MICHIGAN TITLE V MATERNAL & CHILD HEALTH BLOCK GRANT

FY 2014-2015

Introduction

Under Title V of the Social Security Act of 1935, federal funds are allocated to states in proportion to their percentage of children in poverty in the nation. According to federal rules, at least 30% of the funds allocated are to be used for primary and preventive services to children and adolescents and at least 30% must be used for services to children with special health care needs (CSHCN). The estimated allocation to Michigan for Fiscal Year 2015 is $18,682,500: approximately 32% of that will go to services to children and adolescents, and 39% to services to children with special health care needs. All of the funds that Michigan receives from the MCH Block Grant, except a small proportion for administrative costs (less than 2%), are distributed to local agencies and providers for services to the target populations: pregnant women and infants, children and adolescents, and children with special health care needs. 

Federal Requirements

States are required to annually submit a report of prior year activities and a plan for the coming year. The report includes data on eighteen national performance measures and up to ten state performance measures based on their state priorities as determined by an assessment of needs. All states are required to solicit public input on their Title V applications.

Michigan’s Priorities

· Increase the proportion of intended pregnancies

See National Performance Measure #8 and State Performance Measure #1
	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	The rate of birth (per 1,000) for teenagers aged 15 through 17 years.
	15.5
	14.4
	12.7
	11.9
	10.4

	Percent of pregnancies that are intended
	55.4
	54.8
	55.5
	58.2
	58.2


Activities

· MDCH aired two youth-focused PSAs on TV and YouTube (“Wish I Waited” and “Take It Back”), as well as PSAs focusing on abstinence in several areas in the State

· The Michigan Abstinence Program, TPIP and TPPI provide teen pregnancy prevention programming to youth and parents in their communities.

· The Maternal Infant Health Program (MIHP) requires discussion of family planning at every visit and referral to family planning services.
· MDCH/Family Planning Program continues to make available general reproductive health assessment, comprehensive contraceptive services, related health education and counseling, and referrals as needed to every citizen of the state. Title X family planning delegate agencies provided services to 91,588 clients including 17,741 teens.
· Increase the proportion of CSHCN population that has access to a medical home and integrated care planning
See National Performance Measures #2-6

	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	The percent of children with special health care needs age 0 to 18 years whose families partner in decision making at all levels and are satisfied with the services they receive.
	56.4
	56.4
	74.5
	74.5
	74.5

	The percent of children with special health care needs age 0 to 18 who receive coordinated, ongoing, comprehensive care within a medical home.
	46
	46
	43.7
	43.7
	43.7

	The percent of children with special health care needs age 0 to 18 whose families have adequate private and/or public insurance to pay for the services they need.
	60.8
	60.8
	59.9
	59.9
	59.9

	Percent of children with special health care needs age 0 to 18 whose families report the community-based service systems are organized so they can use them easily.
	90.9
	90.9
	71.7
	71.7
	71.7

	The percentage of youth with special health care needs who received the services necessary to make transitions to all aspects of adult life, including adult

health care, work, and independence.
	40.8
	40.8
	41.2
	41.2
	41.2


Activities
· Partnered with Alcona Health Center to implement and spread the medical home model.

· The Family Center continues to provide parent support through Family Phone Line, parent volunteers, training, program information, and assistance in accessing providers and with the appeals process.
· Twelve pediatric telemedicine sites are running monthly pediatric epilepsy clinics.
· Patient/family satisfaction with telemedicine clinics is 100%; provider satisfaction is 97%.

· Implemented the Michigan Primary Care Transformation project to support care coordination within medical home sites and encourage further medical home site development.

· Sustainability of the current HRSA grants has been integrated into work plans.

· Developed tools and partnered with external organizations to help eligible CSHCS clients enroll in the Healthy Michigan Plan (Medicaid expansion) or any of the available plans through the Health Insurance Exchange.
· Developed a work queue allowing local health department affiliates to more readily identify CSHCS clients that may be eligible for an insurance plan provided through the Exchange.

· Thirty-two local health departments have completed the Michigan Local Public Health Accreditation Program site reviews and the remaining local health departments will complete the accreditation process by August 2014.
· A pilot project is being planned in partnership with Medicaid for a smart phone application that will provide the responsible party of the CSHCS enrollee access to information such as authorized provider’s and local health department contact information on their mobile device.

· A secure web-based public interface to the CSHCS database will be created to allow families to complete and submit the CSHCS application online.

· Provide outreach and education to enrollees transitioning out of the CSHCS program within the next five years through anticipatory guidance letters.

· Continue to employ a Youth Consultant to provide input and perspective into program planning and policy, and develop a social media presence.

· Assist young adults receiving private duty nursing with the transition from the CSHCS program to Medicaid waivers. 
· Reduce obesity in children and women of child-bearing age, including children with special health care needs.
See National Performance Measures #11 and 14 and State Performance #4

	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	The percent of mothers who breastfeed their infants at 6 months of age.
	18.5
	17.8
	18.4
	14.4
	17.7

	Percentage of children, ages 2 to 5 years, receiving WIC services with a Body Mass Index (BMI) at or above the 85th percentile.
	30.3
	29.6
	29.9
	29.2
	30.9

	Percent of singleton births by mother's BMI at start of pregnancy greater than 29.0
	24.6
	25.5
	25.7
	22.5
	26.2


Activities

· Provide trainings on breastfeeding basics and breastfeeding duration to local agencies, local physician offices and hospitals.

· Work with the MI Breastfeeding Network, MI Council for Maternal and Child Health and Medicaid to provide Medicaid-eligible women with appropriate quality breast pumps.

· Worked with Healthy Kids Healthy Michigan project to prepare legislative policy briefs supporting breastfeeding in child care settings.

· WIC program continues to support initiation of breastfeeding and exclusive breastfeeding to prevent obesity.
· Provide online interactive education modules in English and Spanish on nutrition and lifestyle change.

· Developed behavior-staged client self-directed education modules promoting activity and health eating behaviors.

· The Maternal Infant Health Program and WIC are working together to provide nutrition services to pregnant and breastfeeding women. High risk clients are referred to a Registered Dietician for nutrition counseling and continuity of care planning.
· Address environmental issues (asthma, lead and second-hand smoke) affecting children, youth and pregnant women.
See National Performance Measure #15, State Performance Measure #5 and HSCI #01
	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	Percentage of women who smoke in the last three months of pregnancy.
	17.8
	15.2
	16.5
	14.9
	14.9

	Ratio between black and white children under 6 years of age with elevated blood lead levels
	3.4
	3.8
	2.9
	3.0
	2.9

	The rate of children hospitalized for asthma per 100,000 children less than five years of age.
	34.0
	29.6
	25.6
	25.6
	


Activities
· Train providers on prenatal smoking cessation through an online course (Smoke Free for Baby and Me).

· A new Education and Outreach Plan has been developed which includes targeting funds to areas with higher incidence of lead poisoning.

· Developing capacity to link lead data with the Michigan Care Improvement Registry (MCIR).

· A new case management system is being implemented to facilitate better coordination between the State and Local providers.

· New annual reports will be generated to help identify area with the greatest disparity of lead poisoning between black and white children and inform allocation of resources. 
· Michigan's in-home case management model (MATCH) program currently cover eight of 10 high burden counties, five of which have densely populated high-asthma burden areas (Ingham, Genesee, Muskegon, Washtenaw, and Wayne).
· MDCH asthma staff will work to get the MATCH program running in Saginaw County and expand services in Wayne through additional partners.

· Reduce African American and American Indian infant mortality rates.
See National Performance Measures #1, 7, 8, 13, 15, 17 and 18; State Performance Measures 1-4 and 7

	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	The percent of screen positive newborns who received timely follow up to definitive diagnosis and clinical management for condition(s) mandated by their State-sponsored newborn screening programs.
	100
	100
	100
	100
	100

	The rate of birth (per 1,000) for teenagers aged 15 through 17 years.
	15.5
	14.4
	12.7
	11.9
	10.4

	Percent of children without health insurance.
	4.7
	4.6
	4.1
	4.1
	4.0

	Percentage of women who smoke in the last three months of pregnancy.
	17.8
	15.2
	16.5
	14.9
	14.9

	Percent of very low birth weight infants delivered at facilities for high-risk deliveries and neonates.
	85.2
	85.2
	83.4
	86.8
	86.2

	Percent of infants born to pregnant women receiving prenatal care beginning in the first trimester.
	73.5
	74.3
	74.6
	74.3
	73.2

	Percent of pregnancies that are intended
	55.4
	54.8
	55.5
	58.2
	58.2

	Percent of low birthweight births (<2500 grams) among live births.
	8.4
	8.4
	8.4
	8.5
	8.3

	Percent of preterm births (<37 weeks gestation) among live births
	9.8
	9.8
	12.3
	12.2
	12.0

	Percent of singleton births by mother's BMI at start of pregnancy greater than 29.0
	24.6
	25.5
	25.7
	22.5
	26.2

	Percent of women physically abused during the 12 months prior to pregnancy
	3.1
	5.0
	3.3
	4.4
	4.4


Activities

· Screened 112,486 newborns in 2013 for one of 51 disorders.

· Screening for CCHD started April 2014, and screening for Pompe Disease to start October 1, 2016.

· Developing reports on implementing newborn screening for additional Lysosomal Storage Disorders and Adrenal Leukodystrophy.

· Will develop a plan for providing access to medically necessary foods and supplements for lifelong treatment of inborn errors of metabolism.
· Continue to work with local health departments and other partners to track immunization levels statewide to identify pockets of need and identify areas with low immunization rates and high exemption rates.

· MDCH aired two youth-focused PSAs on TV and YouTube (“Wish I Waited” and “Take It Back”), as well as PSAs focusing on abstinence in several areas in the State

· Provided teen pregnancy prevention programming to youth and parents in their communities.
· Continue outreach through local health departments and other community agencies to assist consumers with accessing health care coverage through public and other sources.

· Train providers on prenatal smoking cessation through an online course (Smoke Free for Baby and Me).

· Implement Regional Perinatal System:

· Endorsed national perinatal level of care guidelines

· Certificate of Need standards for Neonatal Intensive Care Services/Beds and Special Newborn Nursing Services were updated and went into effect March 3, 2014

· Stakeholder workgroups are developing guidelines for NICU follow-up services (including Maternal Infant Health Program and CSHCS), statewide developmental assessment program, inter-facility transport, back transports, and assuring high risk women are receiving the specialty care they need during prenatal care.

· Three NICU Quality Improvement initiatives are being conducted by the Michigan Collaborative Quality Initiative in collaboration with the Vermont Oxford Network, focusing on NICU infections, breast milk promotion and Neonatal Abstinence Syndrome.

· Local health departments continue to provide outreach and assistance to Medicaid-eligible women to access prenatal care.

· Expand home visiting programs, such as MIHP and Nurse Family Partnership, to assist pregnant women with access to prenatal care.

· Implement a federally funded demonstration project that utilizes a team-based model of primary care providing continuous, coordinated whole-person care throughout the patient’s lifetime. 

· The Maternal Infant Health Program (MIHP) requires discussion of family planning at every visit and referral to family planning services.

· Title X family planning delegate agencies provided services to 91,588 clients including 17,741 teens.

· The Fetal Alcohol Spectrum Disorders program provides prevention, awareness and access to services through Centers of Excellence.
· The State Medicaid requires all birth hospitals to have policies in place to prevent medically-unnecessary elective deliveries before 39 weeks gestation, and the Michigan Health and Hospital Association’s (MHA) Keystone OB Initiative is working with hospitals to implement the 39 week initiative.

· MHA is developing two new initiatives for Keystone OB concerning postpartum hemorrhage and reduction of primary caesarean sections.

· Promote the adoption of progesterone protocol for high-risk medically eligible women to prevent preterm births.

· The Maternal Infant Health Program and WIC are working together to provide nutrition services to pregnant and breastfeeding women. High risk clients are referred to a Registered Dietician for nutrition counseling and continuity of care planning.

· The Maternal and Infant Health program provides universal screening and education for domestic violence at entry into the program and again when the baby is born. Safety plans are developed for women who screen positive.

See also breastfeeding promotion activities under “Reduce obesity in children and women of child-bearing age, including children with special health care needs.”
· Decrease the rate of sexually transmitted diseases among youth 15-24 years of age
See State Performance Measure #6

	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	Rate per 100,000 of Chlamydia cases among 15-19 year-olds
	2780.7
	2745.0
	2626.6
	2344.0
	2010.4


Activities
· MDCH distributes pre-paid CT testing supplies to publically-funded STD (Sexually Transmitted Disease), Family Planning and Adolescent Health Clinics.
· Medication is provided for uninsured persons who test positive.

· Providers receive education on newest screening technology and treatment guidelines.

· Partner notification tools are provided to increase the number of partners informed of their exposure and treated.
· Reduce intimate partner and sexual violence
See State Performance Measures #7 and 8

	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	Percent of women physically abused during the 12 months prior to pregnancy
	3.1
	5.0
	3.3
	4.4
	4.4

	Percent of high school students who experienced dating violence
	
	15.0
	15.0
	11.3
	11.3


Activities

· The Maternal and Infant Health program provides universal screening and education for domestic violence at entry into the program and again when the baby is born. Safety plans are developed for women who screen positive.

· Train teachers to implement the Michigan Model for Health curriculum in grades K-12, including violence prevention, healthy and responsible relationships and drug use prevention.
· Family Resource Sheets are sent home to the parents/guardians of youth who receive Michigan Model for Health lessons to promote awareness and encourage dialogue between students and their families.
· Increase access to early intervention services and developmental screening within the context of a medical home for children
See National Performance Measure #12 and State Performance Measure #9

	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	Percent of children receiving standardized screening for developmental or behavioral problems
	
	18.2
	18.2
	25.3
	25.3


Activities

· 100% of birth hospitals participate in newborn hearing screening. 

· EHDI continues to receive referrals for the family support program, Guide By Your Side. This program links families of newly identified infants with hearing loss to other families in order to provide family support though the initial stages of diagnosis to intervention. 

· EHDI will collaborate with MCIR staff to develop a lost to follow up system to ensure tracking and surveillance of infants through screening, diagnostic, and intervention services.

· The State is moving toward statewide NICU follow-up, incorporating lessons learned from a West Michigan follow-up project begun in 2011, the Maternal Infant Health Program (MIHP) and CSHCS. At least one pilot site will be implemented for developmental assessment programming.

· All infants in MIHP receive developmental screening and referral for services as appropriate.

· Project LAUNCH and the Michigan Primary Care Association collaborated to create a developmental screening training tailored to the needs of FQHC’s.

· The Great Start Operations Team is working on a root cause analysis to understand the policies, funding and other potential barriers that must be addressed as the State prepares to establish a cross-agency early childhood data system.
· Under the State’s new Race to the Top grant, a cadre of Child Care Health Consultants will be established to educate child care providers about developmental screening.
· Increase access to dental care for pregnant women and children, including children with special health care needs
See National Performance Measure #9
	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	Percent of third grade children who have received protective sealants on at least one permanent molar tooth.
	26.0
	26.4
	27.0
	28.7
	29.0


Activities

· The Sealant program was increased to over 225 schools.

· MDCH is working with a school-linked health center pilot program to establish a school-based dental sealant program, targeting ethnic and minority populations.
· Providing technical assistance to the Oral Health Workforce grant on activities that include school-based dental sealant programs and mentoring high school students.
· Reduce discrimination in health care services in publicly-funded programs.
See State Performance Measure #10

	Performance Measure
	Progress

	
	2009
	2010
	2011
	2012
	2013

	Proportion of the minority population served in publicly-funded health programs in relation to the general minority population
	
	2.3
	2.0
	2.0
	2.1


Activities

· The PRIME (Practices to Reduce Infant Mortality through Equity) project continues to work on developing a replicable workforce training and practice model for staff to promote health equity in the development of state policies and programs.
· All three divisions of the Bureau of Family, Maternal & Child Health have completed organizational assessments to determine capacity in six competency areas:
· Cultural competence;

· Perspectives of bureau programs and services designed to build capacity of local health departments to reduce racial health disparities;

· Information sources used to gather information about racial health disparities;

· Application of key concepts , i.e., institutional racism, social determinants of health and life course theory;

· Use of epidemiological data for program development; and

· Community engagement.

· All three divisions have received training through the Health Equity and Social Justice workshops and the Health Equity Learning Labs. The plan is to make these trainings available to other areas of the Department.

· A Native American stand-alone Pregnancy Risk Assessment Monitoring System Survey (PRAMS) was developed and implemented by MDCH, the Inter-Tribal Council of Michigan, Great Lakes Inter-Tribal Epidemiology Center and Michigan State University. The survey was conducted for all native births in 2012, using a revised definition of “Native infant” to include infants whose fathers were Native American. A survey of 2013 births is currently being conducted.
· Local agencies involved with health equity activities (local health departments, Healthy Start projects and other community agencies) participate in a collaborative to share their experiences and challenges in addressing racism and equity.[image: image1.png]



