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. Common Requirements for Application and
Annual Report

.4 Overview of the State

Context in Which the Title V Program Operates
Washington’s Title V agency, the Office of Maternal Child Health (OMCH), works to promote and
develop an environment that supports the optimal health of all women of child bearing age, infants,

children, adolescents and their families.

Funding for direct health care services (including immunizations and well child visits) is shifting away
from public health to the medical community and other providers. In the context of a changing hedlth
care system, Washington’s OMCH programs work to ensure statewide infrastructure building functions
such as data collection, needs assessment, surveillance, planning and evaluation, systems and policy
development, monitoring, provision of training, and technical assistance to assure quality of care. To fill
gaps, OMCH continues to support some direct preventive health and dental services for uninsured and for
Medicaid insured families. In addition, OMCH isworking to identify quality measures of the medica
care system that isin transition. In this environment, OMCH'’s challenge is to assure improvements and

protections for the health of the community.

New Agency Leadership/Organizational Structure

Mary Selecky was approved by the Legidature as the new Secretary of the Department of Health in April
of 1999. Ms. Selecky made new appointments and reorganized the executive levels of the Department
during the past year. New appointmentsinclude: State Health Officer, Dr. Maxine Hayes, MD, MPH,
(former TitleV Director); Assistant Secretary for Community and Family Health, Jack Williams;
Assistant Secretary for Environmental Health, Bill White; Assistant Secretary for Epidemiology, Health
Statistics and Public Health Laboratories, Jac Davies; Assistant Secretary for Health Systems Quality
Assurance, Ron Weaver; Assistant Secretary for Management Services, Frank Hickey; Special Assistant
to the Secretary, Eric Slagel; Deputy Secretary, Nancy Ellison, and Chief Technology Information
Officer, Gary Schricker. (See the attached updated organizational chart for an overview of the revised
structure.) These new appointments complete the DOH leadership team and have resulted in emerging

new direction for the department’ s future.



DOH Strategic Planning
DOH is engaged in a strategic planning effort. This planning effort will focus on setting the direction for
the entire agency for the next five years, and has included a comprehensive look at all aspects of the

department.

It includes several key steps. analyzing past and future trends; reviewing feedback from customers,
employees and stakeholders; identifying vital issues and aligning goals and objectives using the Baldridge
“Balanced Scorecard” model. Based on these steps and the Baldridge criteria, the following ten goals
were selected:

Goal 1: Increase the public’s, DOH employees’, and stakeholders' knowledge and understanding of the
agency’ s mission, vision, key approaches, and results.

Goal 2: Improve health outcomes for the people of Washington State by selecting and achieving agency-
wide performance measures and targets.

Goal 3: Increase how well program and project funding align with peoples health outcomes and agency
wide performance targets.

Goal 4: Utilize customer needs and satisfaction data to influence agency priorities and operations.

Goal 5: Enhance strategic partnerships and collaborative relationships to maximize health outcomes.

Goal 6: Improve the collection and analysis of the agency’ s process data.

God 7: Increase the effectiveness and timelines of internal and external communications.

Goal 8: Increase the effectiveness and efficiency of programs and services.

Goal 9: Engage and enable a competent and committed workforce.

Goal 10: Increase empl oyee satisfaction and retention.

Performance Measures and Strategic Initiatives have been developed corresponding to each of these
goas. DOH isnow involved in developing plans on adivision level to implement the initiatives that have
been selected.

Public Health Improvement Plan Update

The Washington State L egidlature requires DOH to produce a Public Health Improvement Plan (PHIP)
each biennium, with the next plan due to the Legidlature in January 2001 (RCW 43.70.520). Several key
partners have agreed to work with DOH in developing the next plan. These groups include: Washington
State Association of Local Public Health Officials (WSALPHO); the University of Washington's School
of Public Health and Community Medicine; and the State Board of Health.

A Steering Committee, comprised of representatives from the four groups has created ajoint vision of a
desired future public health system and proposed aworkplan. The focus of this plan development will be
to integrate the public health functionsinto awhole system. The steering committee has identified seven

elements of focusin their effort to improve the system: communications, key health problems, access to



health care services, information and technology, workforce devel opment, financing, and

accountability/standards.

Impact of Initiative 695 (I-695)

In November 1999, an initiative to repea the state motor vehicle excise tax (MVET) and require voter
approval on al state and local government tax and fee increases was passed by the voters. Thisinitiative
set the fee for annual car licensure at $30 per vehicle, amajor decrease for most car owners. MVET
funds provided $400 million to local governments (counties, cities, public health departments/districts,
and transit systems). This reduction directly impacts the criminal justice system, transportation systems,

public health, and other community services.

In public health, MVET funding has historically provided for a number of essential services such as
Communicable Disease Control and disease prevention. These funds also enabled the draw-down of
federal match dollars. As of January 2000 (when the initiative took effect), local public health estimated
apotentia loss of $26 million in CY 2000 aone. This amount includes 9% of local health funding, and
30% of the discretionary funding for Local Health Jurisdictions (LHJs). Severa specific examples of the
anticipated impact of 1-695 on LHJs were identified in January, 2000:

= Southwest Washington Health District laid off 31 people in December.
= YakimaHealth Didtrict estimated losing 92% of it’s local funding for public health.

=  Tacoma-Pierce projected aloss of 50 FTEs, closure of some Family Support Centers, cutting
the adolescent program by 50%, and cutting al media programs on tobacco and youth
violence.
During the winter 2000 session, the Governor and Legidature decided to restore some of the MVET cuts
through use of surplus revenues (45% restored in 2000, 90% restored in 2001). Nevertheless, the long-

term effects of 1-695 will continue to impact public health into the future.

Overview of the State

Washington State encompasses 66,662 square miles in the northwest corner of the United States. British
Columbia, Idaho, Oregon and the Pacific Ocean form its borders. The Cascade Mountains, which run the
entire length of the state, divide the east and west portions of the state. The mountains significantly
influence the climate, transportation and population distribution. About 78% of the state's population
lives west of the mountains, where the three most populated counties, King, Snohomish and Pierce are

located. The average population density in the state in 1999 was estimated at 86.5 persons per square



mile, smilar to the national rate. Disparity in land types, however, has resulted in an uneven distribution
of resources, and economic opportunities for Washington’s population. In turn, this has caused high
demographic contrasts. Population density ranged from 789 persons per square mile in King County to 3

persons per square mile in Garfield and Ferry Counties.

Whatcom

Bent
Walla Walla

Yakima

Klickitat

There are 39 counties in Washington, each with its own local government. These counties form 34
independent Local Health Jurisdictions (LHJs) which are funded with varying amounts of federa, state
and local dollars. The three largest health jurisdictions, Seattle-King County, Tacoma-Pierce County and
Snohomish County together serve over 50% of the state’s population.

Washington's population in 1999 was estimated to be 5,757,400. This reflects an increase of 18.3% since
1990. Inthe early 1990's, Washington’s population grew by over 2 % per year, nearly twice the national
rate. About 40% of this growth was from natural increase (births minus deaths) and about 60% from net
migration (people moving in versus people moving out). Since 1995, Washington's population growth
has dowed dightly to about 1.3% per year. The natural increase has remained fairly constant, but net
migration has decreased substantially. Thisis most likely due to the strong national economy, resulting in

1 Washington State Office of Financial Management, Population Forecasting Division, Counties Ranked by Percent Changein
April 1 Population, April 1, 1990 — April 1, 1999, State of Washington, 6/30/1999.



fewer people currently looking for employment opportunities in Washington. Washington is ranked
seventh in the country in both numerical and percentage growth since 1990, according to 1998 estimates

from the Bureau of the Census.?

Estimated 1999 Washington State Population by
Race/Ethnicity
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6% Hispanic

DO Hispanic

O Asian and Pacific
0 0,
83% 6% Islander

OBlack
3%

M ndian, Eskimo or
2% Aleut

Source: OFM, County Population Estimates by Race/Ethnicity, Age & Sex: 1995 and 1998, October 1998, updated March 1999.

The magjority of Washington's population identify themselves as white, non-Hispanic. In 1999, 83% of
Washington’ s population was estimated to be white, non-Hispanic, 6% Hispanic, 6% Asian and Pecific
Idander, 3% Black, and 2% Indian, Eskimo or Aleut. This represents growing diversity in the state which
was 87% white, non-Hispanic in 1990. The African American and Asian/Pacific ISlander populations are
located predominantly west of the Cascades in urban areas, with approximately 50% of each population
residing solely in King County. In contrast, the Hispanic population resides throughout the state, with a
significant proportion in rural areas east of the Cascades. There are aso 27 federally recognized
American Indian tribes throughout Washington with varying populations and land areas. Two of nine

additional tribes in the state are also pending federal recognition.

2 Washington State Office of Financial Management, Population Forecasting Division, Washington' s Population Growth Rate
Shows Slight Decline, 6/30/1999.



1999 Washington State Population Data by Age and Sex
Age Male Female Total
<1 40,593 38,742 79,335
1-4 164,949 157,332 322,281
5-9 230,073 218,874 448,947
10-14 222,675 211,304 433,979
15-17 127,236 120,608 247,844
18-19 85,064 79,637 164,701
20-24 184,409 172,790 357,199
25-29 191,380 182,193 373,573
30-44 702,602 690,081 1,392,683
45+ 918,048 1,018,810 1,936,858
Total 2,867,029 2,890,371 5,757,400
Source: OFM, Forecast of the State Population
by Age and Sex: 1970 TO 2020, November 1999.

Asshownin Table 1, 22%, or 1.2 million of the estimated 5.7 million people in Washington in 1999, are
women of reproductive age (15-44 years). Almost 30%, or 1.7 million, are children 19 and younger.
Both of these groups include over 400,000 teenage women between 15 and 19 years old. State forecasts
predict that over the next 30 years, as the children of baby boomers reach adulthood, the number of
reproductive age women will increase substantially. The school age population (5-17 years) is expected

to grow by about 10% over the next year and then remain fairly constant until 2015°,

3 Washington State Office of Financial Management. Forecast of the State Population by Age and Sex, 1990 to 2020.
November, 1999.
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1999 Washington State Population Data
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Source: OFM, Forecast of the State Population by Age and Sex: 1970 TO 2020, November 1999.

According to US Census Current Population Survey estimates, 10.0% of Washington lived below the
federal poverty level ($16,660 for afamily of four in 1998) from 1996-1998. During the same period,
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34.1% of children under 19 years were living below 200% of the federal poverty level (FPL).* As shown
below, this rate has fluctuated over the past five years. While employment in Washington increased over
the last decade, the proportion of jobs in low-wage sectors, a proxy for the percent of workers living
below poverty, was fairly stable until 1995 when it began declining.” Data from the 1998 Washington
State Population Survey estimate that 501,876 children were living at or below 200% FPL, 188,535
children were living at or below 100% FPL and 66,336 were living at or below 50% FPL. The survey
also ascertained employment status of household members, and data indicate that the vast majority (81%)
of children living at or below 200% FPL were in working households. The median household income of
these working families was $21,961. Only 67% of these families reported health insurance coverage for

al twelve months during 1997.°
Washington State Children under 19 Years of Age
at or below 200 Percent of Poverty Level

1993-1998
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Source: U. S. Bureau of the Census, March 1993, 1994, 1995, 1996, 1997, 1998 Current Population Surveys.

Note: Caution should be used when using these estimates. In March 1995, new health insurance questions were asked in the Current Population
Survey. Therefore, 1993 estimates may not be comparable to 1994-1995 estimates.

Note: Percentages listed are averages over the three years' percentages, not the percentage of the average numbers (calculated as ‘Number'
divided by ‘Total Children’). Results may differ slightly based on the method used.

NOTE: Please see Section 3.1.2.1, starting on page 90 of the Five Y ear Needs Assessment for a more
detailed description of the impact of managed care, welfare reform, and other factors influencing health
care systems in Washington State.

4 US Bureau of the Census, Current Population Survey, 1996-1998.

® Washington State Office of Financial Management. Washington Tends: Social-Economic: Jobs in Low-Wage |ndustry
Sectors, 1980-1997, 1998.

8 Washington State Office of Financial Management. 1998 Washington State Population Survey Data and Research Brief No. 7,
March 2000.
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Prioritization Process
See Section 3.1.1, Starting on Page 86.

1.5 The State Title V Agency
1.5.1 State Agency Capacity

1.5.1.1 Organizational Structure

DOH is located within the Executive Branch of State Government, with the Secretary of Health reporting
directly to the Governor. DOH works with the Governor-appointed State Board of Health to set state
public health policies. The attached organizational charts for DOH a so describe the five major divisions
under the Secretary’ s direction, one of which is Community and Family Health (CFH). There are three
major officesin this division: Infectious Disease and Reproductive Health (IDRH), Maternal and Child
Health (OMCH), and Community Wellness and Prevention (CWP).

OMCH includes severa programs that operate under the OMCH Program Director including:
Immunization Section, Child and Adolescent Health Section (CAH), Maternal and Infant Health Section
(MIH), Children with Specia Health Care Needs Section (CSHCN), Genetics Section, and Assessment
Section.

OMCH isresponsible for the administration of the Title V Block Grant, the CDC Immunization Grant
(which funds alarge portion of the Immunization Section’s work) and other health related grants. In
addition to the programs identified above, OMCH subcontracts with 34 LHJs and numerous community
agencies (See 1.4.2 State Agency for a description of these relationships and agencies).

The mission of the OMCH is “to promote a community environment that supports and encourages the
optimal health of women of childbearing age, infants, children, adolescents, and their families.” OMCH’s
Strategic Themes include: developing and implementing a communications plan; developing and
implementing a staff development plan; systematizing review of priorities and strategic responses;
modeling responsible use of data; and planning for ongoing technology. These statements are congruent

with the changing MCH Block Grant Requirements and the new DOH strategic plan.
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The State Statutes relevant to Title V program authority and how they impact the Title V program
remain the same as those outlined in pages 8-11 of the Annual Block Grant Application for 1996.
Following is a summary of the recent legidative mandates that will have direct impact on Title V

programs:

Asreported last year, the legidature passed HB 3103 in 1998. In 1999, this bill was encoded
into RCW Chapter 70.83E, Prenatal Newborn Screening for Exposure to Harmful Drugs. This
bill directed DOH to develop screening criteria to identify women who use a cohol/drugs during
pregnancy; develop atraining protocol to improve provider ability to identify women who use
substances during pregnancy; and explore the feasibility of newborn testing for drugs or acohol.
The report was completed and presented to the Legidature in January 1999 and was distributed to
over 500 stakeholders statewide as well as posted on the DOH website. This activity developed
systems recommendations focused on improving provider screening and identification of women

using alcohol/drugs during pregnancy.

In January of 2000, the State Children’s Health Insurance Program (SCHIP) bill wasinitiated in
Washington to provide health care to children who are igible for health care coverage under
Title XXI of the federal Social Security Act. (See page 115 for more information about SCHIP).

Although no legidation was passed concerning Early Hearing-L oss Detection, Diagnosis and
Intervention (EHDDI), a budget proviso was enacted providing the department with $100,000 for
atwo-year period, and authorizing the agency to solicit additional support for EHDDI statewide.

1.5.1.2 Program Capacity

Three sections of OMCH focus on the three major Title V populations. The Maternal, Infant
Health Section (MIH) focuses on preventive and primary care for pregnant women, mothers and
infants. Preventive and primary care services for children are addressed through the Child and
Adolescent Section, which aso includes the CHILD Profile and Ora Health Programs. Services
for children with specia health care needs including the mandated capacities are addressed
through the Children with Special Health Care Needs Section (CSHCN). In addition, OMCH
includes the Immunizations, Genetics, and Assessment Sections which work collaboratively
withthe three popul ation-based sections. Following is a brief description of the basic role of each
of these OMCH sections, which receive funding through Title V, State Genera funds, the CDC,
and Title X1X.

17



Maternal and Infant Health Section

The MIH Section, which currently consists of 10.2 FTE, supports healthy birth outcomes by
improving health and support services for pregnant and post-partum women and their infants.
They achieve thisgoa by improving training, education, assessment and intervention and through
a system of regiona perinatal care that includes the availability of quality tertiary care for high
risk women and newborns. Services are provided by a collaborative network consisting of state,
LHJs, and non-profit providers. This network provides confidential pregnancy testing (limited)
and referral, maternity support services, child development and parenting information and
education. In addition, this section administers the PRAMS project, is the lead for the
Interagency Agreement with Medicaid (Title X1X) for al of DOH, and provides support in the

development of policies related to improved birth outcomes.

Child and Adolescent Health Section

The CAH Section, comprised of 16.15 FTE, works to promote and protect the health and well-
being of children, adolescents, and their familiesin the context of their communities through
assessing child and adolescent health status, devel oping strategies to improve health status, and
assuring preventive health services. Through its programs, CAH promotes the use of national
guidelines for well child and adolescent screening and referral, early parenting support, teen
pregnancy prevention, youth development, child death review systems development, population
based oral health programs, and child care health and safety consultation. In addition, this
program is responsible for state level administration of the CHILD Profile universal

immuni zation tracking and health promotion system and the Ora Health Program.

CHILD Profile Program
The CHILD Profile Program, comprised of 3 FTEs based at OMCH, administers the state level

aspects of the health promotion and the child immunization registry programs. CHILD Profile
registers children at birth and periodically sends developmentally appropriate health messages to
the child' s parents. Thisistied to the registry which allows the physician to input the
immunizations into the child’ srecord. CHILD Profileis collaboratively supported by DOH,
King and Snohomish health districts, DSHS, Washington State Association of Local Public
Health Officials (WSALPHO), and the Washington Health Foundation. King and Snohomish
health districts dedicate approximately 20 FTEs to operation of the CHILD Profile system.

18



Oral Health Program
The Oral Health Program, comprised of 1 FTE manager and 1 HRSA detailed Public Health

Services dentist, works to provide leadership and support that enables communities to prevent

dental disease and to increase access to oral health services.

Children with Special Health Care Needs Section

The CSHCN Section, consisting of 7.70 FTE, promotes integrated systems of care that assure the
population of children with special health care needs and their families the opportunity to achieve
the healthiest life possible, and to develop to their fullest potential. CSHCN staff provide
leadership in addressing health system issues that impact this population; work with families and
other leaders to influence priority setting, planning and policy development; and support
community efforts in assessing the health and well-being of children with specia health care
needs and their families. Thiswork is carried out through partnerships with other state-level
agencies; through contracted relationships with LHJs; private and non-private agencies; the
University of Washington, Children’s Hospital and Regional Medical Center (CHRMC) in
Sesttle, other tertiary care centers; and family organizations. The contract with CHRMC is
significant in that it extends CSHCN Program capacity in the policy areas of CSHCN assessment,

quality assurance and provider education.

Genetic Services Section

The Genetic Services Section, consisting of 4 FTE's, is focused on assuring high quality
comprehensive genetic services throughout the state. This section also includes activities that
focus on secondary conditions of Disability Prevention, FAS Prevention, Genetics Education,
Newborn Screening Technical Assistance, and Early Hearing Loss Detection, Diagnosis and

Intervention.

Immunization Section

The Immunization Section, consisting of 19.50 FTE, is committed to the goal of preventing the
occurrence and transmission of childhood, adolescent, and adult vaccine preventable diseases.
The program provides leadership for an integrated and comprehensive immunization delivery
system, universal free vaccine access for all children under age 19, expanding public awareness

of the need for immunizations throughout the life span and promotion of community education,
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participation, and partnerships. A total of 1,956,154 doses of vaccine are provided each year

through a state operated vaccine warehouse.

The Assessment Section

The OMCH Assessment Unit, consisting of 8.1 FTE, provides data, analysis, research,
surveillance, and consultative support and management of all assessment-related activities within
the OMCH. Specific activities include Block Grant Performance Measure and Health Status
Indicator reporting, coordination of the MCHBG Five Y ear Needs Assessment, analysis of
PRAMS data and the development of data reports, child death review data management and
analysis, cluster investigations, and birth defects surveillance. In October of 1999, this section
was awarded an SSDI grant to improve assessment capacity. The grant goals include:
completing the Five Y ear Needs Assessment; developing systematic OMCH data collection,
reporting and monitoring; and disseminating data to staff, stakeholders and policy makers.

1.5.1.3 Other Capacity

Following are brief biographical sketches of senior level management in lead positions.

Early in 1999, after alengthy nationwide search, Governor Locke appointed Mary Selecky to the
position of Secretary of the Department of Health (DOH). She worked for 20 years as the
Administrator of Northeast Tri-County Health District, which includes Ferry, Pend Oreille and
Stevens counties. Ms. Selecky was one of the early advocates for creation of the state
Department of Health, and was a key player in the development of the Public Hedlth
Improvement Plan. Sheisapolitical science and history graduate of the University of

Pennsylvania.

Dr. Maxine Hayes, formerly the Title V Director and Assistant Secretary for Community and
Family Health, is the new Health Officer for DOH. Sheis also Associate Professor of Pediatrics
at the University of Washington School of Medicine and is on the MCH faculty in its School of
Public Health and Community Medicine. Dr. Hayes is the past president of the Association of
Maternal and Child Health Programs (AMCHP).

Jackson L. Williams is the newly appointed Assistant Secretary for the Division of Community
and Family Health. He has aMaster of Artsin Health Education from Sacramento State
University, and a Bachelor of Science in Biology from San Diego State University. He has
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twenty-six years experience in health and socia services management and administration. Prior
to his current assignment, Mr. Williams was the chief administrator of Community and Family
Hedlth.

Rita Schmidt is the Office of Materna and Child Health Director. She has abachelor’s degree
from Pennsylvania State University and a Masters Degree in Public Health from the University of
Michigan. She has 25 years experience in public health in non-profit and public settings at the
local and state level, and was formerly the Title VV Director for the State of Alaska.

Sherilynn Casey, Manager of the Maternal and Infant Health Section (MIH), has a Masters
Degree in Public Administration from City University. She has worked for OMCH for 16 years
and was previoudy employed as a management and research analy<t, including four years with
Medical Assistance Administration. She has considerable experience with contracts, interagency

coordination, fiscal management, and maternal/infant health issues.

Debra Lochner Doyle, Manager of the Genetic Services Section, has a Bachelors of Science
Degree in genetics from the University of Washington, and a Masters of Science Degreein
Human Genetics and Genetic Counseling from Sarah Lawrence Collegein New York. Sheis
board certified by the American Board of Medical Genetics and the American Board of Genetic
Counsdling. Before joining OMCH, Debra was a genetic counselor at several clinical settings.
Sheis also the past President of the National Society of Genetic Counselors and a founding

member of the Coalition of State Genetic Coordinators.

Dr. Robert Fineman, Medical Consultant to OMCH, hasan M.D., and a Ph.D. in Anatomy and
Cdll Biology from SUNY in Brooklyn, New York. He has aBachelor of Arts Degreein
Chemistry from Temple University and thirty years experience in the field of geneticsasa
clinician, laboratorian, researcher, teacher, administrator, and consultant. Dr. Fineman isalso a
member of the DOH/DSHS Human Research Review Board. He has experience as a grant writer
and reviewer, and has published and/or presented more than 100 manuscripts in peer-reviewed

journals and at national and international meetings.

Jan Fleming, Manager of the Children with Special Health Care Needs (CSHCN), is aregistered
nurse with a Master of Nursing Degree and clinical specidty in children with special health care
needs from the University of Washington. She has worked with children with specia health care

needs and their families in a University Affiliated program, in schools, in public health, and asa
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Clinical Nurse Specialist in an early intervention program. She has been part of the state's

CSHCN Program since 1990, first as a Public Health Nursing Consultant and now as Manager.

Janna Halverson, CHILD Profile Manager (located in CAH) and Acting CAH Manager, hasa
Masters of Public Hedlth in Behavioral Science and Health Education from the University of
California, Los Angeles. Her Public Health work experience started in 1989 with a Peace Corps
assignment to the Ministry of Health Malawi, Africa. She has experience in program analys's,
policy recommendations, systems development, inter and intra agency collaboration, and program

evaluation.

Margaret Hansen, Manager of the Immunization Section, has a Bachelors of Artsin Cultural
Anthropology from U.C. Davis. She has fifteen years program management experience in family

planning, maternal and child health and immunizations.

Beth Hines, Manager of the Oral Health Program (located in CAH), has a Masters Degree in
Public Health from Loma Linda University and a Bachelor's Degree in Dental Hygiene from the
University of Southern California. She has worked for OMCH Oral Health in Washington State
for nine years. Prior to this, she worked as a Primary Health Care and MCH advisor for the Peace
Corpsin Africaand the West Indies. She has experiencein clinical dental services, hedlth
curriculum development, budget and contracts management, policy development, training and

coalition building.

Tom Rogers, OMCH Budget and Contracts Coordinator, has nine years experience in MCH
Block Grant fiscal issues as a Budget Program Specialist with the Department of Health.
Previoudly, he worked for the Department of Revenue and the Department of Veterans Affairs for
the State of Washington. He has a Bachelors Degree in Accounting from Western Washington

University.

Cathy Wasserman, Program lead for the SSDI Grant, has a bachelor’ s degree from Dartmouth
College, aMastersin Public Health and a Ph.D. in Epidemiology from the University of
Cdliforniain Berkeley. She has worked as an Epidemiologist and held several research positions
from 1986 to the present. She has numerous publications in health and science journals, and is a
member of the Society for Epidemiologic Research, the Society for Pediatric Epidemiologic
Research, and the American Public Health Association.
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Sam Watson-Alvan, Policy and Planning Manager, has a Masters of Environmental Studies
(MES) degree, with afocus on Political and Social Ecology, a Bachelor’s Degree in Social
Science/Political Economy from Evergreen State College, and a Bachelor’'s Degree in Western
Languages and Literature from the University of the State of New York at Albany. He has prior
experience in higher education policy research, education reform planning, family policy, and

systems reform.

Jude VVan Buren has recently joined OMCH as manager of the OMCH Assessment Section. She
has a MPH and DrPH in environmental health sciences from Johns Hopkins School of Hygiene
and Public Health. Previousto her graduate work, she obtained a BS in Environmental Health
and an Associate Degree in Nursing. She has worked in public health for over twenty yearsin a
variety of roles, including as a nurse, environmenta sanitarian, epidemiologist and professor of

environmental health sciences.

OMCH is currently conducting an extensive recruitment for Manager of the Child and Adolescent
Health Section.

OMCH has atotal of 66.95 full time equivalent (FTE) staff in the following specialty areas:
public health administration, public health nursing, maternity care, pediatric medicine, health
education, assessment, information systems, epidemiology, social work, occupational therapy,
oral health, nutrition, genetics, immunizations, and disease control. In the past year, OMCH has
hired a parent of a child with specia health care needs as a full-time family consultant for the
CSHCN program. This person works with staff on al CSHCN issues and plays an instrumental
role in facilitating family consultation and participation within OMCH and at the local, regional,
and state levels.

1.5.2 State Agency Coordination

Introduction

OMCH has intentionally moved toward a “core health functions’ model of public health during
the past several years. This hasinvolved an increasein infrastructure building services and a
decrease on other types of services. The cornerstone of infrastructure building servicesis
collaboration with other partners to achieve jointly shared goals for MCH populations. The
following provides a brief description of the collaborative relationships OMCH has developed
with other offices within the DOH, OMCH, Title XIX, other state agencies, and other
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groups/organizations. The outcomes of many of these collaborations are described in more detail

in the Report Section of this document. Outcomes not described elsewhere are described here.

OMCH Relationships with Other Offices Within the Washington
State DOH:

OMCH collaborates with numerous other offices within DOH to ensure maximum effectiveness

onjoint priorities. Following isa brief description of these relationships and their goals:

WIC
OMCH collaborates with the WIC program to: promote breast feeding; exchange data for

program monitoring; enhance referrals and address access to care issues between WIC and First
Steps; coordinate coverage for special formulas for children covered by Medicaid, and provide
crosstraining. For the past two years, OMCH trained staff in the WIC program in various
methods to identify and intervene with victims of domestic violence, child abuse, and/or oral
health issues. Another example of this collaboration is the sharing of the OMCH and WIC toll-
free line (through a contract with Healthy Mothers, Healthy Babies) that referred 13,042 potential
clients to WIC during 1999. OMCH staff work with WIC to secure data for Health Status
Indicators and to explore inclusion of WIC datain systematic OMCH datareports. Finally, the
Immunization Program collaborates with WIC in two WIC/Immunizations linkage projects.
These project sites devel op procedures for reviewing client immunization records and referring to

providers, as needed.

Injury Prevention
MCH funding partialy supports the following collaborative activities with the Injury Prevention

Program (IPP): data collection and reporting on injuries (intentional and unintentional); youth
suicide and family violence prevention activities; and the coordination and staffing of the
statewide Safe Kids Coalition. The SAFE KIDS Coalition focuses on unintentional injuries to
children ages 14 and below. The codlition has statewide membership with Mrs. Mona Locke,
first Lady of Washington as the Honorary Chair. Washington State has nine local coalitions and
several counties requesting coalition status. Four of the existing nine coalitions have become
coalitions since the state leadership has existed. The State coalition coordinates the local
coalitions and assists in spreading the unintentional injury prevention messageto local

communities.
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OMCH staff has worked with IPP to establish and maintain the DOH Family Violence
Workgroup, a coordinating group within DOH which addresses violence between intimate
partners, child maltreatment, and sexual assault. One of the successes of this group has been the
implementation of a 1999 Behavioral Risk Factor Surveillance System (BRFSS) module, which
provides information about past and current family violence and child abuse issues. These data
will be used to identify risk factors and inter-relatedness between child maltreatment and

domestic violence, and to identify lifetime prevalence of child maltreatment.

OMCH staff aso work with PP to secure data for health status indicators and performance
measures, and participate on several advisory committees addressing injury prevention. These
advisory committees include the Sexual Assault Prevention Committee, the Y outh Suicide
Prevention Citizen Advisory Committee, and the DOH Intra-Agency Injury Prevention
Workgroup.

Oral Health
OMCH’s Oral Hedlth Program collaborated with DOH’ s Environmental Health, Epidemiol ogy,

Health Promotion, Community and Rural Health, and HIV/AIDS during 1999 to enhance
preventive ora hedlth care, and address unmet needs. OMCH also worked with the Office of
Environmental Health, Drinking Water Division, on matters pertaining to fluoridation. Plans
were set in place to produce a new pamphlet for the public and health providers on sources of
fluoridated drinking water. Additionally, OMCH worked with DOH’s Epidemiology and Health
Statistics to plan and conduct a study to assess the oral health status of one and two-year old

children as part of this Division's environmental |ead exposure study.

OMCH works collaboratively with the Office of Health Promotion, Community and Rural

Health, and the Medicaid office through joint efforts on the Oral Health CISS Grant. This grant
has focused on developing community oral health coadlitions. Furthermore, OMCH in partnership
with HRSA, the Office of Community and Rural Health, and Office of HIV/AIDS jointly planned
to fund a U.S. Public Health Service Dental Officer who began work in July, 1999. The dental
officer providestechnical assistance on dental health issues, works with dentists to increase their
involvement in addressing the unmet oral health needs of low income populations, and

coordinates a statewide oral health planning effort.

OMCH Oral Health Program collaborated with the Office of Community and Rural Health to

address the needs of Benton and Franklin Counties dental access. This collaboration resulted in a
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public forum on access issues, areport to the governor and on-site technical assistance to increase

recruitment and retention of dentists and strategic planning with the local dental task force.

Infectious Disease and Reproductive Health
OMCH collaborated with the HIV/AIDS and Family Planning Programs in the Infectious Disease

and Reproductive Health Office (IDRH), and other contractors on the OMCH/HIV workgroup,
co-led by OMCH staff. This workgroup develops effective policies and programs for HIV/AIDS
prevention and care in the MCH populations. The objectives of the workgroup are: to assess
existing CFH programs that target MCH populations for the inclusion of HIV prevention, care
and surveillance; to develop or expand existing CFH policy to assure agency collaboration to
provide MCH services; and to assure that HIV prevention messages, universal counseling and

testing, and access to care are being offered to MCH populations.

OMCH aso works with the Family Planning and Reproductive Health (FPRH) office on efforts
to reduce unintended pregnancy. Meetings are convened by FPRH and include OMCH staff who
work on unintended pregnancy prevention, teen pregnancy prevention, abstinence education, and
assessment. MIH activities include implementation of a Maternity Support Services (MSS)
performance measure. The statewide performance measure will take effect in July 2000. The
performance measure will evaluate provider activities to increase family planning utilization by

Six weeks postpartum for MSS postpartum clients.

OMCH also coordinated with FPRH and MAA to facilitate the work required to obtain a
Medicaid waiver for family planning coverage for all men and women up to 200% FPL. DOH

provided the FTE for MAA which was needed to complete the work on the waiver.

Community and Rural Health
OMCH works with the DOH Office of Community and Rural Health on several projects. The

Office of Community and Rural Health, partly funded by the HRSA Primary Care Grant, is one
of the partnersinvolved in “Building Bright Futures for Washington’s Children.” Other partners
include MAA, WIC, Tobacco Prevention, Environmental Health (lead poisoning), and Office of
Health Promotion. The goals of this effort are to increase the rate and improve the quality of well
child visits. In addition, the Office of Primary Care, Community and Rural Health, MAA, and
the Health Care Authority have been working with OMCH in identifying unmet needs throughout
Washington. OMCH staff served on a committee which developed amodel of health system

components as part of a primary care assessment of unmet needs.
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Assessment
OMCH Epidemiology and Assessment staff participate in a monthly department-wide

Assessment Operations Group. The goa of this group is to coordinate assessment activities and
facilitate communication across DOH. This collaboration has resulted in improved coordination
with the Center for Health Statistics and LHJ assessment staff. Among other issues, the group is
working on developing data standards and other data reporting efficiencies.

In 1999, OMCH was awarded a State Systems Development Initiative (SSDI) Grant for 10/99-
9/01. Themajor goals of the grant are: 1) to further MCH and CSHCN data capacity by
supporting the prioritization process and in depth analyses for the five year Needs Assessment, 2)
to systematize MCH data collection, reporting and monitoring, and 3) to disseminate needs
assessment data to influence MCH Block Grant planning and policy development. An SSDI data
team has been convened to address these goals and to ensure broad collaboration within DOH and
with LHJs. In addition to MCH assessment staff, team members include the CSHCN assessment
coordinator, staff from the DOH Office of Community and Rura Health (the Washington State
Primary Care Office), the Center for Health Statistics, and alocal health assessment coordinator.
By September, 2000 an annual MCH data report will be drafted for dissemination within DOH
and to stakeholders. Fact sheets based on the report will be devel oped by June 2001. Existing
forums such as the Perinatal Advisory Committee, the First Steps Workgroup, the CSHCN
Communications Network, the Family Policy Council, and the MCHB Title V website, anong
others, will be used to disseminate the fact sheets.

OMCH Epidemiology and Assessment staff participate in a monthly department-wide
Assessment Operations Group. The goal of this group is to coordinate assessment activities and
facilitate communication across DOH. This collaboration has resulted in improved coordination
with the Center for Health Statistics and LHJ assessment staff. Among other issues, the group is

working on developing data standards and other data reporting efficiencies.

CHILD Profile
In continuing to develop the CHILD Profile system, OMCH works with many programsin DOH

and other state agencies who are communicating health information to the parents of children 0-6
years of age. CHILD Profile health promotion expanded statewide on July 1, 1998, providing the
age-specific reminders of the need for well-child checkups and immunization and other parenting
information to every family that experienced a birth since that date. The goal for the health

promotion component of CHILD Profileis to provide consistent and comprehensive public health
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messages to this population. Collaboration in the development of these materials improves
parents ability to understand a wide array of public health messages. It aso helps the programs
to assure our messages are coordinated, not contradictory, and are more cost-effective than each

program creating individual materials.

Lead Study Collaboration
In 1999, OMCH collaborated with the Non-Infectious Conditions Epidemiology Office of DOH

in conducting a statewide study to determine 1) the prevalence of lead poisoning; 2) the
prevalence of streptococcus mutans infection; and 3) the status of oral health and health care
access in 1-2 year old children. The study was designed to provide prevalence estimates for dl 1-
2 year old children in Washington State and 1-2 year old Hispanic children in central
Washington. A stratified random sample of 900 birth certificates was drawn and 93% of children
were located. 70% of selected families agreed to participate. The prevalence of lead poisoning in
1-2 year old Washington children was 0.9% (95% confidence interval 0%, 1.9%). Mogt of the
children with elevated blood lead levels were Hispanic children living in central Washington.

The prevalence of lead poisoning in that group was 3.8% (95% Cl 0%,7.8%). Whileitisn't
known why these children are at higher risk, some possibilitiesinclude: living in run down older
residences, exposure to dust from sorts contaminated by past use of |ead-arsenate containing
pesticides, and use of Mexican pottery or traditional Mexican health remedies. The prevaence of

infection with streptococcus mutans was 100% in both groups.

OMCH Relationships with Local Health Jurisdictions

In Washington State, 34 LHJs partner with DOH to focus on the public health needs of local
communities throughout Washington. OMCH provides funding to LHJs allowing considerable
flexibility in the use of these funds. Unmet needs of MCH populations are identified by the LHJs
through their local needs assessments. OMCH program staff work closely with LHJs to oversee
contract activities and provide consultation and technical assistance, when needed. OMCH
administrators and staff meet regularly with the Nursing Directors of LHJs, and with other local
OMCH staff through MCH Regional Meetings held quarterly throughout the state. Following are

some examples of the collaboration and contract activities:

= Asof March, 2000, 24 of Washington’s 34 LHJs contracted to participate in CHILD Profile's

immunization registry.

= The Immunization Section partners with LHJs to fund several assessment capacity building

projects to survey childhood vaccination coverage rates.
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OMCH contracts with 19 LHJs to provide preventive population based oral health services.
Theseinclude: ora health assessment, screening and referral; promotion and education; and
early disease intervention activities through WIC, First Steps, and schools. LHJs aso build
coalitions to increase access to dental services. Dental sealant programs provide sealants for

over 7,500 second grade students in targeted low-income schools.

Through contracts with LHJs, OMCH funds four CSHCN Regiona Representatives to
provide leadership and to promote networking and problem solving for CSHCN issues.
These four CSHCN Regional Representatives bring issues from local CSHCN Coordinators
and others within their region to the state level CSHCN Communication Network meeting

every other month for ongoing discussions, problem-solving, and decision-making activities.

OMCH has developed aregional system of teams to promote communication and provide
technical assistance to the LHJs maternal and child health staff. Five regional teams
comprised of arepresentative from each OMCH office (MIH, CAH, CSHCN, and
Immunization) meet regularly with local MCH staff to share information, discuss issues of
concern to the MCH population, and provide training and education about MCH population
issues. The OMCH teams also work directly with each LHJ to review, discuss, and provide

consultation on contracted activities.

OMCH contracts with 34 LHJs for implementation of local child death review programs.
OMCH contracts with two LHJs to provide teen pregnancy prevention programs.
OMCH contracts with all LHJs for basic MCH services.

See Appendix A and pages 79-83 for a more detailed information about LHJ activitiesin
1999.

OMCH Relationships with Title XIX Programs
OMCH collaborates with the state Medical Assistance Administration (MAA) in DSHS, which
operates the Medicaid program (Throughout this document the term, MAA, will be used when

referring to the state office and the term Medicaid will be used to refer to either the program or

the population covered by the program).

An interagency agreement between MAA and OMCH has been in place since 1991. This

agreement has grown from a sole focus on maternity issues to a broader collaboration addressing

MCH populations and several other DOH programs such as HIV/AIDS, Community and Rural
Health, and Quality Assurance of state purchased health care. Coordination continues with the
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jointly sponsored First Steps Program, which serves pregnant women and infants to promote
healthy births (OMCH and DSHS oversee different parts of this program). The First Steps
workgroup meets monthly to get updates from programs in DSHS including MAA, managed

care, WorkFirst, the Division of Alcohol and Substance Abuse (DASA), Children’s Services,
Research and Data Analysis, and from DOH (including OMCH and Family Planning). OMCH
manages the MSS program. OMCH and MAA First Steps staff meet monthly to review the status
of MSS and MCM provider agencies, plan site visits, review policy issues, plan trainings and
meetings and prepare materials for quarterly bulk mailings to First Steps providers. MAA aso
provides administrative match for PRAMS activities not covered by the CDC grant. PRAMS
data are stratified by Medicaid recipient status and used by the First Steps program to evaluate the

effectiveness of program services.

The OMCH toll-free line is contracted through the Healthy Mothers Healthy Babies Coalition
(HMHB). Participating funders of the toll-free line include OMCH, WIC, Family Planning, and
Immunizations with administrative match provided by MAA. MAA aso channels Client
Outreach Project funds to DOH, which contracts with HMHB for activities aimed at increasing
the number of children and pregnant women enrolled by MAA.

Partnerships between OMCH and MAA have also been devel oped with the mutual goa of
assuring quality health services for infants, children and adolescents served by Medicaid. This
goa is addressed through OMCH staff representation on the Medicaid External Quality Review
Organization Contract committee (EQRO). The quality of health services delivered to Medicaid
clientsis monitored through the EQRO contracts. OMCH staff are represented on three
subcommittees that determine this monitoring process. One of these committees focuses on
CSHCN. Conversaly, the Medicaid agency is represented on the OMCH Quality Assurance
Team. The purpose of thisteam is to create a sustainable mechanism for assuring a quality health
system. One strategy to achieve thisis formalizing partnerships and collaborations with MAA on
quality assurance activities. Additionally, OMCH staff participates on the EPSDT Improvement

Committee, led by MAA and including many managed care organizations.

The OMCH Child and Adolescent Health Section works with MAA on several issues, including
maintaining Medicaid Matching funds for oral health outreach activities provided by over twenty
LHJs and MAA participation in current development of an Interagency Oral Health Action Plan.
A close partnership has been developed with MAA and CHILD Profile and has resulted in
matching funds for CHILD Profile activities, data sharing agreements, and MAA participation in

30



developing the health promotion materials for parents. MAA staff are also participating in a
cross agency planning process initiated by CAH to develop a standard definition of the activities
that should be included in a“home visit.”

The CSHCN Section works with MAA to improve access and quality of health services for
children with special hedlth care needs. CSHCN staff meet monthly with MAA staff to exchange
information, address policy and program issues, and discuss questions raised by community
providers and families. MAA staff aso attend CSHCN Communication Network meetings every
other month with representatives of CSHCN contractors and partners. This alows MAA to hear
issues and concerns from al regions of the state. It aso provides a mechanism for questions
about MAA programs and policies to be answered and for timely updates on programs and

policies to be provided.

CSHCN staff continue to coordinate information and participate on various MAA workgroups
and committees for both managed care and SSI populations. CSHCN staff have been involved in:
providing recommendations for additional indicators to be included in EPSDT Chart reviews,
determining content, analysis, and stakeholder reports of consumer surveys, designing and

promoting a uniform EPSDT chart form; and revision of managed care rules.

CSHCN staff are collaborating with MAA, the Washington State agency responsible for
administering the state’'s Medicaid Program, on a state pilot project to implement quality
assurance measures for children with special needs. The pilot utilizes survey tools devel oped by
the Foundation for Accountability (FACCT). FACCT islocated in Oregon, and is nationally
recognized for its work in developing tools for identifying children with specia health care needs
and measuring quality of care for children and adolescents. The FACCT children with specia
health care needs screener, known as the Living With Iliness Measure, is being incorporated into
the statewide Medicaid Consumer Assessment of Health Plans Survey (CAHPS) for children
served in both Medicaid Managed Care and Fee For Service.

CSHCN dtaff are also working with MAA to identify children with specia health care needs
served by both Title V and Medicaid, in response to Health Care Financing Administration
(HCFA) requirements for the Medicaid 1915B Waiver. This effort will also include working
with the DSHS Division of Mental Health to identify children with special health care needs
served by both Title VV and the Division of Mental Health.
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The Immunization Program works extensively with MAA on the Vaccines for Children (VFC)
program to ensure VFC-qualified children recelve adequate immunizations. This cooperative
effort includes required statewide accountability activities to verify the percentage of VFC-
qualified children served and to justify 48 percent funding for vaccines distributed to public and

private providers.

The state OMCH program provides state match for Medicaid prenatal genetic counseling
services. OMCH staff oversee the program and work with MAA to ensure that up-to-date billing
instructions are in place. Medicaid also covers genetic counseling services for up to 90 days after
birth.

MAA participates on the Statewide Perinatal Advisory Committee (PAC) and provides
administrative match for the Perinatal regional programs located throughout the state. MAA also
provides administrative match for the University of Washington (UW) School of Nursing contract
which provides training to public health nurses, First Steps providers and others in local

communities on Nursing Child Assessment Satellite Training (NCAST) and Region X Standards.

In 1998, MAA asked OMCH to facilitate the implementation of MAA reimbursement of planned
home births. OMCH has contracted with Public Health — Sesattle and King County, with
Medicaid providing both the state and federal match through the interagency agreement.
Activities include devel opment of a data collection tool, planning of regiona trainings for home
birth providers, and staffing of a Home Birth Oversight Subcommittee of the Perinatal Advisory

Committee to monitor the program and review data and critical incidents.

A comprehensive linkage of Pregnancy Risk Assessment Monitoring System (PRAMYS) data to
other state data bases occurs through data sharing with the First Steps Database. Linkages with
PRAMS data made at First Stepsinclude Drug, Alcohol and Substance Abuse, Child Protective
Services, Temporary Assistance to Needy Families (TANF), and Medicaid Administrative data
bases. Thisdata linkage facilitates the exploration of unintended pregnancy, substance use and

domestic violence, and other issues among the Medicaid populations.

With the 1999 legidature’ s approval of Washington's participation in SCHIP, OMCH and other
offices are working closely with MAA to conduct planning and outreach to uninsured children
between 200-250 percent of the federal poverty level. OMCH staff are currently initiating efforts
for SCHIP and Medicaid outreach through child care consultation carried out by public health

nurses at the community level.
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OMCH Relationships With Other State Agencies

DSHS’s Division of Alcohol and Substance Abuse (DASA)
OMCH coordinated and collaborated with DASA and numerous other partnersin order to address

legidative initiatives on drug/alcohol use during pregnancy. Currently OMCH actively
participates in the oversight committee for developing, implementing and evaluating a
comprehensive treatment program for chemically dependent pregnant or parenting women and
their young children. In response to the $7 million 1999 legidative proviso, three pilot
comprehensive treatment programs for these women (one urban and two rural) are being

implemented.

OMCH received $170,000 per year additional funding from DASA for drug screening activities
for pregnant women. A new DOH/DSHS Interagency Agreement was developed to allow for
billing. Funds have been contracted with the regional perinatal programs for statewide provider
outreach and consultation. Efforts will be focused on working with the comprehensive drug
treatment and case management pilots planned in Snohomish, Whatcom, and Benton-Franklin
Counties. Contracts were implemented January 2000. DOH has arranged for the availability of
additional expertise in the area of motivational interviewing/addiction medicine to provide
technical assistance and training through the Perinatal Program contracts. OMCH has established
periodic meetings with the Perinatal Program drug screening staff leads and DASA staff to
facilitate and provide technical assistance in implementation. Additiona activities include
continued distribution of the Guidelines for Screening for Substance Abuse During Pregnancy
booklet and support for PRAMS and other assessment efforts to evaluate prenatal substance

abuse and provider screening rates.

OMCH continues to coordinate legidative responses and testimony on bills that focus on
substance abuse during pregnancy with DASA staff. OMCH staff aso provide review and
comment on DASA rule revision and other documents developed that are specific to pregnant

women and their health care.

Office of Superintendent of Public Instruction (OSPI)
OMCH provides staffing, policy, and planning support to develop and maintain a joint work

agenda for DOH and OSPI supported by the directors of both agencies. These two agencies have
chosen five focus areas for their collaborative work: early childhood, safe learning environments,
student health care, information systems devel opment, and health education. The TitleV
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Director meets monthly with her counterpart from OSPI for updates and coordination. Planning
and policy staff also meet regularly with their counterparts to help guide the process. The
directors of both agencies meet periodically for joint briefings and progress reports.

Specific outcomes from this partnership include:

= Planning and administering the 1999 Washington State Y outh Risk Behavior Survey of high

school students.

= Tedtifying together in support of bills directly affecting each agency during the last legidative
session, showing a higher level of public commitment to work together on issues of school

age children.

= Coordinating with OSPI on arange of teen pregnancy prevention issues, abstinence education

and media literacy education.

= Providing partial funding for OSPI’ s Teen Aware Program through an interagency

agreement.
= Coordinating the statewide Smile Survey, an assessment of children’s oral health status
=  Promoting the use of “The Tooth Tutor,” an oral health curriculum for schools.

The Immunization Program works collaboratively with OSPI’s Health Services Supervisor on
issues involving immunization requirements for school entry. OSPI also collaborates with
OMCH by participating on the Birth Defects Surveillance Advisory Board in making
recommendations to enhance birth defects surveillance. Other current efforts include
implementation of the State Tobacco Prevention and Control Plan, development of the school

nursing core, and joint grant application projects.

Family Policy Council (FPC)

DOH is a member agency in Washington's FPC. The FPC is statutorily mandated and includes
representation from the agency heads of DSHS, DCTED, the Employment Security Department
(ESD), OSPI, and DOH. The Office of the Governor, and both legidative houses are also
represented. FPC’'s mandate is twofold: to consider family policy issues and to undertake a
process of reforming the service delivery system viathe oversight of 53 local grassroots
organizations, called Public Health and Safety Networks, throughout the state.
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Through the Office of Epidemiology, DOH coordinates the provision of data to networks to
support loca strategic planning and policy development. OMCH assists with review of network
plans and statements of work, and brokers specific technical assistance requests. OMCH aso
plays aleadership role in the crafting of an interagency policy agendafor FPC. Earlier this year,
FPC chose the issue of early childhood supports for socialy and economically isolated families as
its main area of work. The process to devel op a more specific interagency work agenda around
this focus has led member agencies to convene an interagency think-tank to study factors
impacting the way in which families thrive or fail to do so. The Think-Tank, with OMCH staff
playing a leadership role, has devel oped a set of indicators to help describe how Washington
families fare in the continuum of life experiences that lead to thriving. In addition, the Think-
Tank has mapped and analyzed the Service Delivery System. Based on the above work, the
Think-Tank will propose a set of strategic policy recommendations to the FPC Agency Directors.
These recommendations will focus on Governance issues, program design, resource investment,
and service delivery models. The work of the Think-Tank will become the cornerstone for

development of an interagency policy agenda focused on helping families to thrive.

DSHS’s Office of Procedures and Policy
The Perinatal Partnership Against Domestic Violence (PPADV) has expanded partnerships to

include: the DSHS Office of Procedures and Policy; Washington State Coalition Against
Domestic Violence (WSCADV); DOH Community and Rural Health; Washington State Pubic
Health Nursing Directors, Washington State American Medical Association, Association of
Nurse Midwives, Region X Federa Women's Health, Washington State Obstetrical Association,
American Nurses Association; Swedish Medical Center, Evergreen Health Care, and the
Providence Health Care System. The PPADV is an advisory board that reviews training
materials, provides training and marketing of the PPADV Training and curriculum, locates

funding; and promotes awareness of domestic violence in the perinatal period.

DSHS’s Children’s Administration (CA)
OMCH workswith CA, which includes Child Protective Services (CPS), Child Care and other

offices, on subjects of joint concern, such as chemically dependent pregnant women, child
maltreatment and child death review. CPS staff participated in the development of the two
legidative reports on chemical dependency and pregnancy (see explanation under DASA, Item #1
in this section). These reports focus on improving services to chemically dependent pregnant

women and their infants and improving medical provider practices.
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Another joint effort between OMCH and CPS involves proposing, reviewing, and commenting on
legidlation to reduce and/or prevent child maltreatment. In addition, OMCH and CPS share
information regarding CPS and OMCH service systems. Significant progress was made during
1998 in jointly planning the child death review system for the state. An interagency agreement is
being developed that will spell out the responsibilities and use of the child death review system to
fulfill the data needs of both agencies.

The State Child Death Review Committee is chaired jointly by the Director of OMCH and the
Director of Program and Policy Development for Children’s Administration. OMCH collaborates
closaly with the DSHS Domestic Violence Program in supporting all local shelters for women

and children and the Coalition Against Domestic Violence on the Perinatal Partnership Against
Domestic Violence project, which has focused on training perinatal providers on domestic

violence issues.

DSHS’s Mental Health Division
OMCH continuesto link Mental Health Regional Support Services Staff to First Steps provider

groups through joint meetings, trainings, and collaborative prevention programs. OMCH also
continues to exchange information with the Mental Health Division regarding programs, data, and
resource materials. The purpose of this activity isto improve access for First Steps clients to
mental health services. OMCH encourages contractors in loca health jurisdictions to develop
partnerships with Regional Support Services staff and to bring issues related to mental health for
children with specia care needs to the CSHCN Communication Network meetings. Over the
coming year, the Mental Health Division will provide training to LHJ s child care consultants.
Additionally, in response to HCFA requirements for the Medicaid 1915B Waiver, staff from the
Mental Health Division are working with the CSHCN program and MAA to identify the number
of children with specia health care needs served by both Title V and the Division of Mental
Health.

DSHS’s Disability Determination Service (DDS) and Social Security Administration
(SSA)

The CSHCN program maintains a Memorandum of Agreement with DDS in order to provide
outreach to families of SSI applicants up to age 16. DDS provides data files of these applicants
to the CSHCN program on a quarterly basis. Local CSHCN coordinators use this listing to
contact families with information about local programs and services. Collaborative efforts
between the two programs have addressed the Redetermination Project of SSA, ensuring mutual
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outreach to provide families with information about each program, and providing information to

advocates for planning purposes.

A staff member from OMCH’s CSHCN servesasa Title V/Title XVI liaison. The CSHCN
program maintains ongoing communication with local and regional SSA officesin order to

provide the most current and pertinent information about SSI to providers and families.

DSHS’s Division of Developmental Disabilities’ Infant Toddler Early Intervention
Program (ITEIP)

OMCH is an active participant in coordinating efforts to implement Part C of the Individuals with
Disabilities Education Act (IDEA). Through an Interagency Agreement with DSHS, DCTED,
the Department of Services for the Blind, and OSPI, DOH agrees to work proactively with these
partners to assure a comprehensive statewide system of early intervention services for digible

infants and toddlers (birth to three years) with disabilities and their families.

Statewide integration and coordination of efforts are addressed at bi-monthly interagency
meetings with DOH, ITEIP, and OSPFI, the State Interagency Coordinating Council; and at the
CSHCN Communication Network meetings. OMCH encourages contractors in local
communities (local public health, family organizations, early intervention centers) to promote
local coordination and integration of services by participating on local Interagency Coordinating

Councils and devel oping working partnerships.

Through a Data Sharing Agreement with DSHS, the CSHCN Program provides data on children
(0-3 years) served by local CSHCN programsto ITEIP for their annual Birth to Three Count
Report.

DSHS’s Division of Vocational Rehabilitation (DVR)
Through a contract with the Adolescent Health Transition Project (AHTP) at the University of

Washington Clinical Training Unit, Center for Human Development and Disability, the CSHCN
program continues to provide and share information with DVR to address health and other issues
related to the transition of children with specia health care needs from adolescence to adulthood.
The AHTP staff continues to provide materials for regional DVR Transition activities and events,
such asjob fairs hosted by DVR for adolescents with special needs.

37



DSHS’s Medicaid Dental Program
OMCH Oral Health Program continues to collaborate with the Office of Medical Assistance's

Medicaid Dental Program on issues related to the lack of access to dental servicesfor Medicaid
children. DSHS provides input on Medicaid billing for dental sealant programs and other
preventive ora health services. Over the coming year, interagency planning will take place to

create even closer collaboration on ora hedlth initiatives.

OMCH Relationships with Other Agencies/Programs

Managed Care Plans
CSHCN dtaff, in partnership with Children’s Hospital and Regional Medical Center (CHRMC)

staff, are meeting with five health plans to determine shared interests regarding quality assurance
for the CSHCN population. CSHCN staff also work closely with various state partner agencies
who, via grant funding, are addressing data, quality assurance, and consumer information issues

related to children with special needs in managed care.

Hospitals And Other Specialized Services
Children’s Hospital and Regional Medical Center (CHRMC) works with OMCH and the

CSHCN Program, through a contract with the Center for Children with Special Health Needs and
Chronic Conditions, to provide data and information to families, providers, and policy makers
regarding health care issues for children with specia health care needs and their families.
CHRMC assists OMCH in implementing the CSHCN Assessment Plan, and provides training
and resources to health care providers to improve their capacity to work with this population (e.g.,
“parents as partnersin health care,” and “Critical Elements of Care” for chronic hedth
conditions). In partnership with CSHCN, CHRMC assists in developing a family leadership plan
to facilitate family participation in state and local level policy decisions.

Mary Bridge Children’s Hospital and Health Center (MBCH) assists CSHCN in developing and
disseminating guidelines for the care of the high-risk infant and child. Through a CSHCN
Program contract with the High Risk Follow-up Clinics at MBCH and the University of
Washington, the Neonatal Intensive Care Units at both hospitals include “Critical Elements for
the Low Birthweight Neonate” as part of their discharge plan sent to the child's primary care
provider. Additionaly, MBCH isthe site of one of the 14 MCH supported Neurodevel opmental

Centers.
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Seven (of Twelve) Regional Genetics Clinics, |ocated throughout the state, are funded to provide
clinical genetic services for all MCH populations as well as provide educational outreach to the
communities. Data generated by the regional genetic clinics are used for program planning and
policy development. A Genetics Resource Line, initially established and supported by OMCH to
provide education and referral services to health and socia service providers on issues related to
Genetics (1-800-562-GENE), is run through the University of Washington Medical Genetics

Program.

Four Regional Perinatal Programs, also located throughout the state and under contract with
OMCH, provide consultation and training to health care providers on specialized care for high
risk pregnant women and neonates. The Statewide Perinatal Advisory Committee (PAC), staffed
by OMCH, brings together representatives from tertiary care centers, professional organizations,
consumer groups and state agencies to review and assess perinatal health issues and assist in

developing policies and practices to improve perinatal outcomes.

Community Health Clinics (CHC) play amajor role in providing access to direct health services
as LHJs continue to move toward core public health functions and away from providing in-depth
persona health care services. Most CHCs are also First Steps MSS providers and participate in
First Steps education updates sponsored by OMCH and MAA. Community Health Clinic Dental
Clinics participate with the Oral Health Program to collaborate on community based preventive
oral health programs such as school sealants and as areferral base for WIC and Headstart
Children.

Fourteen Neurodevelopmental Centers are supported, in part, by MCH funding to maintain the
capacity to provide evaluation, diagnosis, coordinated treatment planning, and specialized therapy
to children 0-36 months of age with avariety of developmenta or neurodevel opmental

conditions. Data generated from these centers contribute to a yearly statewide count of infants
and toddlers enrolled in Washington State public services and to CSHCN Program Assessment
Data.

Universities and Libraries
OMCH collaborates with severa training programs through the University of Washington (UW),

including a Pediatric Pulmonary center Training Grant (CSHCN), Leadership Education in
Neurodevelopmental Disabilities Training (CSHCN), and the CSHCN Nursing Leadership

Training Grant.
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Other collaborative projects with UW include:

1

2)

3)

A contract with the School of Nursing at UW focuses on assessment and planning for
education and training for public health professionals. Currently, thisincludes training and
support for five David Olds Home Visitation Pilots located at L HJs throughout the state.

OMCH Nursing Consultants provide mentoring to School of Nursing Leadership Training
Grant Trainees, and OMCH staff teach classes to UW graduate students on topics such as:
maternal child hedlth, Title XIX, Welfare Reform, SSI and outcome measures for state

programs.

OMCH has contracts with several programs within the Clinical Training Unit, Center on
Human Development and Disability (CHDD) within UW, funded by MCHB, to extend and

enhance MCH priorities. Theseinclude:

A contract to assist with the development and implementation of CHILD Profile and to
coordinate the evaluation of CHILD Profile

A contract to promote the availability of quality, community-based nutrition and feeding team
services for children with special health care needs;

A contract to promote quality care for children at risk for health and developmental concerns.
This contract develops, distributes, and promotes use of guidelines for primary care
providers, provider training and consultation to community providers and families, and
promotes the medical home concept through education and training, and by creating and
maintaining linkages with a network of medical home training teams throughout the state.

A contract to provide a statewide resource for health transition issues for adolescents with

special health care needs, their families, and providers.

OMCH’s Immunization Program contracted in 1998 with the UW for a survey of knowledge,

attitudes and practices of immunization providers.

In addition to coordinating work with universities, OMCH contracts for services with two library

systems. Washington State Library is contracted to provide books of interest to families with

children with specia health care needs viathe public library system. The Evergreen State

College Library contracts for loaning OMCH related videos to First Steps Providers.
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Parent Peer Support Networks
OMCH supports the Washington State Fathers Network (WSFN) in providing information,

outreach, and support to fathers of children with special health care needs as well as consultation
to the CSHCN Program and other state and local organizations. The Network supports 14
regional sitesto promote fathers' issues and provide information and peer support on a personal
basis. Specia emphasisis placed on promoting access to information to Spanish-speaking
fathers. The Network supports a newsletter and the WSFN Website which are available in
English, Spanish, and outreach activities specificaly targeted to Spanish-speaking fathersin
communities in eastern Washington. WSFN also promotes ethnic outreach through Steering
Committee membership representing the Chinese, Native American, African-American, and

Hispanic communities.

Washington Parent-to-Parent is also supported through an MCH contract. This organization
provides 1) information, outreach, and support to families who have children with specia health
care needs; 2) local and state level training to assist parents in accessing services; 3) consultation
to the CSHCN Program; and 4) consultation on a variety of local, state, and national groups and
initiatives. Parent-to-Parent also incorporates a variety of efforts statewide, to promote access to

information, peer support, and consultation opportunities to minority populations.

Through these relationships, the CSHCN program is able to obtain statewide parent perspective

and input on issues related to families of children with specia health care needs.

Healthy Mothers, Healthy Babies Toll-Free Line
OMCH continues to contract with HMHB Toll-free telephone line for consumer information and

referral for maternity care and other maternal and child health concerns. Asapart of this service,
HMHB markets the toll-free line and conducts outreach to the community. The ASK line
(Answersfor Special Kids Toll-free line) was initiated in 1998 to address issues related to
children with specia health care needs also through the HMHB contract. HMHB is equipped to
assist families of older children, as well as young children. OMCH staff convene and facilitate a
team approach in managing this contract to assure coordination among OMCH, Immunization,
Family Planning, WIC, and MAA programs related to HMHB activities.

Partnership with Centers for Disease Control and Prevention (CDC)
For the past six years, OMCH had an agreement in place with the federal CDC, Division of

Reproductive Hedlth to provide a MCH Medical Epidemiologist to be stationed in Washington
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State. The primary focus for the assignee was assessment capacity development for all areas of
OMCH and especialy for the Immunization Section. Specific work has recently been
accomplished in assessing playground safety at selected schools and day care centers,
determining physician immunization practices and participation in immunization registries, and

local capacity development for ng childhood immunization.
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ll. Requirements for the Annual Report

2.1 Annual Expenditures

The accounting system used by the State of Washington and the Department of Health is called
the Agency Financial Reporting System (AFRS). Datafrom AFRS is used for all direct program
expenditures for the reporting year. To the direct program expenditures, overhead costs taken
from the agency cost allocation system (system submitted to and approved by DHHS — Region X)

are added to account for the total expenditure for the reporting year.

Thetotal expenditure data is summarized onto Excel spreadsheets which distribute the
expenditure data across reporting forms and categories based on percentage allocations
determined by program managers and staff.

Significant variations are described below:

1. Between fiscal year budgeted and expended funds.

2. Between fiscal year expended funds column.

Form 3: State MCH Funding Profile Variations Explained

Category FY99 Budgeted Minus Explanation
FY 99 Expended
Variance
1. Federal Allocation (328,520) FY 99 expended is higher than FY 99 budgeted

due to the following: (1) 99 block grant award
received was higher than block grant
application; (2) some second year 98 block
grant expenditures were paid in FY 99.

2. Unobligated Balance 0

3. Total State Funds (2,242,774) FY 99 expended is higher than FY 99 budgeted
due to unanticipated additional vaccine
expenditures.

4. Local MCH funds 0

5. Other Funds 0

6. Program Income 0

7. Subtotal (2,571,294)
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Category FY99 Budgeted Minus Explanation
FY 99 Expended
Variance

8. Other Federal Funds 729,494 FY 99 expended is less than FY 99 budgeted due
to lessimmunization grant funding received
than projected.

9. Total (1,841,800)

Category FY99 Expended Minus Explanation
FY 98 Expended
Variance

1. Federal Allocation 492,841 FY 99 expended is higher than FY 98 expended
budgeted due to the following: (1) 99 block
grant award received was higher than 98 block
grant award; (2) some second year 98 block
grant expenditures were paid in FY 99.

2. Unobligated Balance 0

3. Total State Funds 2,397,602 FY 99 expended is higher than FY 98 expended
due to unanticipated additional vaccine
expenditures.

4. Local MCH funds (19,900)

5. Other Funds 0

6. Program Income 0

7. Subtotal 2,807,543

8. Other Federal Funds (964,320) FY 99 expended is less than FY 98 expended
due to (1) asignificant reduction in
Immunization grant expenditures; (2) loss of
one SPRANS grant (Linkages and Outcomes
for Children grant).

9. Total 1,906,223

Form 4: Budget Details by Types of Individuals Served
Variations Explained

Category FY99 Budgeted Minus Explanation
FY 99 Expended
Variance

a. Pregnant Women 348,476 FY 99 budgeted is higher than FY 99 expended
due to budget projections being too high for
this category.

b. Infants <1 year old (1,952,504) FY 99 expended is higher than FY 99 budgeted
dueto: (1) implementation of new child death
review program activity; (2) higher vaccine
expenditures than originally projected.

c. Children1to 22 (1,312,171) FY 99 expended is higher than FY 99 budgeted

yearsold
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Category

FY99 Budgeted Minus

FY 99 Expended
Variance

Explanation

CSHCN

All Others

Administration

Subtotal

Category

830,001

120,265

(605,361)

(2,571,294)

FY99 Expended Minus

FY 98 Expended
Variance

FY 99 budgeted is higher than FY 99 expended
due to budget projections being too high for
this category.

FY 99 budgeted is higher than FY 99 expended
due to budget projections being too high for
this category.

FY 99 expended is higher than FY 99 budgeted
due to unanticipated increase in direct program
spending, primarily in vaccine expenditures
also requiring administrative expenditures.

Explanation

Pregnant Women

Infants <1 year old

Children 1 to 22

yearsold

CSHCN

All Others

Administration

Subtotal

278,048

1,296,840

641,821

335,514

(192,621)

510,941

2,807,543
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FY 99 expended is higher than FY 98 expended
due to Local Health Jurisdictions (LHJs)
reporting higher expenditures in this category
compared to the previous year (20% in FY99
versus 16.1% in FY 98).

FY 99 expended is higher than FY 98 expended
due to: (1) implementation of new child death
review program activity; (2) higher vaccine
expenditures than originally projected; (3)
LHJs reporting higher expendituresin this
category as compared to the previous year
(17% in FY 99 versus 12.3% in FY 98).

FY 99 expended is higher than FY 98 expended
due to (1) implementation of new child death
review program activity; (2) higher vaccine
expenditures than originally projected.

FY 99 expended is higher than FY 98 expended
due to LHJs reporting higher expendituresin
this category as compared to the previous year
(37% in FY 99 versus 28.9% in FY 98).

FY 99 expended is less than FY 98 expended
due to LHJs reporting less expendituresin this
category as compared to the previous year (1%
in FY 99 versus 4% in FY 98).

FY 99 expended is higher than FY 98 expended
due to increases in direct program spending,
primarily in vaccine expenditures, which are
subject to administrative expenditures through
the cost allocation system.



Form 5: State Title V Programs Budget and Expenditures by
Type of Service Variation Described

Due to further discussion and analysis of the proper placement of expended funds by the

categories on this form, significant variation between fiscal years materialized. Discussion of

these variations by category are stated below:

Category FY99 Budgeted Minus Explanation
FY 99 Expended
Variance
I. Direct Health Care 770,230
Services
[1. Enabling Services 321,206
[11. Population-Based (5,892,852)
Services
IV. Infrastructure 2,230,122
Building Services
V. Federal-State Tota (2,571,294) FY 99 expenditures are higher than FY 99
budgeted due to increase in vaccine
expenditures in the Immunization Section and
the implementation of the Child Death Review
program.
Variances by category between budgeted and
expended are primarily due to refinementsin
the placement of services by category over the
initial three years of reported budget
information by category.
Category FY99 Expended Minus Explanation
FY 99 Expended
Variance
I. Direct Health Care (33,249)
Services
[1. Enabling Services 1,842,234 Variance due to the following: (1)
reclassification of the following activities from
category I11: Teen Pregnancy Prevention,
Abstinence Education, and the Healthy
Mothers Healthy Babies contract; (2) increase
in LHJ expenditures reported in this category
(from 36.8% to 43%) over prior year.
[11. Population-Based (204,203) Higher vaccine expenditures in this category
Services are more than offset by reclassification of
expenditures to categories Il and IV and a
decrease in LHJ expenditures reported for this
category.
IV. Infrastructure 1,265,761 Variance due to increasing the percentage of

Building Services
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Category FY99 Expended Minus Explanation

FY 99 Expended
Variance
and new unanticipated expenditures for Child
Death Review.
V. Federal-State Tota 2,870,543 FY 99 expenditure increase over FY98isdueto

increased expenditures for vaccinesin the
Immunization Section and the implementation
of the Child Death Review program.
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2.1 Core Public Health Services Delivered by MCH
Agencies

Detection/Family
Planning, Genetic
vices, Neuro-developmen
enters, CSHCN Diagnostic
Treatment, Well Child Clinics

ENABLING SERVICES:

POPULATION-BASED SERVICES

INFRASTRUCTURE BUILDING SERVICES:

Quality Assurance, Assessment, and System Development: Unintended Pregnancy,
Substance Use During Pregnancy, HIV/AIDS and Pregnancy, Newborn Hearing
Screening, Battering During Pregnancy, Injury Prevention, Breast Feeding, Regional
Perinatal Program, Family Violence/Child Maltreatment Prevention, Child Death Review,
School Health, Accessto Care, Family Involvement, Managed Care Partnerships, Initiative
Opportunities, MCH Health Disparities, Genetics State Plan, Health and Safety in Child
Care, Secondary Disability Prevention, SCHIP Development, Birth Defects Surveillance
System, Mental Health, Bright Futures, CHILD Profile Information Systems
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2.2 Annual Number of Individuals Served
See Forms 6, 7, 8

2.3 State Summary Profile
See Form 10

2.4 Progress On Annual Performance Measures for
1999 and Detailed Activities

For adiscussion of progress made on each performance measure, see Section 3.4.2.4, starting on

page 154. Thefollowing is a detailed report of FY 1999 OMCH activities and accomplishments.

In Section 2.4.1, references follow each of the narrative descriptions of the activities/

accomplishments. These references tie the activity to the related population served, service level,

performance measure, & priority as listed in the 2000 application submitted in July of 1998. The

code for these referencesis as follows:

Population Served

MIH — Maternal Infant Health

CAH - Child & Adolescent Health

CSHCN — Children with Special Health Care Needs
Service Level (Pyramid)

DHC - Direct Hedlth Care

ES — Enabling Service

PBS — Population Based Service

IBS — Infrastructure Building Service
Performance Measure

SP — State Performance Measure

NPM — Nationa Performance Measure
Priority

PRI - Priority

Several of the priorities and state performance measures were modified and/or improved in 1999

and again this year as aresult of feedback from Reviewers, accomplishments during the interim

period, or findings from the Five Y ear Needs Assessment.

In cases where the activity relates to a performance measure identified for 1999, the SP number is
1-9. In cases where the activity relates to a performance measure identified for 2000, the SP
number is 11-16. In cases where the activity relates to a new performance measure identified for

2001, the SP number is 17-21. For a complete list of al performance measures, past & present,
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see Figure 4 on pages 150-153. The revised priorities and state performance measures will be
used in the Annual Application for FY 2000 (see page 167.) The set of national performance

measures and federal outcome measures remain the same for both the report and the application.

State OMCH Priorities (Pri.) (Identified in 1997 Report and 1999
Application, Submitted July of 1998)

Pri. 1. Reduce unintended pregnancy rate.

Pri 2. Improve access to preventive health care for children and adolescents including preventive oral
health care.

. Improve the health and safety of child care.
. Improve the health of the school age child.

. Improve Washington state capacity to assess the prevalence of CSHCN and monitor health status
and quality of servicesfor CSHCN.

. Reduce family violence and child maltreatment.

. Reduce the prevalence of smoking and drinking among pregnant women, teens and school age
children.

. Improve capacity for surveillance and assessment of adolescent health.

. Improve quality assurance of health services for maternal child health populations, including
children with special health care needs.

State Performance (SP) Measures for 1999 as Identified in the
1997/99 Application

SP1. The proportion of mothers who achieve minimum recommended weight gain in pregnancy.

SP2. Agreement will be reached between DOH and OSPI on atool and process(es) to collect
datafor the surveillance of adolescent health behavior. A survey instrument will be in place
for usein 1999.

SP3. Increase to 100 percent the number of Washington’s local health jurisdictions connected to
the CHILD Profile central immunization registry.

SP4. The percent of pregnancies (live births, fetal deaths, abortions) that are unintended.
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SP5. The percent of pregnant women abstaining from smoking.

SP6. The development/implementation of activities which will promote universal counseling and
voluntary testing for all pregnant women and increase availability of therapeutic

interventions to HIV positive women who choose to undergo treatment.
SP7. The percent of pregnant women abstaining from alcohol.

SP8. Percent of women who receive counseling from the prenatal health care provider on tests

for identifying birth defects or genetic disease.

SP9. Community systems for identifying and monitoring young children at risk for health and
development problems will be assessed, and recommendations for increasing communities
ability to promote the health of this population will be developed.

SP10. The establishment of an assessment plan for children with special health care needs.

National Performance Measures (NPM)

The percent of State SSI beneficiaries |ess than 16 years old receiving rehabilitative
services from the State Children with Special Health Care Needs (CSHCN) Program.

The degree to which the State Children with Special Health Care Needs (CSHCN)
Program provides or pays for speciaty and subspeciaty services, including care

coordination, not otherwise accessible or affordable to its clients.

The percent of Children with Special Health Care needs (CSHCN) in the State who have
a“medical/health home.”

Percent of newbornsin the State with at least one screening for each of PKU,
hypothyroidism, galactosemia, hemoglobinopathies (E.g., the sickle cell diseases)
(combined).

Percent of children through age 2 who have completed immunizations for Meades,
Mumps, Rubella, Polio, Diphtheria, Tetanus, Pertusis, Haemophilus Influenza, Hepatitis
B.

The birth rate (per 1,000) for teenagers aged 15 through 17 years.
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Percent of third grade children who have received protective sealants on at least one

permanent molar tooth.

Therate of deaths to children aged 1-14 caused by motor vehicle crashes per 100,000
children.

Percentage of mothers who breastfeed their infants at hospital discharge.

. Percentage of newborns who have been screened for hearing impairment before hospital

discharge.

. Percent of Children with Special Health Care Needs (CSHCN) in the State CSHCN

Program with a source of insurance for primary and specialty care.
. Percent of children without health insurance.

. Percent 