to improve maternal health care for women enrolled in Medicaid
(MaineCare) and the Children’s Health Insurance Program (CHIP)

o Led by the Office of MaineCare Services

o DHHS to receive up to $17 million in funding over 10 years.
o Invests in infrastructure, planning, and services.

o Expands MaineCare coverage for perinatal supports and services.
o Model Timeline: January 2025 — December 2034

o 3-year pre-implementation planning period
o [-year implementation period

e
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@ Model Start

Pre-Implementation Implementation
Period Period

January 2025- January 2028 - December 2034
December 2027

From the TMaH Notice of
Funding Opportunity:

"Pre-Implementation Period
funding and technical
assistance will help the
Recipient build critical skills
and capacity to successfully
launch a ... model that
supports delivery of whole-
person care during the
seven-year Implementation
Period.”
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TMaH will focus on three main areas:

Access to care,
infrastructure, and
workforce capacity

Quality
improvement and
safety

Whole-person care
delivery




13 Elements
of Maine’s
TMaH Model:
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Increase access to certified midwifery workforce.

. Increase access to (licensed) birth centers.
. Cover doula services.
. Improve data infrastructure.

Develop value-based maternity services payment model.

. Support implementation of quality improvement initiatives.
. Support CMS “Birthing Friendly” hospital designation.
.Increase screening, risk assessments, referrals and follow-

ups for perinatal depression, anxiety, tobacco use,
substance use disorder, and health related social needs.

. Increase home monitoring of diabetes and hypertension.

. Increase use of home visits, mobile clinics, or telehealth.
. Cover perinatal community health worker services.

. Expand group prenatal care utilization and coverage.

. Create regional partnerships in rural areas.
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Maine’s TMaH Model

Increase Access to Certified Increase Access to Cover Doula Services Under
Nurse Midwives (Licensed) Birth Centers MaineCare
* Review and promote » Research other states’ « Establish a Statewide
MaineCare coverage options licensing and Doula Advisory Council.
for interprofessional reimbursement practices for - Develop policy and
consultations between birth centers. reimbursement for doula
midwives and other - Invest in perinatal transition services.
providers. improvements for planned . Support doula service
 Assess coverage options for out-of-hospital births. implementation.
certified professional
midwives.

?

°
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What is a Doula?

« A non-clinical professional who provide physical,
emotional, and educational support throughout the entire
perinatal period.

« Sometimes referred to as a “birth worker”.
« Build close, trusting relationships
* An evidence-based way to improve perinatal outcomes.

- Traditional and cultural doulas play an important role in
honoring community practices and supporting maternal health
outcomes.

« Can provide affirming cultural care and/or a sense of safety for
populations who are experiencing discrimination, bias or
language barriers.

1(EBB 2024)
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Doula Implementation — Timeline

2025 Contract with doulas to inform MaineCare’s work and support the Statewide Doula Council.

w

@ Convene the Statewide Doula Council to advise on design and implementation of
MaineCare coverage of doula services.

2026 Conduct a rate determination for doula services.

2027 Seek federal approval for doula coverage and initiate state level 7//\3 We are here
rulemaking. Seek state appropriations for SFY 28.

2028 Adopt MaineCare rules covering doula services.

Ongoing Support implementation and outreach regarding doula service coverage.

L]
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Maine’s TMaH Model

Implement Value-based Maternity Services

Improve Data Infrastructure Payment Model

« Complete data needs assessment and « Engage FQHCs in maternal health service
workplan. planning.

* Improve the maternal health record within « Disperse provider infrastructure payments to
Maine’s Health Information Exchange. support care delivery.

« Strengthen DHHS maternal/child « Develop and implement payment model, including
data matching & stratification between quality incentive payments.
DHHS programs.

Lo

°
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Maine’s TMaH Model

Support Implementation of Quality Support CMS “Birthing
Improvement Initiatives Friendly” Hospital Designation
» Support the continued successful » Continuously review CMS “Birthing Friendly”
implementation of Alliance in Innovation hospital requirements and support providers in
in Maternal Health (AIM) patient safety status maintenance.
bundles currently being done by the Maine .

|dentify “Birthing Friendly” status in the

Perinatal Quality Collaborative (PQC4ME). MaineCare provider directory.

?*° (v)
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Maine’s TMaH Model

Increase Screenings, Increase Use of Home
Risk Assessments & Follow-Up Monitoring Services
« Engage community and clinical partners in care « Develop policy and reimbursement for remote
journey mapping. monitoring of diabetes and hypertension for
» Improve and standardize, when appropriate, pregnant/postpartum MaineCare members.
screening and referrals for behavioral health * Invest in technology, training, and other
and health-related social needs. supports for implementation.
« Support community and clinical implementation
needs.

°
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Maine’s TMaH Model: Maine Specific Elements

Cover Perinatal Community

Health Workers (CHWSs) Expand Group Prenatal Care

» Support Perinatal CHWs and their employers » Explore MaineCare changes to better support
to participate in TMaH activities across group prenatal care.
relevant areas. - Support learning collaborative/curriculum

design for group perinatal care models.

m
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Maine’s TMaH Model: Maine Specific Elements

Increase Use of

Telehealth/Mobile Clinics Rural Regional Planning

« Support virtual behavioral health care to » Support rural regions to do regional planning for
expand access to behavioral health services maternal health.
for patients of obstetric and family practices. * Release Request for Funding Application (RFA) to

enable individuals or organizations
within designated rural regions to apply for
funding .

°
Malnecarem MEMBER-CENTERED DATA-DRIVEN INCLUSIVE COLLABORATIVE TRANSPARENT INTEGRITY
————






What is Rural Regional Planning?

Rural regional planning can be an effective strategy in health care reform because it aligns
resources, infrastructure, and services around the specific needs of rural populations, rather
than applying a one-size-fits-all approach designed for urban areas.

A ™ ™
1. Addresses unique 2. Builds economies of 3. Improves care
rural health challenges scale coordination
I ) I
4. Maximizes funding 5. Strengthens 6. Supports
and infrastructure workforce recruitment community-driven
investments and retention solutions

L]
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Public Health Districts

m Corresponding Counties

Aroostook — District 8
Central — District 5

® Downeast — District 7
Midcoast — District 4
Penquis — District 6
Western — District 3
York — District 1

Aroostook
Somerset, Kennebec
Washington, Hancock

Waldo, Lincoln, Knox, Sagadahoc

Penobscot, Piscataquis
Androscoggin, Franklin, Oxford
York

e |
Aroostooki Districts)

] -
| :
; " Piscataquis -

Somerset Penquis District§ |

- Pencbscot
( 4 central| PENDLSCOLINATON |

Franklin

o Farmingte
Western) District:3)

Walda .
Midcoas
District4 /0y
. DHHS District Office with
Maine CDC Public Health Unit

_— Sagad A ' ¢ DHHS District Office

Gumberlan
Districti2], 2

ﬁ Aroostook Band of Micmac Indians - Micmac Service Unif
A

@ Houlton Band of Maliseet Indians Health Department
Passamaquoddy Tribe - Indian Township Health Center

@ Passamagquoddy Tribe - Pleasant Point Health

75 Penobscot Nation Health Department

MaineCare M
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Birthing Hospitals by Public Health

Districts

m Corresponding Counties

Aroostook — District 8
Central — District 5

® Downeast — District 7
Midcoast — District 4

Penquis — District 6
Western — District 3
York — District 1

Aroostook
Somerset, Kennebec
Washington, Hancock

Waldo, Lincoln, Knox, Sagadahoc

Penobscot, Piscataquis
Androscoggin, Franklin, Oxford
York

® Cary Medicsl Center

B ARGoud

e
Mayo Regional

Eastern Maine Medical Center

Redington-Fairview General Hozpital *
L J

L
° Down Eazt Community Hozpits
Franklin Memoria! Hospital o
Maine Coast Hozpital
Stephens Memoria! Hospital MaineGeneral Health

L Public Health District
@ Penobzcot Bay Medical Center

Arocstook
Central Maine Medical Center @ Milez Memorisl Hozpital Centra
" Cumberland
Mid-Coast Hospital Downeast
Midceast
i+ Mercy Hospital Panquis
Main':ey Mt:?g:‘ Center 9
Western
Southern Maine Health C.
Level of Care
@ Level 1 Maternal & Newborn Care

B Level 2 Maternal & Level 1 Newborn Care
Level 2 Maternal & Newborn Cars
* Level 3 Maternal & Newborn Cars

* Level4 Maternal & Newborn Cars

MaineCare M
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Update and Next Steps: Perinatal Rural Regional Planning

Summary of work-to-date:

« May 7" webinar & June 12t in-person meeting
* Regional district meetings
« Weekly office hours
« Upcoming:
o RFA to be released in September (approx.)
o One award per public health district

Next step for applicants: Community m Hospital

« Convene interested parties from community and hospital(s)
 Review data in your region

 Review TMAH Pillars and Elements

« Discuss priorities and strategies for response to RFA

« ldentify any missing partners to engage

e
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Maternal Resources Inventory by Region

Organization County Contact Last Name Contact First Name Title Email

Birthing Hospital(s)

Non-Birthing Hospital(s)

OB-Gyn's / Midwives

FQHCs / Physician Practices

Tribal Health Centers / Contacts

EMS Contacts

Lactation Consultants

Doulas

'WIC Providers

Community Org's/ Others

L]
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Maternal and Child Health Indicators, Maine

Data with thanks to Fleur |- .
Hopper e

Maine MICH data dashboard were [
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https://www1.maine.gov/dhhs/mecdc/data-reports/maternal-and-child-health/maternal-child-health-data-dashboard

In 2024, 11,588 infants were born to Maine resident

birthing parents.

12,000

10,500

10,000
2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024

Spurce: MECDC DRVS, Birin cericates, 2014-2023




Between 2014 and 2023, birth rates declined in nine of Maine’s 16

counties.
Some counties in Western and Southern Maine saw increases.

Lincoln
9 59 Oxford Somerset York
8.79% B8.7% 8.1%

Franklin
@ Aroostook 319% wah?i 0
%, -4.6% -3.9%

Cumberland
6.8% Piscataquis

51%

n, 2014-2023

Washingto
0.3%

1000 Popudatos

3 Par

Knox Penobscot
Kennebec 7 7q, e_r?ﬂs;: ?

And '
ndroscoggin 879

-2 7%

Hancock

-14.5% Sagadahoc
-16.6%

Sourca: Births: MECDC DRVS, Birtn carliicates, 2014-2023; Popasation: U5 Censys, Population Division, smnual Esbmates of tne: Rasicent Population for Counbes n Maine
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Percent of births covered by MaineCare varies significantly by

county of residence.

Androscoggin
Aroostook
Cumberland
Franklin
Hancock
Kennebec
Kinox
Lincoln
Oxford
Penobscot
Piscataquis
Sagadahoc
Somerset
Waldo
Washington
York

27.2%—

Souncer MECDE DRVS, Birth cedificales, 2022-2023

Maine birth covered by MaineCare (2023):
38.8%

| P

W 50 E-EREy

W 5 E=tns
o et L
< 381%

MaineCare &%
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Aroostook, Lincoln, Waldo, and Washington Counties had significantly

higher rates of home birth than the state average in 2022-2023.

Androscoggin | 4.7%— Planned Home Births (2022-2023):
Aroostook 2.6%
Cumberland 1.4%—
Franklin  DSP
Hancock 3.8%
Kennebec [SHE—
O 3.6% gy
Lincoin | NEEEERTY—
Oxford
Penobscot ﬂi
Piscataquis DSP
sagadahoc | ——
Somerset* [ EaE——
Waldo T
Washington =
vork  |EN0SEE— iy
Source: MECDC DRVS, Birin cerficates, 20222023 o
*Rates are calcualed with fewer than 20 in the numerator. interpeet with caution.
Maine Center for Disease Control and Prevention
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In 2022-2023, about 1 in 10 Androscoggin, Oxford, and Washington County

infants were born low birthweight (<2500g /5.5 Ibs.).

These counties had a significantly higher rate than the state average of 8.0%.

Maine 2023 LBW rate: 8.0%

Androscoggin
Aroostook
Cumberland
Franklin
Hancock 4.9%
Kennebec
Knox
Lincoln
Oixford

Penobscot 6. 1%
Piscataguis ——7.3%

Sagadahoc 6.4%
Somerset
Waldo
Washington
York

Source: MECDC DRVS, Birih cerlficales, 2022-2023 Maine Center for Disease Control and Prevention

e
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In 2022-2023, Androscoggin’s rate of preterm birth (<37 weeks)

was significantly higher than the state average of 9.6%.
Hancock’s rate was significantly lower than the state rate.

Maine 2023 PTB rate: 9.6%
Androscoggin

Arcostook |
Cumberiand O
Frankiin - | Ty
Hancock 6.9%
Kennebec O
Knox 8.6%
Lincoln e 6o
Oxdord
Penobscot
Fiscataguis
Sagadahoc B8.3%
Somerset |
Waldo 8:9%
Washington 10.1%
Waives
(C  95% mers
o %=100%
B3%=012%
o Py - + 3%
Source: MECDC DRVE, Birth cerficates, 2022-2023 Maine Center for Disease Control and Prevention
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Smoking during pregnancy follows a strong regional pattern in

Maine, with highest rates in the north, west, and Downeast.
Close to 1 in 6 Washington County birthing people smoked during pregnancy in 2022-2023.

| Maine 2022-2023 rate: 7.2%
Androscoggin

Aroostook 14.4%

Cumberland 3.3%
Franklin
Hancock
Kennebec
Knox
Lincoln
Oxford
Penobscot
Piscataquis 12.5%
Sagadahoc
Somerset
Waldo
Washington B seoses
York 5.5% vt

7=y
w 1L

|!'F

aIF!

"?’

Source: MECDH DRVS, Birih cerificales, 2022-2023 Maine Center for Disease Control and Prevention

e
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In 2022-2023, Penobscot and Piscataquis County birthing

people experienced gestational diabetes* at a significantly higher
rate than the state rate of 9.8%.

Maine 2022-2023 rate: 9.8%

Androscoggin

Aroostook 9.3%
Cumberland 8.8%
Frankiin - RO
Hancock
Kennebec B.6%
Knox 7.1%
Lincoln 0:3%
Oxford 7.0%
Penobscot | ELY
Piscataquis | NN
Sagadahoc 8.1%
Somerset  |NONEN
Waldo
Washington
York 0.3%

Sowrce: MECDC DRYS, Bith cerfiicates, 2022-2023
‘Defined by US COC NCHS, Guide fo Compleling ihe Facily Worksheels for fhe Cerfiicale of Live Birih and Report of Felal Deaih, as diabeles “dlagnosis In fhis pregnancy.”
dlame Lenter or Liisease L.onind and Fresanion

e
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In 2022-2023, over 13% of Penobscot County birthing people

experienced gestational hypertension,” significantly higher than
the state rate of 11.3%.

Maine 2022-2023 rate: 11.3%

Androscoggin
Aroostook
Cumberland
Franklin
Hancock
Kennebec
Knox T:1%

Lincoln
Oxford
Penobscot
Piscataquis
Sagadahoc
Somerset
Waldo B.1%
Washington
York

W=iis
| it e
B 2 e-015%

UE LT L

|§

Soamce: MECDC DRVS, Birth cerfificates, 2022-2023
‘Defined by US COC NCHE, Guide fo Competing fhe Facitly Worksheels for the Certificale of Live Birth and Repart of Fefal Dealh, as hyperfension “diagnosis In Ehis pregnancy (Pregnancy-induced

nyperiension or preeclampsia). ° Maine Center for Disease Control and Prevention
L]
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In 2023, 1 in S birthing people in Androscoggin, Penobscot and

Piscataquis did not receive adequate prenatal care.
Androscoggin and Penobscot’s adequate PNC rate was significantly lower than the state.

androscoggin || GGG Maine 2023 APNCU rate: 84.1%
Aroostook | ¥ )
Cumberland | S
Franklin 88.6%
Hancock | T 7Y
Kennebec B7.2%
Knox B8.3%
Lincoln 90.0%
Oxford | 7Y 7}
Penobscot [ i 5
Piscataquis
Sagadahoc 89.5%
somerset |
Waldo
Washington 84.0%
York B7.2% w55
—
[ [ e
air anter for y Control and Prevention e

Source: MECDC D

RS, Birth cermcales, 2022-2023

MaineCare &%
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In all Maine counties, a greater percentage of births occurred at

hospitals 25+ miles away in 2023 vs. 2014.
The highest percent was among Washington County births.

Percent (%) of births occurring at facilities 25+ miles from parent’s residential zip code
2014 vs. 2023

78.0%

T

50.3%
41.1%
37.2% 37.3%
33.0%
28.5%
20.4°
7 69 10.9%
Aro Cum Fra

Data Source: Birth Cerificates, MECDC DRVS

94.6% 95.3%

49 ﬁ_l:l 51 4[!
42 E‘D 4{} BD'
33.9% 33.9%
20, 3“24 1% 24.3%

e
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Maine Center for Disease Control and Prevention

A Walk in Her Shoes: “Penny”

An lllustrative Pregnancy-Related Mortality Journey Map

This journey map is inspired by events in the lives of those with a pregnancy-associated death in Maine. The

Jjourney below draws on events from MFIMR case reviews and and was develo

in consultation with

clinicians and community members to provide @ re}!}qres_en tative and clinically accurate scenario. Details
have been changed to protect privacy. In sharmhg this journey,” we honor the lives of those who have died by
eir

giving voice to complex factors that impacted t

prégnancy and postpartum experiences.

Penny was a 31-year-old single mother to a three-year-old daughter who lived alone at the time of this unintended
pregnancy. Penny's mother lived nearby and cared for her granddaughter when available. Penny’s waitressing job
did not provide insurance, so she applied for MaineCare during pregnancy. She struggled with PTSD, anxiety, and

depression since her prior traumatic birth, which she managed with medication.

1. Prior Birth Trauma
Penmy had PTSD
following the difficult
birth of her first child
three years prior,
which was complicated
by pre-eclampsia [preE).

2. Stop

3. Restarted Antidepressants
At 10 weeks Penny had her first prenatal
appointment. Her screening results indicated
high anxiety, PTS0, and moderate depression.
She also reported a history of intimate partner
vinlence, Penny's physician counssled her on the
importance of continuing medication and
prescribed new antidepressants known to be
safe during pregnancy.

Penny's doctor also suggested she begin mental
health counsesling due to her prior birth trauma.

ped

Antidepressants
At 6 weeks, Penny
tested positive ona

home pregnancy test.
She stopped taking

antidepressants for fear

of therm harmi

bakbay.

/ Gestational N\
hypertension

is defined as systolic blood
pressure (BP) of 140 or
higher and/or diastolic BP
of 90 or higher &t or
beyond 20 weeks"
gestation among pregnant
individuals with a
previously normal BP.
According to data from
Maine birth certificates,
10.6% of resident births in
2022 occurred to a birthing
person with gestational

hypertension. Gestational

hypertension can advance
' to Pre-eclampsia (preE).

reg her

7. Gestational
Hypertension
DI-EIQI'IOSIS
At her 32-week OB visit,
Penmy had mildly elevated
blood pressure (BP)
readings and normal labs.
She was diagnosed with
estational hypertension.

nny was counssled that
she would need to be seen
twice weaskly until delivery.

Penny was scared that she
winuld have another
traumatic birth.

5. Managing

PreE Risk
At a 12-week prenatal
checkup, Penmy was
counseled by her doctor
reEarding her previows
istory of preE and
discussed what
gestational hypertension
symptoms to call about.
She was prescribed a
baby aspinn to decrease
risk of prek recurrence.

4, Challenges Seeking

Counseling
Fenny called nine

providers before
finding a therapist
that would accept
MaineCare. They

could not see her for
four months.

6. Positive Therapy

EXFIETIEHCE
Penny was finally able to
e a mental health
counselor at 28 weeks.
Her therapist listened to
her waorries and helpsd
her manage her anxiaty
about her upcoming birth.

2

P T

8. PreE with Severe

Features Dlagn05|5
While at her 34 week appointment, Penny was
sent to the hospital for persistent severe range
blood pressures. She was diagnosed with preE with
severs features, and transferred to a hospitalwith a
higher level of care 100 miles from home.

A Walk in Her Shoes
An lllustrative Pregnancy-Related

Mortality Journey Map, continued

9. Premature

Delivery
Fenny delivered a preterm
baby, who was admitted to
the MICLL

10. Temporary

Housing
After her discharge, Penny
wanted o stay close to her
newborn while he was in
the NICU. A social worker
identified tempaorary
housing for her.

On dischanﬂe. Penny
screened high for
postpartum depression and
recepaw;ed a new prescription
for antidepressants.

12. CradleMe Referral
Penny was referred to CradleME to
access Maine's free home visitin
programs. They called Peniny to foﬁow
up but were unable to connect. They
also sent a letter to her homee, which
she didn't receive.

1. Lack of Support Systems
Penny's mom was able to watch her 2-
ar-old while she was in temporary
jousing. Penny felt sadness and guilt
being away from her daughter, stress
. . about the koss of income, and lonsliness.
13. Missed Opportunities from being away from her support
for Care systems at home.

While juggling care for her newborn in
the NICU, Penny missed her

hypertension follow-up appointment 4
days after the delivery, and a
previously scheduled appointment with
her mental health counselor,

She was also unable to get to a new
pharmacy to pick up her updated
antidepressant prescription.

Ge-edampsia (PreE}\

is a life-threatening
condition that develops in
pregnant and postpartum
people. Pregnant people
who experience PreE have
elevated BPs and many
have protein in their urine.
Other symptoms include
headaches, swelling of the
extremities, and/or blurred
vision. PreE can lead to
organ damage, seizures,
and stroke, as well as
preterm birth and placental

\abruptic.n_ J

14. Post Birth Warning Signs
While her baby was in the NICU, Penny
struggled with persistent headaches and
anxiety. She assumed her hesdaches weare
because she was tired and stressed. Because
of her focus on her baby's health and lack of
local support systems, Penny didn't seek
treatment for herseli

15. PDStpEII'T.LIITI
PreE Event
At 4 weeks postpartum, while
still living in temporary housing,
Penny called her mom to
complain about a painful
headachs. Pennﬁ became non-
coherent over the phone. Har
mom called 911

16. Death
When EMTs arrived,
they found Penny
dead. Official cause of
death was cerebral
hemorrhage as a
conssquence of severe

postpartum prek.
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PRENATAL

Jaya meets with a midwife who learns about
her health, wellbeing and social needs.

Jaya is then connected with a care team
that includes: :

- Doctor who collaborates with the midwife
to manage her type 2 diabetes and support
her pregnancy.

- Doula who provides information and
encouragement throughout pregnancy
and helps her prepare for birth.

- Social Worker who helps Jaya move to a
secure home and enroll in a healthy food
program.

Jaya works with her care team to create a
birth plan that feels right for her.

fp Jaya feels safe and supported, and

controls her diabetes with a healthy
diet throughout her pregnancy.

Jaya and her care team discuss where she
will give birth and Jaya decides on a hospital.
They work together to follow through on
Jaya's birth plan.

Jaya's midwife and doula are with her at
every step in the birth process. After birth,
her doula helps Jaya to feel comfortable
caring for her new baby.

Jaya's social worker visits her at the hospital
to help with the childcare plan and make
sure Jaya's housing is secure.

Jaya and her baby are scheduled for follow
up medical appointments with her midwife
before they leave the hospital. Jaya's doula
has already helped her prepare her home
far the baby's arrival.

a_ﬂ Jaya feels supported by her care team
7 and prepared to go home. She and her
baby are doing well because of the
person-centered, team-based care she

has received.

POSTPARTUM

Jaya has 12 months of Medicaid coverage
including access to her doctor, midwife, and
doula. Jaya and her baby receive regular
postpartum care and monitoring of her
diabetes via telehealth and office visits
throughout the year.

Jaya's doula visits her and the baby several
times at their home. The doula answers
questions, checks on their wellbeing, and
helps Jaya know the signs of postpartum
depression.

Jaya's social worker connects her to virtual
group parenting classes and ensures that
she continues to have healthy food and

a stable home.

tg One year later, Jaya and her baby are

thriving, eating well, and live at home.
Jaya successfully cares for her baby and
herself, thanks to the ongoing support
she received from her care team.
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Data
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Planning

Costs for meeting spaces and materials S u p p O rt

(Request For
Application)

Technical assistance

Staffing/Administrative support for regional lead

Stipends to support regional meeting attendance
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Next steps

1) Identify a regional

3) Begin thinking

2) Local stakeholder about Request for

lead

organization/person SEmEing Application (RFA)

e To support regions e Continue to build e Start drafting ideas
with coordinating regional inventories of for regional focus,
communication, maternal providers priority populations,
managing funding, and resources and early planning
and conducting needs
admin activities e |dentify what

supports (i.e., data or
Technical

Assistance) is
needed from Kelley



l‘- Discussion



Public Informational Webinar

MaineCare invites you to an informational session on Maine’s Transforming Maternal Health (TMaH) initiative.
This session will provide updates on the progress of TMaH, highlight key activities from 2025, and share what
lies ahead as we continue this important work to improve maternal health outcomes across the state.

Maine’s Transforming Maternal Health (TMaH) Initiative Public Informational Webinar
Date: Thursday, September 25t

Time: 12:00-1:00pm

Registration: https://mainestate.zoom.us/meeting/register/|P22JM2YSAapckWZMmLUnQ

This will be an opportunity to learn more about TMaH, understand how you and your organization can be
involved, and ask questions.

We hope you can join us. Thank you for your continued support and work to improve health outcomes for
women and families in Maine.
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmainestate.zoom.us%2Fmeeting%2Fregister%2FjP22JM2YSAapckWZMmlUnQ&data=05%7C02%7CKelley.Bowden%40maine.gov%7Cfaaef7d4717c49608c0308ddec94ff15%7C413fa8ab207d4b629bcdea1a8f2f864e%7C0%7C0%7C638926846863962651%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=nBsRZeCB1O8MLE0DHVOsZrvh%2FtOrWuM%2Bf5O5uJpVwOI%3D&reserved=0

Maggie Jansson, MPH, RN

Maternal and Infant Health Coordinator
Office of MaineCare Services
Maggie.jansson@maine.gov

Kelley Bowden, MS, RN

Perinatal Rural Regional Planning Liaison Thank yOU!
Office of MaineCare Services

Kelley.Bowden@maine.gov
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