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I. General Requirements

I.A. Letter of Transmittal

MEW YORK Denartment

ANDREW M. CUDMO HOWARD A. ZUCKER, M.D., J.D. SALLY DRESLIN, M.5., RLN.
Govarnor Commissioner Exacutive Deputy Commisaianer
July 15, 2015

Michele Lawler, M3, RD, Director

Division of State and Community Health
Maternal and Child Health Bureau

Health Resources and Sarvices Administration
Room 5C-26, Parklawn Building

5800 Fishers Lane

Rockville, Maryland 20857

Dear Ms, Lawler:

WVith this letter, | transmit New York's FFY 2016 Matemal and Child Health Services
Biock Grant Application and FFY 2014 Annual Report.

| am confident that this application and report will demonstrate New York's continued
commitment to the provision of high quality services to the Maternal and Child Health
population. Mew York once more meets the requirement for a 30% set aside for children with
special health care needs and for primary and preventive care for children and adolescents, and
will not be requesting a waiver,

Empiry State Plaza, Cerming Tower, Albany, NY 12237 |nealtn ry g
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|.B. Face Sheet

The Face Sheet (Form SF424) is submitted electronically in the HRSA Electronic Handbooks (EHBS).

I.C. Assurances and Certifications

The State certifies assurances and certifications, as specified in Appendix C of the 2015 Title V Application/Annual
Report Guidance, are maintained on file in the States’ MCH program central office, and will be able to provide them
at HRSA'’s request.

I.D. Table of Contents

This report follows the outline of the Table of Contents provided in the "GUIDANCE AND FORMS FOR THE TITLE V
APPLICATION/ANNUAL REPORT," OMB NO: 0915-0172; published January 2015; expires December 31, 2017.

L.LE. Application/Annual Report Executive Summary

The Title V Maternal & Child Health Service Block Grant (MCHSBG) is the Nation’s oldest Federal-State partnership
to ensure the health of mothers, children & youth - including children & youth with special health care needs
(CYSHCN) - & their families. Administered by the federal Health Resources & Services Administration Maternal &
Child Health Bureau (MCHB), the MCHSBG provides core funding to states for MCH public health activities.

Each year, states submit an application & annual report in accordance with MCHB guidance. This year’s application
from NYS reflects our continued leadership & commitment to protect & promote the health of women, infants, children
& families, within the context of a changing health care landscape, the continued adoption of a life course
perspective & a focus on data-driven, evidence-based public health interventions. As the beginning of a new five-
year cycle, this application incorporates a statewide MCH needs assessment & the selection of eight core MCH
priorities for NYS. The Action Plan for 2016-20 summarizes objectives, strategies & performance measures to
address these priorities across six defined MCH population health domains: maternal & women’s health, perinatal &
infant health, child health, adolescent health, CYSHCN & cross-cutting life course. NY’s application reflects
significant input from families, providers & other key stakeholders across NYS.

Within the New York State Department of Health (DOH), Title V activities are led by the Division of Family Health
(DFH). Under Title V leadership, a comprehensive process was convened to complete NY’s MCH needs
assessment & action plan:

Step 1— Engaging Stakeholders: An internal leadership team of DOH staff from DFH & other MCH-serving
programs was convened to guide the process, & to identify & engage external partners. Over 400 stakeholders
including health & human service providers, policymakers, parents & youth provided input through listening forums,
interviews & surveys conducted by Title V staff & partners across NYS. NY’s MCHSBG Advisory Council provided
feedback & guidance at key steps throughout the process. Additionally, other recent assessments including local
community health assessments & the 2013-2017 NYS Prevention Agenda, were reviewed.

Step 2 — Assess Needs & Identify Desired Outcomes: NY’s Needs Assessment is informed by public health
data, published literature & qualitative input from stakeholders (Step 1). Quantitative data analysis focused on
national priority areas & outcome measures defined by MCHB & other state priorities. A rich array of data sources
were used including vital statistics, hospital & health plan data, population health surveys & program-specific data.
Health status, trends & disparities were examined. Literature was reviewed to identify key contributing factors, &
extensive input from stakeholders regarding unmet needs, barriers, & priorities was gathered & reviewed.

Step 3 — Examine Strengths & Capacity: Coupled with assessment of needs & gaps is an examination of
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strengths, assets & capacity. Data analysis & literature reviews served to assess protective factors & the evidence
base for action. Stakeholders provided input on effective services & factors that support healthy behaviors. Current
MCH programs, services & workforce were assessed to identify capacity, areas of success & opportunities to

leverage other key initiatives to advance MCH goals.

Step 4 — Select Priorities: The selection of state priorities builds directly on the Needs Assessment. Profiles were
developed for each MCH domain using information collected in Steps 2 & 3. Findings were presented to the DOH
Leadership Team & the MCHSBG Advisory Council, & criteria for selecting priorities were considered. Through this

process, a total of eight priorities were selected (see below).

Step 5 — Select Performance Objectives: In accordance with MCHB guidelines, NY adopted a total of eight
National Performance Measures (NPMs) that align with our selected priorities & encompass all six MCH domains.
Baseline data, historic & projected trends were analyzed & considered in the context of planned strategies to
establish preliminary targets for each NPM for the next five years. In Year 2, State Performance Measures will be

established.

Step 6 — Develop Action Plan: With input from the MCHSBG Advisory Council & DOH Leadership Team, a
preliminary MCH State Action Plan for 2016-20 was developed. This plan aligns NY’s eight MCH priorities &
corresponding NPMs with the six MCH domains, & describes objectives & strategies planned to address each
priority. Strategies that represent continuation of longstanding MCH activities are more specific, while those to
address emerging priorities requiring further development are less specific & will be refined over time.

Title V State MCH Priorities and Performance Measures, 2016-2020

Maternal and | Reduce maternal mortality and morbidity NPM1 Percent of women with a past year preventive
Women’s . medical visit
Increase use of preconception and
Health . .
interconception (well woman) health care
services™
Increase use of prenatal postpartum
health care services*
Perinatal Reduce infant mortality and morbidity NPM3 Percent of Very Low Birthweight (VLBW)
and Infant . infants born in a hospital with a Level llI-IV NICU
Increase use of primary and . .
Health o ” NPM5 Percent of infants placed to sleep on their
preventive(“well-baby”) care among
. N backs
infants
Child Health | Support and enhance children’s social- NPM6 — Percent of children age 10-71 months
emotional development and relationships | receiving a developmental screening using a parent-
completed screening tool
Increase use of primary and preventive
(“well child”) health care services by
children*
CSHCN Increase supports to address the special | NPM12 — Percent of adolescents with special health
health care needs of children and youth care needs who receive services necessary to make
transitions to adult health care
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Adolescent | Support and enhance adolescents’ social- | NPM10 — Percent of adolescents age 12-17 with a
Health emotional development and relationships | preventive medical visit in the past year

Increase use of primary and preventive
(“well teen”) health care services by

adolescents*
Cross Increase use of primary and preventive NPM13 Percent of: a) women who had a dental visit
Cutting or health care across the life course* during pregnancy; b) children age 1-17 who had a
Life Course preventive dental visit in the past year

Promote oral health and reduce tooth NPM8 — Percent of children age 6-17 who are

decay across the life course physically active at least 60 minutes per day

Promote home and community
environments that support health, safety,
physical activity and health food choices

Reduce racial, ethnic, economic and
geographic disparities and promote health
equity for MCH population

* - as part of cross-cutting priority to increase use of preventive health care services across the life course

Domain 1 — Maternal/Women’s Health “It takes me too long to see my doctor
— I have to work”

NY has made important strides in improving birth outcomes, but striking disparities remain. Key outcomes of
concern are high rates of unintended pregnancy & short birth intervals, stagnant rates of early prenatal care, & high
rates of maternal mortality & morbidity. Improving preconception & interconception health, including pregnancy
planning & prevention, are key to achieve further improvements. Successes include robust surveillance systems,
generous Medicaid (MA) coverage including comprehensive prenatal care standards, a statewide maternal mortality
review system, highly effective clinical quality improvement (qgi) models, evidence-based community health initiatives
& strong partnerships with health reform initiatives. NY’s State Action Plan addresses priority areas to improve the
health & well-being of women including engaging women into health insurance, integrating preconception &
interconception health in routine women'’s health care, strengthening & expanding maternal mortality & morbidity
reviews & applying findings to address key factors identified, increasing enrollment in evidence-based/-informed
home visiting services & developing collaborative strategies to address maternal depression. Strong partnerships
will be enhanced or developed to improve the reach & effectiveness of the strategies to improve these outcomes.

Domain 2 - Perinatal/infant’s Health  [IGHEISHEEASIPRoHIGbEREalRyaRaio KeEpeiFbabies Realiy:
services like home visiting help families.”

Infant mortality has been steadily declining in NYS, but striking racial, economic & geographic disparities persist in
this indicator. An emerging concern for infant health is increasing rates of opiate withdrawal, particularly in upstate
NY. Key accomplishments include a mature statewide system of regionalized perinatal care, strong community-
based perinatal services including evidence-based home visiting & breastfeeding supports, clinical gi initiatives with
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birthing hospitals & involvement in the national COIIN initiative to decrease infant mortality. NY’s Action Plan includes
Title V leadership to update perinatal regionalization standards & develop performance measures to promote qi,
benchmarking & ongoing assessment of levels of perinatal care. NY’s infant mortality COIIN team will lead efforts to
promote Safe Sleep to decrease sleep-related infant mortality rates. Collaborative efforts will be enhanced or
developed to improve perinatal practices such as breastfeeding, & to assess new & emerging public health & health
issues such as maternal opioid use to determine strategies to improve perinatal outcomes.

Domain 3 - Child Health  “It's not that families don’t want to be healthy — they have more important things to
deal with”

The majority of NY’s children are in good health, with declining mortality & hospitalization rates & high rates of health
insurance coverage. Key concerns for child health include overweight & obesity & social-emotional & behavioral
health needs. While most children receive annual well child visits, specific elements of care including immunizations
& developmental screening need improvement. Key accomplishments include generous public health insurance
options, rich networks of health care providers including the largest School Based Health Center (SBHC) program in
the nation, & strong public health programs to promote physical activity & provide access to nutritious meals. A key
challenge to achieve further improvements in child health is to strengthen collaboration across child-serving
programs, as supports & services for children are spread throughout DOH & other State agencies. In addition to
continuing strong support for core programs including home visiting & SBHCs, NY’s Action Plan addresses the need
to develop new collaborative strategies to support children’s social-emotional health as well as to improve
engagement of vulnerable families in high quality primary & preventive care.

Domain 4 — Children with Special Health Care Needs [lER0IEENMpoHEnimembereimychias
health care team, but | don't feel like | really am”

Although the majority of NY’s children are insured, families of CYSHCN continue to report lack of consistent or
inadequate health care coverage, & lack of care coordination to meet special needs. Adolescents with special
needs also remain challenged with navigating health care coverage & services as they transition to the adult care
system. Key accomplishments include extensive health insurance options for children, the availability of
comprehensive early intervention (EIl) services for infants & toddlers with developmental delays & disabilities,
extensive engagement of Title V staff in developing & implementing new Health Home (HH) care coordination
system for children, family representation on key advisory groups, & funding for local health department-based
information & support services for families of CYSHCN. NY’s Action Plan highlights continued strong engagement
with MA to support successful implementation of HH for children, enhancing policy & practice supports for children
with Autism Spectrum Disorders, improvement projects to enhance family support practices within El & disseminate
best practices to other Title V programs, & leading a critical assessment of current Title V programming to identify
opportunities to strengthen local & regional supports for CYSHCN.

Domain 5 — Adolescent Health  [ESllSiVoNSINTRemintEIiESNkemycmatcSNwilSEyNRveNEamNil
think and | will make better choices”

NY’s Title V program has been a national leader in building comprehensive service systems for adolescents
including access to confidential reproductive health services & delivery of evidence-based programming to improve
adolescent health & well-being including a strong focus on positive youth development. NY’s teen pregnancy rate has
reached an all-time low, though significant disparities remain. Health care providers with expertise in adolescent
health are limited & rates for preventive health care visits decline in adolescence during a period of critical
developmental transition. Overweight & obesity, mental health issues, suicide, sexual violence & bullying are
significant persistent & emerging issues for adolescents. Key successes in NYS include strong networks of youth-
serving providers including SBHCs & community-based programs, policies that support access to health insurance
& confidential health care services, & strong technical support for evidence-based programming through state-
academic partnerships/Centers of Excellence. NY’s Action plan includes strengthening partnerships to address
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adolescent mental health issues & suicide, & integrating additional evidence-based strategies to support social-
emotional development, healthy relationships, wellness, health literacy & transition to adult roles in adolescent health
initiatives.

Domain 6 - Cross-Cutting/Life Course  [NJKiGSWOUIEBE REaIRiSHfHcy coulaGoeuNoPIEayIRSIEaas!
watching TV

Throughout NY’s needs assessment, several cross-cutting themes emerged, including oral health, health insurance
coverage & use of preventive health care services, neighborhood & community environments that support health (in
particular, access to healthy food & opportunities for physical activity) & striking disparities in most health outcomes.
Key successes include new investments to maintain & expand community water fluoridation, continued funding for
school-based preventive dental services, growing capacity & commitment to investing in “place-based” health
promotion initiatives that span MCH, chronic disease & environmental health interests, including efforts to address
social determinants of health. NY’s Action Plan emphasizes enhanced collaborations with other public health
programs, schools, & child care & other community partners to develop & implement new strategies in this area.

Page 9 of 195 pages



Il. Components of the Application/Annual Report

IlLA. Overview of the State

As of 2014, New York State (NYS) has the fourth largest population after California, Texas and Florida with a
population of 19.7 million. The State very diverse, with over 44% of residents being members of racial and ethnic
minorities. Compared to the national population, a larger percentage of NYS’ population is Black (17.5% NYS;
13.2% US); Asian (8.2% NYS; 5.3% US); and Hispanic (18.4% NYS: 17.1% US). The State also has a significantly
higher foreign-born population (22.1% NYS: 12.9% US), and larger population speaking a language other than
English at home (29.9% State: 20.7% US). NYS’s cultural diversity is both a strength and challenge. Racial and
ethnic minorities often have poorer quality health care than white Americans, even when they are able to access
insurance. A strategic priority for NYS is to ensure that health care systems meet the needs of diverse populations at
all levels to promote equity in health care and eliminate disparities in health access and outcomes.

In 2009-13, the percent of New Yorkers who graduated from high school is slightly below the national level (85.2%
versus 86% US), while the percentage with a bachelor’s degree or higher is higher (33.2% versus 28.8%). NY’s per
capita income in the past 12 months (2013 dollars — 2009-13) is higher than the national average ($32,382 versus
$28,155 US), and NY’s median household income for 2009-13 is also higher ($58,003 versus $53,046). However,
the State’s percentage of persons below the poverty level percent during that same period is only slightly less than
the national percentage (15.3% versus 15.4%). Educational attainment has a major impact on income and is a
significant factor in access and quality of health care. Poverty is also associated with poor health outcomes,
especially for women and children. Racial and ethnic minorities are significantly impacted by lower educational
attainment and poverty in NYS.

NYS’ population is dense; in 2010 there were 411 persons per square mile in NYS, compared to 88 in the US. New
Yorkers are more likely to live in urban areas than residents of other states. Sixty-four % of NYS’s population live in
the NY Metropolitan area; 43% in New York City (NYC) alone. NYS is also geographically diverse; population density
varies widely, from 69,467 persons per square mile in Manhattan to only 3 persons per square mile in Hamilton
County in the Adirondack Mountain Range; NYC is 104 times more densely populated than the rest of the state.
Population density often determines the number and types of health services in an area.

NYS has a rich system of health care. The State has the fourth-highest ratio of physicians to residents in the nation,
with approximately 360 physicians per 100,000 residents, compared to a national average of 271 per 100,000. NYS
also has 40% more specialists per capita than other states and 22% more primary care physicians per capita than
average. NYS is home to more than 2,500 outpatient hospital and free standing health clinics, including over 60
Federally Qualified Health Centers (FQHCs) with approximately 600 sites throughout the state; 226 school-based
health center clinics; and 178 family planning clinic sites. In addition, NY has over 220 hospitals. Despite the
substantial health care resources, many areas of the state lack access to needed services due to a maldistribution of
resources. As of September 2014, there were 181 Health Professional Shortage Areas (HPSAs) in NYS, of which
93 are primary care; 35 are dental; and 53 are mental health. Of the 181 total HPSAs, about 38% of HPSAs are
located in metropolitan areas; 62% are in rural or mostly rural (non-metropolitan) areas.

NY’s per capita health care costs are among the highest in the nation and have been increasing. Total health care
costs are the second highest in the nation ($163 billion) with spending forecast to rise by more than 50% by 2020.
Health care premiums have eroded wages and harmed businesses, individuals and families. NYS’s large employers
contribute a higher share of premium costs than employers in any other state. NYS’s Medicaid (MA) Program, the
nation’s largest, was spending nearly $53 billion to serve 5 million people, which is twice the national average when
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compared on a per recipient basis.

While NYS performs well related to some public health measures such as obesity and smoking, the high cost of
health care in NYS does not show a consistent relationship to health care quality based upon national rankings. In
addition, quality problems exist, for example related to unavoidable hospital use. Significant disparities exist in
health status among racial, ethnic and socioeconomic groups. To address these concerns, NYS has become a
national leader in initiating health reform, including redesigning MA, implementing a successful exchange
marketplace, and initiating creative models of health care.

Working with the legislature through the budget process, NY’s Governor Andrew Cuomo continues to reshape the
health environment through significant reforms. Upon taking office, the Governor brought together health care
providers, labor, government and other stakeholders to form the MA Redesign Team (MRT). In reforming the MA
Program, NYS embraces the Center for Medicare and Medicaid (CMS) services triple aim for delivery reform,
including improving the quality of care; improving health by addressing root causes of poor health; and reducing per
capita costs. The MRT recommended a series of 78 proposals to restructure NY’s extensive MA program which
were a mix of traditional cost containment, systemic reforms, and traditional public health interventions. State
budgets since 2011 include many of the MRT recommendations which have been implemented under the State’s
Office of Health Insurance Programs (OHIP) in the DOH.

MA reform efforts focused on achieving greater efficiency without creating barriers to enrollment or reducing benefits
for those eligible for MA services. There was increasing recognition that payment reform was necessary to shift the
payment incentives from expensive facility-based care to keeping people healthy, including management of chronic
diseases in outpatient clinic and physician primary care settings. To better serve patients in the right setting at the
right price, NYS has invested more than $600 million in outpatient care in the last three years. The investments
include investments in hospital programs, including outpatient clinics, ambulatory surgery, and emergency room;
physicians' fees; primary care; freestanding programs; and mental hygiene enhancements.

In addition, NY is moving away from a fee-for-service payment structure that is volume driven to more value driven
payment and promotes coordination of care. As a result, the MRT has set NY on a multiyear path to “care
management for all.” The state has expanded enroliment in the MA Managed Care Program (MMCP) by requiring
many of the high need populations which were previously exempted or excluded to enroll in managed care plans.
The MMCP provides an organized system of care, an accountable entity and the ability to coordinate and manage
care. The Title V Program has worked extensively with OHIP to plan for the transition of other MCH services into
managed care such as prenatal care services, MA waiver programs for children, including medically fragile children,
children in foster care and school-based health services.

NYS has been promoting advance Patent-Centered Medical Homes (PCMHs). Currently, 1.4 million MA recipients
utilize primary care from a National Committee for Quality Assurance (NCQA) recognized medical home, most of
them at Level 2 or 3, which will expand to Level 3 PMCHs for all MA recipients in the next several years. This
achievement was made possible since the State invested in care management payments to help primary care
practices meet the standard. In addition, grants have been provided to establish health homes to improve the quality
of care for NY’s highest need/cost patients. A key element of NYS'’s approach will be to integrate patient-centered
medical homes, health plans, health homes and Medicare accountable care organizations into a single system of
effective case management. The DFH has worked with OHIP on several additional MRT initiatives relevant to the
MCH population, including developing a children’s health home initiative to provide enhanced care coordination for
children with chronic physical and behavioral health needs, denying MA payment for elective C-sections prior to 39
weeks gestation without medical indication, moving the Family Planning Benefit Program, an income expansion of
MA eligibility approved through a MA waiver, to NYS’s MA State Plan with inclusion of a presumptive eligibility
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process; among others.

In April 2014, the Governor announced that NY reached an agreement with CMS on a federal waiver that allows the
state to reinvest $8 billion in federal savings generated by the MRT to further transform the state’s health care system
and preserve vital health services in NYS. The Delivery System Reform Incentive Payment (DSRIP) program is one
component of NY's proposed MA Waiver Amendment submitted to CMS, and is designed to stabilize the state's
health care safety-net system, including hospitals with severe financial difficulties and to re-align the state's delivery
system to reduce avoidable hospitalizations and emergency department use by 25% over the next 5 years.

The projects funded through DSRIP will assist safety-net institutions in their effort to both right-size inpatient
capacities as well as transform their care delivery models to provide a more precise mix of services necessary in the
communities in which they serve. Additionally, the DSRIP program will incentivize collaboration across previously
siloed providers to reduce system fragmentation. Increased support for community health navigators, clinical
perinatal improvement projects, establishment or expansion of the evidence-based maternal-infant home visiting
programs and Community Health Worker programs and population health projects to reduce preterm births, are part
of the DSRIP initiative.

NYS has also aggressively responded to implementation of the Affordable Care Act. The NYS of Health (NYSOH),
the state’s official health plan marketplace, was created to assist New Yorkers to gain access to quality affordable
health care coverage. In its first open enroliment period, nearly 1 million New Yorkers enrolled in coverage. More
than 80% of those who have enrolled were uninsured at the time of application. To date, nearly two million New
Yorkers have enrolled in NY’s health plan marketplace, and 89% of enrollees have reported that they had no
coverage at the time they joined the Marketplace. New Yorkers who have enrolled through the Marketplace have
overwhelmingly reported that they are satisfied with their health insurance (92%) and are using their coverage to
access care (84%). The approved rates for 2014 and 2015 are more than 50% lower than what individuals would
have paid before creation of the marketplace in October 2013. Nearly three-quarters of those who enrolled in private
coverage in 2014 were eligible for tax credits to lower the cost of their coverage.

Individuals, families and small businesses can use the Marketplace to help them compare insurance options,
calculate costs and select coverage online, in-person, over the phone or by mail. In addition, New Yorkers may obtain
MA and Child Health Plus (CHP) coverage through the Marketplace. The Marketplace helps people to check their
eligibility for health care programs like MA and sign up for these programs, if they are eligible, and provides
information regarding what type of financial assistance is available to applicants. NYSOH has trained and certified
almost 9,000 navigators, brokers and Certified Application Counselors to provide free, in-person enroliment
assistance to New Yorkers applying for coverage and are available to provide in-person assistance in the community
at convenient times and locations across the State

NYSOH features a state-of-the-art website where New Yorkers can shop and enroll in coverage and a customer
service center to answer questions and enroll people into coverage. The NYSOH'’s website plan preview that allows
individuals to shop for a health plan before starting an application, was used more than 2.6 million times during this
period. The NYSOH Customer Service Center has answered more than 945,134 calls since the start of open
enroliment. Customer Service Representatives (CSRs) at the Customer Service Center are ready to directly assist
consumers in 170 languages and assist consumers in other languages through the Language Line translation
service. In addition, navigators provide assistance in 48 languages, and brokers and Certified Application
Counselors also provide assistance in languages other than English. NYSOH has also continued to expand its
outreach efforts to ensure that every New Yorker knows that affordable health care options are available.

Title V staff have actively supported implementation of ACA in the state and continue to assess its impact on MCH
populations. From 2011-14 there was a slight decrease in the percentage of uninsured individuals, and small
increases in the percentage insured through public or private insurance. Further analysis is needed due to the
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recency of ACA implementation.

NYS has benefitted from the receipt of ACA funding. Over $18 million in Personal Responsibility Education Program
(PREP) funding supports pregnancy prevention programs designed to educate adolescents on both abstinence and
contraception to prevent pregnancy and sexually transmitted infections. Over $16 million in Abstinence Education
Grant Program (AEGP) funding supports an initiative to implement mentoring, counseling and adult-supervised
activities designed to delay the initiation of sexual activity in young people ages 9-12 residing in high-need
communities. Over $42 million in Maternal, Infant and Early Childhood (MIECHV) funding is being used to implement
evidence-based home visiting programs. DOH works closely with the NYS Office of Children and Family Services
(OCFS) and other state agency partners to implement this initiative. DOH administers MIECHV funded Nurse-Family
Partnership (NFP) projects while OCFS oversees the Health Families America/New York (HFNY) program and
oversees MIECHV-funded HFNY projects. Over $4 million in ACA funds have been used to improve immunization
rates, practices and the NYS Immunization Information System (NYSIIS). Over $17 million in ACA funds have been
used to support chronic disease prevention programs, including smoking cessation; evidence-based cancer
screening and detection programs; implementation of comprehensive population-based strategies in community and
health systems setting to prevent obesity, diabetes, heart disease and stroke, and to reduce health disparities
among adults. Overall, ACA funding has provided NYS with tremendous opportunities to improve and enhance NY’s
MCH services and eliminate disparities.

Changes in MA have proven they can drive the broader health care system-wide innovations. Building on previous
successes, the Governor wants to align the entire health care system, including private insurance, to further improve
quality, keep costs low, and improve the health of all New Yorkers. NY was recently awarded a four-year, nearly $100
million State Innovations Model Testing (SIM) grant by the federal Center for Medicare and MA Innovation, which will
support the Governor’s State Health Innovation Plan (SHP), a five-year strategic blueprint that works to give New
Yorkers access to high quality, coordinated care. NY developed the Plan and the SIM grant application with the
support of numerous stakeholders. The state's official project period of the grant began on February 1, 2015 and will
continue for four years. NY was one of eleven states to receive a Round Two Model Test Award.

The SHIP works toward the development and implementation of innovative health service delivery and payment
models premised on a strong foundation of advanced primary care that is supported by both public and private
payers in all regions of the state. Updated health information technology, quality measurement, integration with
population health, and enhanced transparency will reduce costs and better enable consumers to make wiser
healthcare choices. The SHIP will improve coordination and integration of care from primary care to long-term care,
specialists and community supports, creating a continuum of care that links physicians and community-based
resources to help promote the state’s Prevention Agenda which is described below and MA reform efforts.

Maternal and child health programs continue to be relatively successful in maintaining State funding levels. In
addition, the Governor continues to support important health proposals related to the MCH population, including:

e aplan to decrease new HIV infections to end the AIDS epidemic in NY. Since the mid-1990’s, NY has already
eliminated HIV transmission via blood products; virtually ended mother to child HIV transmission; and
decreased new HIV diagnoses due to injection drug use by 96%;

e aproposal to pass a state law requiring that all colleges in NYS adopt a uniform set of sexual assault
prevention and response practices that has already been implemented on State university campuses;

¢ a $10 million drinking water partnership fund to provide assistance to community water systems incurring costs
for the installation, repair and upgrade of drinking water fluoridation facilities;

e proposals related to the use, sale and marketing of e-cigarettes; and

e a stronger consumer protection law to reduce exposure of children to harmful products and chemicals.

In addition, the Governor has reintroduced ambitious legislation to address gender inequality. The Governor’s 10-
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point women’s equality agenda proposed amending state law to: prohibit employers from denying work or
promotions to workers simply because they have children; protect workers from sexual harassment regardless of the
size of the workplace; create a specific protection in the Human Rights Law requiring employers to provide
reasonable accommodations for pregnancy-related conditions; provide further protections of victims of domestic
violence; strengthen human trafficking laws; and, protect Freedom of Choice by amending NYS law to codify the Roe
v. Wade decision.

The Prevention Agenda (PA) 2013-17 was developed by the Public Health Committee of the NYS Public Health and
Health Planning Council (PHHPC) in collaboration with DOH and in partnership with more than 140 organizations
across the state. This plan serves as a blueprint for local communities and agencies including local health
departments, hospitals and other organizations that are conducting community health assessments, identifying local
priorities and developing, implementing and evaluating plans for improvement. Across all the priority areas, the PA
focuses on eliminating the profound health disparities that impact racial and ethnic minorities.

The Prevention Agenda has five overarching goals: improving health status and reducing disparities; addressing
broad social determinants of health; creating and strengthening public -private and multi-stakeholder partnerships to
achieve public health improvement at state and local levels; increasing investment in public health to improve health,
control health care costs and increase economic productivity, and strengthening governmental and nongovernmental
public health agencies and resources at state and local levels. It encompasses five specific priority areas: Healthy
and Safe Environment; Prevention of Chronic Disease; STls, HIV and Vaccine-Preventable Diseases; Mental Health
and Substance Abuse; and Healthy Women, Infants and Children (co-chaired by NYS Title V Director).

DOH provides information and technical assistance to health care providers, counties and communities including
county-specific performance data, evidence-based strategies, and monitoring performance through a Prevention
Agenda dashboard. Building on the success of the prevention agenda, DOH submitted an application for
accreditation to the Public Health Accreditation Board, the national accrediting organization for state, local, tribal and
territorial health departments. The Prevention Agenda has been incorporated within other major systems reform
efforts including DSRIP and SHIP.

Health care reform at both the State and national level, as well as the changing landscape of NY’s population,
services and resources, has been the impetus for strategic planning processes for the NYSDOH. In 2011, DOH
leadership redefined the mission and vision of the DOH to protect, improve and promote the health and well-being of
all NYS residents through outcome-based, cost-effective strategies. Many of the specific objectives under these
DOH goals are also very consistent with the MCH agenda, including: reducing tobacco usage and substance abuse,
especially among youth; improving diet and physical activity; promoting safer sexual behaviors; increasing health
insurance coverage and the scope of health insurance benefits; eliminating disparities in health access and
outcomes; increasing the availability of primary health care services for underserved populations; and increasing the
availability and effectiveness of preventive health services, services for treatment and management of chronic
diseases and services for children with special health care needs. DOH has also established the Office of Minority
Health and Health Disparities Prevention (OMH-HDP) that works to ensure high quality, affordable and accessible
health care for all New Yorkers.

Analysis of data from a wide variety of sources, including MCH Program data, provides a substantial window on the
needs of the MCH population. DFH works very closely with the other Divisions within CCH, as well as with the major
organizational segments of DOH whose work complements that of DFH, to identify and address MCH priorities
especially related to elimination of health disparities. A priority of the DFH is to promote performance-based,
evidence-based practice with a clear understanding of DFH priorities and outcomes. The DFH has also eliminated
or substantially revised MCH programs that were not effectively addressing MCH priorities and focuses more on
burden to make a larger impact on MCH priorities.
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In a state as large and complex as NY, it is imperative to foster collaborative relationships to address the needs of
the MCH population and address disparities. The DFH communicates regularly with DOH regional staff, the MCHBG
Advisory Council, the MCH committee of the New York State Association of County Health Officials, the NYC
Department of Health and Mental Health, Bureau of Maternal, Infant and Reproductive Health (BMIRH), with various
MCH contractor workgroups, and through consumer surveys and forums. This communication has helped to identify
global MCH priorities, as well as specific priorities at a regional level, for example, a lack of prenatal or obstetric
services. These regular communication mechanisms have also been useful vehicles to convey important information
to the MCH community, for example, information regarding addressing health outbreaks affecting the MCH
population.

NY’s Public Health Law (PHL) provides a strong legal foundation for DOH'’s efforts to promote and protect the health
of mothers, infants and children. Some of the more salient aspects of the law relating to the MCH population are
outlined below.

The functions, powers and duties of DOH and the Commissioner of Health and other DOH officers and employees
are detailed in PHL Article 2. Some important powers granted by the legislature to DOH and the Commissioner
include: supervision and funding of local health activities; the ability to receive and expend funds for public health
purposes; reporting and control of disease; control and supervision of abatement of nuisances affecting public
health; and to serve as the single state agency for the federal Title XIX (MA) program. Article 2 also provides that
DOH shall also exercise all functions that, “...hereafter may be conferred and imposed on it by law.”

Law governing the organization and operation of NY’s local public health infrastructure, which includes the health
departments of 57 counties and the City of NY, is contained in PHL Article 3, Local Health Organization. A major
component of the Title V program capacity, these local health departments are supported by millions of state local
assistance dollars, which the DOH administers under the provisions of PHL Article VI, State Aid to Cities and
Counties.

A key determinant of DOH’s capacity to serve mothers, infants and children is PHL Article 7, Federal Grants-in-Aid,
which specifically authorizes DOH to “...administer the provisions of the federal social security act or any other act of
congress which relate to maternal and child health services, the care of children with physical disabilities and other
public health work and to co-operate with the duly constituted federal authorities charged with the administration
thereof.” This provision not only empowers DOH to obtain and distribute Title V funds, but also those from Title X of
the PHS Act, WIC nutrition, and other federal resources essential to the health of the MCH population.

The comprehensive tobacco control capacities of DOH are specified in PHL Article 13-E, regulation of smoking in
certain public areas, which enables DOH to reduce environmental exposure to tobacco smoke by prohibiting
smoking in most indoor public places; PHL Article 13-F, regulation of tobacco products and herbal cigarettes;
distribution to minors, which defines the State tobacco use prevention and control program, prohibits free distribution
of promotional tobacco and herbal cigarette products, and which prohibits sale of such items to minors.

PHL Article 21, Control of Acute Communicable Diseases, details the role of local health officials in control efforts,
and specifies reporting requirements and patient commitment procedures. This Article also provides control
requirements for specific diseases, including HIV, rabies, typhoid fever, poliomyelitis and Hepatitis C. PHL Article 23,
Control of Sexually Transmissible Diseases, outlines the roles of state and local health officials in the identification,
care and treatment of persons with a sexually transmissible disease specified by the Commissioner, and provides
for the injunction and abatement of houses of prostitution.

Direct reference to the duties of the Commissioner regarding the health needs for mothers, infants and children is
made in PHL Article 25, Maternal and Child Health.
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Succeeding sections in PHL Article 25 authorize the Commissioner to, among other important activities, screen
newborns for inherited metabolic diseases and critical congenital heart disease (§2500-a), HIV (§2500-f) and
hearing problems (§2500-g). NY’s Child Health Insurance Plan is detailed in PHL §2510 — 2511. The
Commissioner’s powers to affect prenatal care are enumerated in PHL §2522 — 2528-364-i and 365-k of Social
Service Law. An important asset to DOH efforts to monitor, evaluate and improve patient care and outcomes is
provided by PHL §2500-h, which authorizes development and maintenance of a statewide perinatal data system and
sharing of information among perinatal centers.

DOH'’s Early Intervention (El) Program, for children who may experience a developmental delay or disability is
authorized by PHL §§2540 — 2559-b, while programming to provide medical services for the treatment and
rehabilitation of children with physical disabilities is authorized by PHL §2580 — 2584.

Nutrition programming conducted on behalf of children in day care settings is authorized by PHL §2585 — 2589,
while PHL §2595 — 2599 establishes the nutrition outreach and education program to promote utilization of nutrition
education throughout the state. The makeup and operation of NY’s Obesity Prevention Program is detailed in
PHL§2599-a — 2599-d.

The ability of NYS to regulate hospitals, including ambulatory health facilities, is conferred by PHL Article 28,
Hospitals, and is a prime determinant of DOH’s capacity to promote and protect the health of mothers and children.
Among the specific provisions relating to hospitals is the NYS Health Care Reform Act (HCRA), which is codified as
PHL §2807-j — 2807-t. A major component of NYS Health Care financing laws, HCRA governs hospital
reimbursement methodologies and targets funding for a multitude of health care initiatives. The law also requires that
certain third-party payers and providers of health care services participate in the funding of these initiatives through
the submission of authorized surcharges and assessments.

Similarly, DOH has been given broad powers to regulate home health care agencies and health maintenance
organizations through PHL Article 36 and PHL Article 44, respectively. With increased interest in, and funding
allocated to, maternal home visiting programs, the importance of DOH’s home health agency regulation has grown
considerably. Now that the majority of MA-eligible mothers and children are enrolled in MA managed care plans,
DOH relies on its delegated powers to ensure the quality of care rendered to them.

The broad authority and reach provided through these and other state laws empowers the DOH to implement and
oversee programs focused on improving the health of the MCH population.
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Il.B. Five Year Needs Assessment Summary

I1.B.1. Process

The DOH engaged in an extensive needs assessment (NA) process to identify the needs and strengths of NYS’s
MCH population and service system. This NA served as the basis for the state’s MCH priorities (/I.C) and 5-year
MCH Action Plan (/I.F)

The NA was planned with input from key DFH staff, NY’s MCHSBG Advisory Council and other MCH partners. This
NA builds on other recent NA processes for the state’s Prevention Agenda, MIECHYV state plan, maternal and infant
health and adolescent health program redesigns and local Community Health Assessments. An internal leadership
group was convened with key staff from DFH and other MCH programs in nutrition, chronic disease, environmental
health, injury and immunization. Teams jointly led by program and research staff for each population health domain
gathered and analyzed public health surveillance data and relevant information on DOH programs and evidence-
based practices. Both the leadership group and MCHSBG Advisory Council provided feedback and
recommendations throughout the process.

Quantitative data analysis focused on national priority areas and additional state priorities. A rich variety of data
sources were utilized, see Attachment 1. Literature was reviewed to identify key contributing factors and evidence-
based/ -informed strategies. A unique aspect of this NA was a partnership with the MCH elective class at SUNY
Albany School of Public Health, through which student teams assessed selected emerging MCH topics such as
maternal depression, neonatal abstinence syndrome and use of preventive health services by young men. Student
reviews focused on the epidemiology, impact, contributing factors and evidence base for their selected topics; Title
V staff attended team presentations and received copies of student papers to incorporate in this NA. This innovative
partnership led to the development of a successful MCH Catalyst Grant application (see /I.B.2.b.iii).

To further strengthen NY’s NA, an extensive process was undertaken to receive input from stakeholders including
families and service providers through a combination of listening forums (both in-person and virtual), surveys and
interviews tailored to meet the needs of partners. Questions tailored for each group and domain addressed:
population health issues, needs, and strengths; successes, gaps and barriers; health care utilization and impact of
the ACA; and, recommendations for improvement. Input was received from over 150 health and human service
providers and over 250 families and youth. Provides include representatives of: American Academy of Pediatrics;
American Congress of Obstetricians and Gynecologists; NYS Academy of Family Physicians; NYS Association of
Licensed Midwives; family planning providers; school based health and dental providers; maternal health providers;
local health departments; and, Early Childhood Advisory Council. Input directly from families and youth, including
youth with special health care needs, was received in collaboration with partner organizations including: home
visiting programs, MICHC grantees, Docs for Tots, Parent to Parent of NYS, parent graduates of El Partners in
Policymaking (an El initiative to build leadership and advocacy skills in parents of children with disabilities) and
Hands and Voices (professionals and parents of individuals with hearing impairment).

For each domain, all information was compiled to develop a profile highlighting key findings related to: population
health status, trends and disparities; key contributing ecologic factors; population strengths and needs; and, a critical
analysis of NYS successes, challenges and gaps and capacity to promote population health.
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I.B.2. Findings

I.B.2.a. MCH Population Needs

Domain 1: Maternal & Women's Health

Most (88%) NYS reproductive age women report that they are in good or better health 1. Health issues for this group
include: overweight and obesity (46%), physical inactivity (24%), depression (19%), binge drinking (18%), tobacco
use (17%), asthma (11%), high blood pressure (9%) and diabetes (3%); over 14% report a physical, mental or
emotional disability 1. Both health insurance coverage (87%) and preventive health care visits (69%) are higher for
NYS women age 18-44 compared to national averages, but lower than for NYS adult women overall 1. Only 39% of
NYS women report that a health care provider has ever talked with them about ways to prepare for a healthy
pregnancy and baby 2. Key factors identified by stakeholders include accessibility of care and insurance coverage,
provider diversity and cultural competence, social supports and lack of access to opportunities for physical activity
and affordable healthy food 3.

"It takes me too long to see my doctor — | have
to work”

Over 50% of NYS pregnancies, and 26% of live births, are unintended pregnancies, associated with delayed
prenatal care, increased risk of adverse pregnancy outcomes and impacts on women'’s life course 4. Poverty, race,
class and educational attainment are the greatest indicators, coupled with women'’s low expectations for their futures.
Short birth intervals (less than 18 months between a birth and subsequent conception), accounting for 30% of second
or subsequent births, are also associated with adverse birth outcomes for women and infants and have implications
for maternal life course 4, 5. Pregnancy planning and prevention are greatly influenced by use of effective
contraception. Over 25% of women at risk for pregnancy took no steps to avoid pregnancy the last time they had sex,
though only 8% wanted a pregnancy at the time 1. Use of effective contraceptive methods among women at NYS-
funded family planning clinics increased from 60% in 2009 to 71% in 2014, with less use by Hispanic and Black
women 6. Barriers cited by stakeholders include: transportation; stigma and confidentiality concerns; language
barriers; cost; and, competing life responsibilities 3. Early entry into prenatal care fluctuated over the last decade,
declining from 75% of births in 2003 to 73% in 2012, with higher rates of early care by older mothers, white women
and those outside NYC 4. About 2.7% of women report domestic abuse by a husband or partner in the 12 months
prior to pregnancy, and 2.1% during pregnancy 2. Cesarean deliveries among low-risk first births have declined
slightly in NYS from 31% in 2008 to under 30% in 2011 4. Rates are higher outside NYC and among older and more
educated mothers, but lower among women on Medicaid, Asian and White non-Hispanic women 4. Preterm births
increased from 11.4% in 2003 to a high of 12.5% in 2006 then declined to a new low of 10.8% in 2012; rates are
lower outside NYC and higher among mothers who are single, teen or >35 years old and Black race 4. Early term
births (37-38 weeks gestation) followed similar patterns, declining to a low of 23.6% in 2012 4. Low birth weight
rates have been fairly stable at around 8% since 2003 and with similar disparities 4.

Maternal Mortality is a devastating outcome with dramatic impact on families and communities. NYS maternal
mortality peaked at 29.2 deaths/100,000 live births in 2008 and declined to 18.8 in 2012, with rates four times higher
among Black women and 1.5 times higher among NYC women 4. Both mortality rates and racial disparities for NYS
are notably higher than national rates. Leading causes include cardiac disorders, hemorrhage, hypertension and
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embolism. Severe or “near miss” maternal morbidity increased in NYS from 2008-10 then declined, with significant
racial, ethnic and economic disparities 7. Risk factors identified in NYS analyses include: greater maternal age;
obesity and chronic medical conditions; multiple pregnancies; delayed or inadequate prenatal care; depression;
and, Cesarean delivery. Maternal depression is the most common morbidity among postpartum women, affecting
10-20% of women during or within 12 months of pregnancy. Risk increases with low social support, personal or
family mental iliness, substance abuse and pregnancy or birth complications.

Key successes to build on in NYS include:

* Robust surveillance and data systems including SPDS, PRAMS, Family Planning and Home Visiting data systems
and Maternal Mortality Review systems. A new partnership with BRFSS provides data on women'’s preconception
health and family planning practices.

 Promising public awareness and education work including Text4Baby, media campaign on tobacco use among
women of reproductive age and emerging resources on maternal depression for consumers and providers.

* Highly effective clinical quality improvement strategies to increase use of contraception among family planning
clients, reduce non-indicated elective deliveries and improve management of maternal hemorrhage and
hypertension.

* Integration and expansion of evidence-based/-informed strategies within community health initiatives including
maternal and infant home visiting, community health workers and supports for pregnant and parenting teens.

« Strong and emerging partnerships with health reform initiatives including ACA health insurance expansion,
Medicaid Redesign, Medicaid Health Home and State Health Innovation Plan/Advanced Primary Care model.

“The family planning learning collaborative provided a platform to engage in an educated
discussion about how to improve performance regarding contraceptives and LARC”

Emerging needs and opportunities include: integration of pregnancy planning and contraception in primary care for
all women; expanding surveillance for severe maternal morbidity; building health care provider capacity to identify
and support maternal depression; increasing enroliment and retention of eligible families in evidence-based
programs/services; utilizing data to fully integrate performance measurement and improvement across maternal and
women’s health programs; and, leveraging health systems reform initiatives to scale up evidence-based/-informed
practices and interventions.

Domain 2: Perinatal and Infant Health

Infant mortality is a fundamental indicator of the health of a nation, state or community. NY’s infant mortality rate
declined from 5.8/1,000 in 2005 to 5/1,000 in 2012 4. Leading causes include preterm birth, birth defects, sudden
unexpected infant death (SUID), accidents and homicide. Important risk factors include lack of prenatal care, short
birth intervals, maternal chronic disease or tobacco, alcohol and drug use, chronic stress, interpersonal violence, and
injury prevention practices. Neonatal mortality (within first month of life), accounting for 70% of all infant deaths,
peaked at 4.2 in 2004 and declined to 3.3 in 2012, mirroring a decline in preterm-related mortality 4. Since 2009,
90% of VLBW infants were delivered in hospitals with Level llI-IV NICUs, with a corresponding decline in VLBW
mortality rates 4. Post neonatal mortality has been fairly steady over the last decade at ~1.6/1,000 in 2012, while
sleep-related SUID-related mortality rates have improved 4. For all these measures there striking disparities with
rates for black infants 2-2.5 times higher than white. Rates are generally lower in NYC, although fetal death rates are
higherin NYC 7.

Rates of drug-related discharges for newborns increased by 60% since 2008, with increases both upstate and in
NYC and across all racial and ethnic groups, and higher rates outside NYC and among black infants 7. The rate of
Neonatal Abstinence Syndrome has doubled outside of NYC since 2008 to 4.5 per 1000 delivery hospitalizations,
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primarily among white infants 7. Fetal alcohol exposure among newborns has been steady, with ~8% of women
reporting alcohol use in the last three months of pregnancy, and higher rates in NYC 2. Tobacco use during
pregnancy has declined steadily since 2000, with higher rates outside of NYC and among younger, lower income
and unmarried women 2.

Virtually all infants born in NYS are screened for heritable disorders; 97% of those with a positive screening result
received timely follow up 8. About 93% of babies born in NYS in 2014 had a hearing test documented in the
statewide registry, increased from 84% in 2013 9. Among NYS babies enrolled in Medicaid, 82% received the
recommended number of well-baby visits in the first year of life, compared to 90% of commercially insured infants
10.

Breastfeeding has increased, with 84% of babies ever breastfed, 41% exclusively breastfed in the hospital, 83% fed
any breastmilk in the hospital and 17% exclusively breastfed at age 6 months 2, 4. Any breastfeeding is higher in
NYC, while exclusive breastfeeding is higher outside NYC. Mothers who are Hispanic or White, have greater than
high school education, are not on Medicaid or are married are more likely to breastfeed. Safe sleep practices have
increased, with over 75% of babies outside NYC and 64% of NYC babies are placed on their backs to sleep 2.
Babies whose mothers are Black or Hispanic, on Medicaid, not married or have less education are less likely to be
placed on their backs to sleep.

“Mothers need support to be healthy and to keep their babies healthy;
services like home visiting help families”

Families and providers cited needs for increased capacity and accessibility of key services including primary care,
mental health, substance abuse, home visiting, breastfeeding classes and support groups and parenting classes 3.
Language and cultural barriers and social factors including housing, transportation, violence, chronic stress and
access to affordable health food were frequently noted.

“We need to employ more people in front line positions to reflect
the communities we serve”

In addition to those noted for Domain 1, key successes to build on in NYS include: a mature statewide system of
regionalized perinatal care; successful hospital- and community-based breastfeeding initiatives; and, a strong multi-
agency/public-private partnership mobilized to address infant mortality through NY’s ColIN initiative. Emerging
challenges and opportunities include prevention, identification and management of maternal substance use;
disseminating effective and consistent safe sleep messages; and updating standards and designation for perinatal
regionalization.

Domain 3: Child Health

Families report that 82-85% of NYS children age 0-11 years are in excellent or very good health, which is steady
since 2003 11. Children with higher family income, private health insurance and white non-Hispanic race are most
likely to report good health. The NYS child mortality rate for children age 0-9 years declined from 17/100,000 in 2003
to 13.9in 2012 4. Mortality is more than double among children age 1-4 years, black and male children. Leading
causes of death include injuries/accidents, cancer, congenital malformations and heart disease, accounting for
nearly 75% of all child deaths 4. Hospitalization for non-fatal injuries to children 0-9 declined from 436 per 100,000 in
2003 to 355 in 2012 7 (see also Domains 4, 5 & 6).
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Nearly all (97-98%) of NYS children age 0-11 years had health insurance in 2012, though 9-10% had inconsistent
insurance coverage over the year and 78-79% had coverage adequate for all the services they need 11. In national
surveys, NYS parents report that 54-55% of children age 0-11 receive care meeting all medical home criteria, and
92-93% had a preventive medical visit in the past year, while state quality reporting data from Medicaid and
commercial managed care plans indicate that 83-85% of children age 3-6 years had a preventive visit in the past
year 10, 11. The proportion of children age 19-35 months receiving the full 4:3:1:3(4):3:1:4 immunization series has
been stable at about 63% while influenza vaccination for children 6 months—17 years increased from 48% in 2010 to
65% in 2014 12. Based on parent reports, the percent of children age 10-71 months who had a developmental
screening using a parent-completed tool increased from 11.7% in 2007 to 21.3% in 2012 11, still well below national
goals and averages. About 54% of children were tested for blood lead levels at ages one and two in 2012, which has
been fairly stable since 2009 13.

Parent and provider stakeholders in NYS voiced concerns about children’s physical and behavioral health and
barriers to healthy lifestyles including affordable healthy food, opportunities for physical activity and positive social-
emotional relationships 3 (see also Domain 6). NYS data find that nearly one in five school-age children, and one in
seven WIC-enrolled younger children are obese, and less than 25% of children age 6-11 are physically active for at
least 20 minutes daily 14-16. While most parents indicate that their child is “flourishing”, this decreases as children
age and there are notable racial/ethnic and economic disparities 11; stakeholders voiced deep concerns about the
impact of toxic stress on early brain development 3. One in five NYS children live in poverty and 4.5 per 1,000 are in
foster care 17. Nearly 18% of children age 0-18 have had two or more adverse childhood experiences, and
preliminary data show that about 7 per 100,000 children are hospitalized annually related to child maltreatment, with
highest rates among infants, black and low income children 7. One-third of young children age 0-5 years are at
moderate or high risk for developmental or behavioral problems based on parents’ concerns, 7.4% of children 2-17
are taking medication for ADHD, emotional or behavioral concerns and 4.9% of children 6-11 have current
behavioral or conduct problems 11. Both parents and providers articulated needs for universal education and
enhanced social support to help parents better understand normal child development and strengthen parenting skills
3.

"It’s not that families don’t want to be healthy — They have
more important things to deal with”

Key NYS successes to build on include:

» Generous public health insurance programs and strong systems for enrolling children in insurance, including
linkages with Title VV programs.

 Systematic incentives for high quality care, with 50% of children in Medicaid Managed Care plans enrolled in
NCQA-recognized Patient Centered Medical Homes in 2014 and emerging Title V partnership with the state’s
Health Innovation Plan/Advanced Primary Care initiative.

* A rich network of pediatric primary health care service providers in hospitals, community health centers and private
practices, including the largest School-Based Health Center (SBHC) program in the nation serving over 160,000
children annually.

« Statewide and targeted public health programs to increase the availability of healthy food and opportunities for
physical activity in schools, neighborhoods and communities.

« Strong partnerships with child care to enhance regulatory and quality standards for health promotion, including
nutrition, physical activity and social-emotional health.

» Growing recognition of the fundamental importance of children’s social-emotional development and relationships,
including many established partnerships and a growing evidence base for action, coupled with NYS Title V
program’s strong history of developing innovative asset-based public health programming for children and youth.
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“l am seeing a decrease in insurance being a barrier. Navigators are able to go into
the community, even into homes — it’'s been a game changer.”

Key challenges and opportunities include: strengthening collaboration across child-serving programs, which are
more decentralized across DOH and other state agencies than programs serving other MCH populations; supporting
SBHCs to successfully transition Medicaid reimbursement from fee-for-service to managed care and
institutionalizing quality improvement activities; increasing developmental screening and immunization rates within
well child visits; identifying and expanding evidence-based strategies, and building capacity among pediatric health
care providers, to support families and other caregivers in nurturing children’s social-emotional development; and,
further expanding partnerships with child care and schools to promote health across settings, including child care
health quality standards and consultation and community schools initiatives.

Domain 4: Children and Youth with Special Health Care Needs (CYSHCN)

The proportion of NYS children reported by their parents to have special health care needs increased from 17% in
2003 to 20.8% in 2012; prevalence increases with age and is higher for boys 11. Among NY CYSHCN, 28% report
their health conditions consistently or greatly affect their daily activities and 17% report missing 11 or more days of
school due to illness, compared with 6% of children generally 18. The most commonly reported chronic conditions
among NY CYSHCN include: asthma (37% of CYSHCN), ADD/ADHD (27%), developmental delay (20.6%), anxiety
(15.6%), food allergies (15.3%), behavioral or conduct disorders (14.9%), depression (10.1%) and autism spectrum
disorders (9%) 18. The overall prevalence of ADD/ ADHD among all NYS children age 0-17 increased from 5.6% in
2003 t0 8.3% in 2011-12 11.

In 2009-10, while 97% of NY CSHCN had current health insurance, only 56.8% had consistent health insurance
adequate to pay for all the services they need, and 22% had one or more unmet needs for health care services 18.
While 92% reported having a regular source of care, only 38.4% of NY CYSCHN received care meeting all national
criteria for medical home, and 16.8% were served by a system of care that met all age-relevant core outcomes, with
lower percentages for CYSHCN who are non-white, uninsured or lower income 18. Of those who needed a referral
for specialist care or services, 25% had difficulty getting it 18. Of the 79% of CYSHCN needing care coordination,
nearly half reported that they did not receive help with coordination of care and/or were not satisfied with
communication among providers and/or schools 18. Among all children 0-17, the proportion of children with
mental/behavioral conditions who are receiving treatment has slowly increased from 58.7% in 2003 to 61% in 2011-
12, below the national goal and with disparities for younger, lower income and Black children 11. For CYSHCN age
12-17, only 39.7% report receiving the services necessary to transition to adult health care, work and independence,
with even lower rates among Hispanic and uninsured youth 18. Families and providers noted lack of care
coordination, difficulty managing multiple care systems, access to care for non-English speaking families, availability
of specialists including mental health providers, out-of-pocket expenses and the need for transition services as key
challenges for CYSHCN and their families in NYS 3.

“It is difficult to arrange for transportation to specialists far away.”

Support for families is a key cross-cutting need identified by stakeholders 3. In 2009-10, 17.6% of CYSHCN families
indicated their child’s health needs created financial problems for the family, 14.4% spent 11+ hours/week providing
or coordinating their child’s health care and 26.7% cut back or stopped working due to their child’s health condition,
while 43.1% reported their child does not receive family-centered health care 18. Increasing support for families is a
central priority for the state’s Early Intervention (IDEA Part C) program, for which the proportion of families reporting
positive family outcomes decreased from 2008 to 2012.
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“l am told I am an important member of my child’s health care team, but |
don’t feel like I really am”

In addition to those noted for Domain 3, key NYS strengths and successes to build on include:

» Generous public health insurance for children including several expanded Medicaid options for CYSHCN,;

» Comprehensive statewide Early Intervention Program serving over 65,000 infants and toddlers with developmental
delays, with a focus on both child and family outcomes and strong commitments to better addressing children’s
social-emotional developmental needs as well as family-centered practices and outcomes;

« Highly effective partnership with Medicaid to develop a new Health Home benefit to provide enhanced care
coordination for CYSHCN pursuant to ACA — Title V has played a central role in all steps of this initiative, with
continued collaboration for implementation;

» Family representation on state advisory groups for MCHSBG, Early Intervention and Hands & Voices and strong
partnerships with statewide family support organizations and other child-serving agencies.

* A high level of family satisfaction with information and referral services provided to families of CYSHCN by LHD
programs, with gap-filling financial supports available for families in some counties.

Key challenges and opportunities include: strengthening ongoing surveillance and use of data to prioritize, monitor
and evaluate public health activities serving CYSHCN; implementing statewide enhanced care coordination through
Medicaid Health Home to better support CYSHCN and families; identifying and disseminating effective strategies for
social-emotional development and family support through Early Intervention and other programs; providing updated
guidance and technical assistance to local health departments, and building expanded statewide and regional
supports for quality improvement efforts related to care of CYSHCN, while re-assessing the viability of the current
gap-filling PHCP reimbursement system in light of ACA and declining county participation; and, secure appointment
of a family representative to fill a current vacancy on the state’s MCHSBG Advisory Council.

Domain 5: Adolescent Health

Families report that 83% of NYS youth age 12-17 years are in excellent or very good health 11. The NY mortality rate
for youth age 10-19 years steadily decreased from 30.7/100,000 in 2003 to 22.6 in 2012, better than national goals
for both younger (10-14) and older (15-19) teens 4. However, suicide mortality among youth 15-19 increased from
4.5/100,000 in 2003 to 6.0 in 2012, with higher rates outside of NYC and for boys, making suicide the 2nd leading
cause of death for teens 10-19 behind accidents 4. Nearly 24% of NYS youth report feeling sad or hopeless for 2+
weeks in the last year and 13.7% say they seriously considered suicide, though both declined since 2003 19. Over
25% of teens have had two or more adverse childhood experiences and 9.6% are taking medication for ADHD,
concentration, emotional or behavioral concerns 11. Parent reports indicate that nearly 15% of NYS teens age 10-17
are obese and another 15-20% are overweight, less than 20% are physically active for at least 20 minutes daily 11;
20% of NYS youth report drinking soda daily, 40% report spending 3+ hours daily on non-school related computer or
video games and 27% report 3+ hours daily watching television 19.

“Junk food is cheaper and more convenient than
healthy food”

About 97% of NYS teens age 12-17 had health insurance in 2012, though 6% had inconsistent insurance coverage
over the year and only 71% had coverage adequate for all the services they need 11. NYS parents report that 50% of
teens receive care meeting all medical home criteria, and 90.7% had a preventive medical visit in the past year, with
lower utilization among older, Hispanic, publicly-insured and English language learners 11. However, state quality
reporting data from Medicaid and commercial managed care plans indicate that 61-64% of teens had a preventive
visit in the past year, and among these ~60-75% received preventive counseling on weight status, sexual activity,
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depression, tobacco use and substance use (data vary by visit component) 10. Among teens age 13-17 in 2013,
61.7% of girls and 38.6% of boys had at least one dose of HPV vaccine, 89.5% had at least one dose of Tdap and
83.3% at least one dose of meningococcal vaccine all of these are increasing 12. About 66% of teens with mental
health problems receive treatment, higher than for younger children 11.

Because they are in developmental transition, teens are especially sensitive to environmental influences including
family, peer, school, neighborhood and social cues, and are susceptible to engaging in risky behavior. NYS teens
and adults identified community resources and social relationships as key factors influencing adolescent health 3.
NYS youth report declining tobacco use, from 32.5% of teens in 2000 to 15.2% in 2014 with regional, gender and
racial/ethnic gaps narrowing 19. Since 2003, NYS youth report: less use of alcohol (32.5% 2013 vs 44.2% 2003),
and cocaine (5.3% vs 6.2%); steady use of marijuana (21%) and methamphetamines (4.5%); and increased use of
heroin (3.7% vs 1.8%) 19. About 38% of teens have ever had sex, and 28% are currently sexually active, both
decreased since 2003 19. Among teens who are sexually active, condom use at last intercourse decreased (70% in
2003 to 63% in 2013) while use of another effective method of birth control at last intercourse increased (20.5% in
2011 to 25.8% in 2013) and use of any method to prevent pregnancy declined (90.1% in 2003 to 87.4% in 2013) 19.
The NYS teen pregnancy rate declined from 38.2 to 22.6/1,000 girls age 15-17 since 2003, but with persistent
racial/ethnic disparities 4. NYS parents report that 61% of teens age 12-17 are usually or always engaged in school,
participate in extracurricular activities and usually or always feel safe in school; 88% of teens have at least one adult
mentor 11. NYS parents report that about 22% of girls and 17% of boys age 12-17 experience bullying, with higher
percentages for younger and white teens, and that 28% of teens have bullied others 11. NYS youth report that 19.7%
have been bullied at school and 15.3% bullied electronically, and 7.4% indicate they did not go to school because
they felt unsafe at or on their way to/from school, up from 5.9% in 2003 19. 12.1% of youth say they have experienced
physical dating violence and 11.8% sexual dating violence 19.

“Get us involved. The minute I feel like my word matters, I will stay
involved...l will think and I will make better choices”

Key successes to build on in NYS include:

« strong and longstanding networks of youth-serving community and clinical providers across the state;

« widespread implementation of evidence-based sexual health education through community-based adolescent
programs, with strong training and technical support to ensure fidelity;

* long history of innovative asset-based youth development strategies across programs for both younger and older
teens;

* access to confidential health care services for teens in a variety of settings including community family planning and
school-based clinics; and

» mature and productive state-academic partnerships to support development, implementation and evaluation of
evidence- and theory-based youth programming.

Key challenges and opportunities include: persistent racial, ethnic and economic disparities in health outcomes for
youth; identifying effective models and strategies for serving rural communities; inconsistent sexual health education
policies across school districts; and increasing recognition of the need to address overall wellness, health literacy,
transition to adult health care services and social-emotional well-being and relationships for NYS adolescents.

Domain 6: Cross-Cutting & Life Course

Throughout NY’s needs assessment process, several recurring themes emerged that cut across all MCH populations
and life course stages: oral health; mental health; enroliment in affordable and adequate health insurance; access to
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and use of preventive health care services; social support and healthy relationships; neighborhood and community
environments that protect health and support healthy behaviors; and the need to reduce health disparities and
promote health equity. See Domains 1-5 above for additional domain-specific references to these cross-cutting
factors and II.A for additional information on NYS health insurance capacity and reforms.

Oral health is a key health issue across the life course. Tooth decay (dental caries) is the most common chronic
condition among children, with implications for personal well-being, school attendance and performance, social
interactions and nutrition. In 2011, NYS parents reported that 19.4% of children age 0-17 had one or more oral health
problems, with highest prevalence among children age 6-11, Hispanic and low income children and similar rates for
CSHCN 11, 18. NYS 2009-12 oral health surveillance data show that 45% of 3rd graders experienced tooth decay,
down from 54% in 2002-04; evidence of untreated tooth decay was present for 24% of 3rd graders, down from 33%
20. Prevalence was higher outside of NYC and for lower income children. State quality reporting data from Medicaid
and commercial managed care plans show that about 60% of children had an annual dental visit 10, while parents
report that 77% of all NYS children 1-17 had a preventive dental visit in the last year, with lower visit rates for children
age < 5, Hispanic, low income and uninsured children 11; CSHCN had higher visit rates 18. Tooth decay and
periodontal disease among women impact their personal health and are associated with poorer pregnancy
outcomes and increased tooth decay among their children. About 19% of NYS (excluding NYC) pregnant women say
they needed to see a dentist for a problem during pregnancy, and less than half of NYS women had any dental visit
during pregnancy, with lowest rates for younger, Black, low income and unmarried women 2. Currently, 71% of NYS
residents live in areas served by fluoridated water systems 21. Barriers to good oral health and use of dental care
noted by NYS stakeholders include: lack of awareness/health literacy for oral hygiene practices, dental insurance and
integration of oral health in primary care; inconsistent community water fluoridation; and, shortages of dentists in
underserved communities and who accept Medicaid 3.

“Oral health needs to be integrated into well child
care”

Across all MCH stakeholder groups, home, neighborhood and community environments were noted as key factors
influencing cross-cutting health risks and issues including nutrition, physical activity, social supports and
relationships, violence, injury prevention, asthma and lead poisoning 3. Parents report that 79% of children and youth
age 0-17 live in supportive/cohesive neighborhoods and 80% feel that their child is usually or always safe in their
community or neighborhood, with disparities for non-white and lower income young people 11. About 58% of young
people live in a neighborhood that has a park, recreation center, sidewalks and library; 85% live in neighborhoods
with at least three of these resources 11. In contrast, about 17% of young people live in neighborhoods with two or
more detracting elements (vandalism, rundown housing, litter), with notable racial and ethnic disparities 11. In 2011,
USDA identified food deserts in more than half of NYS counties, with about 2.5% of low-income NYS residents living
> 1 mile (urban) or > 10 miles (rural) from a supermarket or grocery store that provides affordable fruits and
vegetables 22. About 19% of young people age 0-17 live in a household in which someone smokes, which is
declining 11. Common home environmental hazards identified by the DOH Healthy Neighborhoods Program include:
second-hand smoke, lack of carbon monoxide and smoke detectors, lead paint hazards, rodent and insect pests,
mold and structural disrepairs 23.

“My kids would be healthier if they could go out to play
instead of watching TV”

Throughout NYS’ needs assessment, racial, ethnic, economic and geographic disparities are highlighted for virtually
all MCH outcomes and factors assessed. While we have made great progress in some areas, profound disparities
persist that must be addressed, hand-in-hand with attention to addressing social determinants of health and
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promoting health equity.

In addition to those noted for Domains 1-5 above, key strengths to build on in NYS include:

» Strong evidence base for action to improve oral health through community water fluoridation, school-based
programs and other prevention practices, combined with diverse partnerships and new funding support;

« Infrastructure to conduct in-home assessments and interventions for environmental health hazards in targeted
neighborhoods through the state’s Healthy Neighborhoods Program, with significant improvements in tobacco
control, fire safety, lead poisoning risks, indoor air quality and asthma triggers on follow-up visits.

* A strong cross-sector commitment to investing in proven community-based programs to improve physical activity
and nutrition and reduce tobacco use, with particular focus on policy and environmental change strategies.

« Statewide nutrition programs that provide resources for healthy food as well as family and community nutrition
education in a number of settings.

* An array of strategies to reduce disparities and promote health equity across MCH programs and initiatives, with a
shared commitment to advancing further evidence-based approaches.

Challenges and opportunities include: inconsistent access to fluoridated community water supplies with ongoing
challenges from groups opposing fluoridation; integration of oral health in primary care while addressing the supply
of dentists serving low income children and pregnant women; strengthening linkages between MCH and chronic
disease prevention sectors across the life course; and, identifying and advancing additional partnerships and
approaches to promote health equity and address social determinants of health.

I.B.2.b Title V Program Capacity

II.B.2.b.i. Organizational Structure

NY’s state government is comprised of executive, legislative and judicial branches. The bicameral Legislature
includes a 62 member Senate and 150 member Assembly. The judicial branch, comprised of courts with
jurisdictions from village/town to the State Court of Appeals, functions under a Unified Court System to resolve civil,
family, and criminal matters and provide legal protection for children, mentally ill persons and others entitled to
special protections. The Governor heads the executive branch, including 20 departments; department and agency
heads are appointed by the Governor, with the exception of the Commissioner of the State Education Department
who is appointed by the State Board of Regents.

Under the direction of Commissioner Howard Zucker, MD, JD, DOH meets its responsibilities through the Offices of:
Health Insurance Programs (OHIP), the Long Term Care (OLTC), Quality and Patient Safety (OQPS); Public Health
(OPH); Primary Care and Health Systems Management (OPCHSM) and Minority Health and Health Disparities
Prevention. OPH and OPCHSM regional office staff conduct health facility surveillance, public health monitoring and
oversight of local county health department activities with policy and management direction from DOH central office,
and DOH is responsible for five health care facilities. DOH has a workforce of 3,503 filled positions, including 1,659
in state health facilities.

The OPH encompasses all DOH public health programs, including: biomedical research, public health science and
quality assurance of clinical and environmental laboratories (Wadsworth Center); disease surveillance and the
provision of quality prevention, health care and support services for those impacted by HIV, AIDS, sexually
transmitted diseases and related health concerns (AIDS Institute); protection of human health from environmental
contaminants through regulation, research and education (Center for Environmental Health); nutrition, chronic
disease prevention and management, tobacco control, promotion of maternal and child health and public health
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surveillance and disease prevention and control activities (Center for Community Health, CCH); support and
oversight of local health departments and public health workforce development (Office of Public Health Practice);
and, comprehensive emergency preparedness and response activities (Office of Public Health Preparedness).
Public health programs serving MCH populations span DOH, but are mainly focused in the four Divisions of CCH:
Chronic Disease Prevention; Nutrition; Epidemiology; and, Family Health (DFH).

The DFH leads the State’s public health efforts to improve birth outcomes; promote healthy children, youth and
families across the lifespan; and, build healthy communities through community engagement, public-private
partnerships, policy analysis and education. The DFH provides the central focus for NYS’s Title V MCH
programming, and consists of five bureaus: Women, Infants and Adolescent Health; Child Health; Early Intervention;
Dental Health; and, Administration. Additional initiatives, including maternal mortality review, clinical quality
improvement projects and SSDI are led at the Division level. See Attachment 2 for an organizational chart.

I.B.2.b.ii. Agency Capacity

NY’s commitment to ensuring the health and well-being of the MCH population is manifest in an extraordinary array of
resources. Supports and services span organizational units within DOH and other state and local agencies and
organizations. As a large and diverse state most “front line” services are carried out by local partners, with funding,
policy, planning, training, technical assistance, quality improvement and other supports from DOH/NYS Title V
program. DFH manages in excess of $800 million annually in state and federal funds to support a comprehensive
portfolio of MCH services, and collaborates with many other DOH programs and state agencies to advance
additional MCH activities. A full description of MCH programs and resources is beyond the scope and limits of this
NA summary; key resources are highlighted below. Note that resources are organized by primary population health
domain, but many are relevant to multiple domains. (See also II.A. for health insurance and health care systems
capacity).

Domain 1: Women’s & Maternal Health

Family Planning Program — community-based outreach and clinical services with 49 agencies in 177 sites serving
340,000 clients annually in accordance with Title X standards; expanded Medicaid (MA) coverage for family planning
(FP) services through Family Planning Extension Program (FP benefits up to 26 months postpartum for women MA
eligible during pregnancy) and Family Planning Benefit Program (FP benefits for individuals <223% FPL, with
presumptive eligibility period). Training, TA and QI support through FP Center of Excellence.

Maternal Mortality Review — comprehensive case ascertainment and review, data analysis, reporting and data-
driven intervention/ prevention strategies, with support from OPCHSM and expert advisory committee.

Medicaid Prenatal Care — coverage for pregnant women <223% of the FPL, including state funds for
undocumented women; comprehensive care standards and QI activities developed in collaboration with Title V.

Pathways to Success — federally-funded demonstration project in three communities to mobilize supports for
pregnant and parenting teens and young adults to improve health outcomes and parental life course.

Public Health Surveillance Systems — Statewide Perinatal Data System (SPDS) electronic birth certificate and
NICU module; PRAMS, BRFSS including new preconception/ family planning module.

Aid to Localities (Article VI) — standards, guidance and state formula funding to 58 local health departments for
core public health activities, including Family Health.
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Domain 2: Perinatal & Infant Health

Evidence-based home visiting— Nurse Family Partnership and Healthy Families New York models supported with
state, Medicaid TCM and federal MIECHV funds; additional expansion planned through Pay for Success and
Medicaid DSRIP initiatives.

Maternal and Infant Community Health Collaboratives (MICHC) — individual supports via community health
workers and partnerships to improve local systems for outreach, risk assessment and follow-up supports for low
income women preconception, prenatal and postpartum. Training, TA and implementation support for MICHC and
MIECHYV through new Maternal & Infant Health Center of Excellence.

Perinatal Regionalization — statewide system of birthing hospitals led by Regional Perinatal Centers (Level IV) that
coordinate care and transfers for high-risk women and babies, provide consultation and lead quality improvement
activities within regional affiliate networks (Levels I-1ll).

NYS State Perinatal Quality Collaborative (NYSPQC) — Title V-led collaboration with birthing hospitals and
NICHQ to improve quality of care, maternal and newborn birth outcomes and QI capacity. Successful projects
include: reducing non-indicated elective deliveries, improving assessment for hemorrhage risk and education of
women on postpartum hypertension, improving nutrition and reducing central line infections for high-risk newborns.

National Infant Mortality Collaborative Improvement and Innovation Network (ColIN) —broad partnerships
and structured QI projects to promote: use of LARC; integration of preconception and interconception care in primary
care; and, safe sleep practices.

Newborn Screening - Newborn Screening Program (NBSP) collects, analyzes and reports 275,000 specimens
annually for 49 diseases and conditions including all core conditions recommended by the American College of
Medical Genetics and the March of Dimes; mandatory screening and for newborn hearing and critical congenital
heart defects.

Breastfeeding Supports - Breastfeeding Mothers' Bill of Rights law (2010) requires health care providers and
facilities to encourage and support breastfeeding, with array of DOH-led implementation activities including media
and education campaigns, compliance and quality improvement work with hospitals; WIC program supports
breastfeeding with lactation consultants, peer counselors, and special food package for breastfeeding mothers;
home visiting and CHW programs provide additional education and support to clients.

Domain 3: Child Health

Public Health Insurance — NYS has generous public health insurance coverage: infants <223% FPL and children
age 1-18 <154% FPL are eligible for Medicaid; children <400% FPL can enroll in subsidized insurance through
Child Health Plus (NYS’ CHIP), with no premium < 160 % FPL and sliding scale premium 160-400 % FPL.

School-Based Health Centers (SBHCs) — largest SBHC network in the country, with 50 agencies operating 230
school-based clinics providing primary medical and mental health services to 160,000 children and youth annually;

School-based dental clinics in 1,200 sites provide preventive dental care to 60,000 children annually.

Immunization Program — multi-pronged program to educate families and providers, ensure access to vaccines

Page 28 of 195 pages



and improve provider immunization practices.

Public Health Nutrition Programs — statewide programs provide access to healthy food for MCH and other
populations: Special Supplemental Nutrition Program for Women, Infants and Children (WIC), the third largest in the
country, offers nutrition education, breastfeeding support, referrals and nutritious foods to 500,000 participants per
month through 93 WIC local agencies via a network of 500 service sites; Child and Adult Care Food Program
(CACFP) ensures that nutritious meals and snacks are available in eligible child care and after school programs,
with 1,400 sponsoring organizations representing 14,000 participating care sites serving 340,000 meals daily;
Hunger Prevention and Nutrition Assistance Program (HPNAP) funds 47 contractors and their 2,400 emergency
food programs to provide nutritious food to those in need throughout NYS. See Domain 6 for additional related
capacity.

Keeping Kids Alive - coordinates child death review and safety initiatives with other agencies; public outreach and
education about SUID and SIDS risk and protective factors; bereavement support for families.

Domain 4: Children with Special Health Care Needs

Early Intervention Program (EIP) - largest IDEA Part C program in the nation, statewide service delivery system
for 65,000 infants and toddlers (0-3) with disabilities and their families, with no out of pocket expenses for families;
central emphasis on family engagement and support including current family outcomes systemic improvement
project; strong focus on research, policy and outreach/education to improve identification and supports for children
with autism spectrum disorders.

Children with Special Health Care Needs (CSHCN) Title V Programs — grant funding to LHDs to provide
information, referral and other assistance to CSHCN birth to 21 and their families; gap-filling financial assistance
through Physically Handicapped Children’s Program (PHCP), voluntary direct service program operating in 31
counties to pay for medical equipment, co-pays, pharmaceuticals, medically necessary orthodontia and other health-
related services for CSHCN meeting local financial and medical eligibility criteria.

Childhood Asthma - Asthma coalitions in regions with a high burden of asthma bring healthcare and community
systems together to develop, implement, spread and sustain policy and system level changes to improve asthma

care and health outcomes; the NYS Asthma Outcomes Learning Network builds quality improvement capacity and
spreads best practices.

Medicaid (MA) — in NYS all SSI beneficiaries are categorically eligible for MA; MA covers all EIP services for MA
enrollees; Title V staff are extensively engaged in the development and implementation of Health Home to provide
enhanced care coordination for children with chronic medical and/or behavioral needs, including the transition from
current waiver and TCM programs and integration with EIP.

Domain 5: Adolescent Health

Comprehensive Adolescent Pregnancy Prevention Program (CAPP) - statewide primary prevention initiative
uses a youth development framework, comprehensive evidence-based sexual health programs and access to
reproductive health care services for teens; 50 community-based organizations funded throughout NYS in high-need
communities. Personal Responsibility Education Program (PREP) federal grant funds support nine additional local
projects and enhanced programs working with youth in foster care and youth with emotional and behavioral
problems. ACT for Youth Center of Excellence provides training, TA and evaluation support to all Title V adolescent
health initiatives.
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Successfully Transitioning Youth to Adolescence (STYA) — innovative community-based initiative funded
through the federal Abstinence Education Grant Program supports mentoring, counseling and adult supervision for
pre-teen youth age 9-12 in high-risk communities.

OMH’s Suicide Prevention Office (SPO) - established in May 2014 to coordinate a comprehensive approach to
suicide prevention in NYS; aligned with National Action Alliance for Suicide Prevention guidelines and the Zero
Suicide approach in health and behavioral care; key collaborations with the Center for Practice Innovation to
advance implementation of evidence based practices, the Suicide Prevention Center of New York to coordinate and
provide -training and the DOH Injury Prevention program to develop research opportunities.

Domain 6: Cross-cutting & Life Course

Oral health — several initiatives to promote oral health across the life course, with primary focus on MCH
populations. Community Water Fluoridation (CWF) focuses on education and training, including: training for water
operators and dental/medical and public health professionals; technical assistance to water systems and monitoring
fluoride levels in drinking water; resource development to gain and maintain support for fluoridation; and,
surveillance, evaluation and research. New state CWF grant program will support construction, installation, repair,
rehabilitation, replacement, or upgrades of community water systems. Fluoride Rinse Programs provide fluoride to
children in schools in non-fluoridated communities. School-Based Dental Clinics provide preventive dental care (see
Domain 3). HRSA-funded Perinatal and Infant Oral Health Quality Improvement (PIOHQI) project seeks to integrate
oral health in maternal and infant community systems and services.

Physical Activity and Nutrition — NYS public health programs to prevent obesity focus on environmental, policy
and systems changes: Eat Well Play Hard in Child Care Settings (EWPHCCS) is a nutrition education and obesity
prevention intervention in selected child care centers serving low-income children and their families; Healthy Schools
New York (HSNY) provides technical assistance and resources to 180 school districts to establish healthful eating
environments and daily physical activity opportunities, including physical education; the Healthy Eating and Active
Living by Design (HEALD) Program implements community policy, systems and environmental changes in schools
and communities to reduce risks for heart disease and obesity by increasing access to healthful foods and
opportunities for physical activity; the Just Say Yes to Fruits and Vegetables Project (JSY) uses nutrition education
workshops, food demonstrations and environmental strategies to improve access to healthier foods and physical
activity.

Sexual Violence Prevention — six regional centers to advance evidence-based primary prevention community-
level change strategies aimed at youth and young adults age 10-24, including strong focus on healthy relationships;
Sexual Assault Forensic Examiner (SAFE) standards and training for hospitals; emerging partnership with SUNY to
prevent sexual violence on college campuses.

Environmental Health —public health programs and infrastructure seek to protect individuals from environmental
hazards including built environments; Lead Poisoning Prevention Program (LPPP) reduces the occurrence and
consequences of childhood lead poisoning through primary prevention, surveillance, care coordination and
environmental management; Healthy Neighborhoods Program conducts door-to-door neighborhood outreach,
assessments, and interventions to address multiple common home hazards including lead paint, indoor air quality,
pests and structural injury risks; Injury Prevention programs monitor and apply surveillance data to “Injury-Free Kids!"
Campaign and focused prevention strategies.

Tobacco Prevention — comprehensive initiatives to prevent initiation, reduce current use, eliminate exposure to
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secondhand smoke and reduce the social acceptability of tobacco use; Advancing Tobacco-Free Communities
(ATFC) and Health Systems for a Tobacco-Free NY regional contractors use evidence-based and high-level systems
interventions to promote policy changes, with a primary focus on tobacco-disparate populations through housing,
outdoor initiatives and large or dominant health care organizations; NYS Smoker's Quitline and media campaigns
are key evidence-based components of smoking cessation efforts.

As noted, New York’s Title V Program, based in the NYSDOH Division of Family Health, encompasses public health
programs spanning multiple organizational units outside the Division, and collaborates extensively with other state
agencies and organizations to achieve MCH goals. Systems-building, integration and coordination of services,
community engagement and family support and empowerment are hallmarks of this work across all domains and
focus areas. See II.A and I1.B.2.c for additional information on Title V coordination and collaboration with other state
and local agencies, non-governmental partners, health services and systems, including current major national and
state health systems reform efforts.

II.B.2.b.iii. MCH Workforce Development and Capacity

A strong and diverse MCH workforce is needed to implement the resources described in [1.B.2.b.ii. At the community
level, most services and programs are implemented by local partners including LHDs, universities and academic
medical centers, hospitals and clinics, and community based organizations. Training and technical assistance are
provided to support the workforce carrying out Title V activities, and DFH seeks relevant professional development
opportunities for state staff.

Reducing health disparities requires that services are accessible and culturally competent. Whenever feasible,
funding is targeted to organizations that are embedded within and employ staff reflective of underserved populations.
For example, a required component the MICHC initiative is the use of community health workers (CHW) indigenous
to the communities served to provide outreach, home visiting and other supports to link underserved populations with
health care and other community services. Title V staff have championed the expansion of this CHW model through
DSRIP (see IL.A).

At the state level, the DFH leads NYS’ MCH efforts, coordinating Title V activities across DOH and directly managing
core MCH programs. Due to the size and complexity of NYS, this requires significant program and policy
development, program operations/ implementation, data analysis and evaluation and intra- and inter-agency
communication and collaboration. There are currently 140 filled Title V-funded positions within DOH central, regional
and district offices, with additional non-Title V-funded positions performing MCH activities. Staff cover the full range
of MCH populations and essential public health services. Key DFH staff include (see Appendix for staff biographies):

» Rachel de Long, M.D., M.P.H., Director, DFH and NYS Title V Director

* Wendy Shaw, M.S., B.S.N., Associate Director, DFH

* Marilyn Kacica, M.D., M.P.H., Medical Director, DFH

* Christopher Kus, M.D., M.P.H., Associate Medical Director, DFH

« Kristine Mesler, M.P.A., B.S.N., Director, Bureau of Women, Infant and Adolescent Health and NYS Title V
Adolescent Health Coordinator

» Susan Slade, RN, MS, CHES, Director, Bureau of Child Health and NYS Title V CSHCN Director

* Brenda Knudson Chouffi, MS.Ed, Co-Director, Bureau of Early Intervention

* Donna Noyes, PhD, Co-Director, Bureau of Early Intervention

* Rachel Gaul, MBA, Director, Bureau of Administration

The position of DFH Dental Director is currently under recruitment following the retirement of Dr. Jayanth Kumar in
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May 2015.

Finally, NY’s Title V program has cultivated strong partnerships with the SUNY School of Public Health (SPH) to
support training the “next generation” of MCH professionals. Title V funds support a vibrant internship program
placing SPH students in MCH programs as well as the NYS Preventive Medicine and Dental Public Health
Residency Programs. Title V staff regularly mentor and advise SPH students and provide guest lectures in relevant
SPH courses, including specific collaboration for this NA described in I1.B.1. As an outgrowth of this partnership,
SPH and DOH recently were awarded a new HRSA MCH Catalyst Program grant to develop an increased focus on
MCH and introduce students to MCH careers.

II.B.2.c. Partnerships, Collaboration, and Coordination

As highlighted throughout this NA, NY’s Title V Program has extensive partnerships to meet the needs of NY’s MCH
population, including coordination and collaboration with other public health programs, state and local agencies,
private sector partners, families and consumers. See Attachment 1 for highlights of selected key collaborations.
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II.C. State Selected Priorities

Priority Need
Type (New,
Replaced or
Continued

Priority Need Rationale if priority need does
for this five- not have a corresponding State
year reporting | or National

Priority Need period) Performance/Outcome Measure

1 Reduce maternal mortality and morbidity New
2 Reduce infant mortality & morbidity New

3 Support and enhance social-emotional New
development and relationships for children
and adolescents

4 Increase supports to address the special New
health care needs of children and youth

5 Increase the use of preventive health care New
services across the life course.

6 Promote oral health and reduce tooth decay New
across the life course

7 Promote home and community environments ~ New
that support health, safety, physical activity
and healthy food choices across the life
course.

8 Reduce racial, ethnic, economic and New
geographic disparities and promote health
equity for MCH population(cross-cutting).

As a result of the Needs Assessment summarized in I1.B, New York selected eight MCH priorities for 2016-20:

Reduce maternal mortality & morbidity
Reduce infant mortality & morbidity
Support and enhance social-emotional development and relationships for children and adolescents
Increase supports to address the special health care needs of children and youth
Increase the use of preventive health care services across the life course:
Preconception/ Interconception (“well woman”, including pregnancy planning and prevention)
Prenatal & Postpartum
Infants (“well baby”)
Children (“well child”)
Adolescents (“well teen”, including family planning)

aroed =
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6. Promote oral health and reduce tooth decay across the life course

7. Promote home and community environments that support health, safety, physical activity and healthy food
choices across the life course

8.  Reduce racial, ethnic, economic and geographic disparities and promote health equity for MCH population
(cross-cutting)

The process to select priorities had several key steps. As summarized in I.B, a profile was constructed for each
MCH domain that included: population health status; strengths and needs; state successes, challenges, gaps and
disparities; and Title V capacity. A webinar was held with the state’s MCHSBG Advisory Council to present highlights
of findings from each profile and facilitate discussion of potential priorities within the respective domains. Council
members were asked to consider several factors in identifying potential priorities, including: impact on MCH health
and well-being; status and trends in key measures; gaps and disparities; evidence base for action; capacity
(including financial resources, infrastructure and workforce) for action and implementation; momentum and buy-in to
build on existing work and success; and the unique need for Title V leadership and attention. Profiles and
presentations were refined to incorporate Council member input and feedback, and then used as the basis for a
meeting with the internal DOH Leadership group (see 11.B.1), at which in-depth discussion was facilitated to generate
a list of potential priorities for each MCH domain. Group members then had the opportunity to vote for up to 10
priorities, with at least one vote in each Domain; voters were asked to consider the same criteria as listed above for
the Advisory Council. Finally, the core MCH management team (Title V Director, Associate Director and Medical
Director) reviewed the voting results along all information gathered throughout the process to select the final 7-10
priorities. The list of potential priorities from the leadership group was refined to consolidate similar ideas. Along
with the voting results, consideration was given to all the criteria referenced above as well as overall feasibility and
importance and alignment with the NYS Prevention Agenda, other major MCH initiatives and health systems reform
efforts. In particular, the need for strong leadership from Title V to advance work in an area was considered in
choosing the final priorities. Finally, the eight selected priorities were presented to leadership staff and Advisory
Council members at the Council’s all-day in-person meeting in April 2015; participants expressed endorsement for
the priorities selected and enthusiasm for working together to develop and advance an action plan to achieve them.

The Priority Results Table (Attachment 3) compares the eight priorities selected for 2016-20 to the current/previous
2011-2015 priorities. Note that several priorities appear more than once within the table as they apply to more than
one population domain. As illustrated, nearly all current priorities will continue to be addressed in the new cycle,
either directly as continued priorities and/or as objectives or strategies encompassed within priorities set for 2016-
20 in the context of the new life course framework. The only current priority that is not specifically reflected in the eight
priorities for 2016-20— diagnosis and treatment of asthma in women and children - will continue to be addressed
through other Department of Health programs. In many cases, priorities have been expanded or refined from the
current cycle to reflect the key needs and opportunities identified in the Needs Assessment findings. Further detail
about each selected priority is included in the table in Attachment 3

Overall, there was good consensus among the leadership group and Council members about the priority areas
selected, and because the framework adopted provides for more specific issues or strategies to be addressed
within a broader priority, no major priorities that rose to the level of strong consideration in our process needed to be
deferred.

Domain 1: Maternal/Women Health

NY will continue its focus on maternal mortality as the rate of mortality in NYS is higher than the national rate and has
great racial disparity. We will expand this focus to include maternal morbidity, including severe (“near miss”)
morbidity and the more common specific issue of maternal depression. By examining severe maternal morbidity, we
can highlight aspects which need immediate focus, such as hemorrhage and hypertension, to focus interventions for
improvement. Maternal depression and increasing use of opioids were identified as key emerging issues with
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significant implications for both maternal health outcomes and infant’s and children’s health and social-emotional
development (Domains 2&3). Addressing disparities will also continue specific to maternal mortality and through
cross-cutting focus (Domain 6).

NY will continue and expand work associated with the use of preventive services by women of reproductive age and
the use of early and comprehensive prenatal care, as elements of the cross cutting life course priority on use of
preventive health care services (Domain 6) relevant to maternal and women'’s health. Previous work has focused
primarily on prenatal care along with reducing and eliminating disparities in birth outcomes and unintended
pregnancies. There is increasing recognition that further improvements in birth outcomes for both women and infants
require focus on women'’s health before (preconception) and between (interconception) pregnancies, reinforced by
NA findings demonstrating high rates of unintended pregnancy and the disproportionate burden of maternal mortality
on women with chronic health conditions. While we continue efforts to increase early enroliment in prenatal care and
improve the quality and effectiveness of that care, we will expand our focus on the use and quality of “well woman”
preventive services and specifically the integration of pregnancy planning and prevention in primary care for all
women, with enhanced attention to women with known risk factors. This priority aligns with our NYS IM ColIN as well
as major healthcare reform efforts in NYS, thus providing opportunities to leverage and strengthen collaborations with
the NY State of Health, MA DSRIP and Health Home and the SHIP/Advanced Primary Care initiative.

Domain 2: Perinatal/infant Health

NY will continue a priority focus on reducing infant mortality and expand the focus to include morbidity. Within this
priority, key focus areas include preterm birth, perinatal regionalization, safe sleep, breastfeeding and reducing
disparities, which align with the Department’s Prevention Agenda and national IM ColIN Initiative. NY’s ColIN projects
include a focus on safe sleep to reduce infant mortality that will align with NY’s systems approach that incorporates
clinical quality improvement, family education and support, through work with hospitals, health care providers and
maternal and infant community collaboratives and home visiting programs. NY also will continue to focus on use of
comprehensive high quality “well baby” preventive services as an element of the cross cutting life course priority on
use of preventive health care services (Domain 6).

Domain 3 & 5: Child & Adolescent Health

NY’s priorities for child and adolescent health reflect consistent stakeholder input concerning the impact of poverty,
toxic stress, early development and social-emotional relationships on lifelong health and well-being including issues
such as obesity, behavioral health and school success. While there has been significant attention to social-emotional
development for very young children, our NA highlighted the importance of continuing to support and nurture healthy
relationships throughout development. This is closely related to the Domain 6 priority to support healthy and safe
environments, and aligns with partnerships with the state Office of Mental Health and Early Childhood and Early
Intervention Advisory Councils. This priority will enable the Title V program to collaborate with other Department
programs as well as other state agencies to make a collective impact. Additionally, NY will continue to focus on use
of comprehensive high quality “well child” and “well teen” preventive services as an element of the cross cutting life
course priority (Domain 6), with particular focus on developmental screening, behavioral screening and counseling
for adolescents and other areas of care that need improvement.

Domain 4: Children and Adolescents with Special Health Care Needs

NYS continues its work to identify and support the growing population of children and youth with special health needs.
This priority closely aligns with NY’s current work to implement a tailored Medicaid Health Home benefit for CSHCN
pursuant to ACA, in which the Title V program has been extensively engaged; Health Home is a key strategy to
improve care coordination and transition supports for CSHCN, which will help meet medical and behavioral needs of
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CSHCN, improve health and school attendance and lessen the stress on families, which were priorities of our
stakeholders. This priority also aligns with a major systems improvement initiative to strengthen family support and
family outcomes within the Early Intervention Program.

Domain 6: Cross-cutting Life Course

The introduction of the life course framework prompted stakeholders to re-frame many of NY’s previous specific
MCH priorities within this Domain, as themes that cut across all MCH populations and life course stages. Previous
priorities related to specific health care services (such as prenatal care) were revised to emphasize age-appropriate
preventive health care services across the life course; priorities for oral health at specific stages were similarly
expanded to embrace a life course focus. Previous issue-specific priorities related to obesity, tobacco, alcohol and
substance use and lead poisoning were integrated within the new priority to support home and community
environments, which will strengthen partnerships with other Department programs and other stakeholders. Given
NY’s diversity and striking disparities across virtually all MCH outcomes, it was determined that a specific priority to
focus on reducing racial, ethnic, economic and geographic disparities and promoting health equity was needed, with
measures and strategies to be incorporated across all of NY’s MCH work.
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I.D. Linkage of State Selected Priorities with National Performance and Outcome Measures

NPM 1-Percent of women with a past year preventive medical visit

Annual Objectives
73.8 74.2 74.7 75.1

Annual Objective 73.4

NPM 3-Percent of very low birth weight (VLBW) infants born in a hospital with a Level lll+ Neonatal
Intensive Care Unit (NICU)

Annual Objectives
91.0 92.0 93.0 94.0

Annual Objective 91.0

NPM 5-Percent of infants placed to sleep on their backs

Annual Objectives
77.0 77.8 78.9 80.0

Annual Objective 77.0

NPM 6-Percent of children, ages 10 through 71 months, receiving a developmental screening using a
parent-completed screening tool

Annual Objectives
35.6 38.0 40.4 42.8

Annual Objective  33.2

NPM 8-Percent of children ages 6 through 11 and adolescents 12 through 17 who are physically active at
least 60 minutes per day

Annual Objectives
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27.5 27.8 28.1 28.5

Annual Objective 27.1

NPM 10-Percent of adolescents, ages 12 through 17, with a preventive medical visit in the past year.

Annual Objectives
95.6 96.2 96.9 97.6

Annual Objective 94.9

NPM 12-Percent of adolescents with and without special health care needs who received services
necessary to make transitions to adult health care

Annual Objectives
42.4 42.6 42.9 43.3

Annual Objective  41.9

NPM-13 A) Percent of women who had a dental visit during pregnancy

Annual Objectives
59.0 61.1 63.0 65.0

Annual Objective  57.2

NPM-13 B) Percent of children, ages 1 through 17 who had a preventive dental visit in the past year

Annual Objectives
78.5 79.3 80.0 80.7

Annual Objective 77.8

II.D. Linkage of State Selected Priorities with National Performance and Outcome Measures
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National Performance Measures (NPMs) for NY’s MCH Action Plan were determined through the needs assessment
conducted by NYS that consisted of extensive data analysis and evaluation, stakeholder input and discussion as well
as the discussions related to selection of state priorities. The eight NPMs selected for focus are listed in the
following table. Additional State Performance Measures (SPMs), as well as Evidence-Based Strategy Measures
(ESMs) will be developed in Year 2. Alignment of selected NPMs with NY’s priorities and federally-defined MCH
population domains is demonstrated below. Note that while eight NPMs have been selected for routine reporting in
accordance with grant guidelines, NY anticipates following additional performance and outcome measures as well
as part of our ongoing MCH needs assessment.

MCH Priorities, National Performance Measures and Federal Population Domains

2016-2020 MCH Priority

Reduce maternal mortality and morbidity (1 F
Reduce infant mortality and morbidity 3)F
) F
Support and enhance children’s social-emotional development and relationships for children (6) F
Increase supports to address the special health care needs of children and youth (6) F
(12)
Increase use of preventive health care services across the life course: (1 F
e Preconception/ Interconception (“well woman”, including pregnancy planning and prevention)
(6)F
e Prenatal and Postpartum
(10)
e [nfants (“well baby”)
e Children (“well child”)
e Adolescents (“well teen”, including family planning)
Promote oral health and reduce tooth decay across the life course (13A
(13B

Promote home and community environments support health, safety, physical activity and healthy food choices | (8) F
Reduce racial, ethnic, economic and geographic disparities and promote health equity for MCH population Use

Maternal mortality and morbidity will be followed by NPM1 percent of women with a past year preventive
visit for all women. The NYS Expanded BRFSS Report 2008-2009 shows the NYS performance on NPM1 is
78.5% which is better than the national average of 73.4% (as reported by the CDC BRFSS 2007-2009). More
recent information from the NYS BRFSS Report (2013) has a percentage of 69.4% for women ages 18 — 44 years
compared to a US average of 66.7% (the US rate is from the CDC BRFSS 2007-2009). This visit is the basis to
beginning preventive healthcare as well as initiating pregnancy planning and prevention of unintended pregnancies.

Infant mortality and morbidity will be followed by multiple National Performance Measures.
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NPM3 percent of very low birth weight (VLBW) infants born in a hospital with a Level lll+ Neonatal
Intensive Care Unit (NICU) will impact both mortality and morbidity. We have seen from NYS data that since 2009,
90% of VLBW infants have been delivered in hospitals with Level Ill-IV NICUs, with a corresponding decline in
mortality rates. If an infant is delivered in a hospital with the correct clinical expertise and equipment, risk should be
decreased for poor outcomes. NYS will continue to focus on its system of regionalized perinatal care to evaluate
mortality and morbidity to identify areas for intervention and improvement. NPM5 percent of infants placed to
sleep on their backs has improved slowly over time with a 2011 NYS rate of 70% while the NYC rate is 64.3% and
rest of state rate of 75.6% (PRAMS). NYS will be focusing on this measure specifically as part of the NYS IM ColIN
initiative to effect improvement.

Social-emotional development and relationships for children and adolescents will be followed by NPM6.
NMP6 Percent of children, ages 9 through 71 months, receiving a developmental screening using a
parent-completed screening tool is a measure of child development. Although parent reporting of screening
based on this measure has increased over time to 21.3% in 2012, we lag behind the national average of 30.8%. We
anticipate selecting or developing additional state performance measures for this domain given the limits of this
particular NPM.

Supports for children and youth with special health care needs will be followed by a series of measures.
NPM6 Percent of children, ages 9 through 71 months, receiving a developmental screening using a
parent-completed screening tool reflects the importance of routine developmental screening to identify CSHCN,
and as noted above current NYS performance is relatively low on this measure. NPM12 percent of children with
special health care needs who received services necessary to make transitions to adult health care was
reported in 2010 to be 39.7% with a HP2020 target of 45.3%. This measure needs improvement in NYS.

Oral health and tooth decay will be followed with NPM13 A and B. NPM13A percent of women who had a
dental visit during pregnancy has been a focus in NYS for many years and is a focus of the NYS Prevention
Agenda. However, with this focus, rates have hovered between 40 — 50% without improvement (PRAMS). NPM13B
percent of infants and children, ages 1 to 17 years, who had a preventive dental visit in the last year
through parent report was 77% in 2012. This measure also needs improvement.

Use of preventive and primary health care services across the life course addresses all of the population
Domains. NPM1 percent of women with a past year preventive visit for all women is 78.5% for NYS which is
better than the national average of 73.4%. More recent information from the NYS Expanded BRFSS Report 2013
has a percentage of 69.4% for women ages 18 — 44 years compared to a US average of 69.4%. This visit is the
basis to beginning preventive healthcare as well as initiating pregnancy planning and prevention of unintended
pregnancies. NPM6 percent of children, ages 9 through 71 months, receiving a developmental screening
using a parent-completed screening tool measures a key recommended component of comprehensive well child
care. Although parent reporting of developmental screening based on this measure has increased over time to
21.3% in 2012, we lag behind the national average of 30.8%. NPM10 percent of adolescents with a preventive
services visit in the last year has seen a slight increase from 85.3% in 2003 to 91.7% in 2012. When ages are
viewed separately, the percentage of adolescents receiving a preventive visit decreases with age; for adolescents
age 12 years, the frequency was 97.7% in 2012 while age 17 years was 89.1%. Since older adolescents are
transitioning to adult care and health care consumer roles, and have changing developmental needs related to sexual
health and other health behaviors, this is a crucial visit.

Home and community environments that support health, safety, physical activity and healthy food
choices will be followed by NPM8. NPM8 percent of children ages 6 through 11 and adolescents ages 12
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through 17 who are physically active at least 60 minutes per day has remained relatively stable and was

24.6% in 2012. In 2012, children age 12 — 17 (19.6%) and females (19.4%) were less likely to exercise at least 20
minutes daily.

Racial, ethnic and economic disparities across in all core MCH outcomes. Since NYS has diverse

populations and noted disparities, we will monitor all measures stratified by racial, ethnic, economic and geographic
stratifiers.

8694 of 15,000 characters
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ILLE. Linkage of State Selected Priorities with State Performance and Outcome Measures

States are not required to provide a narrative discussion on the State Performance Measures (SPMs) until the
FY2017 application
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Il.F. Five Year State Action Plan

I.LF.1 State Action Plan and Strategies by MCH Population Domain

As stated previously, NY’s process to develop the State Action Plan has been comprehensive, built on years of
experience in the MCH arena, data driven and shaped by input from families and professionals across NYS. NY’s
approach emphasizes the incorporation of a performance-based approach in all domains to ensure that evidence-
based, measurable strategies are incorporated into all MCH initiatives. In order to fully understand the factors
influencing the priority needs in NYS, the Title V program will perform a complete analysis of available data and the
evidence-based (EB) or evidence-informed (El) strategies in order to develop State Performance Measures and
EBs and El strategies for the FY 2017 application. Therefore targets for most action plan objectives in this
application are to be determined (TBD) through a deliberate process with staff that takes into account baseline data,
trends and planned startegies. NY’s state action plan will form the basis for all MCH initiatives with a strong
evidence-based approach.

The plan supports Title V’s vision of “a nation where all mothers, children and youth, including CSHCN, and their
families are healthy and thriving.” The strategies operationalize MCH’s Essential Services to ensure that the unique
needs of families are adequately addressed to forward the mission of Title V.

State Action Plan Table

New York State Department of Health
Title V Maternal and Child Health Services Block Grant Five-Year State Action Plan

2016-2020
Domains State Priority Objective Strategies
Needs
Maternal Reduce By September 30, 2020: e Finalize and institutionalize maternal death ce
and maternal ascertainment and review process, issue regi

, . e Reduce the maternal s of mat | death review findi 4
Women’s mortality and mortality rate in NYS reports of maternal death review findings an

Health morbidity to [TBD] trends and expand surveillance and reporting
activities to include severe maternal morbidity

e [ncrease the
percentage of women
screened for
depression during
and after pregnancy
to [TBD]

e Apply information learned from maternal deat
morbidity reviews to policy, community prever
and clinical quality improvement strategies to
address key contributing factors.

e Collaborate with Medicaid and OQPS to inteq
pregnancy planning and contraception in routi
primary care and care management for all we
of reproductive age, including linkage to NYS
Health Innovation Plan/ Advanced Primary (
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Domains

State Priority
Needs

Objective

Strategies

Medicaid Health Home and other state healtt
systems reform initiatives.

Provide enhanced support to assist women ir
getting health insurance, engaging in health ¢
services and practicing healthy behaviors thrc
evidence-based home visiting and communit
health worker program models, and expand
availability of evidence-based home visiting &
community health worker services through
Medicaid/ DSRIP, Pay for Success, federal
MIECHYV and state budget funding.

Collaborate with OMH to develop and implerr
strategies to increase screening and follow-uj
maternal depression.

Increase use of
preconception
and
interconception
(“well woman”)
health care
services
among women
of reproductive
age

(as part of
priority on use of
preventive
health care
services across
the life course)

By September 30, 2020:

e |ncrease the
percentage of women
with a past year
preventive medical
visit to [TBD]

e Reduce the rate of
unintended
pregnancy to [TBD]

e Reduce the
percentage of
pregnancies that are
conceived less than
18 months from a
previous birth to
[TBD]

e [ncrease the
percentage of women
who report that a
health care provider
has talked with them
about ways to

Integrate performance standards, measures ¢
improvement strategies related to health insu
and health care service utilization across all T
programs serving women of reproductive age

Collaborate with Medicaid and OQPS to inte
pregnancy planning and contraception in routi
primary care and care management for all we
of reproductive age, including linkage to NYS
Health Innovation Plan/ Advanced Primary (
Medicaid Health Home and other state healil
systems reform initiatives.

Develop and implement a public awareness
campaign related to preconception &
interconception health.

Convene and lead structured quality improver
collaborative to improve outreach and engage
of underserved populations in family planning
services.

Provide funding, training and technical assist:
to community-based partnerships to improve
and interconception health in low income
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Domains

State Priority
Needs

Objective

Strategies

prepare for a healthy
pregnancy and baby
to [TBD]

populations and communities.

Promote policies and practices to increase tr
of Long Acting Reversible Contraceptives (L4

Strengthen linkages with public health chronic
disease prevention programs to enhance dat
capacity and target health promotion strategit
women at risk for adverse pregnancy outcom

Increase use of
prenatal and
postpartum
health care
services

(as part of
priority on use of
preventive
health care
services across
the life course)

By September 30, 2020:

e |ncrease percentage
of live births with
prenatal care starting
in the first trimester to
[TBD]

Integrate performance standards, measures ¢
improvement strategies related to health insu
and health care service utilization across all T
programs serving pregnant and postpartum w

Provide subject matter and technical support
Medicaid and OQPS to improve prenatal and
postpartum care in accordance with Medicaic
standards through the Perinatal Quality
Improvement Project

Continue and expand state pilot project in sel
communities to leverage health information

technology to improve risk assessment, referi
follow up care for pregnant women, and expai
effective strategies to additional communities

Provide enhanced support to assist pregnant
women in getting health insurance, engaging
prenatal and postpartum health care services
practicing healthy behaviors through evidence
based home visiting and community health wt
program models, and expand availability of
services through Medicaid/ DSRIP, Pay for
Success, federal MIECHV and state budget
funding.

Develop and evaluate models for mobilizing I
resources to support pregnant and parenting

Develop and implement a public awareness
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Domains

State Priority
Needs

Objective

Strategies

campaign, including promotion of NYS’ Text4l
resource, related to prenatal and postpartum

Convene and coordinate workgroup with OQl
OHIP and external MCH partners on policy ar
practice issues related to securing and using
OHP to prevent preterm labor.

Collaborate with NYSDOH Bureau of Immuni:
to implement multi-pronged strategies to incr
vaccination rates for pregnant women.

Perinatal
and Infant
Health

Reduce infant
mortality and
morbidity

By September 30, 2020:

e Decrease the infant
mortality rate to [TBD]

e Decrease the
preterm birth rate to
[TBD]

¢ Increase the percent
of very low birthweight
(VLBW) infants born
in a hospital with a
Level Il or higher
Neonatal Intensive
Care Unit (NICU) to
[TBD]

Update NYS perinatal regionalization standar
and designations and implement new perforn
measures.

Build on completed NYSPQC projects to
incorporate performance standards and mea:
for early elective inductions and C-sections a
relevant projects including Medicaid/DSRIP a
perinatal regionalization.

Continue to lead and convene structured stat:
quality improvement initiatives in birthing hosj
through the NYS Perinatal Quality Collaborati
(NYSPQC), including implementation of new

improvement projects on safe sleep and ante
corticosteroid use.

Continue to convene and lead state workgrou
interagency and external partners to reduce ir
mortality through participation in national and
Infant Mortality ColIN initiative.

In collaboration with NYS ColIN partnership,
develop and implement a multi-pronged strate
promote safe sleep policies and practices.

Provide enhanced support to assist families i
getting health insurance, engaging in materne
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Domains

State Priority
Needs

Objective

Strategies

infant health care services and practicing hea
behaviors and parenting skills through eviden
based home visiting and community health wt
program models, and expand availability of
services.

Collaborate with NYSDOH Division of Chroni
Disease Prevention to develop, implement ar
evaluate a multi-pronged strategy to decreast
smoking among pregnant women.

Collaborate with NYSDOH Divisions of Nufriti
and Chronic Disease Prevention to implemer
multi-pronged strategy to promote breastfeed
both hospital and community settings

Collaborate with the NYS OASAS and other
partners to assess and develop strategies to
address substance use, in particular opioid u
among pregnant and parenting women.

Increase use of
primary and
preventive
(“well-baby”)
care among
infants

(as part of
priority on use of
preventive
health care
services across
the life course)

By September 30 2020:

e |ncrease the
percentage of infants
who receive
recommended
number of well-baby
visits to [TBD]

Integrate performance standards, measures ¢
improvement strategies related to health insu
and health care service utilization across all T
programs serving infants and their families.

Provide enhanced support to assist families i
getting health insurance and engaging in well
health care services through evidence-based
visiting and community health worker progran
models, and expand availability of services.

Promote the use of NYS Text4Baby resource
reinforce importance and schedule of well-bal
visits.

Develop and evaluate models for mobilizing |
resources to support pregnant and parenting

Collaborate with NYS AAP, WIC, Medicaid, L
Health Departments and other partners to de\
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Domains State Priority Objective Strategies
Needs
and implement strategies to increase use of v
baby care and improve preventive care pract
accordance with Bright Futures standards.
Child Support and By September 30, 2020: Assess available child health data sources,
Health en.hanc? e Increase the mfcgjhd.:zg fo,rﬂ:_lcorrl}[:g rec;njlonsI to N?uonell Su
Ch"fjren s percentage of o] © ildren’s Health, an Zvc;a ?p re elvar.w |
social- children meeting pe ormancg measures an . ata analysis pla
emotional support public health activities.

development
and
relationships
(as part of
Shared priority
for children and
adolescents)

criteria for social-
emotional healthy
development to [TBD]
(developmental —
pending new NSCH
to be defined)

e [ncrease the
percentage of
children receiving
developmental
screening in
accordance with
Bright Futures
standards to [TBD]

Provide enhanced support to assist families i
practicing healthy behaviors and parenting sk
and nurture children’s development through
evidence-based home visiting and communit)
health worker program models, and expand
availability of services.

Support adult mentoring and supervision acti
for youth in underserved communities

Issue recommendations of joint EICC-ECAC
Force to address social-emotional developm:
needs of children enrolled in NYS Early Interve
Program, and identify action steps for
implementation.

Explore collaborative opportunities with the n:
Center on Social and Emotional Foundations
Early Learning (CSEFEL) to promote social
emotional development in children.

Collaborate with NYS Early Childhood Advisc
Council, State Education Department/Commt
Schools and other partners to develop and
implement additional strategies to support an
enhance children’s social- emotional develop
and positive relationships across child-servin
settings.

Collaborate with the Office of Mental Health tc
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Domains

State Priority
Needs

Objective

Strategies

develop and implement strategies to improve
screening and follow-up of maternal depressi

Explore the feasibility of developing a public
awareness campaign related to supporting
children’s social-emotional development.

Increase use of
primary and
preventive
(“well child”)
health care
services by
children.

(as part of
priority on use of
preventive
health care
services across
the life course)

By September 30, 2020:

e [ncrease the
percentage of
children who receive
the recommended
schedule of well-child
visits to [TBD]

¢ |ncrease the
percentage of
children who receive
preventive health care
services including
immunizations,
developmental
screening and age-
appropriate
anticipatory guidance
in accordance with
Bright Futures
standards to [TBD]

Integrate performance standards, measures ¢
improvement strategies related to health insu
and health care utilization across all Title V
programs serving children.

Collaborate with Medicaid, OQPS, other NY<
public health programs, health plans and
professional medical organizations to identify
advance strategies to increase use of well-ch
care and promote preventive care practices il
accordance with Bright Futures standards,
including linkage to relevant state health syste
reform and quality improvement initiatives.

Collaborate with WIC, Child Care, Communit
Schools, home visiting and other child-serving
programs to develop and advance strategies
children to health insurance and primary healt
services.

Provide subject matter and technical support
OCFS to develop and implement health-relat:
quality indicators for child care programs

Maintain support for statewide network of SB
support SBHCs' transition to Medicaid mana
care and update and implement performance
standards and measures for SBHCs

Provide subject matter and technical support
SED to ensure that Community Schools have
information and linkages needed to promote |
of children and families
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Domains State Priority Objective Strategies

Needs
CSHCN Increase By September 30, 2020: Assess available data sources, including
(CSHCN) supports to forthcoming revisions to National Survey of

address the
special health
care needs of
children and
youth

e |ncrease the
percentage of
CSHCN with a
medical home to
[TBD]

e [ncrease the
percentage of
CSHCN who need
and receive care
coordination services
that meet their needs
to [TBD]

e |ncrease the
percentage of
adolescents with
special health care
needs who receive
services necessary to
make transitions to
adult services to
[TBD]

¢ Increase the
percentage of
families participating
in the Early
Intervention Program
who meet the state’s
standard for the NY
Impact on Family
Scale to [TBD]

Children’s Health/CSHCN, and develop upda
performance measures and data analysis pla
support public health activities.

Convene and lead a structured learning
collaborative with birthing hospitals to improw
screening, reporting and follow-up for early he
loss among newborns

Provide subject matter and technical support
Medicaid to implement enhanced care coord
and transition support services for CSHCN th
Health Home, including integration of eligible
children also receiving services through the E
Intervention Program.

Build on findings from recently completed res
study to enhance policy and practice supports
children with Autism Spectrum Disorders and
families within and beyond the Early Interventi
Program

Identify and seek policy solutions to address 1
in insurance coverage for CSHCN.

Complete critical assessment/ evaluation of ¢
CSHCN and PHCP public health programs a
develop proposal(s) for strengthening local ar
regional program models for CSHCN.

Update and enhance previous strategies and
materials to support transition to adult roles al
services for CSHCN.

Collaborate with OCFS to develop and implel
quality indicators related to child health, incluc
CSHCN, for child care programs
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State Priority
Needs

Objective

Strategies

Identify effective practices for delivering famil
centered services and improving family outco
within the Early Intervention Program, and
disseminate findings to other relevant Title V
partner programs.

Integrate performance standards and measur
related to family engagement and support aci
Title V programs serving children.

Ensure that relevant workgroups, committees
advisory councils led by NYS Title V program
meaningful family representation.

Adolescent
Health (AH)

Support and
enhance
adolescents’
social-
emotional
development
and
relationships

(as part of
shared priority
for children and
adolescents)

By September 30, 2020:

e [ncrease the
percentage of
adolescents meeting
criteria for social-
emotional healthy
development by
[TBD](developmental
— pending new
NSCH to be defined)

e Reduce the
percentage of
adolescents who feel
sad or hopeless for
two weeks or longer
in the past year by
[TBD]

e Reduce the rate of
suicide among
adolescents by [TBD]

e Decrease the
percentage of

Conduct further assessment of available data
sources, including YRBS and forthcoming rev
to National Survey of Children’s Health, and
develop updated annual data analysis plan to
inform public health activities

Incorporate evidence-based/ -informed strate
to address adolescent social-emotional
development, wellness and healthy relationsh
within Title VV adolescent grant programs

Continue to support the delivery of evidence-I
sexual health education and confidential

reproductive health care services for teens in
community and school-based clinical settings

Collaborate with the Office of Mental Health a
other partners to develop and implement add
strategies for prevention of suicide among
adolescents

Support the delivery of evidence-based and
promising sexual violence prevention strategi
create community change
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State Priority
Needs

Objective

Strategies

adolescents who
experience physical
or sexual dating
violence by [TBD]

Develop and evaluate models for coordinatin
resources to support pregnant and parenting
(through Pathways to Success initiative)

Increase use of
primary and
preventive
(“well teen”)
health care
services by
adolescents

(as part of
priority on use of
preventive
health care
services across
the life course)

By September 30, 2020:

¢ Increase the
percentage of
adolescents who
received a preventive
health care visit in the
last year to [TBD]

e |Increase the
percentage of
adolescents who
receive preventive
health care services
including
immunization and
age-appropriate
screening and
anticipatory guidance
in accordance with
Bright Futures
standards to [TBD]

e Reduce the
adolescent
pregnancy rate by
[TBD]

Integrate performance standards and measur
related to health insurance and health care
utilization across all Title V programs serving
adolescents.

Continue to support the delivery of evidence-|
sexual health education and confidential

reproductive health care services for teens in
community and school-based clinical settings

Incorporate evidence-based/ -informed strate
to address adolescent health literacy and use
health care services, including transition to ad
health care services, within Title VV adolescent
programs

Collaborate with Medicaid, OQPS, other NY<
public health programs, health plans and
professional medical organizations to identify
advance strategies to increase use of well-ch
care and promote preventive care practices il
accordance with Bright Futures standards,
including linkage to relevant state health syste
reform and quality improvement initiatives.

Maintain support for statewide network of SB
support SBHCs' transition to Medicaid mana
care and update and implement performance
standards and measures for SBHCs
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Domains State Priority Objective Strategies

Needs
Cross Increase use of | See domain-specific ¢ |ntegrate performance standards, measures ¢
Cutting or | primary and objectives above improvement strategies related to health insu
Life preventive and health care utilization across all Title V
Course health care programs
(LC) across the life

course

Collaborate with NY State of Health to ensure
V programs have current and accurate inform
regarding health insurance resources in the s
and that issues identified by local partners art
shared with policymakers

Collaborate with Medicaid and OQPS to link
health care service priorities to key state heal
systems reform and quality improvement initiz
including NYS Health Innovation Plan/ Adva
Primary Care, Medicaid Health Home and F
Centered Medical Home

Promote oral
health and
reduce tooth
decay across
the life course

By September 30,2020:

¢ |ncrease the
percentage of NYS
residents served by
community water
systems with
optimally fluoridated
water by [TBD]

In collaboration with the NYSDOH Center for
Environmental Health, administer funding and
provide technical support to public water supj
support maintenance and expansion of comnr
water fluoridation

Support the delivery of oral health screening ¢
preventive dental services through school-bas
clinics and programs, with a focus on evidenc
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State Priority
Needs
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e Reduce the
prevalence of dental
caries among NYS
children by [TBD]

e [ncrease the
percentage of
children and
adolescents who had
a preventive dental
visit in the past year
by [TBD]

e |ncrease the
percentage of
pregnant women who
had a dental visit
during pregnancy by
[TBD]

based practices

Collaborate with NYSDOH Division of Nutritio
explore the integration of oral health preventic
strategies within public health nutrition progra
serving MCH populations

Complete pilot project on integration of oral h
messages and strategies in community-base
maternal and infant health pr