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I. General Requirements

I.A. Letter of Transmittal
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I.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 F of the 2018 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 “Title V Maternal and Child Health Services Block Grant
To States Program Guidance and Forms,” OMB NO: 0915-0172; Expires: December 31, 2020.

II. Logic Model

Please refer to figure 4 in the “Title V Maternal and Child Health Services Block Grant To States Program Guidance and
Forms,” OMB No: 0915-0172; Expires: December 31, 2020.
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III. Components of the Application/Annual Report

III.A. Executive Summary

III.A.1. Program Overview

The Title V Maternal and Child Health Services Block Grant (Title V) is a critical resource for improving the health and
well-being of women, infants, children, and adolescents across the Commonwealth of Virginia.
 
Section 32.1-77 of the Code of Virginia authorizes the Virginia Department of Health (VDH), led by the State Health
Commissioner, to prepare and administer the state Title V plan for maternal and child health (MCH) services and
services for children and youth with special health care needs (CYSHCN). The VDH Plan for Well-Being highlights a
number of agency MCH priorities, including reducing unplanned pregnancy, reducing infant mortality, and improving
maternal health.
 
The VDH Office of Family Health Services (OFHS) houses the state Title V program and complementary MCH
programs under its flagship brand, VDHLiveWell.
 
 
Virginia’s Title V Block Grant Funds
Title V funds are allocated to each state based on the size and needs of its MCH population. States must provide a
match of three dollars of state funding for every four dollars of federal funding received.
 
Virginia’s award for federal fiscal year 2020 (FY20) is approximately $12M, with a $9M of matching state funds and
$2M of program-generated income.
 
Per federal requirements, at least thirty percent of federal Title V funds support preventive services for children ages
1 to 22 and at least thirty percent support services for CYSHCN. Funds are braided with a variety of state and federal
MCH investments.
 
Title V is a foundational funding stream for state, regional, and local MCH programs and critical public health
infrastructure. In addition to a broad array of programs for women and children, Title V funds sustain a robust
statewide CYSHCN network that includes six Care Coordination for Children (CCC) Centers, five Child
Development Centers (CDCs), four sickle cell centers, and four bleeding disorders centers. Funds also support
delivery of clinical services and health education within Virginia’s 35 local health districts (LHDs).
 
 
Assessing State Needs
At the beginning of each five-year grant cycle, a state MCH needs and assets assessment is conducted to inform
selection of priorities for the state Title V action plan.
 
During interim years, the Title V leadership team conducts ongoing monitoring and surveillance to identify shifts in
needs, resources, and priorities. The action plan is reviewed annually and updated as needed to reflect noted
changes in MCH priority needs.
 
For the 2021-2025 Five-Year Needs Assessment, the Title V team will implement a mixed-methods approach. The
design seeks to maximize input from both internal and external partners, with attention to centering the voices and
lived experience of families, consumers, and historically marginalized groups.
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Title V data needs are fulfilled by the State Systems Development Initiative (SSDI) Grant Program, with staff
providing MCH data support to inform program planning and resource allocation. Virginia’s MCH Dashboard is
regularly monitored and updated to provide timely data. SSDI leverages partnerships across the state to broadly
inform identification of MCH priorities, alignment with Title V national and state performance and outcome measures,
and action plan development and implementation.
 
 
Virginia’s Current MCH Priority Needs

1. Safe Sleep: Increase safe sleep practices for infants.
2. Medical Home: Promote the importance of medical home among providers and families.
3. Transition: Promote independence and transition of young adults with and without special healthcare needs.
4. Child/Adolescent Injury: Reduce injuries, violence, and suicide among Title V populations.
5. Women’s/Maternal Health: Support the physical and emotional well-being of women and their children.
6. Early and Continuous Screening: Support optimal physical, mental health and social emotional development

for all children.
7. Oral Health: Increase access to oral health services among pregnant women and children.
8. Family Engagement: Foster a culture of family/youth engagement and leadership.

 
Linked Title V National Performance Measures (NPMs)

NPM5: Safe Sleep
NPM6: Developmental Screening

NPM7: Injury Hospitalization
NPM11: Medical Home
NPM12: Transition
NPM13: Preventive Dental Visit

 
Additional State Performance Measures (SPMs) and Outcome Measures (SOMs)

SPM4: Unintended Pregnancy
SPM6: Family Engagement
SPM7: Early and Continuous Screening
SPM8: Youth Engagement

 
SOM5: Infant Mortality Disparity

SOM6: Maternal Mortality Disparity
 
 
Maternal and Child Population Overview
Virginia has approximately 8.5 million residents (Census Bureau, 2012-2018 American Community Survey, ACS).
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DOMAIN: Women’s/Maternal Health

 
NPM 13.1: Preventive Dental Visit During Pregnancy – Data from the Virginia Pregnancy Risk Assessment
Monitoring System (VA PRAMS) showed that 52.2% of moms had a preventive dental visit during pregnancy (2017).
Preventive dental care in pregnancy is recommended by the American College of Obstetricians and Gynecologists
(ACOG) to improve lifelong oral hygiene habits and dietary behavior for women and their families.
 
SPM 4: Unintended Pregnancy – The proportion of women reporting using a Tier 1 contraceptive method was
31.04% (2017 VA PRAMS). Tier 1 family planning methods include long-acting reversible contraceptives (LARCs),
e.g. implants or hormonal intrauterine devices (IUDs), and female or male sterilization. Births resulting from
unintended or closely spaced pregnancies are associated with adverse MCH outcomes, such as delayed prenatal
care, premature birth, and negative physical and mental health effects (2018 Guttmacher Institute). In Virginia, nearly
42% of pregnancies were described by women themselves as unintended, and 23% were mistimed (2017 VA
PRAMS). In 2010, public spending for unplanned pregnancies in Virginia totaled an estimated $507 million (Power
to Decide 2018).
 
SOM 6: Maternal Mortality Disparity: Maternal Mortality Disparity Ratio – Maternal mortality is a sentinel indicator
of health and health care quality worldwide. There are also significant racial disparities with Black women having
rates of maternal mortality over two times as high as White women in Virginia. On June 5, 2019 Virginia's governor
announced a goal to eliminate the racial disparity in the maternal mortality rate in Virginia by 2025. According to data
from the Virginia Maternal Mortality Review Committee, the maternal mortality ratio (within 42 days of pregnancy) for
Black women was 18.3 per 100,000 live births compared to White women at 4.5 in 2012. The state maternal
mortality ratio was 6.8 during that same time.
 
Virginia PRAMS – This collaborative project with the Centers for Disease Control and Prevention (CDC) assesses
maternal risk and behaviors before, during, and shortly after pregnancy. A steering committee, which includes Title V
representatives, provides input and support. MCH programs use PRAMS data to inform planning and programming.
Data for 2017 is available now.
 
 
DOMAIN: Perinatal/Infant Health
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NPM 5: Safe Sleep – Sleep-related infant deaths, also called Sudden Unexpected Infant Deaths (SUID), are the
leading cause of infant death after the first month of life and the third leading cause of infant death overall. In 2017,
the SUID rate in Virginia was 99.3 per 100,000 live births (National Vital Statistics System, NVSS). The non-
Hispanic Black SUID rate was 184.5 per 100,000, compared to 77.2 among non-Hispanic Whites and 85.2 among
Hispanics. The American Academy of Pediatrics (AAP) has long recommended the back sleep position to reduce
the risk of sleep-related SUIDs. Federally-available 2016 VA PRAMS data showed that 78.0% of infants were
placed to sleep on their backs, 32.0% slept on separate approved sleep surfaces, and 44.6% of infants were placed
to sleep without soft objects or loose bedding.
 
SOM 5: Infant Mortality Disparity: Infant Mortality Disparity Ratio – Infant mortality, or the death of a child within the
first year of life, is a sentinel measure of population health that reflects the underlying well-being of mothers and
families, as well as the broader community and social environment that cultivate health and access to health-
promoting resources. A significant disparity exists in infant deaths between racial groups. In Virginia, Black women
had an infant mortality rate in 2017 at 9.6, 2.2 times that for White women (4.4 per 1,000 live births). Goal 2.3 of the
VDH Plan for Well-Being is to eliminate the racial disparity in Virginia’s infant mortality rates.
 
Neonatal Abstinence Syndrome – The Maternal and Infant Health Coordinator partners with the Virginia Neonatal
Perinatal Collaborative (VNPC) to implement and promote hospital-based quality improvement activities. A
comprehensive approach has been implemented that includes several levels of intervention, from surveillance to
clinical practice improvements. The VNPC has introduced plans to implement the Vermont Oxford Network (VON)
NAS Universal Training.
 
Newborn Screening – The Virginia Newborn Screening Program includes Early Hearing Detection and Intervention
(EHDI), Dried Blood Spot Newborn Screening, education for Critical Congenital Heart Disease (CCHD) pulse
oximetry screening, and the Virginia Congenital Anomalies Reporting and Education System (VaCARES) Birth
Defects Surveillance. A Zika Birth Defects Surveillance Coordinator was hired in May 2017 with CDC funding
support; this enhanced Virginia’s surveillance efforts and capacity to verify birth defects reported into VaCARES,
respond to changing birth defects surveillance needs, and refer infants to CYSHCN programs.
 
 
DOMAIN: Child Health

 
NPM 7.1: Injury Hospitalization (ages 0-9 years) – Data from the Healthcare Cost and Utilization Project (HCUP)
State Inpatient Databases (SID) showed the rate of hospitalization for non-fatal injury among children was 95.4  per
100,000 in 2016. Among age groups, the annual indicator was 203.1 for children less than one year of age, 106.3
among children ages 1-4, and 65.7 among children ages 5 -9. Reducing the burden of nonfatal injury can greatly
improve the life course trajectory of infants and children, resulting in improved quality of life and cost savings.
 
NPM 11: Medical home (ages 0-11 years) – The National Survey of Children's Health (NSCH) in 2017 showed that
62.7% of children age 0-5 years and 57.8% of children age 6-11 years had a medical home. Research indicates that
children with a stable and continuous source of health care are more likely to receive appropriate preventive care,
are less likely to be hospitalized for preventable conditions, and are more likely to be diagnosed early for chronic or
disabling conditions.
 
NPM 13.2: Preventive Dental Visit (ages 1-11 years) – The NSCH showed that 67.3% of children age 1-5 years
and 93.3% of children age 6-11 years had a preventive dental visit in 2017. Insufficient access to oral health care and
effective preventive services affects children’s health, education, and ability to prosper. The American Academy of
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Pediatric Dentistry (AAPD) recommends preventive dental care for all children after the eruption of the first tooth or
by age 12 months.
 
 
DOMAIN: Adolescent Health

 
NPM 7.2: Injury Hospitalization (ages 10-19 years) – The HCUP-SID showed the rate of hospitalization for non-fatal
injury among adolescents was 196.3 per 100,000 in 2016. The annual indicator was 100.5 among age 10-14 years
and 288.8 among age 15-19 years.
 
NPM 11: Medical Home (ages 12-17 years) – The NSCH in 2017 showed that 56.8% of adolescents age 12-17
years had a medical home. Research indicates that children with a stable and continuous source of health care are
more likely to receive appropriate preventive care, are less likely to be hospitalized for preventable conditions, and
are more likely to be diagnosed early for chronic or disabling conditions.
 
NPM 12: Transition (ages 12-17 years) – The 2017 NSCH showed only 9.6% of adolescents age 12-17 years
received services necessary to make transitions to adult health care. Health care transition focuses on building
independent health care skills – including self-advocacy, preparing for the adult model of care, and transferring to
new providers. The goal of transition is to optimize health and assist youth in reaching their full potential.
 
NPM 13.2: Preventive Dental Visit (ages 12-17 years) – The NSCH showed that 90.1% of children age 12-17 years
had a preventive dental visit in 2016. Insufficient access to oral health care and effective preventive services affects
children’s health, education, and ability to prosper.
 
 
DOMAIN: Children with Special Health Care Needs

 
NPM 11: Medical Home (CYSHCN ages 0-17 years) – The 2017 NSCH showed that 45.7% of CYSHCN had a
medical home.
 
NPM 12: Transition (CYSHCN ages 12-17 years) – The 2017 NSCH showed that 36.8% of CYSHCN age 12-17
years received services necessary to make transitions to adult health care (Combined 2016_2017 = 28.1%). While
it is important for all youth to receive support in connecting to programs and services needed for adult care,
CYSHCN may face additional challenges when making this transition.
 
 
DOMAIN: Cross-Cutting/Systems

 
SPM 6 - Cross-Cutting (Family Engagement): Implement and develop report on survey of families served by the
VDH Care Connection for Children program – The CYSHCN Program developed a survey for families served by its
regional CCC centers. The statewide survey is conducted every 3-5 years to assess family satisfaction with services
and identify possible areas for program improvements.
 
SPM 7 - Cross-Cutting (Early and Continuous Screening): Percent of infants with confirmed newborn screening
disorders who are enrolled in supportive services no later than 6 months of age – Early identification of
developmental disorders is critical. The newborn screening and birth defects surveillance program has developed
strategies to ensure timely referral of newborns and infants into Early Intervention (EI) services. In 2017, 57% of
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Virginia infants with confirmed hearing loss were enrolled in EI services by six months of age.
 
SPM8 - Cross-Cutting (Youth Engagement): Develop and sustain the Virginia Department of Health Youth
Advisor Program – The VDH Adolescent Health Program is currently developing a youth advisor program. VDH will
amplify youth voice across adolescent-serving initiatives by hiring two Youth Advisors to be based at VDH’s
Richmond Central Office and by funding regional youth advisory councils.
 
 
SOURCES:

1. VDH Division of Health Statistics,2017
http://www.vdh.virginia.gov/HealthStats/documents/pdf/2017/birth_1-1.pdf

2. MCH Indicators tableau dashboard
https://dataviz.vdh.virginia.gov/#/views/MCHIndicatorsDashboard/Sheet1?:iid=3

3. NCHS Vintage population
https://dataviz.vdh.virginia.gov/authoringNewWorkbook/NCHS_Vintage_Population#1

4. National children health survey, 2017
5. Annie E. Casey Foundation, 2017 KIDS COUNT Profile, Virginia
6. National Survey of Children’s Health NCHS, 2017
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III.A.2. How Federal Title V Funds Support State MCH Efforts

Title V funds sustain core state infrastructure, including child and maternal mortality review committees, population
health data support, and staff within the Divisions of Child & Family Health (DCFH) and Prevention & Health
Promotion (DPHP).

Within DCFH, Title V funds are braided with HRSA, CDC, and state special funds to support the Newborn Screening
Program (including Early Hearing Detection & Intervention). Title V and state funds support the Virginia Neonatal
Perinatal Collaborative. Funds are braided with MIECHV and Healthy Start to support the Early Child Health Unit,
which to administer the Developmental Screening Initiative and HRSA funding for the Virginia Mental Health Access
Program. Funds are braided with Title X, Sexual Risk Avoidance Education, TANF (in cooperation with Department
of Social Services), and state funds to support the Reproductive Health Unit’s LARC and Adolescent Health
Initiatives and the Resource Mothers Program. Title V supports the School Health/Nursing Program, which partners
closely with the Department of Education. Title V invests heavily in CYSHCN through the Child Development Centers,
Care Coordination for Children Centers, Sickle Cell Awareness Program, and Bleeding Disorders Program.

Within DPHP, Title V supplements state and CDC funds to support oral health, suicide prevention, opioid use, and
child safety programs.

Additionally, community partners and all 35 local health districts receive funds for MCH clinical services and
education.

III.A.3. MCH Success Story

Located in Bristol, Virginia, the Southwest Virginia Care Connection for Children (CCC) center provides critical gap-filling
services to children with orthopedic conditions.
 
VDH has nurtured a long-standing relationship with the University of Virginia (UVA) to travel to the Southwest CCC to provide
specialty care. Staff work hand-in-hand to meet children’s needs for care coordination services and specialty care as they
age and grow. In addition to orthopedic clinics, UVA runs regional neurology, neurodevelopmental, and genetic clinics
 
Southwest Virginia is a medically under-resourced region of the state; without this partnership, local families would need to
travel for hours to access appropriate specialty care.
.
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This provider supplies manual wheelchairs, tilting space wheel chairs,
power wheel chairs, and other children’s medical equipment. He works
with each family to bill Medicaid and makes home visits to ensure
equipment is easy to use within the family’s home.
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
This provider is creating a mold for a new orthotic. The child’s
mother is holding the orthotic her son currently wears. The
family has just completed their appointment with the orthopedic
specialist, who was able to refer the family down the hall for a
same-day fitting thanks to the expediency of the specialty clinic.
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This family also receives services during orthopedic clinics. The
parents expressed their appreciation for the care that their son
receives and were happy to pose to support of Virginia’s Title V
program.
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III.B. Overview of the State

Oversight and Authority

 
The Virginia Department of Health (VDH) is the lead state entity providing core public health functions and essential
services.
 
The VDH Strategic Plan establishes the agency’s mission to protect the health and promote the well-being of all
people in Virginia, with a vision to become the healthiest state in the nation.
 
The VDH Plan for Well-Being lays out the foundation for giving everyone a chance to live a healthy life:

1. Factoring health into policy decisions related to education, employment, housing, transportation, land use,
economic development, and public safety;

2. Investing in the health, education, and development of Virginia’s children;
3. Promoting a culture of health through preventive actions; and
4. Creating a connected system of health care.

 
The scope of the agency’s services includes ensuring food and water safety, disease and injury prevention and
surveillance, emergency preparedness, health equity, and setting licensure and certification standards. As the
leading public health agency in the state, the central office is located in Richmond, the state’s capital. The State
Board of Health provides leadership in planning and policy development and supports VDH in implementing a
coordinated, prevention-oriented program that promotes and protects the health of all Virginians. The agency is led
by the State Health Commissioner, with additional oversight from deputy commissioners distributed across four main
operating divisions: Public Health & Preparedness, Administration, Community Health Services, and Population
Health.
 
VDH is responsible for the administration of programs carried out with allotments under Title V. The VDH Office
of Family Health Services (OFHS) houses the state Title V program and complementary MCH programs under its
flagship brand, VDHLiveWell. OFHS programs include the Women, Infants, and Children's Nutrition Program (WIC)
in the Division of Community Nutrition; disease prevention and health promotion in the Division of Prevention
and Health Promotion; protecting and improving the health of women, infants, children, adolescents, and their

families in the Division of Child and Family Health; and providing scientific integrity and quality data analysis,
reporting, and program evaluation related to these populations in the Division of Population Health Data.
 
 

Geography

 
The Commonwealth of Virginia encompasses 42,774 square miles (110,784 km2), including land and water areas,
making it the thirty-fifth largest state by total area. The state is geographically located in the mid-Atlantic area of the
United States, between the Atlantic Coast and the Appalachian Mountains. Washington D.C., the nation’s capital;
Maryland to the north; the Atlantic Ocean to the east; North Carolina to the south; and Tennessee, West Virginia and
Kentucky to the west. Land is distinctly divided by the Appalachian Mountains in the west, countryside, rolling hills,
growing cities, and sandy beaches in the east where the Chesapeake Bay separates the contiguous portion of the
Commonwealth from the two-county peninsula of Virginia's Eastern Shore. Many of Virginia's rivers flow into the
Chesapeake Bay, including the Potomac, Rappahannock, York, and James.
 
Population Density & Urbanization
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Virginia has 11 Metropolitan Statistical Areas, with Northern Virginia (Washington-Arlington-Alexandria), Hampton
Roads (Virginia Beach-Norfolk-Newport News), and Richmond-Petersburg being the three most populous. The
Commonwealth is divided into 133 localities (95 counties and 38 independent cities) with a population density of
206.7 people per square mile. The largest cities are Virginia Beach (450,435), Norfolk (244,703), Chesapeake
(237,940), the state’s capital Richmond (227,032) and Newport News City (179,388). Norfolk forms the urban core
of the Hampton Roads metropolitan area, which has a population over 1.6 million people and is the site of the
world’s largest naval base, Naval Station Norfolk. The City of Alexandria has more people per square mile than any
other jurisdiction in Virginia, according to 2016 population estimates. There are over 160,000 people living within the
city, for a population density of 10,367 residents/square mile. In contrast, Highland County has the lowest density at
5.338 residents/square mile.
 
The most populous county and largest jurisdiction in the Commonwealth is Fairfax County in Northern Virginia, with a
climbing population of 1.14 million. Fairfax County has a major urban business and shopping center in Tysons
Corner, Virginia's largest office market. Neighboring Prince William County (463,023) is Virginia's second most
populous county, and is home to Marine Corps Base Quantico, the FBI Academy and Manassas National Battlefield
Park. According to an article in the Washington Post, analysis of U.S. Census Bureau data has shown that Prince
William County has leapfrogged Virginia Beach to become the second-most-populous jurisdiction in Virginia. Three
out of four of the state's largest jurisdictions are now in Northern Virginia, which has accounted for 60 percent of the
state's population growth. Loudoun County is the state's fastest-growing jurisdiction. Loudoun gained nearly 85,733
residents for 398,080, surpassing Chesterfield County, which gained 27,360 residents to become the state's fourth-
most-populous jurisdiction. The four counties with the largest portions of population 35 and younger were Fairfax,
Prince William, Loudoun, and Chesterfield according to 2017 census estimates. The four Virginia jurisdictions that
have the smallest ratios of people 65 and older are Fairfax, Chesterfield, Henrico and Prince Williams.  This
population growth also has come with issues, most notably some of the worst traffic in the country and increasingly
overcrowded schools.
 
Virginia is a place where state averages hide the contrasting stories of its subpopulations. There are approximately
1.2 million residents living within rural areas of the state, compared to over 7.2 million within urban areas. Virginia
Department of Health has grouped the Commonwealth’s localities into 35 health districts and 5 health regions. The
Northern region, composed of Alexandria, Arlington, Fairfax, Loudoun, and Prince William health districts, is densely
populated and includes ten of the 30 highest income counties in the United States (USA Today, 2018). Conversely,
the Southwest region, made up of Alleghany, Central Virginia, Cumberland Plateau, Lenowisco, Mount Rogers, New
River, Pittsylvania/Danville, Roanoke City, and West Piedmont health districts, bordered by West Virginia, Kentucky
and Tennessee, is rural with a rugged and mountainous terrain and is the least populous and least racial/ethnically
diverse. Its terrain and vast geographic area pose many transportation barriers. The Central region is composed of
Chesterfield, Crater, Chickahominy, Henrico, Piedmont, Richmond City, and Southside health districts. The
Northwestern region is made up of Central Shenandoah, Lord Fairfax, Rappahannock, Rappahannock/Rapidan, and
Thomas Jefferson health districts. These two regions have a mix of urban, suburban and rural areas. The urban
areas are home to large state colleges/universities and are business districts. The suburban areas are more
residential than industrial. The rural areas are agricultural. The Eastern region, composed of Chesapeake, Eastern
Shore, Hampton, Norfolk City, Peninsula, Portsmouth, Three Rivers, Virginia Beach, Western Tidewater health
districts, runs along the east coast (Chesapeake Bay and Atlantic Ocean) and includes the Eastern Shore, a
peninsula separated from the mainland by the Chesapeake Bay. The Eastern Shore Health District is very sparsely
populated and has a high level of poverty. The Eastern area has the largest concentration of military bases and
facilities of any metropolitan area in the world. The coastal area has many bridges and tunnels that create
transportation barriers to services. Individuals in the area also experience severe traffic congestion on a daily basis.
Occasionally, hurricanes and tropical storms affect the area and can result in flooding and environmental health
concerns.
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Demographics

 
Virginia is the 12th most populous state in the U.S., with an estimated population of over 8.4 million people
(PostCensus population estimates from NVSS).
 
Race/Ethnicity
Among people reporting one race alone, 69 percent identified as CAUCASIANS non-Hispanic White, 19.2 percent
identified as non-Hispanic Black, and 6.2 percent identified as Asian (2012-2017 ACS). There were 9 percent of
individuals that identified as Hispanic or Latino (of any race). According to the 2010 Census, Virginia ranks tenth in
having the highest proportion of individuals who identified as Black or African-American
(https://www.worldatlas.com/articles/us-states-with-the-largest-relative-african-american-populations.html). Within the
population, 49.2% are male and 50.8% are female.
 
There were over 1.6 million women of childbearing age (15-44 years) in 2017, with race and ethnicity composition
consisting of 58.4% non-Hispanic white, 21.4% non-Hispanic black, 0.3% non-Hispanic Native American or Alaska
Native, 8.8% non-Hispanic Asian, and 10.95% Hispanic (any race) (PostCensus). The Virginia population, like that
of the nation, is becoming more racially and ethnically diverse and 21.1% of the population are foreign-born (2012-
2017 ACS).
 
Age
The median age of Virginians is 38 years. There are over 1 million (1,187,867) Virginian’s age 65 and older, with
more than half (56%) being female. Women of reproductive age 15-44 accounted for 19.9% (1,681,168) of the total
population of Virginia. In 2017, there were 2,219,487 children and adolescents aged 1-21 years living in Virginia,
representing 26.4% of the population. According to the 2016 National Survey of Children’s Health, 21.0% of Virginia
children aged 0 to 17 (Pop. Est. 391,505 children) were identified as having special health care needs. There were
more males (22%) estimated to have a special health care need than females (20%).
 
Educational Attainment
Educational attainment is a predictor of personal wealth and well-being and is directly related to social disparities. In
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Virginia, 4.5% of the population has less than a 9th grade education, 6.5% have a 9th to 12th grade education with no
diploma, 24.3% are high school graduates or equivalent, 21.5% have a bachelor’s degree, and 16.1% have a
graduate or professional degree. Thirty-six percent (37.6%) of Virginians have a bachelor's degree or higher
compared with 30.9% for the U.S.
 
Economy/Income/Poverty
Virginia’s economy is diverse, including local and federal government, military, farming, business, manufacturing,
tourism, and healthcare/medical. Virginia has 4.1 million civilian workers, and one-third of the jobs are in the service
sector. The unemployment rate in Virginia was 3.5% as per ACS 2017, below the national rate of 4.1%. The median
household income in Virginia is $68,766 compared to $57,652 in the U.S.
Compared to the U.S. population, a lower percentage of Virginians lived in households with incomes below the
federal poverty level (10.6% vs. 13.4% for the U.S.) and also a lower percentage of children under age 18 lived in
households with incomes below the federal poverty level (14.0% vs. 18.4% for the U.S.). However, wealth varies
significantly across the state. The median household income has risen for families in Virginia from $71,600 in 2010
to $83,164 in 2017.  However, the percentage of children living in high-poverty areas jumped, from 14% to 16% from
2010 to 2014 but then fell again back to 14% in 2016.
 
In 2017, 262,642 Virginia children under 18 years of age were living in poverty (VDH Poverty Data Dashboard). For
the years 2016-2017, 21% of children with special health care needs lived in families with incomes less than 100%
of the federal poverty level. This is in comparison to children without special health care needs, of which 15.7% are in
families with incomes less than 100% of the federal poverty level.
 
 

Maternal & Child Population Overview

 
Virginia encompasses 42,774 square miles, divided into 95 counties and 38 independent cities. There are
approximately 8,517,685 residents (Census Bureau, 2012-2018 ACS).
 
The diverse landscape includes countryside, rolling hills, and growing cities. The Appalachian Mountains frame the
west, and the Chesapeake Bay separates the mainland from the Eastern Shore peninsula.
 
In 2017, infants were 1.2% (101,062) of the population (8,470,020). Women age 15-44 years accounted for 19.9%
(1,681,168).3 There were 2,219,487 children and adolescents aged 1-21 years, representing 26.2% of the
population. 3 According to the 2017 National Survey of Children’s Health4, 21.0% of Virginia children aged 0 to 17
(pop. est. 391,505 children) were identified as having special health care needs.
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DOMAIN: Women’s/Maternal Health

 
NPM 13.1: Preventive Dental Visit During Pregnancy – Data from the Virginia Pregnancy Risk Assessment
Monitoring System (VA PRAMS) showed that 52.2% of moms had a preventive dental visit during pregnancy (2017).
Preventive dental care in pregnancy is recommended by the American College of Obstetricians and Gynecologists
(ACOG) to improve lifelong oral hygiene habits and dietary behavior for women and their families.
 
SPM 4: Unintended Pregnancy – The proportion of women reporting using a Tier 1 contraceptive method was
31.04% (2017 VA PRAMS). Tier 1 family planning methods include long-acting reversible contraceptives (LARCs),
e.g. implants or hormonal intrauterine devices (IUDs), and female or male sterilization. Births resulting from
unintended or closely spaced pregnancies are associated with adverse MCH outcomes, such as delayed prenatal
care, premature birth, and negative physical and mental health effects (2018 Guttmacher Institute). In Virginia, nearly
42% of pregnancies were described by women themselves as unintended, and 23% were mistimed (2017 VA
PRAMS). In 2010, public spending for unplanned pregnancies in Virginia totaled an estimated $507 million (Power
to Decide 2018).
 
SOM 6: Maternal Mortality Disparity: Maternal Mortality Disparity Ratio – Maternal mortality is a sentinel indicator
of health and health care quality worldwide. There are also significant racial disparities with Black women having
rates of maternal mortality over two times as high as White women in Virginia. On June 5, 2019 Virginia's governor
announced a goal to eliminate the racial disparity in the maternal mortality rate in Virginia by 2025. According to data
from the Virginia Maternal Mortality Review Committee, the maternal mortality ratio (within 42 days of pregnancy) for
Black women was 18.3 per 100,000 live births compared to White women at 4.5 in 2012. The state maternal
mortality ratio was 6.8 during that same time.
 
Virginia PRAMS – This collaborative project with the Centers for Disease Control and Prevention (CDC) assesses
maternal risk and behaviors before, during, and shortly after pregnancy. A steering committee, which includes Title V
representatives, provides input and support. MCH programs use PRAMS data to inform planning and programming.
Data for 2017 is available now.
 
 
DOMAIN: Perinatal/Infant Health

 
NPM 5: Safe Sleep – Sleep-related infant deaths, also called Sudden Unexpected Infant Deaths (SUID), are the
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leading cause of infant death after the first month of life and the third leading cause of infant death overall. In 2017,
the SUID rate in Virginia was 99.3 per 100,000 live births (National Vital Statistics System, NVSS). The non-
Hispanic Black SUID rate was 184.5 per 100,000, compared to 77.2 among non-Hispanic Whites and 85.2 among
Hispanics. The American Academy of Pediatrics (AAP) has long recommended the back sleep position to reduce
the risk of sleep-related SUIDs. Federally-available 2016 VA PRAMS data showed that 78.0% of infants were
placed to sleep on their backs, 32.0% slept on separate approved sleep surfaces, and 44.6% of infants were placed
to sleep without soft objects or loose bedding.
 
SOM 5: Infant Mortality Disparity: Infant Mortality Disparity Ratio – Infant mortality, or the death of a child within the
first year of life, is a sentinel measure of population health that reflects the underlying well-being of mothers and
families, as well as the broader community and social environment that cultivate health and access to health-
promoting resources. A significant disparity exists in infant deaths between racial groups. In Virginia, Black women
had an infant mortality rate in 2017 at 9.6, 2.2 times that for White women (4.4 per 1,000 live births). Goal 2.3 of the
VDH Plan for Well-Being is to eliminate the racial disparity in Virginia’s infant mortality rates.
 
Neonatal Abstinence Syndrome – The Maternal and Infant Health Coordinator partners with the Virginia Neonatal
Perinatal Collaborative (VNPC) to implement and promote hospital-based quality improvement activities. A
comprehensive approach has been implemented that includes several levels of intervention, from surveillance to
clinical practice improvements. The VNPC has introduced plans to implement the Vermont Oxford Network (VON)
NAS Universal Training.
 
Newborn Screening – The Virginia Newborn Screening Program includes Early Hearing Detection and Intervention
(EHDI), Dried Blood Spot Newborn Screening, education for Critical Congenital Heart Disease (CCHD) pulse
oximetry screening, and the Virginia Congenital Anomalies Reporting and Education System (VaCARES) Birth
Defects Surveillance. A Zika Birth Defects Surveillance Coordinator was hired in May 2017 with CDC funding
support; this enhanced Virginia’s surveillance efforts and capacity to verify birth defects reported into VaCARES,
respond to changing birth defects surveillance needs, and refer infants to CYSHCN programs.
 
 
DOMAIN: Child Health

 
NPM 7.1: Injury Hospitalization (ages 0-9 years) – Data from the Healthcare Cost and Utilization Project (HCUP)
State Inpatient Databases (SID) showed the rate of hospitalization for non-fatal injury among children was 95.4  per
100,000 in 2016. Among age groups, the annual indicator was 203.1 for children less than one year of age, 106.3
among children ages 1-4, and 65.7 among children ages 5 -9. Reducing the burden of nonfatal injury can greatly
improve the life course trajectory of infants and children, resulting in improved quality of life and cost savings.
 
NPM 11: Medical home (ages 0-11 years) – The National Survey of Children's Health (NSCH) in 2017 showed that
62.7% of children age 0-5 years and 57.8% of children age 6-11 years had a medical home. Research indicates that
children with a stable and continuous source of health care are more likely to receive appropriate preventive care,
are less likely to be hospitalized for preventable conditions, and are more likely to be diagnosed early for chronic or
disabling conditions.
 
NPM 13.2: Preventive Dental Visit (ages 1-11 years) – The NSCH showed that 67.3% of children age 1-5 years
and 93.3% of children age 6-11 years had a preventive dental visit in 2017. Insufficient access to oral health care and
effective preventive services affects children’s health, education, and ability to prosper. The American Academy of
Pediatric Dentistry (AAPD) recommends preventive dental care for all children after the eruption of the first tooth or
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by age 12 months.
 
 
DOMAIN: Adolescent Health

 
NPM 7.2: Injury Hospitalization (ages 10-19 years) – The HCUP-SID showed the rate of hospitalization for non-fatal
injury among adolescents was 196.3 per 100,000 in 2016. The annual indicator was 100.5 among age 10-14 years
and 288.8 among age 15-19 years.
 
NPM 11: Medical Home (ages 12-17 years) – The NSCH in 2017 showed that 56.8% of adolescents age 12-17
years had a medical home. Research indicates that children with a stable and continuous source of health care are
more likely to receive appropriate preventive care, are less likely to be hospitalized for preventable conditions, and
are more likely to be diagnosed early for chronic or disabling conditions.
 
NPM 12: Transition (ages 12-17 years) – The 2017 NSCH showed only 9.6% of adolescents age 12-17 years
received services necessary to make transitions to adult health care. Health care transition focuses on building
independent health care skills – including self-advocacy, preparing for the adult model of care, and transferring to
new providers. The goal of transition is to optimize health and assist youth in reaching their full potential.
 
NPM 13.2: Preventive Dental Visit (ages 12-17 years) – The NSCH showed that 90.1% of children age 12-17 years
had a preventive dental visit in 2016. Insufficient access to oral health care and effective preventive services affects
children’s health, education, and ability to prosper.
 
 
DOMAIN: Children with Special Health Care Needs

 
NPM 11: Medical Home (CYSHCN ages 0-17 years) – The 2017 NSCH showed that 45.7% of CYSHCN had a
medical home.
 
NPM 12: Transition (CYSHCN ages 12-17 years) – The 2017 NSCH showed that 36.8% of CYSHCN age 12-17
years received services necessary to make transitions to adult health care (Combined 2016_2017 = 28.1%). While
it is important for all youth to receive support in connecting to programs and services needed for adult care,
CYSHCN may face additional challenges when making this transition.
 
 
DOMAIN: Cross-Cutting/Systems

 
SPM 6 - Cross-Cutting (Family Engagement): Implement and develop report on survey of families served by the
VDH Care Connection for Children program – The CYSHCN Program developed a survey for families served by its
regional CCC centers. The statewide survey is conducted every 3-5 years to assess family satisfaction with services
and identify possible areas for program improvements.
 
SPM 7 - Cross-Cutting (Early and Continuous Screening): Percent of infants with confirmed newborn screening
disorders who are enrolled in supportive services no later than 6 months of age – Early identification of
developmental disorders is critical. The newborn screening and birth defects surveillance program has developed
strategies to ensure timely referral of newborns and infants into Early Intervention (EI) services. In 2017, 57% of
Virginia infants with confirmed hearing loss were enrolled in EI services by six months of age.
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SPM8 - Cross-Cutting (Youth Engagement): Develop and sustain the Virginia Department of Health Youth
Advisor Program – The VDH Adolescent Health Program is currently developing a youth advisor program. VDH will
amplify youth voice across adolescent-serving initiatives by hiring two Youth Advisors to be based at VDH’s
Richmond Central Office and by funding regional youth advisory councils.
 
 
SOURCES:

1. VDH Division of Health Statistics,2017

http://www.vdh.virginia.gov/HealthStats/documents/pdf/2017/birth_1-1.pdf

2. MCH Indicators tableau dashboard https://dataviz.vdh.virginia.gov/#/views/MCHIndicatorsDashboard/Sheet1?:iid=3
3. NCHS Vintage population https://dataviz.vdh.virginia.gov/authoringNewWorkbook/NCHS_Vintage_Population#1
4. National children health survey, 2017
5. Annie E. Casey Foundation, 2017 KIDS COUNT Profile, Virginia
6. National Survey of Children’s Health NCHS, 2017

 
 

Primary Care Access and Health Insurance Coverage

 
Based on the 2012-2017 ACS data, 90.1% of Virginians have health insurance of some kind and 94.9 percent of
those under age 19 have health insurance. Among the uninsured population, 15.8% are young adults age 26 to 35.
Others that are uninsured include 7.7% of the White non-Hispanic population compared to 10.7% of non-Hispanic
African Americans, and 22.6% of those with less than a high school education.
In 2018, the Bureau of Labor Statistics reported 4,990 family and general practitioners in Virginia, and 730
obstetricians/ gynecologists. There were 500 pediatricians, 2,990 dentists with 60 of those being specialists, and
100 Oral and Maxillofacial Surgeons in the state. There are needs recognized across the state that can be unique to
different areas of the state, such as transportation barriers and availability of providers. There were 111
counties/cities in Virginia designated as Primary Care Health Professional Shortage Areas (HPSAs), 92 in Dental
Care, and 83 in Mental Health (HRSA Data Warehouse). Among children that received or needed specialist care but
had a problem getting it, 23.8% were CSHCN compared to 16.7% of non-CSHCN.
 
 

State Statutes and Other Regulations

 
The state plan for the Virginia CYSHCN Program is found in the Virginia Administrative Code (VAC).  The plan
closely mirrors some of the recommendations of AMCHP and the Maternal and Child Health Bureau.  In the plan, the
Virginia CYSHCN Program is defined along with the program scope and content.  The CYSHCN unit includes four
programs: Care Connection for Children, Child Development Services Program, Sickle Cell Program, and Bleeding
Disorders Program.  In addition, the CYSHCN Program connects with newborn screening services in the VAC and
has responsibilities in support of newborns confirmed to have certain conditions as described on the newborn
screening panel.
 
Virginia House Bill 1467 requires the Board of Health to adopt regulations to include NAS on the list of diseases that
shall be reported by physicians and directors of medical care facilities. Virginia medical facilities began reporting
clinical diagnoses of NAS in an electronic case reporting system on November 27, 2017. Information captured
includes severity of NAS signs, supportive elements for diagnosis, and source of exposure.
 
Virginia House Bill 1157 provides that the Department of Health shall serve as the lead agency with responsibility for

Created on 7/15/2019 at 1:56 PMPage 23 of 414 pages

http://www.vdh.virginia.gov/HealthStats/documents/pdf/2017/birth_1-1.pdf
https://dataviz.vdh.virginia.gov/#/views/MCHIndicatorsDashboard/Sheet1?:iid=3
https://dataviz.vdh.virginia.gov/authoringNewWorkbook/NCHS_Vintage_Population#1
http://www.aecf.org/m/databook/2017KC_profiles_VA.pdf
https://datawarehouse.hrsa.gov/tools/analyzers/geo/ShortageArea.aspx
https://law.lis.virginia.gov/admincode/title12/agency5/chapter191/


the development, coordination, and implementation of a plan for services for substance-exposed infants in the
Commonwealth. It details that plans shall (i) support a trauma-informed approach to identification and treatment of
substance-exposed infants and their caregivers and (ii) include (a) options for improving screening and identification
of substance-using pregnant women, (b) use of multidisciplinary approaches to intervention and service delivery
during the prenatal period and following the birth of the substance-exposed child, and (c) referral among providers
serving substance-exposed infants and their families and caregivers.
 
Virginia House Bill 2546 establishes the Maternal Mortality Review Team (MMRT) to develop and implement
procedures to ensure that maternal deaths occurring in the Commonwealth are analyzed in a systematic way. The bill
requires the MMRT to (i) develop and revise as necessary operating procedures for maternal death reviews,
including identification of cases to be reviewed and procedures for coordinating among the agencies and
professionals involved; (ii) improve the identification of, and data collection and record keeping related to, causes of
maternal deaths; (iii) recommend components of programs to increase awareness and prevention of, and education
about, maternal deaths; and (iv) recommend training to improve the review of maternal deaths.
 
Children’s Cabinet: In June 2018 Virginia Governor Ralph Northam issued Executive Order No. 11 reestablishing the
Children’s Cabinet (Press Release). The First Lady is leading the effort to improve quality of and access to early
childhood education programs across Virginia, support the early childhood education workforce, and ensure that
Virginia makes the most of early childhood education resources. The Children’s Cabinet prioritizes issues including
early childhood development and school readiness, nutrition and food security, and systems of care and safety for
school-aged youth.
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III.C. Needs Assessment

FY 2020 Application/FY 2018 Annual Report Update

Ongoing Needs Assessment Activities

 
VDH MCH programs continuously assess the needs of Virginia’s MCH populations through ongoing monitoring and
surveillance. Ongoing assessment involves monitoring progress and measures/trends, discussion of work plans and
execution, and emerging issues for MCH populations not reflected in the plan. This review (e.g. environmental scans,
surveys, formal and informal input from families and stakeholders) informs efforts to adjust and realign to the
direction of the Title V program with shifting population and resource needs.
 
The two ongoing mechanisms that provide data and/or information that inform Title V are:

1. Learning from the Division of Population Health Data’s (DPHD) ongoing surveillance efforts, including
Community Health Assessments (CHAs); and

2. Staff participation on state and regional boards and councils. DPHD provides expertise, consultation, and
support on epidemiology, data collection, analysis, interpretation, and reporting.

 
DPHD also contributes to statewide MCH needs assessment efforts through their strategic implementation of CHAs
and Community Health Improvement Plans (CHIPs) throughout Virginia.
 
In collaboration with the DPHD MCH Epidemiology Unit, the CYSHCN Program conducts a standardized survey of
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families of CYSHCN served by regional Care Connection for Children (CCC) Centers. The statewide survey is
conducted every 5 years to assess family satisfaction and utilization of services, and to identify areas of program
improvement. The survey is scheduled to be completed FY19.
 
Other ongoing activities include:

1.     Maintenance of the public-facing MCH Dashboard
2.     Development of data briefs/fact sheets
3.     Data sharing and fulfillment of data requests

 

Emerging Issues and MCH Program Response

 
The Title V team remains nimble and flexible to adjust program goals and activities to meet new and emerging health
concerns that arise. Significant emerging issues may require realignment of Title V staff scopes of work and the
action plan. Emerging issues are detailed within each population domain application section. Examples of statewide
emerging issues are below.
 
Maternal/Infant Health
The State Health Commissioner declared opioid addiction a public health emergency in November 2016. The opioid
crisis continued to emerge and the scope of the issue became more fully understood in 2017. It became clear that
pregnant women with Substance Use Disorder (SUD) and their infants were in need of improved access and
coordinated care, and providers needed better understanding of care and available services.
 
In response, the Maternal Infant Coordinator (funded by Title V) focused her time on the Virginia Neonatal Perinatal
Collaborative (VNPC). The VNPC's main goal is to eliminate health disparities and improve outcomes among all
women and infants through evidence-based, data driven processes. The VNPC has developed opioid and neonatal
abstinence syndrome (NAS) related committees to this effect.
 
Substance Exposed Infants and NAS: Data from the Virginia Department of Social Services showed that the number
of substance exposed infants rose from 742 in 2009 to 1,334 in 2016 (VA DSS 2017). The rate of NAS
hospitalizations increased from 2.9 per 1,000 births in 2011 to 7.7 per 1,000 births in 2017 (VA Inpatient
Hospitalization). NAS cases counts have posted year-over-year increases for several years; the total number in 2017
was 768 as compared to 686 in 2016. Case totals for Quarter 1 of 2017 is 191, compared to 175 in Quarter 1 of
2016.
 

 
Southwest Virginia has more infants diagnosed with NAS, but no area of the state is immune. Babies with NAS have
an 11-day average length-of-hospital stay, where healthy newborns typically are sent home in 2-3 days (VHHA).
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Child Health
The Virginia Early Childhood Foundation is providing critical support to the Governor's Children's Cabinet and its
administration of the Preschool Development Grant - Birth to Five by conducting a needs assessment of the early
childhood care and education system and an evaluation of the systems' data infrastructure and capacity.
 
Health Equity
A focus of the MCH initiative has been, and will continue to be, a reduction in infant mortality and now, maternal
mortality; particularly a reduction in the disparity between white and African-American infant and maternal death
rates. The African-American infant mortality rate in Virginia remains twice the white rate. The African-American
maternal mortality rate is three-times that of white mothers. To address these disparities, overall MCH efforts are
refocusing on contributing factors to mortality such as access to care (e.g., increasing home visiting), family planning
(e.g., increased access to highly and moderately effective contraceptives) and maternal/care-giver behaviors (e.g.,
safe sleep environments and substance use disorder). These efforts are only partially funded by Title V and are
supported mostly by other federal grants (e.g., MIECHV, Title X). Virginia is in the process of increasing alignment of
the goals and objectives of its various MCH funding streams into a shared “MCH Agenda.” This will leverage
synergies of collective impact to greater improve the health of women, children and families.
 
Maternal Mortality: In Virginia, the rate is 15.6 deaths per 100,000 live births (America's Health Rankings 2018).
Data shows that white women in Virginia have a rate of 11 deaths per 100,000, and black women have a rate of
36.6.
 
Safe Sleep: Sleep-related infant deaths, also called Sudden Unexpected Infant Deaths (SUID), are the leading
cause of infant death after the first month of life and the third leading cause of infant death overall. In 2014, the
Virginia Child Fatality Review Team (led by the VDH Office of the Chief Medical Examiner) released the Sleep-
Related Infant Deaths in Virginia report, which reviewed deaths that occurred in 2009. Data from that report showed
that 95% of sleep-related deaths were preventable, and that 90% were related to unsafe sleep environment. The
report showed that more than 70% of infants were exposed to secondhand smoke, and half of the mothers smoked
while pregnant. More than 1 in 5 mothers used alcohol or drugs while pregnant. The same report found that black
infants died at a rate more than twice that of white infants.
 
 

Title V Program Capacity

 
Virginia’s Title V capacity continues to grow in terms of state leadership, vision, organizational structure and
resource mobilization to reach program goals.
 
Leadership
Since the VDH is within the Executive branch of Virginia’s Government, the issues impacting MCH populations have
a direct linkage to the Governor and subsequently Secretary of Health and Human services for Virginia. The 2017
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Administration, led by Governor Terry McAuliffe, and now the present Governor, Ralph Northam, are very supportive
of women’s health, children and youth and have initiated several efforts to expand state capacity to improve the
health and well-being within these groups. For example, strengthening the early childhood system is of particular
interest in Virginia. A large multi-disciplinary effort has begun to coordinate systems of care, share data and track
programs addressing early childhood.
 
Organizational Structure
The Health and Human Services Secretariat oversees the state health and human services agencies (e.g., VDH,
Department of Medical Assistance Services, Department of Behavioral health and Developmental Services and
Department of Social Services). The Code of Virginia authorizes the VDH to prepare and submit the Title V plan.
The Commissioner of Health is authorized to administer the plan and expend the funds. The Shared Administrative
Services within Population Health provides fiscal oversight; the Division of Child and Family Health led by the state
MCH Title V Director manages the state programs, provides strategic direction and ensures coordination with other
state and federal MCH programs. (See organizational chart). The Director of Children and Youth with Special
Healthcare Needs program reports to the Title V Director and provides oversight and management of the Child
Development Centers, Care Coordination for Children Centers and Bleeding disorders programs in Virginia. The
Title V Coordinator is responsible for the day-to-day operations of overseeing grant activities, liaising with program
managers, monitoring grant expenditures, and preparation and submission of the Title V grant.
 
Agency Capacity
Title V funds are used to improve the health of women, pregnant women, infants, children and adolescents in
Virginia. An emphasis is placed on reaching populations with fewer resources, programs and services and those
communities most greatly impacted by infant mortality, maternal mortality and the opioid crisis.
 
Virginia’s MCH program, including the CYSHCN program, prioritize quality improvement and sustainability of the
statewide coordinated comprehensive system of care that reflects a family-driven, data-informed, community-based
approach to care. This comprehensive complex system of care is composed of state agencies, regional partners
(the Child Development Centers or CDCs, Care Coordination of Children Centers or CCCs, Health Systems), local
partners (e.g., local providers, faith community, businesses, schools etc.) and families.
 
The VDH infrastructure includes 35 health districts within which are 119 local sites. Each district received an
allotment of the federal Title V funds to address the needs of MCH populations in the local communities.
 
The CYSHCN program includes a network composed of five CDCs and six CCCs. The CDCs provide a range of
health and developmental screenings for children 0-21 years of age and referral to treatment. The CCCs provide
comprehensive care coordination and wrap-around services to children 0-21 years of age and their families, with an
emphasis on providing high quality, cost-efficient comprehensive care.
 
The Virginia MCH Title V team is composed of staff representing a multi-disciplinary approach to MCH. The skills
represented include public health practice, research and service in the areas of data collection and analysis,
program development, implementation and evaluation, stakeholder engagement, policy development, community
mobilization, clinical services, and care coordination.
 
 

Title V Partnerships and Collaborations

 
Virginia Title V has prioritized increasing diversity and inclusiveness of local partners as well as an emphasis on
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authentic inclusion of families. Virginia’s partnerships are described in the appendix.
 
 

Five-Year Needs Assessment Process

 
The VDH MCH team is implementing a mixed-methods approach for the 5-Year Needs Assessment due in 2020,
with a priority to maximize the input of internal and external partners, and engagement of families and consumers in a
meaningful way.
 
Planning for the 5-Year Needs Assessment began in February of 2018. This process is led by the directors of the
Division of Population Health Data and Division of Child and Family Health, who have lead a core MCH Needs
Assessment Team in coordinating the state MCH needs assessment. During FY18 and FY19, the lead team has:

Convened a project team of staff who are implementing the assessment.
Identified a lead-team structure for the assessment.
Developed a work plan and timeline.

Used the Block Grant guidance to develop an overall approach to the assessment.
Adopted guiding principles for the assessment.
Adopted frameworks, principles, and tools from the MCH Needs Assessment Toolkit to guide data collection
and needs assessment efforts.
Performed key quantitative data collection methods and developed LiveStories boards for desired data
products (indicator selection beyond the national performance measures is ongoing and iterative).

Identified new and existing data sets and reports related to the MCH population that could be leveraged for
assessment purposes.
Worked with the Early Childhood and MIECHV programs and partners to ensure alignment with needs
assessments.
Developed qualitative data collection methods and tools.

 
The MCH Assessment Lead Team convened a quantitative data collection team to develop MCH-focused
LiveStories dashboards on a variety of health issues affecting the MCH population. These dashboards are
organized by population domain, and are currently published for internal use as they undergo updates, with plans to
make public for broader use as part of ongoing assessment use by MCH stakeholders. These MCH LiveStories will
serve as a significant resource to inform stakeholders about the health status of the Virginia MCH population.
MCH Qualitative Assessment Methodology: The MCH Assessment Lead Team developed a regional focus for
qualitative assessment using the Health Opportunity Index (HOI) to determine areas of low and very low opportunity,
i.e., greatest need areas.

Lord Fairfax Health District (Northwest; rural)

Mount Rogers Health District (Southwest; rural)
Roanoke Health District (Southwest; urban)
Alexandria Health District (Northern; urban)
Eastern Shore Health District (Eastern; rural)
Southside Health District (Central; rural)

 
Since February of 2019, the team has coordinated with local health departments and program stakeholders to
coordinate scheduling and arrange sites for focus groups, key informant interviews, and recruitment opportunities.
The team has since:

Developed a logic model and research questions.
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Developed guides for focus groups and key informant interviews with a population domain approach.

Tested questions, plans, and facilitator’s guide within population domains.
Development of a plan to engage youth/adolescents through social media campaign.
Conducted 12 focus groups, 116 key informant interviews, and attended 8 events.
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Ongoing Needs Assessment Activities

 
VDH MCH programs continuously assess the needs of Virginia’s MCH populations through ongoing monitoring and
surveillance. Ongoing assessment involves monitoring progress and measures/trends, discussion of work plans and
execution, and emerging issues for MCH populations not reflected in the plan. This review (e.g. environmental scans,
surveys, formal and informal input from families and stakeholders) informs efforts to adjust and realign to the direction of the
Title V program with shifting population and resource needs.
 
The two ongoing mechanisms that provide data and/or information that inform Title V are: (1) learning from the Division of
Population Health Data’s (DPHD) ongoing surveillance efforts, including Community Health Assessments (CHAs); and (2)
staff participation on state and regional boards and councils. DPHD provides expertise, consultation, and support on
epidemiology, data collection, analysis, interpretation, and reporting. DPHD also contributes to statewide MCH needs
assessment efforts through their strategic implementation of CHAs and Community Health Improvement Plans (CHIPs)
throughout Virginia.
 
In collaboration with the DPHD MCH Epidemiology Unit, the CYSHCN Program conducts a standardized survey of families of
CYSHCN served by regional Care Connection for Children (CCC) Centers. The statewide survey is conducted every 5 years
to assess family satisfaction and utilization of services, and to identify areas of program improvement. The survey is
scheduled to be completed FY19.
 
Other ongoing activities include:

1.     Maintenance of the public-facing MCH Dashboard
2.     Development of data briefs/fact sheets
3.     Data sharing and fulfillment of data requests

 
 

Emerging Issues and MCH Program Response

 
The Title V team remains nimble and flexible to adjust program goals and activities to meet new and emerging health
concerns that arise. Significant emerging issues may require realignment of Title V staff scopes of work and the action plan.
The following are examples of emerging issues that required realignment.
 
Maternal/Infant Health
The State Health Commissioner declared opioid addiction a public health emergency in November 2016. The opioid crisis
continued to emerge and the scope of the issue became more fully understood in 2017. It became clear that pregnant
women with Substance Use Disorder (SUD) and their infants were in need of improved access and coordinated care, and
providers needed better understanding of care and available services.
 
In response, the Maternal Infant Coordinator (funded by Title V) focused her time on the Virginia Neonatal Perinatal
Collaborative (VNPC). The VNPC's main goal is to eliminate health disparities and improve outcomes among all women and
infants through evidence-based, data driven processes. The VNPC has developed opioid and neonatal abstinence
syndrome (NAS) related committees to this effect.
 
Substance Exposed Infants and NAS: Data from the Virginia Department of Social Services showed that the number of
substance exposed infants rose from 742 in 2009 to 1,334 in 2016 (VA DSS 2017). The rate of NAS hospitalizations
increased from 2.9 per 1,000 births in 2011 to 6.7 per 1,000 births in 2016 (VA Inpatient Hospitalization). NAS cases counts
have posted year-over-year increases for several years; the total number in 2016 was 686 compared to 626 in 2015. Case
totals for Quarter 1 of 2017 is 191, compared to 175 in Quarter 1 of 2016.
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Southwest Virginia has more infants diagnosed with NAS, but no area of the state is immune. Babies with NAS have an 11-
day average length-of-hospital stay, where healthy newborns typically are sent home in 2-3 days (VHHA).
 

 
Child Health
Early childhood has been an opportunity for growth in systems and services in Virginia. While there are strong early
childhood organizations and proponents for developing a more integrated and coordinated system for young children,
Virginia has not dedicated resources to further develop an integrated statewide plan (e.g. health, social services, child
development, care and education) since the expiration of the Early Childhood Comprehensive Systems grant.  In 2016, the
Early Childhood Foundation convened several statewide meetings to spark discussion and collaboration. VDH and Title V
were engaged partners. An ongoing environmental scan has identified a gap in universal developmental screening services
for young children. According to the National Survey of Children’s Health, only 26.8% of children, ages 9 through 35
months, received a developmental screening (2016). Pediatric providers may conduct developmental screening but there is
limited documentation or tracking of these services and/or any referrals. Therefore, developmental screening was confirmed
as an NPM for Title V, and the work of the Early Childhood Health Consultant (funded by Title V) was adjusted to focus on
barriers and challenges related to developmental screening as well as to build knowledge and support for trauma informed
care and early childhood social, emotional, and behavioral health for all professionals working with young children.
 
Health Equity
A focus of the MCH initiative has been, and will continue to be, a reduction in infant mortality and now, maternal mortality;
particularly a reduction in the disparity between white and African-American infant and maternal death rates. The African-
American infant mortality rate in Virginia remains twice the white rate. The African-American maternal mortality rate is three-
times that of white mothers. To address these disparities, overall MCH efforts are refocusing on contributing factors to
mortality such as access to care (e.g., increasing home visiting), family planning (e.g., increased access to highly and
moderately effective contraceptives) and maternal/care-giver behaviors (e.g., safe sleep environments and substance use
disorder). These efforts are only partially funded by Title V and are supported mostly by other federal grants (e.g., MIECHV,
Title X). Virginia is in the process of increasing alignment of the goals and objectives of its various MCH funding streams into
a shared “MCH Agenda.” This will leverage synergies of collective impact to greater improve the health of women, children
and families.
 
Maternal Mortality: In Virginia, the rate is 15.6 deaths per 100,000 live births (America's Health Rankings 2018). Data shows
that white women in Virginia have a rate of 11 deaths per 100,000, and black women have a rate of 36.6.
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Safe Sleep: Sleep-related infant deaths, also called Sudden Unexpected Infant Deaths (SUID), are the leading cause of
infant death after the first month of life and the third leading cause of infant death overall. In 2014, the Virginia Child Fatality
Review Team (led by the VDH Office of the Chief Medical Examiner) released the Sleep-Related Infant Deaths in Virginia
report, which reviewed deaths that occurred in 2009. Data from that report showed that 95% of sleep-related deaths were
preventable, and that 90% were related to unsafe sleep environment. The report showed that more than 70% of infants
were exposed to secondhand smoke, and half of the mothers smoked while pregnant. More than 1 in 5 mothers used
alcohol or drugs while pregnant. The same report found that black infants died at a rate more than twice that of white
infants.
 
 

Title V Program Capacity

 
Virginia’s Title V capacity continues to grow in terms of state leadership, vision, organizational structure and resource
mobilization to reach program goals.
 
Leadership
Since the VDH is within the Executive branch of Virginia’s Government, the issues impacting MCH populations have a direct
linkage to the Governor and subsequently Secretary of Health and Human services for Virginia. The 2017 Administration,
led by Governor Terry McAuliffe, and now the present Governor, Ralph Northam, are very supportive of women’s health,
children and youth and have initiated several efforts to expand state capacity to improve the health and well-being within
these groups. For example, strengthening the early childhood system is of particular interest in Virginia. A large multi-
disciplinary effort has begun to coordinate systems of care, share data and track programs addressing early childhood.
 
Organizational Structure
The Health and Human Services Secretariat oversees the state health and human services agencies (e.g., VDH,
Department of Medical Assistance Services, Department of Behavioral health and Developmental Services and Department
of Social Services). The Code of Virginia authorizes the VDH to prepare and submit the Title V plan. The Commissioner of
Health is authorized to administer the plan and expend the funds. The Shared Administrative Services within Population
Health provides fiscal oversight; the Division of Child and Family Health led by the state MCH Title V Director manages the
state programs, provides strategic direction and ensures coordination with other state and federal MCH programs. (See
organizational chart). The Director of Children and Youth with Special Healthcare Needs program reports to the Title V
Director and provides oversight and management of the Child Development Centers, Care Coordination for Children
Centers and Bleeding disorders programs in Virginia. The Title V Coordinator is responsible for the day-to-day operations of
overseeing grant activities, liaising with program managers, monitoring grant expenditures, and preparation and submission
of the Title V grant.
 
Agency Capacity
Title V funds are used to improve the health of women, pregnant women, infants, children and adolescents in Virginia. An
emphasis is placed on reaching populations with fewer resources, programs and services and those communities most
greatly impacted by infant mortality, maternal mortality and the opioid crisis.
 
Virginia’s MCH program, including the CYSHCN program, prioritize quality improvement and sustainability of the statewide
coordinated comprehensive system of care that reflects a family-driven, data-informed, community-based approach to care.
This comprehensive complex system of care is composed of state agencies, regional partners (the Child Development
Centers or CDCs, Care Coordination of Children Centers or CCCs, Health Systems), local partners (e.g., local providers,
faith community, businesses, schools etc.) and families.
 
The VDH infrastructure includes 35 health districts within which are 119 local sites. Each district received an allotment of the
federal Title V funds to address the needs of MCH populations in the local communities.
 
The CYSHCN program includes a network composed of five CDCs and six CCCs. The CDCs provide a range of health and
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developmental screenings for children 0-21 years of age and referral to treatment. The CCCs provide comprehensive care
coordination and wrap-around services to children 0-21 years of age and their families, with an emphasis on providing high
quality, cost-efficient comprehensive care.
 
The Virginia MCH Title V team is composed of nine key staff representing a multi-disciplinary approach to MCH. The skills
represented include public health practice, research and service in the areas of data collection and analysis, program
development, implementation and evaluation, stakeholder engagement, policy development, community mobilization, clinical
services, and care coordination.
 

         Family Representative: Dana Yarborough, Executive Director of Parent to Parent of Virginia, Family-2- Family
Network, Center for Family Involvement.

         Title V/MCH Director: Cornelia Ramsey Deagle, PhD, MSPH, Director of Division of Child and Family Health. Dr.
Deagle oversees Newborn Screening including EHDI, Birth Defects, Early Childhood Health including MIECHV and
Healthy Start Home Visiting programs, Adolescent and School Health including AEP, CYSHCN including Bleeding
Disorders, Family Planning including Title X, and Maternal and Infant Health.

         CYSHCN Director: Marcus Allen, MSPH. Mr. Allen oversees the large state-wide Child Development Centers, Care
Connection for Children Centers and Bleeding disorders programs.

         School Health Nursing: Position vacant, to be filled summer 2018.
         Early Childhood Health: Position vacant, to be filled fall 2018.
         Comprehensive Reproductive Health: Emily Yeatts, MSW, MPH. Ms. Yeatts oversees the CRH unit and serves as

the Title X Project Director as well as oversees the Abstinence Education Program and Resource Mothers.
         Maternal Infant Health Coordinator/Program Development Director: Shannon Pursell, MPH. Ms. Pursell serves as

subject matter expert in Maternal and Infant Health as well as provides TA in MCH program development across MCH
populations.

         Operations Director: Carla Hegwood, MPH. Ms. Hegwood oversees the day-to-day activities of Title V as well as
development of program budgets.

         MCH Epidemiology Supervisor: Meagan Robinson, DrPH(c), MPH. Ms. Robinson is the lead MCH epidemiologist
and supervisor of the MCH Epidemiology Unit. She oversees data needs for the MCH/Title V programs as well as
development of MCH dashboards for the state.

 
 

Title V Partnerships and Collaborations

 
Virginia Title V has prioritized increasing diversity and inclusiveness of local partners as well as an emphasis on authentic
inclusion of families. Virginia’s partnerships are described in the appendix.
 
 

Five-Year Needs Assessment Process

 
The VDH MCH team is implementing a mixed-methods approach for the 5-Year Needs Assessment due in 2020, with a
priority to maximize the input of internal and external partners, and engagement of families and consumers in a meaningful
way. OFHS has convened a cross-program steering committee that meets monthly to conduct preliminary assessment of
data sources and indicators, and perform data gap analysis. VDH Title V data needs are met through the State Systems
Development Initiative (SSDI), with staff that provide data capacity for informed decision-making. It is the program’s goal to
operate in a comprehensive process while leveraging resources and partnerships.
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Process
 
The two ongoing mechanisms that provide data and/or information that inform the Title V annual review are: (1) learning
from the VDH Division of Population Health Data (DPHD)’s ongoing surveillance efforts, including local health district (LHD)
Community Health Assessments (CHAs); and (2) staff participation on state and regional boards and councils.
 
Division of Population Health Data
 
DPHD provides expertise, consultation, and support to the maternal and child health (MCH) team on epidemiology, data
collection, analysis, interpretation, and reporting.
 
DPHD also contributes to statewide MCH needs assessment efforts is their strategic implementation of CHAs and
Community Health Improvement Plans (CHIPs) with the 35 LHDs throughout Virginia. These CHAs are community-led, with
DPHD support, and provide grassroots perspectives on community health needs and assets. While these CHAs and CHIPs
are much broader than Title V, results relevant to the MCH populations are used to inform program design. 
 
Boards and Councils
 
MCH team members participate in advisory committees and councils that address health in Virginia. Some directly address
Title V goals and objectives (e.g. CHIPAC), while others are broader in scope and provide opportunities to investigate and
plan multi-level approaches to improving the health of MCH populations (e.g. Virginia Interagency Coordinating Council,
VICC). Each serves as an ongoing resource for information on the six Title V population domains and, in turn, are provided
with updates from the state MCH program. Selected groups that provide such information to the state Title V program are
presented below.
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Name of Group State MCH Team
Representative

Population Domain(s) and/or
Issue Addressed

Children’s Health
Insurance Program

Advisory Board
(CHIPAC)

MCH/Title V Director child and adolescent health, oral
health, health coverage

Virginia Interagency
Coordinating Council

(VICC)

Early Childhood Health
(ECH) Consultant

early childhood programs,
screening and referrals

Early Impact Virginia ECH Team infant mortality, child health,
maternal health, prenatal care

(home visiting programs)

Virginia School Nurse
Association

School and Adolescent
Health (SAH) Coordinator

child and adolescent health,
Bright Futures guidelines

Annual Meeting of
Virginia Chapter of the
American Academy of
Pediatrics (VA-AAP)

SAH Coordinator child and adolescent health,
Bright Futures guidelines

March of Dimes
Committee (MOD)

Maternal Infant Health
(MIH) Coordinator

maternal and child health

5 Star Breastfeeding
Program

MIH Coordinator maternal and child health

Infant Mental Health Task
Force

MCH/Title V Director infant health

Long-Acting Reversible
Contraceptives (LARC)

Workgroup

MIH Coordinator,
Comprehensive

Reproductive Health
(CRH) Supervisor

unintended pregnancy, birth
spacing

Department of Education
(DOE) Virginia Preschool

Initiative +

MCH/Title V Director school readiness for 4-year olds
in high-risk communities

Virginia Neonatal
Perinatal Collaborative

(VNPC)

MIH Coordinator maternal and infant health, and
preterm birth

Neonatal Abstinence
Syndrome (NAS)

Taskforce

MIH Coordinator maternal and infant health

Safe Sleep Initiative MIH Coordinator infant mortality (IM) and safe
sleep

IM Collaborative
Improvement and

Innovation Network
(CoIIN)

MIH Coordinator safe sleep

Child Health CoIIN Director, Division
Prevention and Health

Promotion (DPHP)

injury prevention

 
 
Findings
 
Through the two mechanisms above, the MCH team is kept abreast of changes in the state’s MCH population and level of
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partnerships/collaborations. The MCH team meets monthly to share updates from these committees and boards.
 
MCH Population Needs
 
An example of a significant change in the needs of an MCH population since the five-year needs assessment was
conducted is the growing opioid use among preconception and pregnant women. Interagency partnerships facilitated the
realization that many agencies were mobilizing efforts to address opioid use and helped to coordinate efforts and leverage
resources across the state.
 
Title V Program Capacity
 
A transition of the Virginia Title V grant and infrastructure towards a population health perspective and life course model for
programs and data collection started in FY15. A key driver is the concept of working systematically and less
programmatically. This includes focusing on all children and families. It also includes strategic balance between quality and
quantity and strengthening linkages between tools (i.e. standards/evidence-based screening tools, curriculum, and
assessments) and actions.
 
Organizational Structure
 
The Health and Human Service Secretariat oversees the state health and human services agencies (e.g. VDH; Department
of Medical Assistance Services, DMAS; Department of Behavioral Health and Developmental Services, DBHDS; Department
of Social Services, DSS).
 
Section 32.1-77 of the Code of Virginia authorizes VDH to prepare and submit to the state Title V plan. The Commissioner of
Health is authorized to administer the plan and expend Title V funds. The Office of Family Health Services (OFHS) provides
fiscal oversight; the Division of Child and Family Health (DCFH), led by the state Title V Director, manages the state Title V
program, provides strategic direction, and ensures coordination with other state and federal MCH programs. See
Attachment 2 for Organizational Chart.
 
The Health Commissioner recently established a new Deputy Commissioner of Population Health position. Vanessa Walker
Harris, MD, has served as the OFHS Director in November 2015. She reports directly to the Deputy Commissioner for
Population Health. Cornelia Deagle, PhD, MSPH, serves as the Title V Director and DCFH Director. In 2017, Carla Hegwood,
MPH, assumed the MCH Title V and Special Projects Coordinator position. Two vacancies are under recruit and expected to
be filled by late 2017: the Adolescent Health Specialist, who will focus on the emerging priority of adolescent health within
the agency, and the lead MCH Epidemiologist. Designated staff will temporarily cover these positions until filled.
 
Agency Capacity
 
Title V funds are used to improve the health of several populations, including women, infants, children, and adolescents,
within all communities in the Commonwealth. While programs are available to all women, infants, and children, emphasis is
placed on women of child-bearing age, low-income populations, and those who do not have access to health care.
 
Virginia’s MCH and CSHCN programs prioritize maintenance of a statewide system of services that reflects the principles of
family-driven, data-informed, comprehensive, community-based, coordinated care. The programs interact with this system
on three levels: state agencies and organizations (e.g. headquarters for statewide home visiting programs), regional
partners (e.g. hospitals service areas and CSHCN centers), and local partners (e.g. local health departments, providers,
community-based organizations, parent organizations, school divisions, etc.).
 
VDH’s infrastructure includes 35 LHDs and 119 sites. Each LHD receives an allocation of state and federal Title V funds to
address the MCH priorities that have been identified in their local community assessments.
 
VDH also maintains a statewide network of six Care Coordination for Children (CCC) Centers and five Child Development
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Centers (CDCs). The CCCs provide comprehensive care coordination and wrap-around services for CYSHCN and their
families, and the CDCs provide a wide range of health and developmental screenings for children and youth up to age 21.
Approximately half of the federal allocation for Virginia is dedicated to maintaining a consistent workforce and high-quality
programs and services for CYSCHN.
 
MCH Workforce Development and Capacity
 
The state Title V Executive team is comprised of 9 key staff who contribute to the state’s planning, evaluation, and data
analysis capabilities.
 
 
 
 

 
Family Representative  Dana Yarbrough is the Executive Director of Parent to Parent of Virginia, the Family to Family
(F2F) Network, and the Center for Family Involvement at Virginia Commonwealth University (VCU). Dana brings family
wisdom and experience as the parent of a 22-year-old daughter with significant intellectual, physical, and sensory
disabilities.
 
Title V Director  Cornelia Deagle, PhD, MSPH, serves as DCFH Director and brings 25 years of public health research and
practice expertise to leadership of the state Title V program.
 
CYSCHN Director  Marcus Allen, MPH, oversees program implementation, fiscal accountability, and performance of
CYSHCN initiatives. This is accomplished through site visits, quarterly meetings, videoconferencing, and technical
assistance.
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School and Adolescent Health Director  Janet Wright, BSN, RN, NCSN, oversees school and adolescent health
initiatives. Janet is a National Certified School Nurse and serves as the school nurse consultant.
 
ECH Director  Mary Beth Cox, MSW, MPH, serves as the Early Childhood Health Unit Supervisor and is Principal
Investigator for the Maternal, Infant, and Early Childhood Home Visiting (MIECHV) grant.
 
CRH Director  Emily Yeatts, MSW, MPH, serves as Principal Investigator for the Title X grant and provides oversight for
family planning and abstinence programs.
 
Program Development Director  Shannon Pursell, MPH, serves as the MIH Coordinator and provides subject matter
expertise and technical assistance to all 35 LHDs on Title V initiatives.
 
Operations Director  Carla Hegwood, MPH, serves as the Title V Coordinator and Special Projects Director. She
coordinates day-to-day grant operations and works with OFHS Administrative Deputy on fiscal oversight.
 
MPH Epidemiologist  This position is currently vacant. Leslie Hoglund, PhD, serves as the Director of the Division of
Population Health Data and currently provides coverage.
 
 
C. Partnerships, Collaboration, and Coordination
 
VDH maintains a number of organizational relationships which serve the legislatively-defined MCH populations and
contribute to the capacity and reach of the state Title V MCH and CSHCN programs.
 
No individual organization, program, or profession can accomplish the transformation to population health without
collaboration, pooled resources, and effective partnerships. Virginia is finding new ways to apply a strength-based,
protective factor approach in our work, focusing efforts on providing care coordination for children with special health care
needs and their families (e.g., medical neighborhood initiative).
 
MCH efforts in Virginia demonstrate a multidisciplinary partnership approach to health care by including traditional and non-
traditional partners. This practice is reflected in our advisory committees (e.g. early hearing detection), strategic planning
(e.g. VDH Population Health Plan), and ongoing MCH programs (e.g. CYSHCN). MCH partnerships include representatives
from medicine, nursing, social work, public health, behavioral health, education, social services, academia, community-
based organizations, and most importantly, families and individuals served by our programs. Program staff continue to
conduct outreach to public and private primary care providers as well as public and private insurers. Input from each of
these stakeholders informs the planning, implementation, and evaluation of MCH efforts. The MCH team also remains
committed to increasing the level of engagement of insurance companies and the state Medicaid agency in strategic
planning efforts. In addition, specialists and professionals from across the state and from academic medical centers,
hospitals, and community-based services are engaged in VDH program development and oversight (i.e. universal newborn
screening programs, CYSHCN programs).
 
MCHB Investments
 
Most VDH efforts to serve MCH populations are housed within OFHS. This includes:  State System Development Initiative
(SSDI) Grants, CSHCN State Implementation Grants, MIECHV Grants, Healthy Start Grants, MCH workforce development
projects, and National Governor’s Association MCH workforce development projects. In addition, any VDH-MCHB efforts
relating to injury prevention, adolescent health, workforce development, and oral health are also housed within OFHS.
 
Autism, developmental disabilities, and early intervention efforts are spearheaded by DBHDS. Title V staff work hand-in-
hand with DBHDS staff to ensure a streamlined and family-friendly referral process.
 
Other Federal Investments
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A number of federal investments are awarded to VDH but administered outside of the state Title V Director’s scope.
 
Federal investments (e.g. CDC, USDA) awarded to VDH include:

         DPHP: chronic disease (e.g. 1305 and 1422),  injury prevention, violence, substance abuse, nutrition, physical
activity, cancer

         DPHD: data and surveillance (e.g. SSDI)
         Division of Community Nutrition: WIC, Child and Adult Care Food Program (CACFP)
         Office of Epidemiology: immunizations, HIV/AIDS (e.g. Ryan White)

 
The MCH team works closely with external partners who receive federal funds. This includes working with partners that
provide prenatal care and family planning services.
 
VDH is a decentralized agency with a single Central Office and 35 LHDs. All LHDs participate in Title V activities and receive
state and federal Title V funds.
 
Other Governmental Agencies
 
The Medical Neighborhood project, a joint effort of Title V, VA-AAP, and DMAS, aims to promote evidence-based, culturally
competent approaches to service delivery using Bright Futures as the standard of practice. See CSHCN program narrative
for details.
 
Tribes, Tribal Organizations, and Urban Indian Organizations
 
There are 11 state-recognized tribes in Virginia, eight of which are in the process of seeking federal recognition. This is
important because these communities do not quality for Indian Health Service resources. Anecdotally, the Title V team is
aware that these communities experience significant health disparities as well as major risks associated with social
determinants of health (e.g. poverty, access to care, access to healthy foods). Building relationships with each unique tribal
community and working jointly to develop and provide culturally appropriate interventions and services is a high priority.
 
Family/consumer partnership and leadership programs
 
The range of Virginia’s family/consumer partnership efforts includes providing the community with information about
evidence-based and promising practices, family involvement, and family partnership to paid family staff positions.
 
Virginia's F2F Health Information Center is housed within the Partnership for People with Disabilities at VCU. CYSHCN staff
work closely with the F2F Network; F2F provides education, outreach, and support to families (including culturally and
linguistically diverse families of CYSHCN) through the employment of parents serving as liaisons through regional CCC
centers throughout the state.
 
The F2F director, Dana Yarbrough, was actively involved in several initiatives and trainings as a core member of the Title
V/MCH team.
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 2016 Identified Priority  2017 Priority Focus Area

 Mental Health  Maternal mental health screening and intervention

 Intended Pregnancy  Teen pregnancy prevention (particularly ages 15-19)

 Infant Mortality Reduction  Racial disparity between non-white vs white infants 

FY 2017 Application/FY 2015 Annual Report Update

2015-2016 update on Title V Needs Assessment

The 5-year comprehensive needs assessment was completed and informed the original grant submission (2015) for the
new grant cycle. The 2016 proposal was based upon those findings; however, there were some additional health topics and
questions that have arisen since the formal needs assessment.  The three key health topics  that continued to be raised in
meetings and discussions with stakeholders over the past year were Maternal Mental Health, teen pregnancy prevention
and infant mortality reduction specifically related to the inequities between the African American and white communities. 
These questions reinforced the selection of these topics for the state Title V priorities.  In addition, two general themes
emerged from our continued collaborations .  These themes were the violence experienced by adolescents in Virginia and
uncertainty regarding the health priorities on the locality level. The following steps are underway to address these updates
to the needs assessment:  

1. The MCH team explored the existing data and current gaps in programs and services. Regarding mental health, VDH
is partnering with the Virginia Department of Behavioral Health and Developmental Services in a multidisciplinary
effort to understand and plan programs for Substance Exposed Mothers and Infants and another program to address
Maternal Depression. In addition, the Virginia changed a state performance measure from Well Woman Check-ups to
Maternal Mental Health.

2. The VDH explored the options available to address violence among adolescent populations.  Two programs will be
included in the Title V activities moving forward. First, the suicide prevention program will ensure adolescents are
included in the target audience and programs are adapted to meet the adolescent perspective. Second, the injury
prevention program will incorporate gun safety education and training into current programs.

3. Regarding health priorities at the locality level, all 35 health districts in Virginia have been mandated to conduct
community needs assessments. In addition, 9 contractors have been hired by the agency to assist the districts in
conducting these needs assessments. After the assessments are completed, a Community Health Improvement Plan
will be designed for each district. Maternal and Child Health issues will be included in the needs assessments and
improvement plans and the MCH team will be included in meetings/communications and planning interventions. The
Title V Annual Reports will include Progress Reports regarding these assessments and Plans at the locality level.

During the course of FY16, the MCH core leadership team continued to work with a multi-disciplinary team to further define
the priority areas and align with the existing agency strategic plan and Virginia's Statewide Plan for Well-being. Through this
process, the following state priorities were focused on areas with high risks and adverse health outcomes:

State performance measures and outcome measures were developed for each FY17 priority focus area for the purpose of
monitoring outcomes of implemented strategies and to improve overall population health.
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Five-Year Needs Assessment Summary 
(as submitted with the FY 2016 Application/FY 2014 Annual Report)

II.B.1. Process

Beginning in April 2014, the Virginia Department of Health (VDH) Office of Family Health Services (OFHS), convened a
Maternal and Child Health General Subcommittee (MCHGS) under the guidance of the Title V Director Dr. Laurie Kalanges
M.D. MPH. The MCHGS consisted of Virginia’s Title V Director, Title V Grant Coordinator/Consultant, Lead Maternal and
Child Health Epidemiologist, Director of the OFHS Division of Policy and Evaluation and Subject Matter Experts (SME) from
each of the three MCH populations [Women & Infants, Children & Adolescent, and Children and Youth with Special Health
Care Needs](see MCH Committee Schematic 05/13/15).        

The MCHGS was charged with coordinating the ongoing Title V Need Assessment process specifically to:

1. Gathering and compiling information from population workgroups;
 

2. Outlining and compiling Needs Assessment for the Steering Committee;
 

3. Draft the sections on methodology, partnerships, how priorities/performance measures were developed;
 

4. Developing surveys, focus groups, stakeholder meetings and implementing them upon approval by Steering
Committee;
 

5. Updating Steering Committee at regular meetings;
 

6. Arranging for and supervising any contractor(s) hired for the Needs Assessment.

Additionally, population specific workgroups were convened chaired by SME. Each of these population workgroups were
tasked with:

1. Reviewing existing reports & assessments related to their specific population;
 

2. Identifying trends and data related to their specific population;
 

3. Revising sections of the Needs Assessment relating to their specific population;
 

4. Identifying gaps that need to be addressed in the Needs Assessment related their specific population.

The population workgroups met biweekly between mid-May and mid-August 2014 to work through and complete their
respective assignments. Each population workgroup compiled a population profile that summarized key findings about the
health status and key issues facing the population, as well as existing programmatic areas of strength and weakness. The
population workgroups submitted the population profiles along with a list of issues and health prioritized to the MCHGS in
August 2014. The population specific work products were reviewed and used as the bedrock for gathering additional
qualitative information.  

Stakeholder Meeting Overview
As a first-step in developing the 2015 Maternal and Child Health Needs Assessment, the Virginia Department of Health
(VDH), Office of Family Health Services (OFHS) convened a meeting on November 17, 2014 with members of the OFHS
staff and 42 community stakeholders to identify and discuss critical health issues currently affecting women and children
across the state. This was also an opportunity for VDH to hear what stakeholders hope to see addressed over the next five
years and the type of resources that are currently needed and may be required in the future. Finally, OFHS wanted to gain
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insight into how special populations are faring, the disparities that continue to exist and how community groups can
collaborate with each other and VDH to move the needle forward and bring about positive change. To ensure a focused
discussion, the three objectives for the meeting were to:
• Ensure that stakeholders understand Title V and components of the needs assessment
• Obtain insight into the public health challenges that Virginia’s communities face,
particularly special populations.
• Discuss how MCH stakeholders may collaborate to leverage resources and achieve Virginia’s state and national priorities
over the next five years.
 
The participants represented a cross-section of individuals, such as physicians, clergy, representatives of non-profit
organizations, health care agencies, academic institutions, and community based centers. They represented entities such
as the Center for Family Involvement, ACOG, Virginia Commonwealth University Center for Health Disparities, Healthy Start,
Breastfeeding Advisory Committee, Healthy Families/Prevent Child Abuse of VA, University of Virginia, Smart Beginnings
and SIDS Mid-Atlantic. In addition, participants represented various regions, including Hampton Roads, Charlottesville,
Richmond, Wise County, Chesterfield and Northern Neck. Prior to the meeting, a facilitator’s guide was developed to ensure
that the conversation aligned with the three thematic areas:
 
A Closer Look at Community Issues and Needs
This session covered ongoing pressing issues and emerging issues in communities throughout Virginia. This segment took
a look at issues facing special populations:
communities of color, rural, military and immigrant populations.
 
A First Step to Setting Maternal and Child Health Priorities
Through this session we sought to identify state priorities for maternal and child health. This session addressed how each
stakeholder can contribute to achieving state and national priorities.
 
Leveraging Resources: Creative Approaches to Addressing Community Needs
The final segment included a discussion about collaborating with state agencies and community-based organizations to
address community needs by leveraging resources and sharing evidence-based approaches. Some of the questions that
were posed to the group included:
• What are the current issues, as well as the emerging MCH issues facing Virginia
communities?
• How are the needs being addressed?
• How are you addressing the needs of special populations?
• What should the new MCH priorities be for Virginia?
• Where are resources most needed within communities?
• Where can Virginia make the most impact within MCH?
• What are the most successful community partnerships; and how would you like to
collaborate with the State in the future?
  
KEY INFORMANT INTERVIEWS

Overview

As part of the Virginia Department of Health’s Maternal and Child Health Needs Assessment, Campbell & Company (C&C)
conducted 22 interviews in December 2014 and January 2015 with key stakeholders throughout the Richmond, VA area.
The group of individuals interviewed included non-profit executives and leaders of foundations, state and local government
officials, and physicians. They are experts in diverse areas, including health care administration and social services,
dentistry, children and youth with special needs, pediatrics, women’s health and mental health. The majority of the
stakeholders serve those in greatest need—specifically Virginia residents living in poverty or those considered low-income,
those suffering from poor health, and those with little to no access to regular health services.  The stakeholders were
encouraged to be candid in their responses as they spoke about the most critical health issues impacting Virginia families,
specific health needs for individual population groups, and barriers and gaps to improving health among the community.
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The stakeholders also were asked to share their perspective on what VDH does well with special population groups, as well
as provide recommendations to strengthen the role of VDH and other sectors that would improve collaboration, data
collection and sharing.

This final report builds on the topline report provided by C&C in early January.  Presented are an overview of the consistent
themes, the pressing health concerns, as well as the recommendations and strategies offered to address the
commonwealth’s critical health issues.  As mentioned in the topline report, there was a great deal of similarity in responses
from individual to individual.  This report aims to capture not only the key findings from the interviews but also provide, in
more detail, the most relevant responses from the participants.   

Consistent Themes

There were several themes that were repeated across all interviews, but one specifically was provided by an overwhelming
majority of the individuals—Medicaid expansion.  For many respondents, expanding Medicaid was the most critical current
health issue that also could have the most profound impact on families and children over the next five years.  After the need
for Medicaid expansion, the next most recurring theme among the interviewees was a call for additional and improved
mental health services for both children and adults. Additional repeated themes included the need to increase access to
dental care across all age ranges, the importance of addressing poor nutrition and the growing obesity epidemic.  In
addition, themes similar to those expressed during the November 2014 stakeholder meeting emerged in many of the
interviews. This included the need to reduce infant mortality overall and specifically reduce disparities among African
American and Latino populations as it relates to infant deaths.  Other similarities presented during the interviews and the
November stakeholder meeting included the need to better coordinate care for children and youth with special health care
needs, and address the unique needs of undocumented immigrants.

 
FOCUS GROUP

I. STUDY BACKGROUND AND PURPOSE
As the third step in developing the 2015 Maternal and Child Health Needs Assessment, the Virginia Department of
Health (VDH), Office of Family Health Services (OFHS), convened six focus groups throughout January 2015 to
explore critical health issues currently affecting women and children across the commonwealth.  VDH is required to
conduct this assessment every five years in order to receive funding from the federal Title V – Maternal & Child Health
Block Grant.  VDH will use the findings from its assessment to identify priorities and to guide resource allocation, as
well as program planning.  Thus, these groups are a critical element to this process. Of the six focus groups, four
included consumers, in general, and the other two included parents of children and youth with special health care
needs.

a. Research Objectives 
Focus groups provide a level of insight that is rarely achieved through less interactional methods such as
surveys and observations.  Further, this type of research is recognized as a valuable tool for gauging attitudes,
perceptions and motivations. They typically encourage more honest and in-depth responses from participants
than other methods.  As such, these focus groups were undertaken with consumers to:

Explore behaviors that contribute to healthy lifestyles
 

Identify health issues that facing women and children that are most important to participants
 

Identify barriers to care
 

Discuss how participants’ health care needs have changed and are anticipated to change further
 

Determine preferred communication channels and key influencers  
b. Methodology
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Between January 8 and January 27, 2015, six focus groups were held in key regions across Virginia. The
locations and dates for the focus groups were:

Johnston-Willis Hospital in Richmond, located in the Central Region (Thursday, January 8)
 

Johnston Memorial Hospital in Abingdon, located in the Far Southwest Region (Monday, January 12)
 

Inova Fair Oaks Hospital in Falls Church, located in the Northern Region (Monday, January 12)
 

CB Hale Community Service Building in Bristol, located in the Far Southwest Region (Tuesday, January
13)
 

Sentara Princess Anne Hospital in Virginia Beach, located in the Eastern Region (Tuesday, January 20)
 

Shenandoah Valley Child Development Clinic in Harrisonburg, located in the Northwestern Region
(Tuesday, January 27)

 

 To help facilitate the discussions, two separate moderator guides were developed—one for the general
consumer group (Guide A), and the second for parents of children and young adults with special health
care needs (Guide B).  Both guides asked a series of questions about health beliefs and behaviors. 
Guide A, however, also asked participants to prioritize health issues that are of greatest concern to
them.  Guide B asked parents to describe their experiences with programs and services for children with
special needs,through which VDH hoped to gain better insight into how these parents  are faring, the
disparities in care that continue to exist and how they will approach/manage health care as adults with
special needs.  Each discussion lasted approximately 90 minutes.

 

The cities for the focus groups were selected to ensure that the groups adequately represented both urban
and rural communities and all regions of the state.  Five of the groups were held in local hospitals or clinics,
and one group was conducted in a community-based organization.  As requested in the statement of work, note
takers were used to capture participant responses in four of the groups; however, due to illness, a digital
recorder was used in both Abingdon and Bristol.  The recorded sessions were transcribed by the moderator to
produce written notes. As an incentive for participants, individuals who attended the focus groups received a
$25 Wal-Mart gift card at the conclusion of his/her group. 

 

Participant Recruitment 

VDH facilitated the initial contact with the health professionals coordinating the focus groups. VDH contacted
each site representative via email to explain the goals of the focus groups and secure logistical support. Each
representative/site coordinator was asked to identify and provide a local site and recruit participants.
Representatives were also asked to consider providing refreshments to further incentivize participants to
attend.

To facilitate recruitment, each site coordinator received a screener outlining inclusion and exclusion criteria to
guide the identification of appropriate participants.  Campbell & Company drafted the screeners and worked
with VDH to finalize the appropriate criteria. As modifications were needed, VDH worked with site coordinators
to ensure participant recruitment goals were achieved. While the screener sought to preclude participation of
health care workers, some focus groups included those who do work in the health field. Their participation is
noted in the individual focus group notes. In addition, VDH invited regional health directors to attend and
observe focus groups, as they were able. Their attendance is noted in individual focus group notes, as well.
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In wrapping up the discussion, parents were asked how they would spend $1 million dollars to address
healthcare needs similar to those facing their children.  Several participants said that they would use this
funding to train teachers to better interact with children with special needs.  Others said that more research is
needed to identify the root causes of conditions like ADHJD.  Other parents would create spaces where
children would be among other children like themselves.  Going back to the importance of counseling, other
parents said they would increase the number of in-house counselor.

II.B.2. Findings
II.B.2.a. MCH Population Needs

General Findings and Themes from Stakeholder Meeting
The stakeholder meeting was an open forum, allowing for a rich, interactive exchange among participants about what is
happening with women, children and families in Virginia’s communities. The stakeholders were vocal about the issues facing
their constituents and the resources (or lack thereof) available to help address their needs. They also described the
challenges they’re facing to meet their community’s needs while oftentimes struggling with limited resources. While a wide
variety of health issues were raised by the group, recurring topics and themes emerged throughout the morning discussion,
including:
• Reducing infant mortality, with a particular emphasis on African Americans
• Increasing the availability of and access to mental health services
• Improving access and coordination of services for all children, including children and youth with special health care needs
• Ensuring the successful transition of special needs children and youth into adulthood
Other issues that arose focused on unintentional injuries and suicide among adolescents, substance abuse, dental health
care (e.g., during pregnancy), home visitation, and the overall needs of special populations such as undocumented
immigrants and racial and ethnic minorities.
 
General Findings and Themes from the Key Informant Interviews
Overall Health Environment and Pressing Health Issues

When asking respondents to identify the health-related changes that have had the greatest impact on families over the past
five years, the responses varied greatly.  However, individuals repeatedly cited the following: the introduction of the
Affordable Care Act (ACA) to assist in providing coverage to those previously uninsured; the impact that the increase in
poverty and unemployment has had on the health of families; and the increased rate of obesity and poor nutrition especially
among children.  Other responses, not listed in any particular order, included:

Patients are sicker and respondents are seeing more children with multiple medical diagnosis. One explanation:
technological advancements are “saving” children that would not have previously survived
Food allergies
Breakdown of the family structure 
Increase of tobacco use and smoking during pregnancy 
Dental health, especially in rural areas
Growing identification of autism spectrum disorder
Impact of late, pre-term birth
Fetal alcohol syndrome and the increase of alcohol use during pregnancy
The need to educate parents on immunizations
Impact of the environment, especially on the health of children as it relates to conditions such as asthma

When asked to describe emerging health issues that will have the greatest impact on families and children over the next five
years, the majority of respondents again emphasized the need for more robust mental and behavioral health services for all
populations. They also cited a need to address the health concerns for the growing population of undocumented
immigrants. Further, individuals stated a need to pay continued attention to the large health disparities that exist among
residents living in the northern part of Virginia compared to those living in the southern and southwestern regions.  One
stakeholder summarized this by stating, “There really are two Virginias.”  Additional emerging health issues that were
expressed by many of the respondents included the following: 
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Rising rate of obesity, Type 2 diabetes and mental health issues occurring at younger ages
Co-morbidities that exist with obesity
Growing substance use and abuse problem with prescription and illicit drugs (e.g., “meth”), particularly among
pregnant women
Using mobile health units and telemedicine to improve access in rural areas (e.g., lack of specialists, traveling long
distances for care)
Inadequate number of providers overall; dentists in particular
Severe shortage of medical and dental providers that serve children with special needs
Other health issues in no particular order, were identified within the interviews:

Changing focus to preventive rather than tertiary care
Access and eligibility of health care services among undocumented pregnant women.
Toxic stress and trauma (e.g., child abuse and neglect)
Genetics and reproductive rights
Increase of autism diagnosis in children
Tobacco use and the legislation of e-cigarettes
Increased rate of opioid use among pregnant women

Respondents were then asked to pinpoint one or two most pressing health issues and how they might be addressed. The
most common responses included the following:

 

Health Issue Strategies to Address the Issue

Access to care Medicaid expansion

Focus on early interventions; “we get to problems too
late”

Obtain data on these individuals from every VDH
agency

Enroll 71,000 eligible children into FAMIS

Lack of providers, particularly
among certain specialties
(e.g., pediatric dentists and
pediatric psychiatrists) and in
rural areas

Use mobile health and telemedicine to access rural
areas.

Increase funding to rural areas and expand Medicaid

Increase the number of medical residency spots in
specialty areas such as pediatric dentistry and
pediatrics overall

Recruit practitioners who will accept the uninsured,
under-insured and Medicaid

Obesity Start early introducing healthy routines in children

Increase access to healthy food options, i.e., farmer’s
markets, summer food programs

Empower families to make healthy choices through
campaigns such as “Rev Your Bev”

Use breastfeeding as a tool to teach moms to identify
hunger cues early on in children and prevent later
issues with over-feeding

Lack of public transportation Increase funding for transportation services

Partner with non-traditional partners to provide
transportation
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Health Issue Strategies to Address the Issue

Substance abuse Educate medical providers on the need to routinely
screen women for substance abuse, mental health
and domestic violence issues

Lack of medical homes Ensure adequate insurance coverage and providers

Be innovative and use tele-medicine

Mental and behavioral health Decrease unemployment by providing low-income
populations with “decent jobs” and decent salaries

Create a pipeline for producing behavioral health
professionals, specifically psychiatric nurse
practitioners

Need to look at social systems and community-based
supports (e.g., families, churches, parenting classes,
other available services)

Prenatal care/developmental
disabilities and delays

Early childhood providers and health practitioners to
be trained on “Ages and Stages” curriculum to screen
for delays and disabilities

Ensure social emotional issues are addressed
through assessment, treatment and referrals

Increase access to prenatal care and screenings

Make home visiting services available for at-risk
families

Breakdown of the family Engage faith-based communities to support families

Limited English proficiency Provide cultural sensitivity resources for health care
and social service providers.

Poor nutrition Increase access to fresh and healthy foods through
nutrition education, farmer’s markets and federal
nutrition programs such as school lunch programs

Enhance the coordination of services by having
multiple partners join the health department to sustain
the infrastructure of the various nutrition programs

Rural maternal and child
health

Increase number of hospitals with quality labor and
delivery services

Appropriate use of health
care services

Promote health education about preventive care (i.e.,
move away from “ER care”) and help families conduct
ongoing care of themselves, not just when they are
sick

 Subgroups Who are of Most Concern

Not surprisingly, many of the subgroups mentioned throughout the interviews are disproportionately affected by some of the
most serious diseases and conditions. One participant said they worry most about “people on the fringes,” such as
minorities, low-income populations and those lower to middle-income individuals who have been hardest hit by the
recession.  Other stakeholders named specific groups:
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African Americans
Undocumented immigrants
Individuals with chronic diseases who require frequent medical interventions
Residents in the southern tier of Virginia
Children with special needs
Young children and young women
Veterans
Adolescents
Children and youth in foster care
Medicaid recipients

Significant Barriers or Gaps
The barriers and gaps in services heard during the November 2014 stakeholder meeting were reiterated by the key
informants interviewed during this phase of the research. Most frequently-mentioned barriers were: lack of transportation,
language, and being uninsured coupled with the inability to pay for services out of pocket, including the co-pay. 
Stakeholders repeated how the lack of insurance and limited financial resources is particularly problematic in rural parts of
the state.  Additional barriers and gaps mentioned included the following:

 
Socio-economic issues:unable to take time off from work to address health needs
Poverty and the lack of access to quality living environments (housing, food, health care)
Unfamiliar with how their “new” insurance works and what is covered
Cultural competency of providers
Funding for certain health programs
Can’t pay: lack of adequate or any health insurance
Subsidies and cost sharing insufficient for people who must frequent doctors
Annual physicals are not required after 6  grade, so adolescents have coverage, but rarely see a physician
Distrust of the government’s ability to manage a large social programs
Little to no access to healthy food choices
Individuals’ perceptions of what it means to be healthy
Trusting health care providers and the health care system
Adequate resources for a robust healthcare workforce (i.e., need more specialists, nurse practitioners, etc.)
Community service boards only provide case management and crisis stabilization
Lack of or limited health education and health literacy
Attitudes of health care providers
Two Virginias – the North receives better access and quality of services; the South receives the exact opposite

 

General Findings from the Focus Groups

1. FINDINGS FOR GROUPS WITH GENERAL CONSUMERS 

a. General Health Perceptions and Behaviors
When participants were asked to define a healthy person, three common themes emerged:  1) individuals who
remain physically active; 2) those who maintain a healthy weight; and 3) those who eat healthy foods and a
balanced diet.  A significant number of people also mentioned that healthy people take care of themselves, and
typically don’t have chronic diseases or conditions that require regular medical care.  At least one participant
challenged this view, stating that being healthy doesn’t mean the absence of health issues, but that these
medical conditions are carefully monitored through “regular checkups” and adhering to “doctors’ orders.”
Verbatim responses to the question included:

Educate themselves on diet and exercise
No high blood pressure or cholesterol
Can have medical needs but is tuned in and gets proper care
Gets regular checkups

th
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Exercise and taking care of their body

To stay healthy, participants also believed that individuals must strive for a work/life balance, which includes setting aside
time for adequate sleep—6 to 8 hours each night.  Additionally, healthy people avoid certain foods by reading food labels,
buying organic foods and preparing their own foods, rather than eating out.  Still others said that they schedule regular
appointments with healthcare providers,   work to eliminate the need for prescription medications and avoid fast food. 
Walking outdoors, yoga and minimizing stress by building in quiet time were other responses.  Two participants said that a
“clean home” is important to keeping themselves healthy. Verbatim responses included:

 

1. FINDINGS FOR GROUPS WITH PARENTS OF CHILDREN WITH SPECIAL HEALTH CARE NEEDS

a. General Health Perceptions and Behaviors
 The overwhelmingly majority of parents seemed to struggle to get an initial diagnosis.  They described how
schools and pediatricians suggested that they “wait and see”, believing that some of their child’s behaviors
would simply “go away.”  However, even after a diagnosis was made, securing a treatment plan often took years
after symptoms, such as anger, fighting, violent behavior appeared.  In one situation, a parent who was
diagnosed as an adult with ADHD, diagnosed her own child, pushing for a treatment plan.  At least two parents
home-school their children and, as a result, did not get an early diagnosis and remain without a treatment
plan.  Approximately half of the participants have a current treatment plan; others feel abandoned by the
system and have turned to websites that cater to parents of children with special needs.  Other responses:

There’s some kind of block [with doctors]—think it will go away. Gave suggestions, but no treatment plan.
No treatment plan, feel like it’s a dead end…
Son goes through moods, bad anger issues since about 13 [currently 17]…diagnosed as bi-polar, meds
not working.No treatment plan.
She was having fighting problems with other children. She’s now on medication and diagnosed.

Preschool and primary school teachers initially suggested that some of the children be tested.  One parent said that his son
was diagnosed in Head Start after having temper tantrums and difficulty focusing.  Other parents said that Pre-K teachers
recommended specific assessments and still another parents said that his child’s kindergarten teacher approached him,
suggesting that his child be tested. Additional responses included.  

1. CONCLUSIONS
2. Conscious in selecting healthy foods in grocery stores

Drink less alcohol and beer
Try to cook your own foods
Doing preventive things like going to the doctor and dentist annually for checkups
Being able to get off of some of the meds being taken
For the most part, participants reported that they take steps to keep themselves in good shape and subsequently,
view themselves as healthy.  One participant described how she stopped smoking decades before; in another
instance, individuals mentioned how they follow a daily exercise regimen.  Additional responses included:

Try to do what is right for self
Yes. I can complete tasks with no issues, no problems
Age causes health changes, but not bad ones at this time
Work to keep any ailments in check
My doctor says I’m healthy.Everything checked out.
Almost all of the participants said that they are responsible for the family’s health or that the responsibility is shared.
“It’s a partnership,” they said. Their role includes scheduling doctor appointments, keeping a job that provides
insurance and buying making healthy selections when buying groceries.  They stated:

Yes.I am a female; wife and mother—have that responsibility.
I am the keeper for my family’s health.
I pay attention to my husband’s health.He has a medical condition, so I do feel responsible for him.
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It’s a partnership. Should be looking out for each other and being supportive.
2.1 Important Health Issues and Needs - Women

During the November 2014 VDH Stakeholder’s meeting, participants were asked to rank maternal and child health
issues that were most important to their communities.  To determine how this information would align with consumers,
we conducted a similar exercise during the four consumer focus groups.  Using information gleaned from the
Stakeholder meeting, we created a document that identified 19 women’s health issues; these were not put in rank
order.  The four consumer groups were first asked to select the top ten issues that they believe to be most important. 
This list was then narrowed to reflect their top three concerns.  An asterisk indicates where disparate health issues
were tied in the rankings.  The top 10 women’s health issues across the four focus groups were:  

1. Mental Health
2. Nutrition
3. Cancer and Breast Cancer *
4. Substance Abuse and Tobacco Use and Reproductive Health*
5. Prenatal Care and Diabetes*
6. Violence and High Blood Pressure*
7. Accidental Injury; Obesity and Toxic Stress*
8. Infant Mortality and SIDS and Oral Health*
9. Suicide Prevention 

10. Breastfeeding
*Indicates a tie or equal ranking

Overwhelmingly, the issues that repeatedly received the highest rankings were: Mental Health, Nutrition and a tie
between Cancer and Breast Health, specifically breast cancer.

Mental Health

Participants unanimously agreed that “good” mental health has a direct impact on every aspect of life. They also
expressed how poor mental health is linked to the other conditions, such as suicide, substance abuse, obesity and
toxic stress.  Some felt that facilities typically offer medication (e.g., “pills or shots”) as the first approach to treatment
but are not “fixing the root cause” or offering “real care.” 

Participants were also disturbed about the lack of resources for people with mental health issues and their families. 
This included support for caregivers and gaps in insurance coverage for treatment.  Focus groups participants
stated:

Mental issues can be hidden and not detected because you are unhappy or not pleased with yourself
[People are] In and out of facilities without solutions or real care.You are only given medicine or shots for depression,
shots for anxiety, just giving people pills instead of fixing the root cause
There are not a lot of resources or education on mental health.It has a huge impact on people’s lives
Puts lots of stress on care givers, insurance doesn’t support mental health as much as diabetes or cancer or heart
conditions
Nutrition

A consistent belief was that nutrition is the foundation of disease prevention.  Participants stated that without proper
nutrition, the likelihood of developing chronic diseases or conditions is high.  Worthy of mention was feedback from
new mothers who called for more education on post-pregnancy nutrition.  These women said:

 Seems to be the bedrock that underlies all of the issues like diabetes and heart disease and other issues in
discussion. Bad nutrition leads to the other conditions listed – cancer, diabetes, obesity etc.It impacts other areas of
life.

You can have some control over nutrition.Understanding food labels is important.
I got a lot of information from the doctor while my wife was pregnant but there was not a lot of information on how to
produce milk or post-pregnancy nutrition.That should have been brought up.
Without proper nutrition physical health is compromised.Eating right and exercising are the main ways to stay healthy.

Created on 7/15/2019 at 1:56 PMPage 52 of 414 pages



Breast Cancer

Although the document distributed during the focus groups listed breast health and not breast cancer, the
conversation quickly shifted to a discussion about breast cancer. Participants were concerned about how prevalent it
has become and that “everyone has been affected by it.” 

 

Most participants, especially women, described how they had some personal connection to the disease.  While
participants were alarmed about its frequency, they did believe that “you can do something about it, if caught in time.” 
Others stated that developing breast cancer is outside of their control and that it could be inherited because of
genetics or just an unfortunate life development.  Responses included:

 It’s out there and most prevalent.Everyone has been affected by it.It’s a disease that has no cure so it’s on everyone’s
mind.

This issue is personal for me.I have friends dealing with breast cancer.Seems like it’s just a matter of time before it’s
my turn.
Everyone is dying from cancer [women & children].Statistics are high.It’s very concerning.It doesn’t matter how healthy
you are, it just happens.
It’s a rude awakening when cancer is diagnosed, but you can do something if caught in time. 
The moderator offered participants the opportunity to expand the list.  Individuals suggested heart health, eye/vision
health and post-partum depression.  Children’s Health Issues 

The participants were asked to repeat the same activity with a different focus – health issues affecting children.  The
top 10 issues were:

1. Mental Health
2. Nutrition
3. Obesity and Physical Inactivity*
4. Immunizations; Accidental Injury; Developmental disabilities or delays*
5. Oral Health and Violence*
6. Autism; Substance Abuse and Tobacco Use*
7. Asthma
8. Infant Mortality and SIDS; Suicide Prevention*
9. Diabetes

10. Toxic Stress
*Indicates a tie or equal ranking

Participants repeated the same exercise and the top three children’s health issues were Mental Health, Nutrition and
Obesity and Physical Inactivity.  The top two were identical to the women’s health issues. Although immunization,
accidental injury and developmental disabilities or delays were not officially in the top three, they were separated by
only a few votes. 

Mental Health

All participants provided similar feedback about the benefits of good mental health for children, specifically, that
children without mental health issues typically become mentally stable adults. Participants expressed surprise over
how common depression and anger has become among children, and called for more education on the issue,
coupled with better diagnosis and treatment.  Participants generally agreed that mental health issues are linked to
other items on the list, namely toxic stress, violence, substance abuse and tobacco use.  Some continued by
stressing that peer pressure, bullying and violence in the home are often root causes of poor mental health among
children. Participants stated:

There is so much depression and anger in kids nowadays.Without a positive, healthy brain, a child may have more
detrimental long-term effects.
It’s just as important for a child to have a stable mental capacity as it is for adults.
It’s difficult for children to identify that they need help in this area.Children and teenagers have a hard time pinpointing
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their emotions.
It ties into toxic stress and even bullying through social media.Peer pressure leads to mental health issues which lead
to substance abuse.
Nutrition

All participants acknowledged that proper nutrition has numerous benefits, especially for children. While there was
widespread agreement of the need, there were differing views about why families often choose less healthy options. 
Some participants mentioned how poverty often forces low-income families to over indulge in fast foods and other
items with limited nutritional value because they’re cheaper and more convenient.  Others stated that the lack of time
to prepare healthy meals is yet another factor.  Still others said that even though schools are offering healthier
options, peer pressure often influences food choices.  Participants stated: 

Proper nutrition and education will set the child’s entire life on a path of healthy habits and in turn healthy adults and
parents.
Children don’t make healthy choices.We have to find ways to teach kids to keep healthy.It sets the stage for obesity if
not monitored.
Parents don’t teach kids to eat right.And kids see teachers eating unhealthy even though they teach kids [in theory]
healthy eating habits.They will follow the teacher.
Peer pressure influences food choices.
There are lots of fast food and poverty makes people unable to purchase healthier foods.
Obesity and Physical Inactivity

Participants stated that in this “nation of obese people” this is a growing problem among children.  Some of the
causes stated were lack of proper nutritional guidance from parents and sedentary lifestyles, which discourage
children from playing outside. Verbatim responses included:

It’s a growing problem among children.Parents feed their kids McDonald’s, then allow them to play video games all
day.
They are trying to make changes [regarding school lunches], but parents need to make better choices for their
children.
There’s peer pressure, too.Some kids feel that it’s not cool to eat the school lunch.
It’s the current lifestyle.Kids going on two years old know how to operate a tablet.Tablets, texting, TV, video games,
[Apple] Face Time – all keep them from going outside to play and run around.
Parents don’t teach kids to eat right.Physically obese children result in obese and unhealthy adults, which increases
the demand on health care. 
The participants were also asked about additional heath issues that should be added to the list.  At least one
participant thought that breastfeeding should be included because it affects both women and children.  Bullying,
eating disorders, cancer and prenatal care were other issues that participants felt should be added.

2.2 Barriers/Access to Care

With the exception of two people, all stated that they have primary care providers and dentists for themselves and
their children.  However, when asked about the ease of getting an appointment, there were definitely mixed reactions. 
A significant number of participants agreed that office visits are generally available when needed, especially for
primary care physicians.  In contrast, several participants expressed frustration with the length of time it often takes to
see dentists and specialists.  One participant explained how it took six months to see a specialist for her child. 

Participants volunteered that these delays may, in part, be based on the type of insurance one has.  An additional
comment was that the delay—especially for dentists—may be due to the popularity of after school appointments—
which are preferred by both the school and parents. Individuals noted:

Easy to get an appointment? Yes.
Not hard to get an appointment, but the doctor’s are never on time.
Month-long wait or longer.
The doctor’s office was very accommodating, even when the doctor was not available.
Overall, participants indicated that they are satisfied with the quality of their care.  The concerns that were expressed
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focused on infrastructural and systemic issues, such as inaccurate billing, 3 to 5 hour waits during doctor
appointments and finding doctors to accept new patients. These responses included:

So difficult to access. They make it hard on purpose. Have to call all the time and go through an automated prompt. 

Aging was the leading reason individuals said that their health care needs had changed over the past two to three
years.  Closely following was “becoming a mom,” or  developing a condition that requires ongoing treatment for a
child, family member or themselves.  These individuals stated:

Health issues increase with age.I know about 10 doctors—eyes, hearing, prostate, etc.
There have been major illnesses with my son and my daughter.My daughter is going through eye surgery at 6 years
old.
I utilize the healthcare system more because of the change in age and responsibility for my husband.
After pregnancy, my thyroid levels needed to be checked regularly.
In determining what their health needs would be five years from now, many of the answers were similar to those
provided for the previous question. Once again, aging emerged as a leading issue, along with being diagnosed with
conditions like cancer, diabetes and osteoporosis.  One person said that they purchased long-term care insurance to
help address future issues. Individuals stated:

More of the same because of age.
I’m going to be hitting 40 soon, which calls for more exams.
Will likely have double the appointments, a lot more specialists due to additional issues.I have a cardiologist, surgeon
and oncologist.
Keeping an eye on heart health.My dad had a heart attack at 44.
I plan to have another baby, so women’s health is important to me.
Was healthy but as I got older started getting sick with ailments such as diabetes, bad eyesight, hearing goes, need
oxygen sometimes….
Some of the changes that have affected participants’ ability to get health care include the loss of insurance, fewer
general practice providers and higher deductibles. At least one person said the increase in options—specifically
urgent care centers—makes receiving care more convenient.

 

2.3 Communication Channels/Influencer

With the exception of a few participants, Facebook is the most popular social media site.  Only a few people reported
using Instagram or Twitter. 

Physicians are the most trusted source of information, followed by “credible” sites on the Internet. Additional
responses were Dr. Oz, friends who work in the medical field and people who have had similar conditions.

Finally, participants were asked if they had one minute to speak with the Governor of Virginia about the health of their
community, what they would discuss.   There was a wide range of responses, many of which strayed from health
care.  The most common themes focused on the need to make health care more accessible, lower the cost of
insurance and co-pays, continue to advocate for the expansion of Medicaid and make Medicaid more flexible. Others
would encourage the Governor to enhance support for individuals with mental health issues; recruit more specialists
to rural areas; and provide additional assistance to families with special health care needs children.  Seniors, the
homeless and medical students were also mentioned.  Specific responses for the Governor included:

Need Medicaid, but keep being dropped whenever we have a few dollars more during any given month.

Sick of insurance company deciding that medication prescribed is not necessary.
Should not to be fired from job for taking time off with special needs kids.
More funding for special needs kids in public schools.Children that can’t walk need more slides, fund equipment to
get down on their level.
More choices for the elderly and the homeless.
More drug awareness programs.
Advancing educational opportunities for medical students.More people to teach equals more students, equals more
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healthcare professionals.
Health insurance should be more affordable for young families.It’s still kind of easy for me because I’m still on my
Mom’s insurance.I’d be in the hole every month otherwise.
Lack of central care for the elderly, so many have to choose between necessary medications or essential food….
Taking too long to see a specialist and getting more specialists in rural areas.
Some of the non-health related comments included: poverty, and the need to increase job opportunities in rural
communities and among low-income populations through improved transportation systems.  Individuals stated:

Compassion for the needy.The shelters are crowded and people die.
Lower income areas needs lots of help… stigma of the areas as lazy, hillbillies not doing anything useful.
Need to expand job opportunities.
Lack of transportation for getting back and forth to work.

Kindergarten teacher asked if she had been tested…thought she had Asperger’s.Came to clinic to get diagnosis, but
can’t get diagnosis.
Was hard for my son, he was in Head Start. Couldn’t focus, temper tantrums.Couldn’t figure out why he was
upset.Diagnosed by pediatrician, then tested.
 

Participants were asked to remember a time when their child’s medical needs weren’t being met, and what type of
assistance would have been helpful.   The most popular response was more counseling, both in and out-of-home. 
Another frequent response was the need to improve medications, because of the side effects, or finding the right
medication earlier.  One parent described how her child has recently benefited from occupational therapy, but she
previously hadn’t heard of it. Other parents stated:

Crossroads got him in-home counseling, a tremendous help.

Would want more counseling.
Improving meds, they stunt your growth.
Wished I had known about OT.
More information about nutrition.
Need assistance reading and writing…right now she feels dumb.

In general, participants could have benefited from having more access to relevant information. 

More clarity. I don’t understand it myself.
Need simple answers. This is what it is. This is how to fix it. Is this really going to work?

While most parents have plans in place in case of emergencies, they admitted that it wasn’t formal and only addressed
specific needs as they arose.  Most participants only have family members and/or friends who can assist if needed. Other
responses included:

We know what to do in case of fire.
We have a plan loosely—not written down or formal.
We’ve lost power, heat and figured it out. We can figure something out.
…we have the basics: flashlights, batteries and food.

Several parents mentioned being disappointed that educators have limited knowledge about special needs children, and
more important, are often “insensitive” to their children’s challenges. 

It’s [the program] right downtown, a 15-minute drive.
They taught her life skills…making the bed, how to take care of herself, cooking.
I figured the college should have something.
Not too familiar, except Kluge Center. I happened to be there for something else.
Parents agreed that having a child with special needs makes them eligible for appropriate services.  However, several
indicated that many of the programs are income-based and specifically for Medicaid beneficiaries. 

Having a child with special needs makes you eligible.  
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Some programs are income-based. If you don’t have Medicaid then you’re not accepted.
For several parents, losing their Medicaid benefits is a constant concern.  Without this insurance, they would be
unable to afford certain services.

If I didn’t have Medicaid, I wouldn’t have been able to have him tested.
If we lose Medicaid, we’re going to have to stop OT.

Participants were not familiar with the CCC or other health districts.  Only a few mentioned “hearing about” the CDC or knew
about 211. While almost all participants acknowledge problems along the way, their overall experience with programs and
resources is “good.”  Several described how their children have improved through counseling by learning coping skills and
making changes to their medication.   

Counseling has been good.
Meds were not good at first, but now it’s ok.
New meds helped.
 However, when asked to identify current difficulties, participants said they are continuously frustrated with the inability
to see specialists in a timely manner, the cost of medications and the lack of support from educators.

They didn’t know coping mechanisms for a kid in kindergarten…counting to 10.
I was told that “it’s not a disability” by educators.
Schools need to be more educated.

Family members and friends provide respite to parents who need to take time away from their children.  In some instances,
older children take care of younger children.  One single mother with six kids said that she doesn’t have family and
desperately needs support. Others stated:

 

The kids help one another…we rely on one another.
They’re at an age where we don’t need support.But he’s not mentally 16 so we have to be careful.
Family and friends…don’t have an issue finding somebody.
I could use any help…a reputable company that offers on-call child care—so that you’re not rolling the dice.I might
just need one hour on Saturday.
A 211 for babysitters…

Most of the focus group participants have children in elementary or middle school, and were not familiar with a transition
plan.  Unfortunately, parents with high school-age children were also unfamiliar with transition plans.  These parents,
however, were concerned about the next steps for their children and their inability to live independently.  One parent
mentioned that his 17 year old son was already a father and in “trouble with the law,” but he doesn’t know where to get
assistance.  Though parents of younger children have years before they’re facing this issue, the conversations have
begun.  

It scares me to know that he’s almost there.I feel that I have to help him in some way.
We don’t think she’ll ever leave the house.We worry about her ability to be independent…to function on her own.
Don’t know if he’ll be able to be independent…live on his own.Will need life coaching throughout his life.
None of the families indicated that they’re prepared for their child to transition to adulthood.  When asked who should
make the referral, the overwhelming majority said either their child’s pediatrician or school counselor.  Other
suggestions included the IEP team, school psychologist.

Schools and counselors should be able to make the referrals.They’re in school 5 to six hours a day, 5 days a week.
Pediatrician.
If my child was in the public school system, it should come from the school counselor.
Counselor or School Psychologist.
Your child’s IEP team.
Parents were not familiar with the website “Got Transition,” although several parents said that a website about
transitioning would enable them to “educate themselves.”

The importance of mental health and the perceived inadequacies of mental health services in Virginia
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was a consistent theme across all four consumer groups, ranking as the most important health issue for
both women and children. This may be due, in part, to the 2013 tragedy involving State Senator Creigh Deeds and
other high-profile violent acts that were linked to mental illness.  It should be noted that none of these situations were
specifically mentioned during the focus groups.

Of the top ten health issues selected as the most critical for women and children, nutrition was ranked
second for both groups.  This aligns with individual beliefs that proper nutrition is essential not only for good
health, but also for chronic disease prevention.  Participants strongly recommend educating parents about making
healthier food choices, while acknowledging some of the limitations of lower-income parents (e.g. time, money).
Women were concerned about the prevalence of breast cancer, which contributed to its ranking as the third most
important health issue.  For children, obesity ranked third, which participants view as an outgrowth of poor nutrition.  

The expansion of Medicaid is viewed as an important safety net to help families stay healthy. Participants
mentioned how slight increases in their income force them off the Medicaid rolls, jeopardizing their ability to purchase
medications for themselves and family members and to continue occupational and other therapies needed by their
children with special needs. Participants in more affluent areas, such as Northern Virginia, expressed concern about
the impact of not expanding Medicaid on the poor.

Participants have a clear understanding of activities and behaviors that contribute to healthy lifestyles
and disease prevention.  Many have taken specific steps to improve their health, such as exercising, avoiding
tobacco and reducing the stress in their lives.  However, almost half of the respondents report that external factors,
such as environmental contaminants, genetics and simple misfortune have a greater influence over one’s overall
health.

Parents of children and youth with special needs struggle to navigate the system.  Participants reported
frustration in getting an initial diagnosis and follow up treatment plans.  They also had difficulty identifying local
programs and services, resorting to placing cold-calls to universities and school systems for assistance.  Though
once services began, they were satisfied with both the services and overall experience.

Parents have not had conversations with anyone about transition plans for their child.   Parents with high
school-age children are unaware of what the next steps should be once their child turns eighteen.  They are deeply
concerned about the type of support available and whether their children will every able to live
independently.  Participants with younger children have had conversations among themselves about their child’s
future needs, but have not spoken to a professional.  Parents reported that the most appropriate person to broach
the subject should be someone with an ongoing history with their child, namely their pediatrician, school counselor,
school psychologist or someone from their IEP team.

Participants find that appointments with primary care physicians are readily available; however,
difficulties arise when scheduling appointments dentists and medical specialist.  Not surprisingly, more
difficulties arise in rural communities where there are fewer dentists and specialists.  Parents of children with special
needs often wait months to see and specialists, then once on site, often wait for hours.

II.B.2.b Title V Program Capacity
II.B.2.b.i. Organizational Structure

The Virginia Title V program is housed within the Virginia Department of Health (VDH), one of twelve agencies within the
cabinet level Health and Human Resources Secretariat.  In January 2014, the newly elected Governor, Terence McAuliffe,
reappointed Bill Hazel, MD as the Secretary of Health and Human Resources.  Marissa Levine, MD, MPH, FAAFP was
appointed as the State Health Commissioner.  The Virginia Department of Health includes three deputy commissioners who
provide oversight for Community Health Services; Public Health and Preparedness; and Administration.

VDH is mandated by the Code of Virginia to “administer and provide a comprehensive program of preventive, curative,
restorative and environmental health services, educate the citizenry in health and environmental matters, develop and
implement health resource plans, collect and preserve vital records and health statistics, assist in research, and abate
hazards and nuisances to the health and environment, both emergency and otherwise, thereby improving the quality of life
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in the Commonwealth.”  In carrying out these responsibilities, VDH, in Conjunction with the Board of Health, promulgates and
enforces over 60 sets of regulations and manages over 70 federal and state grants.

In 1947, the Virginia General Assembly passed legislation requiring “each county and city to establish and maintain a local
health department.”  Then in 1954, the Virginia General Assembly passed legislation that permitted the Department to
organize the local health departments into 35 health districts which now include 119 local health department.  The code
allows local governments to enter into agreement with VDH to operate the local health department for them. All local
governments except two, and operate under a cooperative agreement that delineates the mandated basic health services
that each must provide and any additional services based on need and available funds.  Arlington and Fairfax have a
contractual agreement with VDH.

Section 32.1-77 of the Code of Virginia specifically addresses VDH’s authorization to prepare and submit to HRSA the state
Title V plan for maternal and child health services and services for children with special health care needs.  The
Commissioner of Health is authorized to administer the plan and expend the Title V funds.

Within VDH’s central office, the Title V Block Grant is managed by the Office of Family Health Services (OFHS).  Lilian
Peake, MD, MPH serves as the OFHS director as well as Virginia’s Title V Director.  She reports directly to the Deputy
Commissioner for Community Health Services, Robert Hicks who also oversees the 35 health districts. 

The divisions within OFHS have specific responsibility for carrying out Title V funded programs.  These include the divisions
of Child and Family Health, Prevention and Health Promotion, Community Nutrition, Policy and Evaluation, and
Administration.  The majority of federal Title V funding supports programs and staff within the Division of Child and Family
Health’s Children and Youth with Special Health Care Needs Program.  In addition to Children and Youth with Special Health
Care Needs, the Division’s program areas include child health, reproductive health, perinatal/infant health, and newborn
screening.  The Division staff work closely with the Prevention and Health Promotion Division on issues relating to dental
health, breast cancer screening, injury and violence prevention, tobacco use and physical activity; and the Community
Nutrition Division on issues relating to nutrition and breastfeeding.  The Policy and Evaluation Division provides the Title V
funded programs as well as other grant funded programs with policy, statistical and evaluation support.  The Administration
Division provides budgeting, accounting, contracting, grants management, procurement and human resource functions. 

In addition to funding programs within the Central Office, Title V funds are provided annually to the 35 health districts to
support maternal and child health services.  The district funding levels are based on an estimate of the proportion of low
income (200% FPL) births within each of the districts.  A total of approximately $3.4 million is annually provided to the
districts.  Currently, district Title V funding addresses the following areas:  breastfeeding, child health, dental services,
injury/violence prevention, perinatal/infant health and teen pregnancy prevention. 

Organizational charts for the Virginia Department of Health and the Office of Family Health Services are attached.

II.B.2.b.ii. Agency Capacity

The Office of Family Health Services within the VA Department of Health conducted and assisted throughout the five year
needs assessment process.

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

The Office of Family Health Services (OFHS) within the Virginia Department of Health has responsibility for the development
and implementation of the MCH Block Grant. The director of the OFHS is Lilian Peake, MD, MPH.  She was appointed
effective April, 2014. Jennifer O’Brien was hired as the MCH Consultant to work with the MCH Director in October 2014.
During the past year, Lauri Kalanges, MD, MPH, was the Deputy Director of the OFHS and Maternal and Child Health until
her resignation in February 2015. Lilian Peake, MD, MPH is the current MCH Director. Marcus Allen, MPH became the
director of the CSHCN program in November 2014.

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

All partnerships, collaboration, and coordination are detailed in the MCH Needs Assessment, as well as detailed attendance
sign-in sheets are attached in the MCH Needs Assessment document under attachments. Collaboration list contains too
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$12,025,842 $12,092,401 $12,072,934 $12,128,653

$9,019,382 $9,069,301 $9,054,701 $9,097,551

$0 $0 $0 $0

$1,152,718 $1,182,763 $1,125,000 $1,146,726

$0 $183,208 $0 $1,295,711

$22,197,942 $22,527,673 $22,252,635 $23,668,641

$148,869,827 $170,217,550 $191,309,215 $161,040,946

$171,067,769 $192,745,223 $213,561,850 $184,709,587

$12,092,401 $12,287,553 $12,128,653

$9,069,301 $9,215,665 $9,097,551

$0 $0 $0

$1,125,000 $1,618,704 $1,125,000

$200,000 $2,086,819 $1,427,400

$22,486,702 $25,208,741 $23,778,604

$12,847,299 $14,898,453 $16,914,458

$35,334,001 $40,107,194 $40,693,062

III.D. Financial Narrative

2016 2017

Budgeted Expended Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total

2018 2019

Budgeted Expended Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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$12,287,553

$9,215,665

$0

$1,618,704
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$16,989,838

$42,198,579
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Budgeted Expended

Federal Allocation

State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total
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III.D.1. Expenditures

Form 2: For FY18, Virginia received a total federal allocation of $12,287,553, with matching expenditures totaling
$12,921,188. Virginia expended $9,215,665 of State MCH Funds and $1,618,704 in Other Funds (to perform
newborn screening services, as required by the Virginia General Assembly; state special funds generated as
detailed in Cross-Cutting/Systems Domain application). In addition, a total of $2,086,819 in program income was
generated and reinvested in delivery of Title V MCH services. FY18 expenditures for the state-federal Title V
partnership totaled $25,208,741. Sec. 505 (a)(4) requires that states maintain the level of funds provided by the state
in fiscal year 1989. Virginia's maintenance of effort (MOE) amount from 1989 was $8,718,003. With a total state
match of $11,649,951 (i.e. state, other, and program income funds), Virginia has exceeded this requirement.
Variances between the budgeted and expended amounts resulted from receiving a slightly greater federal award
(projected based on the FY16 award) and strategic efforts to broaden the impact of Title V initiatives.
 
Form 3: On Form 3a, expenditure data was captured and grouped into categories of people served (Pregnant
Women, Infants < 1 year old, etc.). On Form 3b, the expenditure data was captured and grouped by types of
expenditures. The types of expenditures were grouped into the categories required on Form 5 (Direct Services,
Enabling Services, Public Health Services and Systems, and Reported Services). Direct Health Care Services
contain expenditures for Preventive and Primary Care Services for all Pregnant Women, Mothers, and Infants up to
age one, Preventative and Primary Care Services for Children, and Services for CYSHCN. Reported services
include: pharmacy, physician/office services, hospital charges (child emergency only), dental care (does not include
orthodontic services), and laboratory services.
 
Virginia has worked to align spending by type with the MCH pyramid by reducing expenses for direct patient care
and increasing expenses in enabling services and public health systems.
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III.D.2. Budget

The Title V MCH Block Grant budget for the FY20 application provides funds for maternal and child health (MCH)
services, primary care for children and adolescents, and preventive and maintenance services to children with
special health care needs (CSHCN). Preventive and primary care services include policy and procedural oversight,
local health department (LHD) agreements, pharmacy and laboratory testing, newborn screening and referral for
follow up (non-Title V funds; see Other Funds below), and reducing health problems and risk factors. Other services
provided include population-based maternal and child health systems coordination, e.g. cross-coordination of
providers, specialists, school systems, government agencies, and community partners. Employing appropriate and
culturally relevant communication strategies is an increasing priority to better connect with priority MCH communities
and “meet people where they are” (e.g. web-based community outreach and education through social media, the
VDH online data portal, online training modules for families and health care providers).
 
Additionally, we have included $1,618,704 in Other Funds to perform newborn screening services, as required by the
Virginia General Assembly. These special revenue funds are dedicated to ensuring early screening, testing, and
referral for Virginia’s infants.
 
Services for CSHCN include family-centered, community-based coordinated care for persons under the age of 21
years who have or are at risk for disabilities, handicapping conditions, chronic illnesses and conditions or health
related educational or behavioral problems, and development of community-based systems of care for such children
and families.
 
Virginia budgets 30 percent or more of MCH federal funding for preventive and primary care services for infants,
children, and women. Approximately 50 percent of federal funding is budgeted for CSHCN. Finally, 10 percent of the
federal allocation is budgeted for administration of Title V funds.
 
In addition, Virginia budgets for match on a 4-to-3 ratio of federal to state funds, keeping in mind the maintenance of
effort (MOE). Sec. 505 (a)(4) requires that states maintain the level of funds provided (match) solely by the state for
MCH health programs at a level at least equal to the level provided by the state in fiscal year 1989. Virginia's MOE is
$8,718,003. The FY20 budget meets the match and MOE amount as follows:
 

FY20 Budget Amount
Federal amount: $12,287,553
State Match amount: $9,215,665

 
Administration costs include management, policy direction, accounting and budgeting services, personnel services,
and support services.
 
For FY20, the Virginia Department of Health’s Office of Family Health Services has reviewed all federal investments
relevant to the MCH state and national priorities that are received. We narrowed the criteria for inclusion in the
state’s MCH budget (as reported on line 11 of Form 2) to more clearly define the fiscal landscape for Virginia’s MCH
population. This will maximize opportunities to leverage different funding streams to meet Title V goals and
objectives and also accurately demonstrate how Title V funds are used to support state priorities and complement
the state’s investment.
 

Created on 7/15/2019 at 1:56 PMPage 64 of 414 pages



III.E. Five-Year State Action Plan

III.E.1. Five-Year State Action Plan Table

State: Virginia

Please click the links below to download a PDF of the Entry View or Legal Size Paper View of the State Action Plan Table.

State Action Plan Table - Entry View 

State Action Plan Table - Legal Size Paper View 
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III.E.2. State Action Plan Narrative Overview

III.E.2.a. State Title V Program Purpose and Design

Advancing Core Commitments
 
Virginia’s Title V program strives to be family-centered, data-driven, and evidence-informed. The team seeks to
balance investments in upstream work with critical, gap-filling, individually-delivered services to meet urgent needs.
 
By (1) sustaining attention to data and (2) inviting family and youth leadership, the team seeks to understand the lived
experiences of those we seek to serve, understand the rich landscape of their health priorities and challenges, and
ground our decisions and resource allocations in evidence.
 
 
Data-Informed Program Planning
 
The Title V team annually reviews and updates the state action plan. All strategies are informed by review of
federally-provided details about the significance and context for each NPM and NPM, as well as review of state-
specific data, ongoing analysis of service gaps and community needs, and stakeholder input.
 
Relevant federally-provided details on NPMs and NOMs have been included throughout this submission. These
excerpts are from the Title V Maternal and Child Health Services Block Grant Guidance Appendix and are
presented in italics; full text of this guidance document is available here.
 
Beginning with the FY19 application, the Title V Coordinator (Carla Hegwood, MPH) and Title V MCH
Epidemiologist (Dr. Meagan Robinson) committed to refining all objectives to meet SMART criteria (i.e. specific,
measurable, attainable, relevant, and time-bound). This complimented efforts to increase alignment between the
state-defined objectives and NPMs. Such revisions are also noted throughout this submission.
 
 
Core Commitments to Family/Community Partnerships and Racial Equity
 
As noted within the Overview of the State, Virginia is a place where state averages hide the contrasting stories of its
subpopulations. While Virginia is often at or above the national average for key measures of maternal and child
health, disparities persist. Health outcomes tend to be poorer among pregnant women (and their children) who are
younger, are unmarried, have lower educational attainment, have lower access to financial resources, or who live in
urban or rural (rather than suburban) areas. However, even after controlling for each of these factors, outcomes
among non- Hispanic Black women (and their children) are worse than those of other groups across most MCH
indicators.
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In addition to adopting SMART objectives, in the spring of 2019, the
Acting Title V Director and the Title V leadership team committed to
focusing forward on:

1. Sustaining and deepening partnerships with youth, families,
communities, and consumers, to include centering their voices in
program planning and delivery, and

2. Adopting a racial equity focus, to include maintaining a racial/ethnic
disparity lens in program planning and implementation as well as
attention to multi-sector partnerships to address upstream and
community-level factors that drive and perpetuate disparities.

 
Virginia’s Title V team is proud to have begun integrating these
commitments into the design of the 2020 needs assessment, with plans to
purposefully partner with families and communities, including those
communities that experience disparate rates of poor health outcomes, in
2021-2025 prioritization and planning.
 
These commitments were well-timed, as in June 2019, Governor Ralph
Northam announced a goal to eliminate the racial disparity in the maternal
mortality rate in Virginia by 2025.
 
Early efforts to fulfill these commitments have included data-driven
discussions about factors driving disparities during domain team strategic
planning meetings. During FY20 action planning, templates provided to
program managers challenged program mangers to explore opportunities
to deepen youth/family/community engagement and to consider ways to
patients/clients to provide feedback on satisfaction with services.
Resulting strategies have been included in the FY20 action plan.
 
In addition, all strategic planning is aligned with the VDH Plan for Well-
Being 2016-2020.
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Maternal and Child Health Leadership
 
VDH is the state Title V agency. On June 1, 2018, Dr. M. Norman Oliver was appointed State Health Commissioner.
 
Within VDH, most MCH programs and services are housed by OFHS. The Office Director and Associate
Commissioner is Dr. Vanessa Walker Harris.
 
OFHS houses the Division of Child and Family Health (DCFH), which administers the Title V program. It also houses
the Office of Communications, the Shared Administrative Services (SAS) team, and the Divisions of Prevention and
Health Promotion (DPHP), Population Health Data (DPHD), and Community Nutrition (DCN).
 
Most MCH program managers sit within DCFH or DPHP, with support from the communications, administration, and
data teams. All teams partner with the Title V Coordinator on strategic planning and, with the exception of the DCN,
all teams receive Title V funds to support core MCH infrastructure and service delivery.
 
DCFH includes:

Newborn Screening
CYSHCN
Early Child Health (including home visiting)
School Health and School Nursing
Adolescent Health
Reproductive Health
Maternal and Infant Health

 
DPHP includes:

Injury and Violence Prevention
Dental Health
Tobacco Cessation

 
The Title V Coordinator role was established in FY16 to manage day-to-day grant operations, including management
of the budget, preparation of the annual report / application, and coordination of MCH special projects. The
coordinator (Carla Hegwood, MPH) provides oversight of workplan development, working closely with funded
program managers to plan and implement evidence-based strategies to meet grant deliverables and assure grant
investments align with the broader strategic goals and national evidence. She also works closely with DPHD staff to
oversee the state MCH needs assessment.
 
The Title V Coordinator reports to the DCFH Director, who serves as Title V Director; this position is currently vacant.
The Title V Coordinator (Carla Hegwood, MPH) is serving as Acting Title V Director. An Acting DCFH Director has
been appointed (Jennifer MacDonald, MPH, BSN, RN, Public Health Nurse Manager for Newborn Screening and
Birth Defects Surveillance).
 
To facilitate cross-division collaboration and strategic planning, the Title V Coordinator / Acting Title V Director
implemented monthly MCH all-team meetings and established MCH Domain Teams in FY18. Monthly all-team
meetings include discussion of key federal and internal updates, workplans, budgets, performance measures, needs
assessment activities, and new MCH-related grants. Domain Teams meet every 1-3 months, depending on the time
of year.
 
Because the Title V program is decentralized, Domain Teams provide dedicated space outside of monthly all-team
meetings to share information, break down siloes, and encourage a culture of team-based leadership and
innovation.
 
Domain Teams also provide opportunities to network, learn, and grow MCH leadership competencies, particularly for
staff who are currently in non-supervisory roles. Each team has a designed Domain Team Lead who coordinates
team meetings, maintains an online log of monthly progress updates, and assists with visioning and peer coaching.
Each team is comprised of program staff from three or more Title V-funded programs and an epidemiologist
designated by the MCH Epidemiology Supervisor.
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The current Domain Team Leads are:

Women’s/Maternal Health: Emily Yeatts (Reproductive Health Unit Supervisor)
Perinatal Health: Shannon Pursell (Maternal and Infant Health Coordinator)
Child Health: Bethany Geldmaker (Early Child Health Consultant and Virginia Mental Health Access
Program Director)
Adolescent Health: Madeline Kapur (Adolescent Health Coordinator)
Family Engagement & CSHCN: Dana Yarbrough (Family Delegate) and Marcus Allen (CSHCN Director)

 
Key Title V staff are listed below:
 

Carla Hegwood, MPH, Title V Grant Coordinator (Acting Title V Director)
Marcus Allen, MPH, CYSHCN Director
Dana Yarbrough, MA, Title V Family Delegate
Meagan Robinson, MPH, MCH Epidemiology Supervisor
Shamaree Cromartie, MPH, Blood Disorders Program Coordinator

Emily Yeatts, MPH, MSW, Reproductive Health Unit Supervisor
Tonya Adiches, BSDH, RDH, Dental Health Program Manager
Bethany Geldmaker, PhD, PNP, Early Child Health Consultant
Shannon Pursell, MPH, Maternal and Infant Health Coordinator
Madeline Kapur, MPH, MSW, Adolescent Health Coordinator
Consuelo Staton, MEd., State Resource Mothers Program Coordinator

Lisa Wooten, MPH, BSN, RN, Injury and Violence Prevention Supervisor
Daphne Miller, Early Hearing Detection and Intervention Supervisor
Andelicia Neville, MS, Early Child Health Unit Supervisor
Vacant, School Health Nurse Consultant
 
Vanessa Walker-Harris, MD – Director, Office of Family Health Services

Jennifer MacDonald, MPH, BSN, RN, Acting Director, Division of Child and Family Health; Newborn
Screening & Birth Defects Surveillance Manager
Heather Board, MPH, Director, Division of Prevention and Health Promotion
Leslie Hoglund, PhD, Director, Division of Population Health Data
Vacant, Administrative Deputy
Vacant, SAS Team Grants Manager

 
 
Framework and Strategic Approach
 
The two models that make up Virginia’s MCH framework are the life course model and socio-ecological model.
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The life course model displays the cumulative impacts of protective and risk factors on an individual’s health status
as they progress through various life stages (i.e. over their “life course”). This model is illustrates the
interconnectedness of state Title V programs.

The ecological model poses that children and families we serve do not live in isolation but rather live within complex
systems of families, social networks, organizations, communities and the larger state and national system(s).
Maximizing program impact requires identifying factors at each level that may impact health outcomes.
 
Together, the two models help to guide strategic planning. The life course model considers that there are critical life
stages (e.g. fetal brain development during pregnancy) that can impact the rest of an individual’s life; during these
stages, it is especially important to mitigate risk factors (such as maternal substance use) while strengthening and
promoting protective factors (such as early prenatal care). State Title V programs must be coordinated to intervene
at these critical junctures (e.g. newborn screening referrals to EI services and CYSHCN programs). The life course
model also considers that protective factors can build up over time to make it easier for a person to be healthy, while
risk factors can build up over time to make it more difficult for a person to be healthy. Thus, the life course model
helps to prioritize when to intervene and to begin to identify protective factors to enhance and risk factors to mitigate
through interventions at each life stage.
 
The ecological model then considers that an individual doesn’t live in a vacuum – people live within and are
impacted by society. The environment they grow up and live in matters. This means an individual’s health isn’t solely
determined by their own decisions, knowledge, attitudes, and skills. It also means individually-delivered health
education and clinical and wraparound services may be necessary but are insufficient to improve population health
outcomes. In selecting interventions, staff must consider that it may not be possible to identify a single root cause –
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multiple factors are often concurrently driving health outcomes and require a multi-level approach. Considerations
include:

Formal and informal systems and power structures (i.e. who has access to what, and who gets to decide),
How individuals navigate the communities they live in (e.g. where people live, eat, work, go to school, and
get healthcare; when do they go; how they get there; access to, quality of, and satisfaction with their
housing, healthy food options, employment, education, and healthcare), and
Family, community and social supports (e.g. what are relationships like within households or with family,
friends, peers, and teachers/employers; are there trusted people or organizations within the community
that can provide supports to help people to be healthier).

 
 
MCH Practice
 
The team aims to be doggedly but strategically collaborative in MCH practice – internally and externally, across
teams and across sectors, from family engagement to policymaker engagement. The team is also committed to
maximizing family and youth engagement (and increasingly endeavors to foster a culture of family and youth
leadership). In order to best serve Virginia’s families, the team seeks to identify high-impact, efficient interventions
with potential to move the needle at the population level without losing sight of community voice and
consumer/patient experience.
 
The Adolescent Health Domain Team has designed new roles for youth to advise various MCH programs on
strategic planning, program adaption/development, and communications strategies. The Adolescent Health
Coordinator plans to hire two Youth Advisors to be based at Central Office.
 
The team is also exploring ways to include families in assessment/evaluation efforts – not only to provide us with
feedback, but also to provide input into the questions we ask, methodologies we use, and the interpretation of
results. The Acting Title V Director is currently working to onboard a paid parent representative to the 2021-2025
state MCH needs assessment team.
 
Virginia’s Title V program achieves success through collaborations and partnerships. Title V leadership and program
managers sometimes serve as conveners (e.g. Developmental Screening Initiative) and at other times are engaged
supporters and participants in interagency or regional efforts (e.g., DMAS Child Health Insurance Program Advisory
Board). Each program manager works to include individuals, families, community-based organizations that serve the
MCH populations, and larger community partners (e.g. Medicaid) in the planning and implementation of all programs
and services funded by Title V.
 
The Acting Title V Director and the CYSHCN Director have aligned the CYSHCN workplan with the National
Consensus Standards for Systems of Care for Children and Youth with Special Healthcare Needs and Got
Transition’s Six Core Elements of Health Care Transition guidelines. This includes implementing family leadership
across the CSHCN program and using this as a model for other Title V programs.
 
SSDI and Title V funds provide partial salary support for the MCH epidemiology team, which provides programmatic
evaluation, survey, and surveillance support to for all MCH programs. In addition, data dashboards continually
updates and made available on the VDH Data Portal for use by state agencies, healthcare providers, local partners,
and community members. Both Title V program staff and the MCH epidemiology team are engaged in providing
relevant research findings, data, and evidence-based recommendations to inform Virginia’s General Assembly each
year.
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III.E.2.b. Supportive Administrative Systems and Processes

III.E.2.b.i. MCH Workforce Development

Notably, the first goal of the VDH Strategic Plan is to maintain a competent and valued workforce. This includes
recruiting, training, and retaining the best employees.
 
The VDH Plan for Well-Being 2016-2020 identifies strategies to improve the health and well-being of all Virginians,
including development of the MCH workforce.
 
In addition to state health agency commitments, the Title V program has benefitted from workforce development
efforts of other stakeholders, including Virginia Early Childhood Foundation’s study of programs and services for
children under five, advocacy work by the Virginia Poverty Law Center, and state-level bodies such as the Children’s
Cabinet.
 
 

Title V Workforce Development

 
Title V invests in sustaining a skilled MCH workforce by providing training to staff within the state health department
(e.g. program coordinators, epidemiology and evaluation staff, administrative staff) and within local health districts
(LHDs; e.g. public health nurses, home visitors). Funds are also allocated to training activities for external partners
(e.g. physicians, school nurses, oral health staff, care coordinators at CSHCN centers).
 
Examples include:
 
Unintended Pregnancy
In FY19, VDH worked to increase the capacity of the Resource Mothers Program to offer evidence-based programs
to pregnant and parenting teens. Resource Mothers is a home-grown, community-based program designed to
support teens during their pregnancy and until their child reaches age one. By providing educational and practical
support to these young clients, VDH aims to prevent rapid repeat unintended pregnancy, and ultimately improve
maternal and child health outcomes. All Resource Mothers staff received training on the AIM 4 Teen Moms
curriculum, an evidence-based positive youth development program designed to increase protective factors and
prevent pregnancy. VDH intends to continue providing training and support to Resource Mothers staff as they
administer this program to teens and their families, empowering community health workers with the skills necessary
to make a powerful impact on their clients.
 
Child/Adolescent Injury
The Injury and Violence Prevention Program is working to implement a sustainable model for delivering ongoing
education to the primary and specialty prescribers in a Project ECHO© Neonatal Abstinence Syndrome Case
Management Learning Lab series.
 
Oral Health
In FY18, 204 dental providers participated in VDH-sponsored continuing education courses on oral health care of
ISHCN, young children, and/or pregnant women. The ISHCN Program also provided oral health education courses to
161 lay health workers, home visitors, and family educators and 48 medical professionals.
 
In FY20, DSP oral health trainings (co-sponsored by VDH and DBHDS) will be provided for direct care providers in
5 LHDs. The DBHDS oral health trainings have been so popular that other regions of the state continue to request
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them.
 
Dental provider trainings on oral care for ISHCN will also be provided within each of these 5 LHDs. These courses,
co-sponsored by VDH and the Virginia Dental Association Foundation, have historically elicited overwhelmingly
positive evaluations from participants; providers have communicated improved skills and comfort with working with
ISHCN.
 
With the PIOHQIE Grant, VDH developed an oral health home visiting training model that enhanced collaboration
among local partners to improve access to dental care. In FY20, this training will be continued under Title V. VDH
targeted health districts with significant home visiting partners to (1) provide trainings on oral health for pregnant
women and infants, and (2) implement a referral system for women enrolled in home visiting programs. The oral
health trainings strongly focused on cultural competency and using key messages from anticipatory guidance
developed from evidence-based sources on dental care during pregnancy to educate clients. The goal of the
trainings was to provide family support workers, family educators, CHWs and community health nurses with
information on oral health and dental care, while empowering them to improve access to oral health information for
pregnant women and infants. Training includes oral health education tips and resources for the following populations:
perinatal, prenatal, infant, and ISHCN. Future work will continue to support community health workers and home
visitors and provide them with education and resources that enable them to become oral health advocates,
educators, and service navigators for their clients, many of whom are Medicaid-eligible pregnant women and
children.
 
It is well known that there is a disconnect between medical and dental providers regarding the safety of dental care
for pregnant women and the age at which infants should been seen by a dentist.  Many dentists will delay treatment
for women who are pregnant and refuse to see children until they are older than 3 years or can behave appropriately
for care. Similarly, medical providers often tell parents that a dental visit isn’t necessary until age 2-3. All VDH
trainings for medical and dental professionals incorporate messaging on the safety and benefits of dental care
during pregnancy and the importance of a dental visit by age 1.
 
Virginia Neonatal Perinatal Collaborative
The VNPC holds annual summits with free attendance and offers CMEs and CEUs at no cost. In FY20, the VNPC
will hold its 2nd Annual Maternal Mortality Summit with both a maternal track and a neonatal/pediatric track.
 
CSHCN Unit
The Child Development Center program continues to work diligently to overcome workforce shortages in
developmental/behavioral pediatrics and meet demand for assessments. This year, MCH funds will be used to help
pay for a psychologist at the Virginia Commonwealth University (VCU) Center, with the expectation that VCU will be
able to sustain the position long-term through reimbursement.
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III.E.2.b.ii. Family Partnership

Family engagement has often been seen as a set of activities. OFHS, in its adoption of AMCHP’s definition of family
engagement and partnership, moves to do more by inducting and integrating families into the complex world of
health care and investing in families as leaders -- not only of their own family but also in systems change efforts.  The
AMCHP definition reads as follows:

“Family engagement and partnership is defined as patients, families, their representatives, community
programs/organizations, and health professionals working in active partnership at various levels across
Maternal and Child Health/Title V – direct care, organizational design and governance, and p9olicy
making – to improve health and health care.  This engagement and partnership is accomplished through
the intentional practice of working with families for the ultimate goal of positive outcomes in all areas
through the life course.”

 
OFHS provides a number of opportunities for engaging and partnering for family input into MCH and CYSHCN
programs, including:

Parent feedback survey that assesses services provided by Care Connection for Children Centers;
Contractual relationships with Parent to Parent of Virginia, Family to Family Network of Virginia, and Medical
Home Plus, Inc. who provide outreach, mentoring and training to parents;
Focus groups to gather input for various MCH programs;
Parents hired as family specialists/care coordinators at Care Connection for Children centers; and
Family representatives on the Virginia Early Hearing Detection & Intervention Advisory Committee and the

Virginia Genetics Advisory Committee.
 
Over the past 12 years, OFHS has worked collaboratively with the MCHB Family to Family Health Information Center
(F2FHIC) housed within the Center for Family Involvement (CFI) at the Partnership for People with Disabilities at
Virginia Commonwealth University.  The Partnership is Virginia’s university center for excellence in developmental
disabilities and is also home to the Va-LEND program.  Some examples of Title V – F2FHIC collaboration include:

Funding from Title V to the CFI to initiate supports to culturally and linguistically diverse families of CYSHCN. 
The resulting Cultural Broker program (with 5 cultural brokers representing African American, Arabic, Korean,
Latinx and refugee/immigrant communities) was recently published in a book and has an article pending
publication in an international journal on disabilities as a best practice for supporting culturally and

linguistically diverse families of CYSHCN. The access for Title V to the cultural brokers affords opportunities
to reach and learn from diverse communities.
Representation from Title V on a statewide Family Engagement Network (FEN).  Having Title V serve on a
state education parent priority project – the FEN facilitated by the CFI – affords opportunities to work with
representatives from Virginia schools, military installations, family organizations, and institutes of higher
education on best practices in engaging and partnering with families.  Title V recently previewed a Transition

module with the FEN.  In exchange, FEN members are reminded by Title V involvement of the importance of
health care in successful outcomes for students and families. 
Funding from the EHDI program to the CFI.  Over the past 12 years, funding from the EHDI program to the CFI
has supported family to family support to families of infants and toddlers diagnosed with hearing loss, and
more recently an initiative to engage families in 1-3-6 protocols.  Three to five families each year are trained
and supported to visit hospital newborn screening teams, audiology clinics and early intervention programs to
learn more about the processes they use to communicate information to families and the types of referrals

they make to families.  And, these families co-facilitate the EHDI Learning Communities in their region that
meet quarterly (at a minimum) to discuss and share resources on local gaps and concerns in supports and
services to families of children who are deaf/hard of hearing. 
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Dana Yarbrough, CFI director, serves as Virginia’s Family Delegate.  In this role, Ms. Yarbrough attends and
actively participates in OFHS planning meetings and in the Medical Neighborhood initiative.  She also
participates in Title V meetings related to developmental screening, Care Connection for Children, oral

health.  In addition, Ms. Yarbrough chairs AMCHP’s Family & Youth Leadership Committee and brings
information back to Virginia.  And, she participated this year with Title V staff in AMCHP’s family engagement
learning collaborative. This participation included a joint presentation to the learning collaborative on
addressing health equity with non-traditional partners.
Title V representation on CFI team.  A member of the OFHS team participates in bi-monthly four hour CFI
team meetings that bring together 20 CFI staff and funders.  These team meetings offer an opportunity for CFI

team members to hear about current health department activities and for OFHS to receive training on family
engagement and participation and learn about what is happening that is affecting access to and receipt of
services and supports for over 2,000 CYSHCN and their families supported by the CFI each year. 

 
OFHS has created an organizational culture that priorities family engagement and partnership that is vital to
improving its programs. OFHS serves for the health department as a touchstone for family participation.
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III.E.2.b.iii. States Systems Development Initiative and Other MCH Data Capacity Efforts

The goals of the Virginia States Systems Development Initiative (SSDI) program are to:
1. Build and expand state MCH data capacity to support the Title V MCH Block Grant program activities and

contribute to data-driven decision making in MCH programs, including assessment, planning,
implementation, and evaluation;

2. Advance the development and utilization of linked information systems between key MCH datasets in
Virginia; and

3. Provide data support to Virginia quality improvement activities, such as Alliance for Innovation on Maternal
Health (AIM) projects and other Virginia Neonatal Perinatal Collaborative (VNPC) initiatives.

 
The Virginia SSDI program recognizes the importance of availability and accuracy of data to support all Virginia
MCH programs, and is heavily involved in ensuring consistent annual access to widely used MCH data sources
(including vital statistics, PRAMS, Medicaid, WIC, newborn screening, and hospital discharge). Direct and indirect
access to these data sources allows for descriptive and inferential analyses that provide a wealth of information to
inform Title V programming, assessment, and monitoring.
 
Centralized epidemiology unit. The Virginia SSDI and MCH Epidemiology team is housed within the Division of
Population Health Data (DPHD) in the VDH Office of Family Health Services (OFHS). The role of DPHD is to
provide evaluation support and statistical information for needs assessment, performance management, and
decision support throughout OFHS using data analytics, survey work, and evaluation studies. The MCH
Epidemiology Unit consists of an MCH Epidemiology Supervisor, a Perinatal Epidemiologist, a Newborn Screening
Epidemiologist, two Oral Health Epidemiologists, and two program evaluators. The MCH Epidemiology Supervisor
serves as the Lead Epidemiologist for Title V and the SSDI Project Director, and directly oversees data and
information efforts related to OFHS’s maternal and child health programs. The Perinatal Epidemiologist supports the
Title X Family Planning services, the Pregnancy Risk Assessment Monitoring System (PRAMS), and other perinatal
and women’s health initiatives. The Newborn Screening Epidemiologist supports the Early Hearing Detection
Intervention Program and Newborn Genetic Screening Program. The Oral Health Epidemiologists support the Dental
Health Program within the Division of Health Promotion and Prevention. Program evaluators within the unit support
MCH programs regarding home-visiting, child and adolescent health, reproductive health, and support needs
assessment activities.
 
Access to MCH data, leveraging data systems and other resources. Through the VDH Office of Information
Management (OIM), MCH epidemiology staff have direct, annual access to timely, electronic, and standardized
Health Statistics data and Virginia Health Information (VHI) hospital discharge data via an Oracle-based server. OIM
coordinates data loading and cleaning functions of these data sources. Direct data access also includes the OIM
developed Virginia Infant Screening and Infant Tracking System (VISITS II), a Web-based integrated data tracking
and management system that directly supports the Virginia Congenital Anomalies Reporting and Education System
(VaCARES) and the Virginia Early Hearing Detection and Intervention Program (VEHDI).
 
Virginia has also been affected by the opioid epidemic, where the prescription opioid overdose mortality rate has
ranged from 6.0 per 100,000 in 2011 to 5.9 in 2017, and the Neonatal Abstinence Syndrome (NAS) rate has
experienced a 175.86% increase since 2011. Virginia House Bill 1467 required the Board of Health to adopt
regulations to include NAS on the list of reportable diseases. Medical facilities report NAS into the VDH online
Confidential Morbidity Report portal (Epi-1). The MCH Epidemiology Supervisor has direct access to this data and,
along with the Perinatal Epidemiologist, is responsible for reporting of NAS hospital discharges (Opioid Addiction
Dashboard) and medical facility reported cases (Physician Reported NAS Cases).
 
The peer group style of the DPHD allows the MCH Epidemiology Unit to cross-collaborate with data systems and
epidemiology units within the division, including Injury/Violence Epidemiology and the Population Health Surveys
Team. The Virginia Pregnancy Risk Assessment Monitoring Systems (VA PRAMS), which is a critical source of data
for Title V performance measure reporting, is housed within the DPHD, along with the Behavioral Risk Factor
Surveillance System (BRFSS) and the Virginia Youth Survey (Youth Risk Behavior Survey). The MCH Epidemiology
Supervisor and the Perinatal Epidemiologist support and regularly collaborate with the VA PRAMS
Coordinator/Epidemiologist for sampling, reports, data requests, and projects.
 
Additional Epidemiological and Data Enhancement Activities. The Virginia SSDI continues to maintain and
update a public-facing dashboard of locality level data through Tableau. The Maternal and Child Health Dashboard
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includes MCH indicators such as total births, preterm birth, low weight birth, late or no prenatal care, maternal
smoking during pregnancy, infant deaths, and teen pregnancy.  The dashboards on the public-facing VDH Data
Portal are used by health districts in the community health assessment (CHA) process and by the public and
academia for general direction. Current plans include a redesign of the current page and loading a spreadsheet of
displayed data available for download on the page with MCH terms and definitions.
 
DPHD epidemiologists regularly participate in learning and skills-building opportunities. During FY 2018, the MCH
Epidemiology Supervisor and the PRAMS Coordinator/Epidemiologist participated in the MCHB/CDC/CityMatCH
“2018 Training Course in MCH Epidemiology”. This training is a unique opportunity for MCH staff to enhance their
skills in statistics and epidemiologic methods. The MCH Epidemiology Supervisor and the PRAMS
Coordinator/Epidemiologist also collaborated on an abstract titled “The Association between Racial Bias and
Adverse Birth Outcomes among Minority women in Virginia” that won an award at the 2018 PRAMS Grantee
Meeting. They also had accepted abstracts and attended the 2018 CityMatCH Leadership and MCH Epidemiology
Conference.
 
In addition, DPHD epidemiologists provide practicum project opportunities and mentorship for several student
interns from local schools of public health every year, with student interns playing important roles in ongoing Title V
Needs Assessment activities. The MCH Epidemiolgy Unit is actively participating in OFHS needs assessment
activities, including those for the Title V MCH Block Grant, Reproductive Health, and MIECHV.
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III.E.2.b.iv. Health Care Delivery System

VDH and Title V program staff work closely with the Virginia Medicaid agency (Virginia Department of Medical
Assistance Services, DMAS) on a wide range of projects impacting MCH populations.

Attached to this submission is the VDH-DMAS MOU, which provides more information on the breadth of
partnerships.

Historically, DMAS MCH Division staff have been included in discussions about reimbursement for the expansion of
home visiting programs in local health districts, with particular emphasis on BabyCare (a Virginia Medicaid
Reimbursement schedule for prenatal care). BabyCare enrolls women as early as possible in their pregnancy and
follows the woman and infant through the baby’s second birthday. Staff provide education, support, and home visits.

In 2017, the Title V Director was invited to be a member of the proposal review team to select the MCOs for the state
Medallion 4 Medicaid awards. The Title V Director serves as a voting member of the Children’s Health Insurance
Advisory Committee and participates in subcommittees and activities; this group regularly reviews health statistics
and DMAS program data and advises on service and program improvements. This group also provides background
information and recommendations on child health policy within DMAS as well as within the Virginia Administrative
Code.

The CYSHCN Director continues to actively work with DMAS to identify partnership opportunities for care
coordination services. In 2018, the CYSHCN Director attended a series of meetings with DMAS MCOs to discuss
services offered through Care Connection for Children program. The CYSHCN Director also works directly with
DMAS regarding waivers and billing for CYSHCN, particularly as changes have occurred at the state and federal
levels affecting the coverage for the MCH populations.
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III.E.2.c State Action Plan Narrative by Domain

Women/Maternal Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 14 - Percent of children, ages 1 through 17,
who have decayed teeth or cavities in the past
year

NSCH-2016_2017 12.2 % NPM 13.1

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016_2017 93.7 % NPM 13.1
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National Performance Measures

NPM 13.1 - Percent of women who had a preventive dental visit during pregnancy 
Indicators and Annual Objectives

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2017 2018

Annual Objective 45 49.7

Annual Indicator 46.5 44.7

Numerator 44,225 42,882

Denominator 95,088 95,839

Data Source PRAMS PRAMS

Data Source Year 2015 2016
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State Provided Data

2016 2017 2018

Annual Objective 45 49.7

Annual Indicator 43.6

Numerator

Denominator

Data Source PRAMS

Data Source Year 2010-2011

Provisional or Final ? Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 50.8 51.9 53.0 54.1 55.1 56.2
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Evidence-Based or –Informed Strategy Measures

ESM 13.1.2 - Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among pregnant women

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 6.0 6.0 6.0 6.0 6.0 7.0
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State Performance Measures

SPM 4 - Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1 (most effective) contraceptive
methods

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 2.6 33.3

Annual Indicator 35.5 31

Numerator

Denominator

Data Source VA PRAMS VA PRAMS

Data Source Year 2016 2017

Provisional or Final ? Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 34.1 34.9 35.7 36.4 37.2 38.0
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State Outcome Measures

SOM 6 - Maternal Mortality Disparity: Maternal Mortality Disparity Ratio

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective 4.1 3.9 3.7 3.5 3.3
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State Action Plan Table

State Action Plan Table (Virginia) - Women/Maternal Health - Entry 1

Priority Need

Oral Health: Increase access to oral health services for pregnant women and children.

NPM

NPM 13.1 - Percent of women who had a preventive dental visit during pregnancy

Objectives

By June 30, 2020, increase the percent of women who had a dental visit during pregnancy from 46.5% (PRAMS 2015) to
51.9%.

Strategies

Integrate targeted adolescent oral health messaging into existing MCH-focused dental education programs to improve oral
health for individuals across the lifespan.

Continue to foster a network of 6 regional Oral Health Alliances to conduct regional needs assessments and implement
systems change and data-sharing initiatives to improve the oral health of all Virginians, with emphasis on pregnant
women, and children and adolescents aged 1-17.

Convene statewide groups focused on targeted oral health issues and facilitate collaboration and work plan development,
and provide leadership and oversight to guide initiatives.

ESMs Status

ESM 13.1.1 - Completion of action plan identifying strategies and partners for addressing top 3 MCH
population oral health needs in Virginia

Inactive

ESM 13.1.2 - Number of Regional Oral Health Alliances that implemented work plans to increase
dental visits among pregnant women

Active
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NOMs

NOM 14 - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health
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State Action Plan Table (Virginia) - Women/Maternal Health - Entry 2

Priority Need

Women's/Maternal Health: Support the physical and emotional well-being of women and their children.

SPM

SPM 4 - Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1 (most effective) contraceptive methods

Objectives

By June 30, 2020, reduce the rate of unintended pregnancies for all women of child-bearing age (ages 15-44) from 49.5%
(PRAMS 2016) to 47%.

Strategies

Increase capacity of youth-serving agencies to implement Aim 4 Teen Moms (AIM4TM), an evidence-based pregnancy
prevention program designed for parenting teens.

Work with community stakeholders to remove policy, financial, and training barriers to LARC utilization.

Created on 7/15/2019 at 1:56 PMPage 87 of 414 pages



State Action Plan Table (Virginia) - Women/Maternal Health - Entry 3

Priority Need

Women's/Maternal Health: Support the physical and emotional well-being of women and their children.

SOM

SOM 6 - Maternal Mortality Disparity: Maternal Mortality Disparity Ratio

Objectives

1. Eliminate the racial and ethnic disparities in Virginia's maternal mortality rates. 2. By December 2025, decrease the
disparity in black-white maternal mortality disparity ratio from 2.1 (2017) to 1.23 (2025).

Strategies

Develop and mobilize strong interagency, multisector, and community partnerships to address disparities in maternal and
infant mortality rates.
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Women/Maternal Health - Annual Report

Women’s/Maternal Health Domain
FY18 Annual Report

 
 
The Office of Family Health Services administers a number of programs and initiatives serving women, children, and
their families. Title V funds are braided with a variety of state and federal funding streams and allocated across
teams.
 
The FY18 workplan for the Women’s/Maternal Health Domain included the following performance measures:

1. Unintended Pregnancy
2. Maternal Mental Health
3. Low-Risk Cesarean Delivery

 
Strategies within the FY18 Women’s/Maternal Health workplan were implemented by the Division of Child and
Family Health’s Reproductive Health Unit and Maternal and Infant Health Coordinator. Summaries of activities
completed during the reporting period are presented by performance measure below.
 
Complementary efforts were completed by Title V-funded local health districts, the Office of the Chief Medical
Examiner, the Virginia Neonatal Perinatal Collaborative (VNPC), and the Division of Prevention and Health
Promotion’s Dental Health Program and Injury and Violence Prevention Program. These entities and their efforts are
detailed in the ‘Other Programmatic Activities’ section below.
 
 

State Priority: Women’s/Maternal Health: Support the physical and emotional well-being of women and their

children.
 
FY18 Performance Measure – Unintended Pregnancy:
SPM 4: Proportion of females ages 15-44 using Tier 1 (most effective) contraceptive methods

 
Objective
 
For the FY18 application, the proposed objective was:

Reduce the rate of unintended pregnancies for all women of child-bearing age by 10%.
 
The updated objective is:

By June 30, 2020, reduce the rate of unintended pregnancies for all women of child-bearing age (ages 15-44)
from 49.5% (PRAMS 2016) to 47%.

 
 
Related National Outcome Measures
 
The national outcome measure (NOM) most relevant to this SPM is:
 

NOM 23: Teen birth rate, ages 15 through 19, per 1,000
 
Significance of NOM 23: Teen pregnancy and childbearing have substantial social and economic costs for
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both teens and their children. Teen mothers are less likely to complete high school and further education
which may reduce earning potential and contribute to intergenerational poverty. Although teen pregnancy and
birth rates have declined substantially over the past two decades, rates are still higher than in many other
industrialized countries and large racial/ethnic disparities persist. Birth rates for non-Hispanic Black and
Hispanic teens are more than double that of non-Hispanic White teens.
https://www.cdc.gov/teenpregnancy/about/index.htm

 
Related Healthy People 2020 Objectives:

Family Planning (FP) 8.1: Reduce pregnancies among adolescent females aged 15 to 17 years
(Baseline 40.2 per 1,000 in 2005; Target 36.2 per 1,000)
FP 8.2: Reduce pregnancies among adolescent females aged 17 to 19 years (Baseline 116.2 per
1,000 in 2005; Target 105.9 per 1,000)

 

 
Progress Updates
 
The Division of Child and Family Health’s Reproductive Health Unit leads this effort. Title V funds provide salary
support for administration of the LARC Initiative.
 
The unit is led by Emily Yeatts, MSW, MPH (Reproductive Health Unit Supervisor) and includes the following
programs:

Title X Family Planning (Title X): Clinical family planning programs consistent with Title X requirements and
Quality Family Planning Services as defined by the CDC;
Adolescent Health Program (Sexual Risk Avoidance Education Grant, Title V): Positive youth development
programs that build protective factors among participants that will make them less likely to initiate sexual
activity; and
Resource Mothers (TANF, Title V): Adolescent health program providing support services to pregnant and
parenting teens and their families.

 
The Adolescent Health Program is led by Madeline Kapur, Adolescent Health Coordinator. The Resource Mothers
Program is led by Consuelo Staton. Both programs are detailed in the FY20 application for the Adolescent Health
Domain.
 
 
Strategy 1: Partner with local health districts, healthcare providers, and community partners to increase
access to quality family planning services for all women of childbearing age.
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This strategy was operationalized through the Virginia LARC Initiative, as
detailed below.
 
 
Strategy 2: Collaborate community partners to expand safety net
services.
 
During FFY18, the LARC Stakeholder Workgroup met quarterly and
worked together to identify the need for family planning services across
the Commonwealth. According to the All Payers Claims Database, LARC
utilization across the state was well below the national average.
Furthermore, the workgroup surveyed 120 private family planning practice
providers throughout state, and found that only half offered LARCs. The
main reasons given for not offering LARCs included time, training, and
cost of devices. This data stood in sharp contrast to 2015 PRAMS data,
which stated that 16% of women were using LARCs at 2-6 months
postpartum, and VDH Title X family planning patient data, which stated
that 19.3% of patients used LARCs in CY2017. This data suggested that
although VDH’s Title X family planning program is providing the broad
range of contraceptive methods to patients, LARCs are largely
inaccessible to many Virginia women.
 
These findings led the workgroup to initiate a partnership with the Power
to Decide to the “Whoops Proof Birth Control” campaign. This campaign
was designed to increase public awareness and positive regard of
LARCs, and was scheduled to roll out in FFY19.
 
Based on conversations among LARC workgroup members, the group
determined that community stakeholders could also benefit from learning
more about the public health benefit of LARCs. Group members worked
together to create a one-page document designed for policy makers,
decision makers, and other leaders potentially interested in supporting
public health programs. Stakeholders used this document to help make
the case for the Virginia LARC Initiative, a $6 million pilot program
designed to increase access to LARCs among low-income women
launched in FFY19.
 
 
Strategy 3: Partner with local health districts and community
partners to deliver abstinence programs to adolescents.

 
During FFY18, the Reproductive Health Unit partnered with eight local health districts and one community agency to
offer Abstinence Education Programs to Virginia youth. During FFY18, VDH’s AEP program served 6,906 youth.
Beginning in FFY19, VDH ceased receiving federal Abstinence Education Program funds and instead used a
different federal funding stream, Sexual Risk Avoidance Education, to support evidence-based positive youth
development programs across the Commonwealth.
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State Performance Measure Update
 
This SPM was initially listed under the Life Course/Cross--Cutting domain within the FY17 application, with a focus
on teen pregnancy (females ages 15-19). The metric was revised for the FY18 application to capture unintended
pregnancy among all women of reproductive age (ages 15-44); proposed FY19 and FY20 strategies are detailed
within the Women’s/Maternal Health and Adolescent Health Domains.
 
 

State Priority: Women’s/Maternal Health: Support the physical and emotional well-being of women and their
children.
 
FY18 Performance Measure – Maternal Mental Health Screening:
SPM 5: Proportion of women who attend a postpartum visit with a healthcare provider within 6 weeks after giving
birth and are screened using an SBIRT tool

 
Objective
 
For the FY18 application, the proposed objective was:

Increase the percentage of postpartum women attending a postpartum visit within 6 weeks by 5% (2020).
 
As reported within the FY19 Application / FY17 Annual Report, this SPM has been removed from the state workplan.
 
Progress Updates
 
Strategies proposed in the FY18 workplan included:

Strategy 1: Partner with ACOG, VHHA, AWOHNN, DBHDS, and VNPC to increase use of the SBIRT
process to screen for maternal mental health, with special emphasis on education and counseling
(e.g. outpatient OB clinics and inpatient facilities).
Strategy 2: Explore SBIRT as an approach to the delivery of early intervention and treatment for
pregnant women with substance use disorders and those at risk of developing these disorders
within local health departments.
Strategy 3: Collaborate with local health departments and community partners to educate women

about signs and symptoms of postpartum depression through the use of social media.
Strategy 4: Partner with DBHDS and other partners to provide training to local health department
staff on SBIRT approaches, including referrals to treatment.

 
The Division of Child and Family Health’s Maternal and Infant Health (MIH) Coordinator is Shannon Pursell, MPH.
She serves as a subject matter expert housed at VDH’s Central Office who partners closely with an array of state
and local partners, including the Virginia Neonatal Perinatal Collaborative (VNPC), the Maternal Mortality Review
team, and the recently-formed maternal mental health workgroup and Pathway to Coordinated Care for Infants and
Families (PCC) workgroup.
 
The MIH Coordinator currently supports interagency efforts to address maternal mental health and recently
established a maternal mental health workgroup.
 
When the workplan was discussed for FY18, little had been done related to Maternal Mental health screening in the
local health districts or through partnerships with outside agencies, non-profits or stakeholders. Therefore, the
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decision was made to remove this SPM from the workplan moving forward. At that time, 10/35 local health districts
reported some form of screening and/or education was provided either during a home visiting encounters or in the
clinic during a prenatal or post-partum visit. There were no standard screening tools used within the LHDs, and upon
further discussion with LHDs many didn’t feel confident that they had adequate resources to make appropriate
referrals for women who screened positive.
 
The summer of 2018, HRSA released a funding opportunity related to increasing screening, referrals and treatment
for pregnant, post-partum and parenting women.  Virginia was excited for this opportunity and engaged a
multidisciplinary team to develop a plan for application, after multiple meetings and attempts to develop a
coordinated workplan to meet the grant requirements, the team took a step back and realized that we weren’t ready
to develop a competitive grant and be successful in the implementation. However, this was the catalyst to bring
together a team all focused identifying the challenges to screening, referrals and treatment for pregnant, post-partum
and parenting women in Virginia. The workgroup decided to stay together, meet monthly (via zoom, given us being
geographically separated throughout the state), and develop a “packet” to include: (1) Screening tools, (2)
Reimbursement, (3) Benchmark data, (4) Algorithms, (5) Resources, (6) Opioid Use/Screening/Resources, (7)
Frequently Asked Questions.  This “packet” will also have a complimentary tool kit to explain each “tab” in greater
detail.  The packet will be piloted in multiple different settings and focus groups (pediatrician office, OB offices, in-
take nurse, etc.), then an education/awareness campaign will be done for healthcare professionals, that this tool
exists and how to use, and to the community to increase mental health awareness and screening. 
 
 

State Priority: Women’s/Maternal Health: Support the physical and emotional well-being of women and their
children.
 
FY18 Performance Measure – Low-Risk Cesarean Delivery:

NPM 2: Percent of cesarean deliveries among low-risk first births

 
Objective
 
For the FY18 application, the proposed objective for NPM 2 was:

Reduce primary cesarean births by 5% (2020).
 
As reported within the FY19 Application / FY17 Annual Report, this NPM has been removed from the state workplan.
 
Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM include:
 

NOM 2 - Rate of severe maternal morbidity per 10,000 delivery hospitalizations
NOM 3 - Maternal mortality rate per 100,000 live births

 
Significance of NOM 2: Severe maternal morbidity is more than 100 times as common as pregnancy-related
mortality—affecting about 52,000 women annually—and it is estimated to have increased by 75 percent over the
past decade. Rises in chronic conditions, including obesity, diabetes, hypertension, and cardiovascular disease,
are likely to have contributed to this increase. Minority women and particularly non-Hispanic black women have
higher rates of severe maternal morbidity. [In 2014, a multistate analysis of racial and ethnic disparities in severe
maternal morbidity found that] Non-Hispanic Black, Hispanic, Asian/Pacific Islander, and American Indian/Alaska
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Native women had 2.1, 1.3, 1.2, and 1.7 times, respectively, higher rates of severe morbidity compared with non-
Hispanic white women.
 
Related Healthy People 2020 Objectives:

Maternal, Infant, and Child Health (MICH) 5. Reduce the rate of maternal mortality. (Baseline:12.7
maternal deaths per 100,000 live births in 2007, Target: 11.4 maternal deaths per 100,000 live births)
Maternal, Infant, and Child Health (MICH) 6. Reduce maternal illness and complications due to pregnancy

(complications during hospitalized labor and delivery). (Baseline: 31.1%, Target: 28%)
 
Significance of NOM 3: Maternal mortality is a sentinal indicator of health and health care quality worldwide. After
a century of general improvement, the U.S. maternal mortality rate more than doubled over the past decade.
Although most of this increase was likely due to changes in the ascertainment and identification of maternal
deaths, at least part of the increase appears to be real and may be attributable to increases in chronic health
conditions, such as cardiovascular disease and diabetes. There are also significant racial disparities with Black
women having rates of maternal mortality at least 3 times that of White women. Maternal deaths can be prevented
or reduced both by improving underlying maternal health as well as health care quality for leading causes of
maternal death, such as hemmorhage and preeclampsia.
 
Related Healthy People 2020 Objectives:

Maternal, Infant, and Child Health (MICH) 5. Reduce the rate of maternal mortality. (Baseline:12.7
maternal deaths per 100,000 live births in 2007, Target: 11.4 maternal deaths per 100,000 live births)

 
 
Progress Updates
 
In FY18, the Division of Child and Family Health’s MIH Coordinator led this effort.
 
Strategy 1: Partner with the Virginia Hospital and Healthcare Association (VHHA) to adopt best practices
and provide education to labor and delivery hospitals and OB providers.
 

VDH has a great working partnership with VHHA across several different programs and initiatives. VHHA is a
member on the Virginia Neonatal Perinatal Collaborative (VNPC) Steering Committee, attending weekly meeting
and is involved intimately with the quality improvement projects both currently and upcoming.  At the time of the FY18
workplan was written, Virginia was nationally recognized for reducing early elective deliveries (EED) to less than 2%
and a plan was put in place to ensure sustainability of this effort and low rate. That plan included continued reporting
by hospitals to VHHA with their EED rates for the accountability. 
 
With the EED rate reduced, Virginia still had a significant number of primary cesarean deliveries. In partnership with
ACOG, VNPC, VDH and DMAS we provided awareness and education about reducing primary cesarean deliveries
and the impact it has on improving maternal health outcomes.  While the work is just beginning with reducing primary
cesarean deliveries in Virginia, an assessment of greatest impact to improve maternal health, resources needed to
implement successful initiatives and not over extend/commit hospitals, this performance measure has been
discontinued for now.
 
 
Strategy 2: Partner with the Virginia Neonatal Perinatal Collaborative (VNPC) to develop a quality
improvement program through safe reduction of primary cesarean births.
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Currently, the VNPC is working on implementing two Alliance on Innovation for Maternal Health (AIM) patient safety
bundles: Obstetric Hemorrhage and Maternal Opioid Use Disorder (OUD). Once these quality improvement projects
are completed (approximately 12-18 months from initiation), the VNPC Improving Pregnancy Outcomes advisory
committee will identify the next patient safety bundle to be implemented.  Reducing Primary Cesarean Deliveries is a
patient safety bundle available for implementation if that is the direction the VNPC in partnership with
recommendation from the Maternal Mortality Review Committee decides to move.
 
 

Strategy 3: Partner with insurance companies and the Virginia Department of Medical Assistance Services
(DMAS) to reduce primary cesarean deliveries by implementing policies supporting a culture that values,
promotes, and supports spontaneous onset and progress of labor and vaginal birth and understands the
risks for current and future pregnancies of cesarean birth without medical indication.
 
DMAS is a partner at the table with the VNPC and the VNPC selected to implement the Maternal Hemorrhage AIM
bundle first and per the recommendation of AIM it isn’t recommended to implement multiple bundles at the same
time. The VNPC has identified Primary Cesarean Deliveries as an important AIM bundle to implement but at this
time, it is unknown when it will be implemented given the above mentioned explanation.
 
 
Strategy 4: Develop and promote (through organizations such as ACOG, VHHA, and the VNPC) provider
education and training techniques that develop knowledge and skills on approaches which maximize the
likelihood of vaginal birth, including assessment of labor, methods to promote labor progress, labor
support, pain management, and shared decision making.
 
This is part of the implementation of AIM bundles, providing technical assistance to hospitals and providers on the
steps of the patient safety bundles, to address challenges and barriers to implementation.  This is happening with the
current patient safety bundles, as mentioned above Primary Cesarean wasn’t been selected as of yet for
implementation.
 
 
Strategy 5: Continue collaboration with VHHA to maintain low rates of early elective delivery in Virginia.
 
VHHA continues to monitor annually the EED rates from delivering hospitals, through self reporting by hospitals to
VHHA to ensure sustainability of their success.
 
 
Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 workplan aligned with the following ESM(s):

ESM 2.2 - Completion of a report identifying primary cesarean data/rates for all Virginia delivering hospitals
to identify facilities for C/S reduction/QI interventions

 
As reported in the FY19 Application / FY17 Annual Report, the VNPC is working to implement a number of hospital
quality improvement projects. More details on the VNPC can be found within the Other Programmatic Activities
section below.
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This report wasn’t completed because the VNPC selected to implement the Maternal Hemorrhage patient safety
bundle across all the delivering hospitals. Given this focus, the bandwidth of resources and staff didn’t exist to create
this report. Given the selection of the Maternal Hemorrhage patient safety bundle, this ESM was discontinued.
 
 
 

Other Programmatic Activities

 
Local Health Districts
Title V funds are allocated to 35 local health districts (LHDs) to address locally-identified priorities; each LHD must
maintain a workplan and report annually on successes, challenges, and emerging needs. Title V-funded Central
Office staff provide technical assistance to LHDs through site visits and bimonthly webinars.
 
LHD priorities for the current grant cycle are strongly linked with maternal and infant health topics. This is in part due
to alignment with state-level work led by the Maternal and Infant Health Coordinator (Shannon Pursell), who currently
serves as the LHD liaison.
 
Funded LHD priorities include: (1) access to maternal/prenatal care, (2) substance use, including tobacco and
opioid use among pregnant women, and (3) safe sleep. To build capacity of LHDs to enhance community
partnerships and community/family voice in program planning and delivery, a fourth funded priority has been included
for the FY20 grant year: (4) increased coordination with community-based organizations. Each LHD must select at
least one of these four priorities.
 
For the 2021-2025 grant cycle, the Title V program aims to broaden the range of topics to include child health,
adolescent health, and family/community-based efforts.
 
Each LHD is charged with conducting a community health assessment (CHA) every 5 years. This process includes
identifying local priorities for MCH populations. Local CHAs, combined with the results of the 2021-2025 Title V
needs assessment, will drive identification of funded LHD priorities for the new grant cycle.
 
For the new grant cycle, a team-based approach is planned for technical assistance and workforce development for
distract staff. A team of subject matter experts will be available to deliver technical assistance through cross-team
technical assistance calls and site visits. Districts will receive assistance with developing workplans, selecting local
performance measures, and building capacity for grant-writing and outcome reporting.
 
Title V LHD funding will continue to balance addressing local emerging issues within specific populations with
sustained commitment to a core set of statewide MCH priorities and services.
 
 
Office of the Chief Medical Examiner
Maternal mortality review is co-led by VDH Office of the Chief Medical Examiner (OCME) and the Office of Family
Health Services. Letters to members are co-signed by Dr. William Gormley and Dr. Vanessa Walker Harris.
 
OCME also leads the state’s child fatality review team.
 
Title V funds contribute to OCME staffing support for both maternal and child fatality review. In addition, Title V-funded
and non-Title V-funded OFHS staff serve on both review teams.
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Virginia Neonatal Perinatal Collaborative
As detailed in the FY18 application, the Virginia Neonatal Perinatal Collaborative (VNPC) exists to ensure that every
mother has the best possible perinatal care and every infant cared for in Virginia has the best possible start to life.
The VNPC believes in an evidence-based, data-driven collaborative process that involves care providers for women,
infants and families as well as state and local leaders. The VNPC believes that working together now will create a
stronger, healthier Virginia in the future.
 
The goals of the VNPC are:

To provide assistance to hospitals and obstetric providers in performing quality improvement initiatives

designed to improve pregnancy outcomes, including decreasing the preterm birth rate to Healthy People
2030 Goals and to decrease maternal mortality by 50%;
To enhance the quality of state-wide perinatal data and to provide hospital-specific data back to participating
hospitals promptly so as to accomplish quality improvement goals;
To provide assistance to hospitals and newborn care providers in performing quality improvement initiatives
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designed to improve neonatal outcomes, including decreasing

morbidity and mortality as well as decreasing length of stay;
To inform and involve the community, including health care
providers, nurses, ancillary medical staff, payers, hospital
administrators, and, most importantly, patients in efforts to make
Virginia the safest and best place to deliver babies; and
To narrow the racial and ethnic disparities with the achievement of

health equity in pregnancy and neonatal outcomes.
 
The VNPC is led by:
Chair: Donald Dudley, M.D., William T. Moore Professor and
Director, Division of Maternal-Fetal Medicine at University of

Virginia
Co-Chair: Joseph El Khoury, M.D., Asst. Professor of Pediatrics,
Medical Director, Neonatal Transport Team, Virginia
Commonwealth University
VHHA representative: Joan Williamson RN, MN, CPHQ, CPPS
March of Dimes representative: Marie Pokraka MSN, RN, IBCLC
Virginia Department of Health representative: Shannon Pursell,

MPH
National Association of Neonatal Nurse Practitioners
representative: Barbara Snapp, DNP, NNP-BC
 
In addition, the VNPC’s Executive Leadership Committee includes
a member/representative from each of these professional
organizations: Association of Women’s Health, Obstetric and
Neonatal Nurses (AWHONN), American College of Nurse-
Midwives (ACNM), American Congress of Obstetricians and
Gynecologists (ACOG), American Academy of Pediatrics (AAP),
American Academy of Family Physicians (AAFP), Managed Care
Organization (MCO), Insurance Company, Department of Medical
Assistance Services (DMAS), Office of Secretary of Health and
Human Resources (OSHHR), and a Family Representative.
 
In FY17, the MIH Coordinator supported VNPC infrastructure
development. The VNPC was formally launched in June 2017 to
help improve pregnancy and birth outcomes by advancing

evidence-based clinical best practices to enhance the quality of care provided to pregnant women and infants. This
joint initiative is a result of cooperation from several leading health care organizations, clinicians, and stakeholders.
In October 2017, the MIH Coordinator supported coordination of the first statewide meeting of the VNPC, which
brought together obstetric, neonatal, and other practitioners as well as members of the health care community, state
agencies and stakeholders with a focus on improving maternal and infant health outcomes. The meeting drew close
to 250 attendees, including representation from eight local health departments.
 
Once formed, input from VNPC stakeholders was leveraged to prioritize five initial projects. The collaborative will
employ evidence-based strategies and quality improvement bundles from the Vermont Oxford Network for NAS and
Antibiotic Stewardship in the NICU and from AIM on Obstetric Hemorrhage and Maternal Opioid Use Disorder. In
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collaboration with MOD, the VNPC will also work to identify and reduce barriers related to administering 17P.
 
These five projects are not included in the FY19 or FY20 Title V state action plan, as ownership will remain with the
VNPC and no Title V funds are directly allocated to these efforts. However, Virginia will continue to report annually on
the VNPC as a key MCH initiative supported by and aligned with the efforts of the Title V-funded MIH Coordinator.
 
 
Injury and Violence Prevention Program
Prevention of opioid poisonings as a result of misuse, overuse, and abuse continues to be a growing focus
throughout Virginia. There are several drivers to this public health issue, which continue to escalate this epidemic,
including the problematic practice of opioid case management, prescribing, and dispensing among healthcare
providers.
 
In FY17, the IVPP used Centers for Disease Control and Prevention (CDC) Prescription Drug Overdose Prevention
for States grant funding to partner with the Virginia Department of Medical Assistance Services (DMAS) to host a
series of 31 statewide healthcare provider trainings utilizing the Providers Clinical Support System for Medication
Assisted Treatment (PCSS-MAT). Content also included Virginia specific education for current and potential Virginia
Medicaid members. These trainings increased the number of physicians who are knowledgeable about and
qualified to prescribe buprenorphine to their patients with opioid use disorder. After completing the trainings, eligible
providers received continuing medical education units and were eligible for their DEA waiver. Over 1,000 broad-
spectrum healthcare providers received education during the training sessions.

Created on 7/15/2019 at 1:56 PMPage 99 of 414 pages



Women/Maternal Health - Application Year

Women’s/Maternal Health Domain
FY20 Application

 
 
The FY20 workplan for the Women’s/Maternal Health Domain includes the following performance measures:

 
1. Oral Health
2. Unintended Pregnancy
3. Maternal Mortality Disparity Ratio

 
Emily Yeatts, MSW, MPH (Reproductive Health Unit Supervisor) currently serves as the Title V Women’s/Maternal
Health Domain Lead.
 
Leadership of Title V-funded efforts for women’s and maternal health will be shared by the Division of Prevention and
Health Promotion’s Dental Health Program and the Division of Child and Family Health’s Reproductive Health Unit.
These entities and their proposed activities for the upcoming grant period are detailed below.
 
 
Dental Health Program
The Division of Prevention and Health Promotion’s Dental Health Program is led by Tonya McRae Adiches, RDH
(Dental Health Programs Manager).
 
Kami Piscitelli, BSDH, RDH, serves as the Special Needs Oral Health Coordinator.
 
 
Reproductive Health Unit
The Division of Child and Family Health’s Reproductive Health Unit is led by Emily Yeatts, MSW, MPH (Reproductive
Health Unit Supervisor). The unit includes the following programs:

Title X Family Planning (Title X);

Adolescent Health (Abstinence Education Grant, Title V); and
Resource Mothers (TANF, Title V).

 
The Adolescent Health Program is led by Madeline Kapur, MPH, MSW (Adolescent Health Coordinator). The
Resource Mothers Program is led by Consuelo Staton, MEd. (State Resource Mothers Coordinator). These
programs are detailed in the FY20 application for the Adolescent Health Domain.
 
Janelle Anthony, MSN, RN, PHNA-BC, serves as the Family Planning Quality Assurance Nurse Supervisor
supporting Title X and the LARC Initiative.
 
 

State Priority: Oral Health

FY20 Performance Measure: NPM 13.1 - Percent of women who had a dental visit during pregnancy
 
OBJECTIVE: By June 30, 2020, increase the percent of women who had a dental visit during pregnancy from

46.5% (PRAMS 2015) to 51.9%.
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Program Overview
 
The Division of Prevention and Health Promotion’s Dental Health Program (DHP) provides:

Educational activities and resources to a wide variety of partner groups to promote proper oral hygiene and
support prevention services and access to dental care;
Direct clinical preventive services and assistance with establishing a dental home;
Quality assurance reviews to assure a competent public health oral health workforce; and
Surveillance and evaluation activities to monitor and track dental disease rates and trends and for Program

assessment of effectiveness and planning.
 
The DHP collaborates with Title V to:

Foster regional alliances and implement local initiatives to improve access to dental care for children and
pregnant women;

Promote medical and dental integration in safety-net settings;
Increase public awareness and engagement around oral health by disseminating data, research, and
promising practices; and
Support workforce development and training for medical and dental providers, lay professionals, home
visitors, and caregivers serving individuals with special health care needs (ISHCN).

 
The DHP has many internal partners including other VDH MCH programs and the statewide Virginia Oral Health
Coalition (VaOHC). VaOHC is a non-profit organization that serves as the only statewide oral health coalition in the
Commonwealth. It is a diverse group working to bring excellent oral health to all Virginians through policy change,
public awareness and innovative programs. The Coalition works closely with VDH to implement grant objectives and
has in-depth knowledge of the Virginia Oral Health Plan and the Virginia Oral Health Report Card, foundations that
prioritizes oral health activities statewide. VaOHC has access to a diverse network of key, statewide stakeholders,
and the unique ability to share oral health information with both key partners and the public. Coalition staffs
understand the need to continually promote oral health at the local level, support local initiatives to affect meaningful
change, and to evaluate efforts to ensure ongoing, comprehensive support for structural sustainability.
 
The Special Health Care Needs Oral Health Program aims to improve access to dental services for individuals with
special health care needs (ISHCN) by expanding components of the Dental Health Program’s (DHP) oral health
initiatives to include services focused on ISHCN. This is accomplished through educating medical/dental
professionals, lay health workers, case workers, teachers, families, and individuals about oral health care for ISHCN
through presentations, exhibit booths, and educational materials.  With Title V funds, staff provide oral health
education materials and support for dental and medical provider courses regarding the care of very young children,
pregnant women, and ISHCN, as well as, maintain a current web-based listing of 2,300 dental providers who report
serving ISHCN and children under three years of age, representing approximately 41% of Virginia’s licensed dental
providers residing in the Commonwealth of Virginia.
 
Program activities aimed at increasing oral health care for pregnant women, infants, children, and individuals with
special healthcare needs winin the DHP are the Bright Smiles for Babies Fluoride Varnish Program, the Dental
Preventive Services Program, and the Perinatal and Infant Oral Health Program.
 
Bright Smiles for Babies (BSB) is a prevention and education initiative to reduce the prevalence of early childhood
caries (ECC) in infants and toddlers, aged 6 months – 3 years of age.  Children who are at high risk for ECC often
experience barriers to accessing timely dental services.  The BSB program eases barriers to care by providing
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preventive services primarily in non-dental settings where parents of young children are seeking other services, e.g.,
doctors’ offices, Women, Infants, and Children. 
 
The Dental Preventive Services Program aim is to prevent dental decay for children in the most susceptible
permanent teeth, in the most vulnerable populations in Virginia.  Low-income schoolchildren in targeted areas of the
state receive dental services including oral health assessment, dental cleanings, dental sealants, fluoride varnish
application, dental referral information, and oral health education.
 
The Perinatal and Infant Oral Health Program aims to improve access to oral health care for pregnant women and
infants who are most at risk for disease through integration of dental services and information into the primary care
delivery system.  Additionally, this program allows for expansion of the existing Virginia Oral Health Surveillance
System to include data collection, analysis, and reporting of indicators regarding pregnant women and infants.
 
 
Snapshot of Program Accomplishments
 

VDH completed an action plan for integrating oral health into MCH activities by identifying strategies and
partners for addressing 3 MCH population oral health needs in Virginia -  women, infants, and children.  This
includes providing support to the Virginia Oral Health Coalition (VaOHC) to facilitative leadership training to 6
Regional Oral Health Alliances.

 
204 dental providers participated in VDH-sponsored continuing education courses regarding the oral health
care of ISHCN, early childhood, and/or perinatal/pregnant women. In addition, the ISHCN program
coordinator provided various oral health education courses attended by 161 lay health workers/home
visitors/family educators and 48 medical professionals.

 
Through a partnership with the Care Connection for Children pediatric medical specialty clinics in three
Southwestern Virginia counties, a VDH remote-supervised dental hygienist provided preventive services.
ISHCN at these clinics had the opportunity to receive these services 12 days out of the year. The number of
services provided include 112 oral screenings, 106 fluoride varnish applications, 75 dental referrals, and oral
health education for 115 parents/caregivers.

 
 
FY20 Action Plan Overview
 
Strategy: Integrate targeted adolescent oral health messaging into existing MCH-focused dental

education programs to improve oral health for individuals across the lifespan.
Domain: Women/Maternal, Child, Adolescent
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Activity Expected
Completion

Date

Responsible Staff

Recruit and hire an experienced oral health educator to
focus on maternal, infant and adolescent oral health

October 2019 Maternal, Infant, and
Adolescent Oral
Health (MIAOH)

Consultant
Support and advise statewide preventive services

teams on oral health integration in primary care settings
Ongoing MIAOH Consultant

Continue to provide education and trainings aimed at
perinatal and infant oral health including education for

home visitors and other family support workers

Ongoing MIAOH Consultant

Review existing School-aged Oral Health Curriculum
and revise as needed based on emerging issues (HPV,

Vaping) and current Standards of Learning (SOL)
requirements

February
2020

MIAOH Consultant

Using current information obtained through literature
review regarding the need for oral health education for
adolescents on emerging issues, assess the individual

needs of schools in each of the 5 Health Planning
Districts

March 2020 MIAOH Consultant

Plan and implement educational initiatives and trainings
including development of educational material and

social media content related to adolescent oral health

Ongoing MIAOH Consultant

Evaluate initiatives and trainings to ensure that goals
are met

Ongoing MIAOH Consultant

 
During FY19, VDH worked to increase access to care for pregnant women and young children through the Federal
Perinatal and Infant Oral Health Quality Improvement Grant.  While this work was impactful, there remains a need to
continue successful activities related to perinatal oral health and to integrate educational initiatives into the program
that also target adolescents.  During FY20, through the work of a dedicated MCH-funded Maternal, Infant, and
Adolescent Oral Health Consultant, VDH will continue to rely on a proven remote supervision dental hygienist model
to integrate dental services and education into primary care settings; to support home visitors, community health
workers and other client support workers in educating their clients on the benefits of oral health and to coordinate
oral care; to collaborate with key partners and local stakeholders to maximize reach and effectiveness of oral health
messaging; and to training dental and non-dental professionals on the importance of oral health care for overall
wellness with the goal of improving access to oral health care for pregnant women and infants who are most at risk
for dental disease.  In addition, VDH will develop new programming specifically aimed at advancing the oral health of
adolescents.  This will include updating the 2009 School-aged Oral Health Curriculum to include emerging topics for
adolescents including vaping, and HPV exposure and vaccination. 
 
 
Strategy: Continue to foster a network of 6 regional Oral Health Alliances to conduct regional needs

assessments and implement systems change and data-sharing initiatives to improve the oral health of all
Virginians, with emphasis on pregnant women, and children and adolescents aged 1-17.
Domain: Women/Maternal, Child, Adolescent
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Activity Expected
Completion

Date

Responsible Staff

Continue to conduct regional oral health assessments
 

November
2019

Virginia Oral Health
Coalition (VaOHC)

Determine community-led strategies to improve oral
health in their regions

January 2020 VaOHC

Support development and implementation of project
work plans to support regionally identified projects

February 2020 VaOHC

Disseminate information to state level partners and
other regional alliance members to inform statewide

activities and planning

February 2020 VaOHC

Disseminate micro grants to support alliance efforts
 

April 2020 VaOHC

 
VDH will partner with the VaOHC to provide backbone support and facilitative leadership training to 6 Regional
Alliances (South Hampton Roads, Northern Virginia, Richmond/Petersburg, Southside, Central Virginia, and
Southwest Virginia) to conduct regional oral health needs assessments, develop and implement regional project
work plans, and share region-specific data among state and local partners. Staffs will also work together to develop
and disseminate communications, to include white papers addressing MCH populations.
 
 
Strategy: Convene statewide groups focused on targeted oral health issues and facilitate collaboration
and work plan development, and provide leadership and oversight to guide initiatives.
Domain: Women/Maternal, Child, Adolescent
 

Created on 7/15/2019 at 1:56 PMPage 104 of 414 pages



Activity Expected
Completion

Date

Responsible Staff

Identify the appropriate state-wide organizational and
community partners to participate in a water equity

workgroup

October 2019 VaOHC

Convene a water equity workgroup and host meetings
at different localities across the state

March 2020 VaOHC

Develop and implement a workplan to support identified
goals around water equity in Virginia

June 2020 VaOHC

Continue convening the EDH workgroup, including
providing oversight regarding program direction,

participating in discussions related to allocation and
management of resources, and sharing responsibility
for the identification and maximization of community
ownership to sustain the EDH workgroup’s projects

beyond the grant year

October 2019 VaOHC

Identify existing groups working on HPV in Virginia and
approach these groups about VaOHC participating as a

collaborative partner

October 2019 VaOHC

Ensure oral health initiatives are integrated into the
workplans and projects conducted by existing HPV

workgroups, with specific focus on dental visits and oral
cancer education and screenings for children under 17,

pregnant women, and their families

March 2020 VaOHC

Convene the Virginia Oral Health Summit focused on
community engagement to provide trauma-informed

care, oral health and systemic health, and health equity
education to providers

November
2019

VaOHC

 
VDH will also partner with the VAOHC to convene a state-wide group focused on enhancing water equity in Virginia,
continue convening the Early Dental Home (EDH) workgroup, collaborate with existing groups working on HPV to
ensure oral health is integrated into their approach and goals.  Additionally, the VaOHC will expand community
engagement and provide trauma-informed care, oral health and systemic health, and health equity education to
providers at the Virginia Oral Health Summit.  Annually, the Summit reaches over 200 caregivers, who attend to learn
skills to improve the health and wellbeing of the individuals they serve.  In 2020, the summit seeks to highlight best
practices and the expertise of state and national experts so that attendees can work collectively to increase
equitable access to quality health care, with a focus on oral health.
 

Data-Informed Strategies
 
A survey of WIC clients completed as part of another grant program demonstrated that the number of pregnant
women aware of the comprehensive Medicaid dental benefit decreased between 2017 and 2018. This informs a
need to improve awareness among pregnant women and their caregivers about the comprehensive Medicaid
pregnancy dental benefit. Furthermore, studies are demonstrating the health- and cost-savings in utilizing community
health workers and home visiting models to route pregnant women and children to oral health care providers.
Additionally, data from the Virginia Oral Health Report Card, which measures Virginia against the nation on nine oral
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health indicators, is leveraged to engage regional oral health alliance leadership around efforts to improve
community health.  A literature review regarding oral health found that vaping and HPV are important topics to add to
oral health education for adolescents and young adults.
 
A survey regarding the oral health of ISHCN will take place from June – August of 2019 to assess the level of oral
health knowledge and current oral health status of these individuals.  Data obtained from the survey will be used to
tailor trainings and initiatives for MCH populations.
 
Inclusion of Family Voices
 
Work plan activities included in Strategies 1 and 2 were partially predicated on information gained from surveys of
caregivers and community health workers, who work one-on-one with the community, to lift up concerns and barriers
that their loved ones and client families faced regarding oral health.  Regional oral health alliances also provide an
opportunity for families, community health providers, and population groups leadership to lead changes in health
improvement and awareness, with backbone support from the Virginia Oral Health Coalition.
 
Health Equity
 
Convening regional alliances across the state allows for the development of initiatives and activities that target the
unique needs of communities and allow for equitable distribution of resources based on local level needs across all
geographic locations in the state.  The provision of fluoride through community water fluoridation provides a means
of delivering the benefits of a proven cavity reducing intervention to all people of a community regardless of race,
income, educational attainment or other factor that affects equitable care. 
 
 
Other Programmatic Activities
 
Surveillance Plan: Virginia has been successful in maintaining a surveillance system that captures the oral health
status of target populations. Findings are disseminated to inform program and policy decisions and to improve
interventions. The system assesses the impact of existing strategies and informs the development of new strategies.
The Basic Screening Survey (BSS), developed by the ASTDD, is the key tool used to capture data for the
surveillance system. In addition, state added BRFSS oral health questions are included, as well as other oral health
surveillance indicators collected at the state and local level. VDH will actively engage in monitoring these survey data
throughout the grant period to address oral health and disparities related to oral health in Virginia.  Previously, VDH
conducted the BSSs for third grade children, pregnant women, Head Start, and older adults. The BSSs have been
used in assessing oral health status and access to preventive services in target populations across Virginia. VDH
continues to conduct BSSs for targeted populations on a 5-year rotation schedule. VDH has been successful in
collaborating with school districts, community clinics, nursing homes, senior centers, and Head Start centers to
conduct these surveys. In FY19 the ISHCN BSS is being conducted, followed by the Commonwealth’s largest survey,
the Third Grade BSS, in FY20. 
 
 
School-Based Clinical Dental Preventive Services Program: The purpose of the State General Fund-funded School–
Based Dental Preventive Services Program is to prevent dental decay for children in the most susceptible
permanent teeth, in the most vulnerable populations in Virginia.  The VDH remote supervision model refers to the
dental regulations, initially passed as of July 1, 2012, which permits VDH licensed dental hygienists to provide
preventive dental services without the general or direct supervision of a dentist. This remote protocol has improved
access to preventive dental services for those at highest risk of dental disease, as well as reduced barriers and
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costs for dental care for low-income individuals.  Through this program low-income schoolchildren in targeted areas
of the state can receive dental services including oral health assessment, dental sealants, dental cleanings, fluoride
varnish application, dental referral information, and oral health education with parental consent. In several areas, a
dental cleaning is offered to students as well.  The Program is offered to selected high-risk schools that have at least
50% of their students participating in the National School Lunch Program. Once a high-risk school is identified, all
students in grades Pre-K to sixth grade are eligible for services. Sealants placed are evaluated the following school
year for retention rates, with repairs as needed.  Parents receive a list of area dental practices/community clinics for
referral for treatment needs and to assist in establishing a dental home. During the 2017-2018 school year: 38
Virginia school divisions participated in the program, 7,864 children were assessed, 2,518 children received dental
sealants, 2,031 children received dental referrals, and 14,171 preventive dental services (sealants and fluoride
varnish applications) were provided in the school setting
 
 
Bright Smiles for Babies (BSB) Program: VDH provides the BSB Program, a prevention and education initiative, to
reduce the prevalence of early childhood caries (ECC), to infants and toddlers, aged 6 months – 3 years of age. 
Children who are at high risk for ECC often experience barriers to accessing timely dental services.  The BSB
program eases barriers to care by providing preventive services primarily in non-dental settings where parents of
young children are seeking other services, e.g., doctors’ offices, Women, Infants, and Children (WIC).  Program
Services include providing trainings to health professionals to raise their awareness of the need for early
intervention, such as the recommended age one dental visit, and to equip them with the knowledge and skills
necessary to provide clinical preventive services; providing oral health risk assessments and screenings, fluoride
varnish applications, anticipatory guidance and dental referrals by medical and dental providers in traditional office
settings, and public health dental hygienists and nurses in WIC and well-child clinics; and providing trainings to early
childhood professionals (WIC, Resource Mothers, Healthy Start, Head Start) and VDH maternal providers (family
planning and maternal nurses) to support oral health education efforts with staff, parents and children and promote
the importance of oral health during pregnancy and inter-conceptual stages. In FY20, with General Fund support, this
program trained 123 health professionals to provide preventive services and 173 early child professionals in early
child oral health.  Additionally, clinical services in WIC and Head Start for Infants, Children 1-17, and CSHCN
included 4,751 oral screenings, 4,310 fluoride varnish applications, 3,637 parent educational contacts, and 1,806
referrals.
 
 
Budget Update
 
In FY19, MCH funds supported the salary of the ISHCN Oral Health Coordinator, billing support for the
Commonwealth’s clinical prevention programs, and the development of regional oral health alliances through the
VaOHC.  Additionally, plans to reintegrate oral health educational activities into the MCH grant were completed.
 
For FY20, MCH funds will continue to support the salary and fringe for the ISHCN Coordinator, and the billing support
specialist but will also include 100% salary support for the MIAOH Consultant and 25% of both a dental
epidemiologist and evaluator to assist with surveillance and evaluation. Approximately $200,000 in funds will be
allotted to the VaOHC to support grant-funded activities that they are uniquely qualified to carry out including
supporting the regional oral health alliances and convening statewide stakeholders to impact systems change. 
 
 
Challenges & Barriers
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Regional and grassroots leadership are vital to advance the grant goals and policy changes that increase access to
oral health care for pregnant women, children, and families. Thus, VaOHC continues to engage community leaders
through its regional oral health alliances; these alliances are provided backbone support to address the unique
issues they face and a platform to ensure their efforts are heard among state leaders and align with statewide
initiatives. 
 
Furthermore, fluoridation promotion efforts have demonstrated a broader need to improve water system
infrastructure and public awareness and trust in public drinking water. Thus, the MCH funding will support formation of
a statewide water task force and other necessary groups, as identified, to address public health equity concerns.
 
 
Consumer/Family Engagement & Partnership
 
ISHCN often rely on family support for care.  A survey regarding the oral health of ISHCN, which includes questions
that involve the individual and their support system, will take place from June – August of 2019 to assess the level of
oral health knowledge and current oral health status of these individuals.  Data obtained from the survey will be used
to tailor trainings and initiatives for MCH populations.
 
The federal PIOHQIE grant required an advisory group made up of stakeholders interested in perinatal, infant and
children’s oral health, who represented a variety of constituencies and clients.  The quarterly convening of this group
provided a platform for information sharing and partnering to implement changes in oral health for these populations. 
It was in this setting that sustaining the work of the PIOHQIE grant and adding strategies related to adolescent oral
health was lifted up as a priority and the groundwork for the MIAOH consultant was laid. This group will continue to
advise the work of this position.
 
VaOHC convenes groups who represent and serve families, youth, caregivers, and women through its regional
alliances, Early Dental Home Workgroup, and trainings for home visitors. These partners conduct needs
assessments and provide feedback on the issues that pregnant women, children, and families face when impacting
oral health care. Of note, VaOHC is currently working with a home visiting organization to ensure they are able to help
clients understand the Medicaid pregnancy dental benefit and find a provider who can provide them with dental care.
The home visiting organization has a key role in VaOHC’s Early Dental Home Workgroup, which will continue to
convene with support from MCH grant funding. Additionally, VaOHC is providing a forum for community partners to
present at the annual Virginia Oral Health Summit about innovative projects that have increased access to oral health
care in the communities they serve.
 
 
Emerging Issues
 
Medicaid Expansion: Medicaid expansion increased access to affordable health care and a limited dental benefit for
more than 400,000 Virginians. Yet, adults enrolled in Virginia Medicaid do not have comprehensive dental coverage
outside of pregnancy. It’s vital for women of child-bearing age to have access to dental care before and after her
pregnancy to ensure optimal health. Additionally, WIC survey data compiled by the VDH shows that fewer women
know about Medicaid’s comprehensive pregnancy dental coverage than in years past. VaOHC will work with state
partners to advocate during the 2020 Virginia General Assembly session for a comprehensive adult dental benefit in
Medicaid. While comprehensive dental benefits for all adults in Medicaid has always been a priority issue for
VaOHC, the 2020 session presents the most promising opportunity in years, based on feedback from legislators
and a pressing need to ensure Virginia’s expansion population is healthy and employable.
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HPV: HPV-positive oropharyngeal cancer has surpassed cervical cancer as the most prevalent HPV cancer. Certain
strains of HPV cause 70% of oropharyngeal cancers in the U.S., affecting about 11,600 people each year. Oral HPV
has been detected in newborns when the mother has an HPV cervical infection, and research shows that 2.5% of
adolescents have HPV.  The HPV vaccine provides protection from HPV related cancers but must be given prior to
age 13 to achieve the best immune response.  Oral health professionals play a critical role in combating growing
rates of HPV-positive oropharyngeal cancers, which affect the tonsils and the base of the tongue. Messaging to oral
health professionals will focus on the promotion and recommendation of HPV vaccination to all age-eligible patients.
Messaging to adolescents will focus on the importance of HPV vaccination and oral cancer exams to identify oral
cancer in the earliest and most treatable stage.
 
 

State Priority: Women’s/Maternal Health
FY20 Performance Measure: SPM 4 – Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1

(most effective) contraceptive methods
 
Objective: By June 30, 2020, reduce the rate of unintended pregnancies for all women of child-bearing age (ages
15-44) from 49.5% (PRAMS 2016) to 47%.

 
 
Program Overview
 
The Division of Child and Family Health’s Reproductive Health Unit is led by Emily Yeatts, MSW, MPH (Reproductive
Health Unit Supervisor). The unit includes the following programs:

Title X Family Planning (Title X): Clinical family planning programs consistent with Title X requirements and
Quality Family Planning Services as defined by the CDC;
Adolescent Health (Abstinence Education Grant, Title V): Positive youth development programs that build
protective factors among participants that will make them less likely to initiate sexual activity; and
Resource Mothers (TANF, Title V): Adolescent health program providing support services to pregnant and
parenting teens and their families.

 
The Adolescent Health Program is led by Madeline Kapur, MPH, MSW (Adolescent Health Coordinator). The
Resource Mothers Program is led by Consuelo Staton, MEd. (State Resource Mothers Coordinator). These
programs are detailed in the FY20 application for the Adolescent Health Domain.
 
Janelle Anthony, MSN, RN, PHNA-BC, serves as the Family Planning Quality Assurance Nurse Supervisor
supporting Title X and the Virginia LARC Initiative.
 
The Reproductive Health Unit also administers the Virginia LARC Initiative. The LARC Stakeholder Workgroup is a
network of agencies working towards reducing unintended pregnancies among women of childbearing age and
increasing access to quality comprehensive family planning services. This workgroup was developed to increase
access to the moderately and most effective contraceptive methods, including during the immediate post-partum
period. This workgroup holds quarterly webinars and monthly calls, and includes over 70 members from a variety of
community-based health centers, governmental organizations, hospital systems, payers, and community members.
 
 
Snapshot of Program Accomplishments
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During FFY18, the Resource Mothers Program started building capacity to offer evidence-based programs to
participants. Resource Mothers staff were trained in AIM4TM, a positive youth development program
designed to prevent rapid repeat unintended pregnancy among teen parents. Resource Mothers began
offering this intervention during SFY19.

 
During SFY18, the LARC Workgroup educated stakeholders about the public health importance of long
acting reversible contraceptives (LARCs), and as a result, the Virginia General Assembly allocated $6 million
in TANF funds to the Virginia LARC Initiative in SFY19. Anticipated outcomes of this initiative include reduced
unintended pregnancies and improved maternal and child health outcomes.

 
 
FY20 Action Plan Overview
 
Strategy: Increase capacity of youth-serving agencies to implement AIM4TM, an evidence-based

pregnancy prevention program designed for parenting teens.
Domain: Women/Maternal, Adolescent
 

Activity Expected
Completion

Date

Responsible Staff

Develop CQI project to monitor AIM4TM
program fidelity and effectiveness

January
2020

Emily Yeatts (Reproductive
Health Unit Supervisor) and

Consuelo Staton (State
Resource Mothers Program

Coordinator)
Ensure that at least 80% of Resource

Mothers clients receive AIM4TM curriculum
Ongoing Emily, Consuelo

Assess training needs among RM staff and
offer supplemental training as needed

Ongoing Emily, Consuelo

 
During FY19, VDH worked to increase the capacity of the Resource Mothers Program to offer evidence-based
programs to pregnant and parenting teens. Resource Mothers is a home-grown, community-based program
designed to support teens during their pregnancy and until their child turns 1. By providing educational and practical
support to these young clients, VDH aims to prevent rapid repeat unintended pregnancy, empower teen parents, and
ultimately improve maternal and child health outcomes. All Resource Mothers staff received training on the AIM 4
Teen Moms (AIM4TM) curriculum, an evidence-based positive youth development program designed to increase
protective factors and prevent pregnancy.  During FY20, VDH intends to continue this work through continuous quality
improvement (CQI). VDH plans to monitor the data collection system and tools developed in FY19 to monitor
program fidelity and effectiveness. This data will illustrate ways that AIM4TM is being implemented successfully with
Virginia families, as well as opportunities for improvement. VDH intends to work with implementation sites to identify
and address any challenges identified in the upcoming year. VDH will monitor sites to ensure that at least 80% of
Resource Mothers clients receive the AIM4TM program as it was originally designed.
 
During FY20, VDH will implement a new evidence-based prenatal/postpartum curriculum delivered to teen parents of
children birth to two years.  The program, Growing Great Kids, Inc. (GGK) is designed to promote healthy child
development and strengthening protective factors for teen families in a home visiting setting.  GGK is a skill-driven
curriculum that provides program staff with research-informed, strength-based, and solution-focused training that
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helps teen parents develop parenting, family strengthening, and essential life skills. GGK training builds staff
competencies for nurturing parental resiliency; advancing individual and family functioning, nurturing parents’
problem-solving skills: enabling parents to construct protective barriers.  The GGK curriculum is culturally inclusive,
while embracing family diversity.
 
All Resource Mothers staff will be trained in the GGK curriculum, which will complement the AIM4TM curriculum and
will replace the current educational programming for the program. VDH will monitor sites to ensure that at least 80%
of Resource Mothers Clients will receive GGK curriculum programming.
 
 
Strategy: Work with community stakeholders to remove policy, financial, and training barriers to LARC
utilization.

Domain: Women/Maternal, Adolescent
 

Activity Expected
Completion

Date

Responsible Staff

Facilitate quarterly LARC stakeholder
workgroup meetings

Ongoing Emily

Facilitating monthly or semi-monthly
outpatient education taskforce calls

Ongoing Emily

Increase number of hospital systems offering
immediate postpartum LARCs by two (2).

June 2020 Emily

Administer the Virginia LARC Initiative, a 20-
month pilot program

Ongoing until
May 2020

Emily and Janelle Anthony
(Family Planning Quality

Assurance Nurse
Supervisor)

Evaluate the impact of the Virginia LARC
Initiative

Ongoing Emily, Janelle

 
The LARC Stakeholder Workgroup is a network of agencies working to reduce unintended pregnancies among
women of childbearing age and increase access to quality comprehensive family planning services. This workgroup
was specifically developed to increase access to the moderately and most effective contraceptive methods,
including during the immediate post-partum period. This workgroup holds quarterly webinars and monthly calls, and
includes over 70 members from a variety of community-based health centers, governmental organizations, hospital
systems, payers, and community members. VDH intends to continue facilitating this network during FFY20, and work
with partners to identify opportunities for provider trainings and public education. The workgroup also aims to start at
least two immediate postpartum LARC programs at Virginia hospital systems.
 
During FY19, VDH launched the Virginia LARC Initiative, a $6 million pilot program designed to increase access to
hormonal LARCs among low-income women. Given the positive public health impact of making family planning
services available to patients regardless of ability to pay, VDH anticipates that the Virginia LARC Initiative will
achieve positive health outcomes. To demonstrate this, VDH intends to monitor both patient-level and aggregate-
level data as the program progresses and after it ends. VDH initiated contracts with twelve community agencies to
offer LARC devices, insertions, and removals to qualifying patients, and then reimburses participating providers
using TANF funds. As of April 30, 2019, VDH has provided funding for 651 patient encounters, including 518
insertions/reinsertions, 513 devices, and 133 removals. The majority of patients (63%) were 100% or below the
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federal poverty level. Given that 36% of patients identify as Hispanic/Latino and 21% identify as Black/African
American, the LARC Initiative is also addressing the documented ethnic/racial disparities in accessing
comprehensive family planning services.
 
Because TANF funds only support provider reimbursements for hormonal LARC devices, insertions, and removals,
administrative support for the LARC Initiative is funded by VDH’s federal Title V Maternal and Child Health Block
Grant. The VDH Reproductive Health Unit manages all programmatic components of the LARC Initiative, including
reviewing subrecipient invoices, entering patient data into the REDCap system, administering contracts, and
monitoring program impact and expenditures.
 
The Virginia LARC Initiative will conclude at the end of state fiscal year 2020 (June 30, 2020), with contracts officially
ending on May 31, 2020. The full impact of this pilot program will not be apparent until well after its conclusion, given
that unintended pregnancy, teen pregnancy, and abortion rates are released on a two-year delay. After the pilot
program ends, VDH intends to continue monitoring this data through its Office of Information Management and
Division of Population Health Data. VDH anticipates lower teen pregnancy and abortion rates among areas with a
high concentration of patients served through the Virginia LARC Initiative. In the meantime, VDH intends to track and
report the following information:

Demographic information about patients served, including race, ethnicity, and income;
Number of patients served with a substance use diagnosis;

Geographic analysis of patient residence and provider zip codes; and
Patient satisfaction.

 
 
Budget Update
 
MCH Block Grant funds will be used to provide administrative support to the Virginia LARC Initiative and the LARC
Stakeholder Workgroup, as well as continued training and technical assistance for the Resource Mothers Program.
By providing infrastructure support to VDH’s existing family planning programs and networks, the MCH Block Grant
increases the impact of these initiatives. VDH’s MCH Block Grant also supports the professional development of
Resource Mothers staff, empowering community health workers with the knowledge and skills necessary to make a
positive impact on vulnerable families.
 
 
Challenges & Barriers
 
Virginia continues to face policy barriers to family planning access across the Commonwealth. First, private payers
have not unbundled delivery codes to allow hospitals to be reimbursed for immediate postpartum LARCs. Three
hospital systems have launched immediate postpartum LARC programs, but other hospital systems are resistant to
changing their clinical practices only to accommodate patients with Medicaid, accounting for 30% of births. The
LARC Stakeholder Workgroup will continue encouraging private providers to unbundle delivery codes in order to
increase access to immediate postpartum LARCs across the state. Second, the Virginia LARC Initiative does not
address the issue of upfront cost. State procurement policies only allow VDH to reimburse for services rendered, so
agencies are still responsible for initially purchasing devices for patients at their practice. Lastly, family planning
services continue to be a hotly debated topic that does not enjoy statewide support. In 2019, the Virginia General
Assembly voted to profoundly change the way the Virginia LARC Initiative was administered and essentially end the
program. The Governor saved the program with a veto, but nevertheless, the message is clear that LARC access is
not supported by all stakeholders in Virginia.
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Consumer/Family Engagement & Partnership
 
Title V funds provide administrative support to the Title X Information and Education (I&E) Advisory Committee, a
group of nine community members that are broadly representative of VDH family planning patients. The purpose of
the I&E Committee is to ensure that patient education materials are culturally appropriate, relevant, and effective for
the patient population. Members of the Community Health Workers Association staff this group, and regularly provide
feedback on any patient education materials used in VDH Title X family planning clinics, offering invaluable
expertise.
 
 
Emerging Issues
 
The impact of Medicaid expansion on VDH’s safety net programs, including the Virginia LARC Initiative and the Title
X Family Planning Program, remain to be seen. Medicaid expansion will give approximately 400,000 Virginians
access to care that they otherwise would have been unable to access, profoundly impacting the health of the
Commonwealth. At the same time, many patients may still rely on VDH for family planning services, depending on
the availability of other providers in their region. VDH intends to continue offering services through the Virginia LARC
Initiative and Title X Family Planning Program to patients regardless of ability to pay, and will monitor patient data to
assess what impact, if any, Medicaid expansion will have on service provision.
 
 
 

State Priority: Maternal Mortality Disparity
FY20 Performance Measure: SOM 6 - Maternal Mortality Disparity Ratio
 
Objectives:

Eliminate the racial and ethnic disparities in Virginia's maternal mortality rates.
By December 2025, decrease the disparity in black-white maternal mortality disparity ratio from 2.1 (2017) to

1.23 (2025).

 
Strategy: Develop and mobilize strong interagency, multisector, and community partnerships to address
disparities in maternal and infant mortality rates.
Domain: Maternal, Perinatal/Infant
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Activity Expected
Completion

Date

Responsible Staff

Ensure all program planning has an equity lens
(including racial/ethnic and geographic
disparities) and promotes inclusion and

centering for community and marginalized
voices.

 

Ongoing Title V Team

Identify and produce a data brief on
geographic and demographic disparities in

negative maternal and infant health outcomes.

September
2020

Division of
Population Health

Data (DPHD),
Office of the Chief
Medical Examiner

(OCME)

Partner with state sister agencies, community
partners, and consumers to identify drivers of

disparities in maternal mortality and infant
mortality within Virginia.

Ongoing

Carla Hegwood
(Title V Acting

Director /
Coordinator),

Shannon, DPHD,
OCME

Continue to support maternal and child fatality
review.

Ongoing OCME

Identify barriers to community-based
organizations (CBOs) delivering preventive,
evidence-informed interventions to reducing

infant health disparities.

Ongoing Title V Team

Maintain VDH engagement on the Executive
Committee of the Virginia Neonatal Perinatal

Collaborative, which aims to improve maternal
and infant health across the Commonwealth

through data-driven, evidence-based
collaborative initiatives.

Ongoing Title V Team

Pathway to Coordinated Care for Infants and
Families (PCC Workgroup): Develop,

coordinate, and implement a plan of services
for infants and families impact by neonatal

abstinence syndrome and opioid use.

Ongoing Shannon Pursell
(MIH Coordinator)

Maternal & Infant Sister Agency Workgroup: To
eliminate silos across state sister agency

maternal and infant leads, hold monthly
meetings to (1) identify shared goals, priorities,

and strategies, and (2) to meaningfully
collaborate on shared deliverables of interest

to improve maternal and infant health
outcomes in Virginia.

Ongoing Shannon
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In light of the Title V leadership team’s commitment to a racial equity lens across all domains, infant
mortality disparity has been included in the FY20 workplan and maternal mortality disparity has been added as a
new state performance measure. Both measures aim to eliminate mortality rate disparities between black and white
women by 2025. These measures mirror commitments from the Governor, State Health Commissioner, and
Associate Commissioner to reduce racial disparities in maternal health by 2025. In addition to racial disparities in
mortality rates, the Title V team will continually monitor disparities in morbidity indicators for each subpopulation.
 
The Title V Acting Director is currently working with the Division of Population Health Data to ensure the five-year
needs assessment identifies not only drivers of maternal and infant mortality but also drivers of disparities. The
needs assessment will help to inform a statewide 2021-2025 strategic plan.
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Perinatal/Infant Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 9.1 - Infant mortality rate per 1,000 live
births

NVSS-2016 5.8 NPM 5

NOM 9.3 - Post neonatal mortality rate per 1,000
live births

NVSS-2016 2.1 NPM 5

NOM 9.5 - Sleep-related Sudden Unexpected
Infant Death (SUID) rate per 100,000 live births

NVSS-2016 114.2 NPM 5
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National Performance Measures

NPM 5 - A) Percent of infants placed to sleep on their backs B) Percent of infants placed to sleep on a separate
approved sleep surface C) Percent of infants placed to sleep without soft objects or loose bedding 

Indicators and Annual Objectives

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

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2017 2018

Annual Objective 81 81.6

Annual Indicator 78.0 78.0

Numerator 73,007 73,211

Denominator 93,567 93,856

Data Source PRAMS PRAMS

Data Source Year 2015 2016

 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 82.8 84.0 85.2 86.4 87.6 88.8
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Virginia - Pregnancy Risk Assessment Monitoring System (PRAMS) (5A)
Virginia - Pregnancy Risk Assessment Monitoring System (PRAMS) (5B)
Virginia - Pregnancy Risk Assessment Monitoring System (PRAMS) (5C)
Virginia - Objectives (5A)
Virginia - Objectives (5B)
Virginia - Objectives (5C)
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NPM 5B - Percent of infants placed to sleep on a separate approved sleep surface

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2018

Annual Objective

Annual Indicator 32.0

Numerator 28,740

Denominator 89,922

Data Source PRAMS

Data Source Year 2016

 

State Provided Data

2017 2018

Annual Objective

Annual Indicator 59.9

Numerator

Denominator

Data Source VA PRAMS

Data Source Year 2015

Provisional or Final ? Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 33.3 33.6 33.9 34.2 34.6 34.9
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NPM 5C - Percent of infants placed to sleep without soft objects or loose bedding

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2018

Annual Objective

Annual Indicator 44.6

Numerator 39,580

Denominator 88,829

Data Source PRAMS

Data Source Year 2016

 

State Provided Data

2017 2018

Annual Objective

Annual Indicator 0

Numerator

Denominator

Data Source VA PRAMS

Data Source Year 2016

Provisional or Final ? Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 48.2 49.4 50.6 51.8 53.0 54.2
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Evidence-Based or –Informed Strategy Measures

ESM 5.2 - Number of visits to the SafeSleepVA.com website

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 150 200

Annual Indicator 1,373 2,756

Numerator

Denominator

Data Source VDH-OFHS Communications
Specialist

VDH-OFHS Communications

Data Source Year 2017 2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 250.0 300.0 350.0 400.0 450.0 5,000.0
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ESM 5.3 - Number of individuals counseled/educated about Safe Sleep environments

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 10,000

Annual Indicator 9,924 20,216

Numerator

Denominator

Data Source Maternal/Infant Health Program -
LHD Reports

Maternal/Infant Health Program -
LHD Reports

Data Source Year 2017 2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 10,000.0 10,000.0 10,000.0 10,000.0 10,000.0 10,000.0

ESM 5.4 - Number of providers (home-visitors, doctors, nurses, health educators, etc.) educated about Safe Sleep
environments and resources provided at www.safesleepva.com

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 500.0 500.0 500.0 500.0 500.0 500.0

ESM 5.5 - Interdisciplinary Workforce Development - Number of Local Health Departments (LHD) attending VDH
technical assistance for safe sleep environment.

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 35.0 35.0 35.0 35.0 35.0 35.0
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ESM 5.6 - Interdisciplinary Workforce Development - Number of home visitors completing Early Impact Virginia
training modules that discuss safe sleep environment.

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 375.0 400.0 425.0 450.0 475.0 500.0
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State Outcome Measures

SOM 5 - Infant Mortality Disparity: Infant Mortality Disparity Ratio

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective 1.8 1.7 1.6 1.5 1.3
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State Action Plan Table

State Action Plan Table (Virginia) - Perinatal/Infant Health - Entry 1

Priority Need

Safe Sleep: Increase safe sleep practices for infants.

NPM

NPM 5 - A) Percent of infants placed to sleep on their backs B) Percent of infants placed to sleep on a separate approved
sleep surface C) Percent of infants placed to sleep without soft objects or loose bedding

Objectives

By June 30, 2020, increase (a) the percent of infants placed to sleep on their backs from 78% (PRAMS 2015) to 84% and
(b) the percent of infants placed to sleep on a separate approved sleep surface from 59.9% (PRAMS 2015) to 62.9%.

Strategies

Provide staff support and technical assistance to 24 LHDs to promote safe sleep practices.

Provide staff support and training to home visitors on promotion of safe sleep practices.

Develop strong interagency, multisector, and community partnerships to inform strategic planning for addressing emerging
issues impacting pregnant women and individuals parenting infants.
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NOMs

NOM 9.1 - Infant mortality rate per 1,000 live births

NOM 9.3 - Post neonatal mortality rate per 1,000 live births

NOM 9.5 - Sleep-related Sudden Unexpected Infant Death (SUID) rate per 100,000 live births

ESMs Status

ESM 5.1 - Proportion of partnering hospitals who have implemented a standardized safe sleep
curriculum

Inactive

ESM 5.2 - Number of visits to the SafeSleepVA.com website Active

ESM 5.3 - Number of individuals counseled/educated about Safe Sleep environments Active

ESM 5.4 - Number of providers (home-visitors, doctors, nurses, health educators, etc.) educated
about Safe Sleep environments and resources provided at www.safesleepva.com

Active

ESM 5.5 - Interdisciplinary Workforce Development - Number of Local Health Departments (LHD)
attending VDH technical assistance for safe sleep environment.

Active

ESM 5.6 - Interdisciplinary Workforce Development - Number of home visitors completing Early Impact
Virginia training modules that discuss safe sleep environment.

Active
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State Action Plan Table (Virginia) - Perinatal/Infant Health - Entry 2

Priority Need

Women's/Maternal Health: Support the physical and emotional well-being of women and their children.

SOM

SOM 5 - Infant Mortality Disparity: Infant Mortality Disparity Ratio

Objectives

1. Eliminate the racial and ethnic disparities in Virginia's infant mortality rates. 2. By December 2025, decrease the
disparity in black-white infant mortality disparity ratio from 2.2 (2017) to 1.24 (2025).

Strategies

Develop and mobilize strong interagency, multisector, and community partnerships to address disparities in maternal and
infant mortality rates.
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Perinatal/Infant Health - Annual Report

Perinatal/Infant Health Domain
FY18 Annual Report

 
 
The FY18 workplan for the Perinatal/Infant Health Domain included the following performance measures:
 

1. Infant Mortality Disparity
2. Safe Sleep

 
Strategies within the FY18 Perinatal/Infant Health workplan were implemented by the Maternal and Infant Health
Coordinator, Title V-funded local health districts, and Division of Child and Family Health’s Early Child Health (ECH)
Unit. Complementary efforts were implemented by the Office of the Chief Medical Examiner, the Newborn Screening
Program, and the Division of Prevention and Health Promotion’s Injury and Violence Prevention Program (IVPP).
Activities completed during the reporting period are detailed below.
 
 

State Priority: Woman/Maternal Health: Support the physical and emotional wellbeing of women and their children.

 
FY18 Performance Measure – Infant Mortality Disparity
SPM 3: Infant Mortality Disparity Ratio

 
Objective
 
For the FY18 application, the proposed objective was:

Eliminate the racial/ethnic disparities in Virginia's infant mortality rates (2020).
 
The updated objective is:

Eliminate the racial and ethnic disparities in Virginia's infant mortality rates.
By December 2025, decrease the disparity in black-white infant mortality disparity ratio from 2.2 (2017) to
1.24 (2025).

 
Note that infant mortality disparity ratio have been moved from a SPM to a SOM for the FY20 application.
 
 
Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this SPM include:
 

NOM 9.1 - Infant mortality rate per 1,000 live births
 
Significance of NOM 9.1: Infant mortality, or the death of a child within the first year of life, is a sentinel measure of
population health that reflects the underlying well-being of mothers and families, as well as the broader
community and social environment that cultivate health and access to health-promoting resources. After a period
of stagnation from 2000 to 2005, the U.S. infant mortality rate has continued to decline to record low levels below 6
per 1,000 live births. However, significant disparities continue to persist between racial groups, especially for
infants born to non-Hispanic black, American Indian/Alaskan Native, and Puerto Rican women. The infant
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mortality rate among non-Hispanic blacks is more than twice that of non-Hispanic whites. Leading causes of infant
mortality include prematurity, birth defects, and sudden unexpected infant deaths. Infant mortality continues to be
an extremely complex health issue with many medical, social, and economic determinants.
 
Related Healthy People 2020 Objectives:

Maternal, Infant, and Child Health (MICH) Objective 1.3: Reduce the rate of all infant deaths (within 1 year).
(Baseline: 6.7 infant deaths per 1,000 live births within the first year of life in 2006, Target: 6.0 infant deaths
per 1,000 live births)

 
 
Progress Updates
 
Strategies proposed in the FY18 workplan included:

Strategy 1: Collaborate with community partners (e.g. Virginia Commonwealth University) to expand
the number of safety net providers for maternity care services to vulnerable populations.
Strategy 2: Partner with MIECHV and Healthy Start to increase utilization of evidence-based home
visiting models in Virginia to support optimal pregnancy outcomes and infant health.

Strategy 3: Continue to partner with the Office of the Chief Medical Examiner to identify strategies to
address infant mortality.
Strategy 4: Partner with the VNPC to promote healthy pregnancies, improve access to care and

improve birth outcomes for both moms and babies through the support of all birth hospitals across
Virginia, March of Dimes, ACOG, AAP, and several other community partners and professional
organizations.

Strategy 5: Continue to work with other safety net providers to promote breastfeeding, smoking
cessation, and utilization of most effective contraceptive methods.

 
In FY16, the General Assembly requested an infant mortality study and environmental scan of efforts across the state
related to infant mortality. This study highlighted areas to be strengthened through partnerships with academic
universities and other community partners significant to moving the needle. It also identified regions of the state with
poorer outcomes and recommendations were made specific to those regions to improve maternal and infant health.
Based on these findings, changes were made throughout the FY19 action plan to align the recommendations from
the study. Examples include VDH efforts to promote safe sleep practices, smoking cessation, and access to early
prenatal care through LHD funding.
 
 
State Performance Measure Update
 
As reported within the FY19 Application / FY17 Annual Report and detailed above, this SPM was removed from the
FY19 state workplan. This is because a number of strategies related to infant mortality that were being implemented
by the Maternal and Infant Health (MIH) Coordinator were incorporated into the workplan. These included state-level
efforts to promote safe sleep and to support the Virginia Neonatal-Perinatal Collaborative in implementing hospital
quality improvement projects. In addition, the MIH Coordinator provided technical assistance to local health districts
on identifying strategies to reduce maternal substance use and improve access to prenatal care. While these efforts
didn’t address specific populations, they sought to collectively address key drivers of infant mortality outlined in the
2016 General Assembly study.
 
However, in light of the Title V leadership team’s commitment to a racial equity lens across all domains, infant
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mortality disparity has been included in the FY20 workplan and maternal mortality disparity has been added as a
new state performance measure. Both measures aim to eliminate mortality rate disparities between black non-
Hispanic and white non-Hispanic populations by 2025. These measures mirror commitments from the Governor,
State Health Commissioner, and Associate Commissioner to reduce racial disparities in maternal health by 2025. In
addition to racial disparities in mortality rates, the Title V team will continually monitor disparities in outcomes among
Hispanic populations as well as morbidity indicators for each subpopulation.
 
The Title V Acting Director is currently working with the Division of Population Health Data to ensure the five-year
needs assessment identifies not only drivers of maternal and infant mortality but also drivers of disparities. The
needs assessment will help to inform a statewide 2021-2025 strategic plan.
 
The Associate Commissioner (who also serves as Office of Family Health Services Director) began convening key
staff around strategic planning to address maternal mortality in early 2019. Two office-wide strategic planning
meetings have been held to date, in addition to a series of meetings and key informant interviews with leaders of
relevant community-based organizations. Data from the Office of the Chief Medical Examiner outlining top causes of
maternal mortality among all population as well as top causes among non-Hispanic black women,and non-Hispanic
white women has also been reviewed. The Associate Commissioner has supported related workforce development
efforts within the Office, such as a recent birth justice brown bag event, while the State Health Commissioner has
supported open and honest dialogue about racism and implicit bias.
 
 

State Priority: Safe Sleep - Increase safe sleep practices.
 
FY18 Performance Measure: Safe Sleep

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

 
Objective
 

Note that, for the FY19 application cycle, MCHB expanded the definition of the safe sleep national performance
measure from one component (i.e. back to sleep) to three components, to include:

A) Percent of infants placed to sleep on their backs
B) Percent of infants placed to sleep on a separate approved sleep
C) Percent of infants placed to sleep without soft objects or loose bedding

 
For the FY18 application, the proposed objective was:

Increase the percentage of infants placed in a safe environment to sleep by 10% (2020).
 
The updated objective is:

By June 30, 2020, increase (a) the percent of infants placed to sleep on their backs from 78% (PRAMS 2015)
to 84% and (b) the percent of infants placed to sleep on a separate approved sleep surface from 59.9%

(PRAMS 2015) to 62.9%.
 
 

Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM/SPM include:
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NOM 9.1 - Infant mortality rate per 1,000 live births

NOM 9.3 - Post neonatal mortality rate per 1,000 live births
NOM 9.5 - Sleep-related Sudden Unexpected Infant Death (SUID) rate per 100,000 live births

 
Significance of NOM 9.3: Postneonatal deaths, which occur from one month up to one year after birth, account for
approximately one-third of all infant deaths in the U.S. Postneonatal mortality is generally related to Sudden
Unexpected Infant Death (SUID)/Sudden Infant Death Syndrome (SIDS), unintentional injuries and congenital
malformations. Similar to overall infant mortality, infants of non-Hispanic black (3.65) and ASIAN (3.5) women had
the highest postneonatal mortality rates of any group—more than twice those for nonHispanic white women (1.71)
in 2013.
 
Related Healthy People 2020 Objectives:

Maternal, Infant, and Child Health (MICH) Objective 1.5: Reduce the rate of postneonatal deaths (between
28 days and 1 year). (Baseline: 2.2 postneonatal deaths per 1,000 live births occurred between 28 days
and 1 year of life in 2006, Target: 2.0 postneonatal deaths per 1,000 live births)

 
 
Significance of NOM 9.5: Sleep-related SUIDs are the leading cause of death in infants from one month up to one
year (postneonatal deaths) and account for approximately 15% of all infant deaths. SUID rates vary greatly by
race and ethnicity. In 2013, SUID rates were highest for infants born to non-Hispanic black mothers and American
Indian/Alaska Native (173 and 170 SUIDs per 100,000 live births, respectively); these rates were more than twice
the rate among infants born to non-Hispanic whites (85 SUIDs per 100,000 live births). SUIDs account for 33% of
the overall infant mortality gap between American Indian/Alaska Native and non-Hispanic whites and 15% of the
gap between non-Hispanic blacks and non-Hispanic whites. To reduce SUIDs, the American Academy of
Pediatrics recommends safe sleep practices, such as placing babies to sleep on their backs on a separate firm
sleep surface without soft objects or loose bedding, as well as other protective practices such as breastfeeding
and smoking cessation.
 
Related Healthy People 2020 Objectives:

Maternal, Infant, and Child Health (MICH) Objective 1.9: Reduce the rate of infant deaths from sudden

unexpected infant deaths (includes SIDS, Unknown Cause, Accidental Suffocation, and Strangulation in
Bed). (Baseline: .93 per 1,000 live births in 2006, Target: .84 infant deaths per 1,000 live births)

 
 
Progress Updates
 
Strategies proposed in the FY18 workplan included:

Strategy 1: Partner with Virginia Home Visiting Consortium, local health districts, March of Dimes,
and community partners to provide standard messaging through promotion of SafeSleepVA.com,
technical assistance, and resources to reduce sleep related deaths among infants.

Strategy 2: In partnership with the Division of Population Health Data, conduct an internal and
external programmatic environmental scan of current safe sleep activities statewide and ensure all
activities are consistent with evidence-based safe sleep messages.

Strategy 3: Develop a quality improvement plan based on a framework of Plan-Do-Study-Act (PDSA)
cycle models, in the standardization of safe sleep messaging among partners listed above.

 
This work was implemented by the MIH Coordinator, Title V-funded LHDs, and the Early Childhood Health Unit.
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MIH Coordinator and Local Health Districts
 
The Virginia Department of Health is composed of a Central Office located in Richmond and 35 LHDs (local health
districts) with 119 sites across the state that provide clinical and population-based public health programs and
services. Each of the 35 LHDs receives an allocation of Title V funding based on the birth rate.
 
In FY17, the MIH coordinator worked closely with LHDs to promote community engagement, education and training
and disseminate the safe sleep messaging.  Almost 20 LHDs were engaged in these efforts, helping to develop the
SafeSleepVa.com website and ensuring that the resources remain up-to-date and appropriate for their parents and
caregivers that they are referring to the website. Several LHDs also began providing safe sleep education
concurrently with their IVPP Low-Income Safety Seat Distribution and Education Program (LISSDEP) or their
smoking cessation counseling services. Many of the LHDs began reaching out to their local day care providers and
began a train-the-trainer program in their day care facilities, ensuring that staff are educated about safe sleep and
then encouraging them to have the same discussion with the parents and caregivers.
 
In FY18, a large network of diverse partners, including LHDs, collaborated to identify best practices regarding
education and outreach for providers and families on safe sleep practices. This network included hospitals, AAP,
home visiting programs, community-based organizations, and family representatives.
 
Of the 35 LHDs, 25 identified safe sleep as a local MCH priority for FY18 and were engaged in community outreach
and education. For example, AAP materials were distributed to pediatricians and licensed daycare providers across
the state, classes were established with pre/post-tests and conducted during car seat safety classes, WIC
registration, positive pregnancy tests confirmed, the ideas have been endless how each of the LHDs have
addressed Safe Sleep education. These LHDs are also distributing pack-n-plays to moms, grandparents and
families that don’t have an identified safe sleep environment. Prior to receiving the pack-n-plays, families must attend
a class and for the LHDs with a homevisiting program or partnership with a program, home visits are conducted
multiple times after distribution of the pack-n-plays to ensure proper use and they are maintaining a safe sleep
environment. 
 
 
Early Childhood Health Unit
In addition to LHD work, block grant funds provided partial salary support for the Early Childhood Health Supervisor
to identify shared metrics of interest between the Maternal Infant Early Childhood Home Visiting (MIECVH) grant and
Title V as well as opportunities to collaborate on Title V-funded initiatives serving women, infants, and children
(namely safe sleep, developmental screening, and maternal substance use).
 
The MIECHV grant is a federally funded program that aims to (a) expand implementation of evidence-based home
visiting services into at-risk communities and (b) enhance the early childhood system of care to ensure availability
and accessibility of community-based services for families.
 
It is noteworthy that infant safe sleep was a new MIECHV performance measure in FY17. This was the first year that
Virginia collected infant safe sleep data for MIECHV sites. Data indicated that 74.9% of infants enrolled in MIECHV
home visiting during FY17 were always placed to sleep on their backs, without bed sharing or soft bedding. Interest
in continually monitoring safe sleep supports at Virginia’s 18 MIECHV sites informed the proposed FY19 and FY20
workforce development activities.
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Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 workplan aligned with the following ESM(s):

ESM 5.2 - Number of visits to the SafeSleepVA.com website
 
ESM 5.2: In FY18, the program recorded 2,756 visits to the SafeSleepVA,com website.
 
The FY17 workplan proposed tracking implementation of a safe sleep curriculum among hospitals (ESM 5.1). In
FY18, the focus of safe sleep activities shifted from hospitals to Title V-funded LHDs and their partners. Two new
ESMs were proposed in the FY18 workplan (ESM 5.2 tracks the number of visits to the SafeSleepVA.com website;
ESM 5.3 tracks the number of partners who have implemented a quality improvement plan for standardization of safe
sleep messaging). ESMs in the FY19 and FY20 workplans further refines tracking of LHD activities and training
delivered to home visitors.
 
 
For FY19 and FY20, ESMs were revised to align with work implemented by LHD staff funded with Title V, state, and
home visiting funds:

ESM 5.2 - Number of visits to the SafeSleepVA.com website
ESM 5.3 - Number of individuals counseled/educated about Safe Sleep environments
ESM 5.4 - Number of providers (homevisitors, doctors, nurses, health educators, etc.) educated about Safe

Sleep environments and resources provided at www.safesleepva.com
ESM 5.5 - Interdisciplinary Workforce Development - Number of Local Health Departments (LHD) attending
VDH technical assistance for safe sleep environment.

ESM 5.6: Interdisciplinary Workforce Development - Number of home visitors completing Early Impact
Virginia training modules that discuss safe sleep environment.

 
 

Other Programmatic Activities

 
Office of the Chief Medical Examiner

Maternal mortality review is co-led by VDH Office of the Chief Medical Examiner (OCME) and the Office of Family
Health Services. Letters to members are co-signed by Dr. William Gormley and Dr. Vanessa Walker Harris.
 
OCME also leads the state’s child fatality review team. Additional details about the child fatality review team, along
with data and reports, can be found here.
 
Title V funds contribute to OCME staffing support for both maternal and child fatality review. In addition, Title V-funded
and non-Title V-funded OFHS staff serve on both review teams.
 
 
Newborn Screening and Birth Defects Surveillance Programs
 
Virginia’s Newborn Screening Program includes Dried Blood Spot Newborn Screening, Critical Congenital Heart
Disease Screening, Virginia Congenital Anomalies Reporting and Education System (VaCARES) Birth Defects
Surveillance, and the Virginia Early Hearing Detection and Intervention (EHDI) Program. Special revenue funds from
the Division of Consolidated Lab Services (DCLS) sustain the dried blood spot screening program. Other
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programs receive CDC and HRSA funding. Title V funds provide partial salary and special project support.
 
Key FY18 accomplishments are detailed below.
 
Early Hearing Detection and Intervention Program (EHDI)
 

The Virginia EHDI program recruited parents and family members of infants and children who are deaf or
hard of hearing to be members of the Virginia EHDI Advisory Committee (EHDI-AC) and now represent

22.7% of the Virginia EHDI AC membership. One additional member of the committee is deaf, as is one of
the parents, making the representation by parents and adults who are deaf 27.3%.  The EHDI AC changed its
by-laws in March 2018 and now either the Chair or Co-Chair of the Advisory Committee will be a parent.  The

first parent Co-Chair was elected at the June 2018 meeting.  In 2018, the EHDI AC began including family
stories as a regular agenda item for every meeting.
Regionally based 1-3-6 Family Educators continue to provide education and support via a contract with the

Center for Family Involvement at Virginia Commonwealth University. IN CY 2018, family-to-family support was
provided to 79 parents who requested support following diagnosis.
A Continuity of Care meeting held in April 2018.  The meeting focused on the need for effective

parent/professional communication throughout the entire EHDI process and the impact of hearing loss on
social development.
In September 2017, an EHDI Learning Community was started in northern VA and has since been

established in the five remaining regions of the state: Central Virginia, Southwest Virginia, Roanoke, Blue
Ridge and Hampton Roads.
In February 2018, families began receiving information about EHDI from their home visitors, specifically

piloted in Northern Virginia, following policy and survey development and staff training given by the EHDI
team. QI is being done to determine if LTFU decreases in the focus areas.
There has been an increase in collaboration with midwives who typically do not conduct hearing screening

due to cost of equipment and lack of training. The Virginia EHDI program is working to obtain OAE
equipment to distribute to 13-15 birthing centers across the state so Certified Professional Midwives (CPM)
have access to screening equipment.

 
Dried Blood Spot Newborn Screening (NBS DBS)
 

The NBS DBS Program expanded screening and follow-up operations to six days per week in March 2018,
then to seven days per week in January 2019.

Public Health Nurses co-located to DCLS to increase collaboration, coordination of services and knowledge
among NBS DBS staff.
Planning and implementation for two new disorders occurred throughout FY18. Full implementation of Pompe

and Mucopolysaccharidosis Type I (MPS I) screening went live January 1, 2019.
The NBS DBS program increased collaboration with midwives in a few ways.  The Newborn Screening
Advisory Committee by-laws now mandate that voting members should consist of one CPM. The ability for
midwives to order single DBS kit (instead of 10) was implemented by DCLS in 2018 and DCLS also

established a UPS courier, specifically for midwives, to ensure timely transit time to DCLS.
The NBS DBS program utilized Virginia Commonwealth University’s Capstone program to assist the
program with two projects: 1) Evaluation of awareness of NBS among pregnant women and fathers and their

evaluation of NBS education resources. NBS DBS education is being delivered to two pilot OB-GYN offices.
Evaluation of the use of these resources is projected to occur late Spring/Summer 2019; 2) Collaborating with
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the Virginia Midwife Alliance to ensure all midwives are identified in the Laboratory Information System

(LIMS) so transit time activities can be reported to them monthly, as they are to birthing hospitals.
The program established a collaboration with the Virginia Immunization Program to access the Virginia
Immunization Information System (VIIS) to increase the program’s ability to locate infants who may have an

abnormal/critical screen result and demographic information in the LIMS system is incorrect.
 
Critical Congenital Heart Disease (CCHD) Screening and Quality Assurance
 

In 2018, the CCHD program distributed 25 pulse oximeters and provided training to CPMs through a

donation by Masimo (manufacturer). This is an effort to increase the screening rates of out-of-hospital births.
CCHD follow-up and QA activities moved to the umbrella of the Birth Defects program in 2018.  In this
capacity, the program was able to utilize established resources to re-start activities, as a lack of resources

prevented the program from being fully functional 2017-2018.  
 
Zika Surveillance and Prevention
 

The Zika Pregnancy Registry (ZPR) was established and maintained during this time. Program will follow

infants up to 2 years of age and this is projected to be completed in September 2019.
The Virginia ZPR program also participated in a national study sponsored by the CDC and March of Dimes
to conduct a survey of women who are enrolled in the US Zika Pregnancy & Infant Registry (USZPIR) to

assess the kinds of care their baby is receiving, challenges they may face in caring for their baby, and barriers
to receiving health care and support services. Virginia was one of two states that were able to fully assist and
participate in the survey.

The Zika Birth Defect Surveillance Program (ZBDS) was also established and maintained during this time. To
date, all 2016 and 2017 cases that were reported into the Virginia Congenital Anomalies Reporting and
Education System (VaCARES) and met CDC case definitions have been reviewed, abstracted and sent to

CDC for confirmation (approximately 1,200 cases). Health care providers of all confirmed 2017 cases were
contacted to see if referrals to the CYSHCN CCCs and CDCs were appropriate, and if so, were made. 
As a result of Zika funding, an “active birth defect surveillance” (ABDS) module has been incorporated in

VaCARES and will enable the program to input Zika related data and easily transfer it to CDC by the end of
the project period (July 31, 2019). The module will allow the program to easily expand capabilities to collect
and document more detailed data on emerging issues and/or other core birth defects that need further

investigation, as Zika did.
 
 
Provider Modules
 
VDH partners with the University of Virginia Office of Continuing Medical Education to maintain and promote
breastfeeding and newborn screening provider training modules. The modules are hosted on branded online portals
(Breastfeeding Friendly Consortium and Newborn Screening Education).
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Breastfeeding Modules
Title V funds maintain the Breastfeeding Friendly Consortium, an online breastfeeding training portal provided in
partnership with the University of Virginia Office of Continuing Medical Education and the Virginia Chapter of the
American Academy of Pediatrics. The Breastfeeding Friendly Consortium is an online resource for implementing
the Baby-Friendly Hospital Initiative®’s 10 Steps for Successful Breastfeeding.

 
This comprehensive online breastfeeding education program offers certified training and fosters performance
improvement through Maintenance of Certification approved activities and practice monitoring tools.
 
The content offers valuable continuing education credit for physicians, nurses, dietitians, IBCLCS, and midwives,
including up to 20 hours of continuing education credit as well as MOC Part 2 and Part 4 opportunities. Topics
include current trends in infant feeding; labor, delivery, and the immediate postpartum period; preterm and late-
preterm infants; the Baby Friendly Hospital Initiative; and more. Content includes case-based scenarios and is
available in a mobile-friendly, on-demand format.
 
Title V funds provide access to continuing education credits (CEUs) for Virginia providers at no cost. Providers from
other states may also take courses for a fee.
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Newborn Screening Modules
Title V funds also contribute to ongoing maintenance of ‘Newborn Screening Education,’ an online continuing
education portal for newborn screening modules.
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Breastfeeding-Friendly Designation
 
Virginia Maternity Care Breastfeeding-Friendly Designation
 
The Virginia Maternity Center Breastfeeding-Friendly Designation Program recognizes hospital breastfeeding best
practices. Hospitals are awarded with one star for every two steps achieved in the “10 Steps to Successful
Breastfeeding” as defined by the World Health Organization (WHO) and Baby Friendly USA:

1. Have a written breastfeeding policy that is routinely communicated to
all health care staff;

2. Train all health care staff in skills necessary to implement this policy;
3. Inform all pregnant women about the benefits and management of

breastfeeding;
4. Help all mothers initiate breastfeeding within one hour of birth;
5. Show mothers how to breastfeed and maintain lactation even if they

should be separated from their infants;
6. Give newborns no food or drink other than breastmilk, unless

medically indicated;
7. Practice rooming-in allow mothers and infants to remain together-24

hours per day;
8. Encourage breastfeeding on demand;
9. Give no artificial teats or pacifiers; and
10. Foster breast-feeding support groups and refer mothers to them on discharge from the hospital or clinic.

 
A list of current awardees can be found here, along with more details on recognition criteria. Additional agency
efforts to promote breastfeeding are detailed on the VDH breastfeeding website.
 
Virginia Maternity Care Quality Improvement Collaborative (VMQIC)
 
The VMQIC provided technical assistance and education to Virginia’s maternity facilities regarding quality
improvement in infant and maternity care practices. From 2013 to 2018, the VMQIC hosted 6 statewide summits,
developed a host website for maternity care facilities to share ideas and data regarding the 10 Steps to Successful
Breastfeeding, and provided technical support and education through monthly webinars, and working groups.
 
The VMQIC provided support for facilities interested in participating in the Virginia Maternity Center Breastfeeding-
Friendly Designation Program (i.e. the “5-Star Breastfeeding Program”). The goal was to support facilities in
achieving 4 or 5 stars (equivalent to 8 of the 10 Steps to Successful Breastfeeding) to build capacity of Virginia
facilities to later seek Baby-Friendly USA Designation.
 
By May 2018, 11 facilities had achieved 4 or 5 stars and eight additional facilities had applied and achieved at least
one star. Seven participating maternity facilities achieved Baby-Friendly USA Designation by July 2018.
 
The VMQIC was a joint undertaking of the Office of Family Health Services (OFHS) Division of Community Nutrition
and Division of Prevention and Health Promotion. It was funded through the Centers for Disease Control and
Prevention (CDC) State Public Health Actions to Prevent and Control Diabetes, Heart Disease, Obesity and
Associated Risk Factors and Promote School Health cooperative agreement (i.e. CDC-1305).
 
When CDC-1305 funding ended in 2018, staff from the Division of Child and Family Health (including the Division
Director, Title V Director, and Maternal and Infant Health Coordinator) began meeting with the Division of Community
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Nutrition to restructure support for core breastfeeding efforts. The team is committed to collaborating to identify and
address needs for both community-based breastfeeding supports and hospital-oriented quality improvement
initiatives.
 
Development of the VMQIC was initiated by the Virginia Breastfeeding Advisory Committee (VBAC). The VBAC
works to improve the duration of breastfeeding and provides a statewide organizational vehicle for communication,
collaboration, and coordination of services throughout the Commonwealth of Virginia. VBAC members served as
subject matter experts for the VMQIC. The VBAC is led by the Division of Community Nutrition’s State Breastfeeding
Coordinator; the Title V Acting Director is a member, and various Title V program staff are invited to participate.
 
 
Injury and Violence Prevention Program (IVPP)
 
In FY18, the Division of Prevention and Health Promotion’s IVPP used CDC Core State Violence and Injury
Prevention Program grant funding to develop a continuing education curriculum in partnership with the Virginia
Nurses Association, equipping nursing professionals with best practices for educating newborn caregivers and
families in safe sleep practices. An online training platform has been developed to host training modules and is
ready for release in the March of 2019.
 
In FY18, the IVPP completed the development of Project Patience, an evidence-informed initiative supporting
statewide delivery of prenatal and postpartum education on child maltreatment and infant injury prevention, in
preparation for dissemination in FY19. Project Patience focuses on providing technical assistance to maternity
hospitals, local health departments, and community comprehensive maternity case management programs. Priority
populations include mothers of NAS infants and pregnant women at risk for or with a history of addiction. The goals
are to engage, inform, and educate key stakeholders and to leverage infrastructure partnerships to address child
maltreatment and injury prevention among substance-exposed infants. Safe sleep modules have been constructed
for use by maternity hospitals and prevention programs. More information regarding Project Patience is included
within the Child Health Domain narrative.
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Perinatal/Infant Health - Application Year

Perinatal/Infant Health Domain
FY20 Application

 
 
The FY20 workplan for the Perinatal/Infant Health Domain includes the following performance measures:

 
1. Safe Sleep
2. Infant Mortality Disparity

 
Shannon Pursell, MPH (Maternal and Infant Health Coordinator) currently serves as the Title V Perinatal/Infant Health
Domain Lead.
 
Leadership of Title V-funded efforts for perinatal and infant health is shared by the Division of Child and Family
Health’s Maternal and Infant Health Coordinator and the Early Childhood Health Unit. Activities will also be
completed by Title-V funded local health districts (LHDs). These entities and their proposed activities for the
upcoming grant period are detailed below.
 
 

State Priority: Safe Sleep

FY20 Performance Measure: NPM 5 – A) Percent of infants placed to sleep on their backs, B) Percent of infants

placed to sleep on a separate approved sleep surface, C) Percent of infants placed to sleep without soft objects or
loose bedding
 
Objectives:

By June 30, 2020, increase the percent of infants placed to sleep on their backs from 78% (PRAMS 2015) to
84%.
By June 30, 2020, increase the percent of infants placed to sleep on a separate approved sleep surface from
59.9% (PRAMS 2015) to 62.9%.

 
 
Program Overview
 
Local Health Districts

Title V funds are allocated to 35 local health districts (LHDs) to address locally-identified priorities; each LHD must
maintain a workplan and report annually on successes, challenges, and emerging needs. Title V-funded Central
Office staff provide technical assistance to LHDs through site visits and bimonthly webinars.
 
LHD priorities for the current grant cycle are strongly linked with maternal and infant health topics. This is in part due
to alignment with state-level work led by the Maternal and Infant Health Coordinator (Shannon Pursell), who currently
serves as the LHD liaison.
 
Funded LHD priorities include: (1) access to maternal/prenatal care, (2) substance use, including tobacco and
opioid use among pregnant women, and (3) safe sleep. To build capacity of LHDs to enhance community
partnerships and community/family voice in program planning and delivery, a fourth funded priority has been included
for the FY20 grant year: (4) increased coordination with community-based organizations. Each LHD must select at
least one of these four priorities.
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For the 2021-2025 grant cycle, the Title V program aims to broaden the range of topics to include child health,
adolescent health, and family/community-based efforts.
 
Each LHD is charged with conducting a community health assessment (CHA) every 5 years. This process includes
identifying local priorities for MCH populations. Local CHAs, combined with the results of the 2021-2025 Title V
needs assessment, will drive identification of funded LHD priorities for the new grant cycle.
 
For the new grant cycle, a team-based approach is planned for technical assistance and workforce development for
distract staff. A team of subject matter experts will be available to deliver technical assistance through cross-team
technical assistance calls and site visits. Districts will receive assistance with developing workplans, selecting local
performance measures, and building capacity for grant-writing and outcome reporting.
 
Title V LHD funding will continue to balance addressing local emerging issues within specific populations with
sustained commitment to a core set of statewide MCH priorities and services.
 
 
Maternal & Infant Health Coordinator
The Division of Child and Family Health’s Maternal and Infant Health (MIH)
Coordinator is Shannon Pursell, MPH. She provides technical assistance to
35 LHDs and represents the Title V team on the Virginia Neonatal Perinatal
Collaborative (VNPC)’s Steering Committee and on Virginia’s Maternal
Mortality Review Committee.
The Division of Child and Family Health’s Maternal and Infant Health (MIH)
Coordinator is Shannon Pursell, MPH.
 
She serves as a subject matter expert housed at VDH’s Central Office who partners closely with an array of state
and local partners, including the Maternal Mortality Review team, and the recently-formed maternal mental health
workgroup and Pathway to Coordinated Care for Infants and Families (PCC) workgroup. She supports the Virginia
Neonatal Perinatal Collaborative and serves on the Steering Committee.
 
 
Early Childhood Health Unit
The Division of Child and Family Health’s Early Childhood Health Unit is led by Andelicia Neville (Early Childhood
Health Supervisor). The unit administers the agency’s home visiting programs.
 
Early Childhood Health Unit
The Division of Child and Family Health’s Early Childhood Health Unit is led by Andelicia Neville (Early Childhood
Health Supervisor). The unit administers the agency’s home visiting programs, including the Healthy Start/Loving
Steps grant and the Maternal, Infant, and Early Childhood Home Visiting (MIECHV) grant.
 
The unit also houses the Maternal, Infant, and Early Childhood Home Visiting (MIECHV) grant. MIECHV is a
federally-funded program that aims to a) expand implementation of evidence-based home visiting services into at-
risk communities and b) enhance the early childhood system of care to ensure availability and accessibility of
community-based services for families. Virginia’s MIECHV program has 18 evidenced-based home visiting sites
and 2 centralized intake centers. The program focuses on providing parental education and support to reduce infant
mortality, prevent child abuse/neglect, and improve health outcomes for child and mother.
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The unit also oversees the Healthy Start/Loving Steps grant. This grant has two sites (Crater Health District and
Eastern Virginia Medical School in Norfolk) that provide home visiting services to at-risk families. The goal of
Healthy Start is to reduce infant mortality and perinatal health disparities by delivering high-quality, effective
prevention strategies to individuals, families and communities.
 
Bethany Geldmaker, PhD (Early Childhood Health Consultant) is also based within this unit; she provides leadership
for the Virginia Developmental Screening Initiative and Virginia Mental Health Access Program (VMAP). Both
programs are detailed in the Child Health Domain narrative.
 
Coordination of Title V and MIECHV Needs Assessments
 
Staff from VDH and Early Impact Virginia (the community-based co-lead for MIECHV) have met several times in
2019 to discuss coordination of MIECHV and Title V needs assessments activities. Staff are working to align efforts
and to date have agreed to:

1. Sharing existing data housed by each organization (e.g., capacity of home visiting programs, infant mortality
rates, etc.);

2. A common definition of need/at-risk families that would benefit from home visiting;
3. Developing and revising data collection tools collaboratively; and,
4. Sharing primary data collected for each individual needs assessment.

 
In addition, Early Impact Virginia (EIV) is working to coordinate with other statewide needs assessments efforts; this
includes a federal Preschool Development Grant, CAPTA, and Head Start efforts. EIV will share findings and
contacts from these meetings with Title V to ensure that families and providers are not over-burdened with focus
groups and that data can be layered across topic areas to paint a more comprehensive picture of the social
determinants of health as it relates to our target populations.
 
 
Snapshot of Program Accomplishments
 

The MIH coordinator worked with the OFHS Communications Team to brand the VNPC with the logo above

and establish a website for the VNPC (www.virginianpc.org). The website is now maintained by our VNPC
Program Specialist. She also worked with the Communications Team to create a poster for the VNPC and
presented at the National Network of Perinatal Quality Collaboratives (NNPQC) annual conference in

November 2018. Google Analytics was recently added to the website to capture hits to the website and length
of visits. An infographic summarizing the branding effort and website hits will be available in August 2019.

 
 
Strategy: Provide staff support and technical assistance to 24 LHDs to promote safe sleep practices.
Domain: Perinatal/Infant
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Activity Expected
Completion

Date

Responsible Staff

In partnership with the communications team,
maintain and promote safesleepva.com.

Ongoing  Shannon Pursell
(MIH Coordinator)

Provide ongoing TA to 24 LHDs allocated Title
V funds to address safe sleep.

Ongoing Shannon

 
In FY20, the MIH Coordinator will continue to provide TA to the 24 LHDs that have identified safe sleep as one of
their top four local priorities. Activities will include staff education, community outreach, and capacity-building to
promote safe sleep practices.
 
The following ESMs have been indentified to track LHD efforts:

Number of individuals counseled/educated about the Safe Sleep with pre/post test administered

Number of individuals referred to www.safesleepva.com 
Number of providers (home-visitors, doctors, nurses, health educators, etc.) educated about what a Safe
Sleep environment looks like and trained about the resources provided at www.safesleepva.com

Number of educational material distributed regarding Safe Sleep
Number of women counseled on safe sleep at their post-partum visit
Number of pack-n-plays distributed after receiving a class about safe sleep environment

 
LHDs must select at least two of the above mentioned measures and provide data on their mid-year and end of year
reports.
 
 
Strategy: Provide staff support and training to home visitors on promotion of safe sleep practices.
Domain: Perinatal/Infant
 

Activity Expected
Completion

Date

Responsible Staff

Partner with Early Impact Virginia (EIV) to
provide ongoing training and TA to home

visitors on promotion of safe sleep practices.
Ongoing

Andelicia Neville
(Early Childhood

Health Supervisor)
 
In FY20, the Early Childhood Health Unit will continue to monitor and enhance safe sleep promotion practices among
home visitors.
 
Infant safe sleep was a new MIECHV performance measure in FY17. This was the first year that Virginia collected
infant safe sleep data for MIECHV sites.
 
In FY19, the Early Childhood Unit committed to leveraging Title V funding to assess the extent to which safe sleep
was being addressed by VDH home visiting programs and, if needed, implement a QI project. This included
assessing safe sleep curricula being utilized by home visiting programs at MIECHV sites (3 LHDs and 15
community sites), Healthy Start sites (2 LHDs and the Eastern Virginia Medical School), and Resource Mothers sites
(5 LHDs and 1 community site).
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As of June 2019, 84% of MIECHV sites reported safe sleep measures were adhered to by families served and 89%
of Healthy Start sites reported safe sleep measures adhered to by families served.
 
Safe sleep is addressed in all evidenced-based curriculums used by home visitors, including Growing Great Kids
and Parents As Teachers (PAT). The Early Childhood Health Supervisor has partnered with the Resource Mothers
program to bring the Growing Great Kids (GGK) evidenced-based curriculum to home visitors in both the Resource
Mothers programs and Healthy Start programs.  The GGK curriculum provides structured, evidenced-based
activities and developmentally-appropriate resources to home visitors. This curriculum is also used by Healthy
Families America model programs in Virginia. Trainings will be scheduled starting in August 2019 and offered again
in January 2020.
 
In partnership with Early Impact Virginia (EIV), the central organization that represents all of the home visiting model
programs in Virginia, all home visitors will be provided access to training modules on safe sleep promotion.
 
The Early Childhood Health Unit partners with EIV on continuous quality improvement and providing support to the 18
MIECHV sites. EIV has been tasked with conducting and writing the MIECHV Needs Assessment; they will also be
collaborating closely with Title V needs assessment team and will be sharing quantitative and qualitative data.
Through our collaboration with EIV, home visitors are afforded access to a variety of relevant training topics
(including safe sleep promotion) through the ‘Institute’ web-based training site.
 
 

State Priority: Infant Mortality Disparity

FY20 Performance Measure: SOM 5 - Infant Mortality Disparity Ratio
 
Objectives:

Eliminate the racial and ethnic disparities in Virginia's infant mortality rates.
By December 2025, decrease the disparity in black-white infant mortality disparity ratio from 2.2 (2017) to 1.24
(2025).

 
Strategy: Develop and mobilize strong interagency, multisector, and community partnerships to address
disparities in maternal and infant mortality rates.
Domain: Maternal, Perinatal/Infant
 
 

Created on 7/15/2019 at 1:56 PMPage 143 of 414 pages



Activity Expected
Completion

Date

Responsible Staff

Ensure all program planning has an equity lens
(including racial/ethnic and geographic
disparities) and promotes inclusion and

centering for community and marginalized
voices.

 

Ongoing Title V Team

Identify and produce a data brief on
geographic and demographic disparities in

negative maternal and infant health outcomes.

September
2020

Division of
Population Health

Data (DPHD),
Office of the Chief
Medical Examiner

(OCME)

Partner with state sister agencies, community
partners, and consumers to identify drivers of

disparities in maternal mortality and infant
mortality within Virginia.

Ongoing

Carla Hegwood
(Title V Acting

Director /
Coordinator),

Shannon, DPHD,
OCME

Continue to support maternal and child fatality
review.

Ongoing OCME

Identify barriers to community-based
organizations (CBOs) delivering preventive,
evidence-informed interventions to reducing

infant health disparities.

Ongoing Title V Team

Maintain VDH engagement on the Executive
Committee of the Virginia Neonatal Perinatal

Collaborative, which aims to improve maternal
and infant health across the Commonwealth

through data-driven, evidence-based
collaborative initiatives.

Ongoing Title V Team

Pathway to Coordinated Care for Infants and
Families (PCC Workgroup): Develop,

coordinate, and implement a plan of services
for infants and families impact by neonatal

abstinence syndrome and opioid use.

Ongoing Shannon Pursell
(MIH Coordinator)

Maternal & Infant Sister Agency Workgroup: To
eliminate silos across state sister agency

maternal and infant leads, hold monthly
meetings to (1) identify shared goals, priorities,

and strategies, and (2) to meaningfully
collaborate on shared deliverables of interest

to improve maternal and infant health
outcomes in Virginia.

Ongoing Shannon
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In light of the Title V leadership team’s commitment to a racial equity lens across all domains, infant
mortality disparity has been included in the FY20 workplan and maternal mortality disparity has been added as a
new state performance measure. Both measures aim to eliminate mortality rate disparities between black and white
women by 2025. These measures mirror commitments from the Governor, State Health Commissioner, and
Associate Commissioner to reduce racial disparities in maternal health by 2025. In addition to racial disparities in
mortality rates, the Title V team will continually monitor disparities in morbidity indicators for each subpopulation.
 
The Title V Acting Director is currently working with the Division of Population Health Data to ensure the five-year
needs assessment identifies not only drivers of maternal and infant mortality but also drivers of disparities. The
needs assessment will help to inform a statewide 2021-2025 strategic plan.
 

Budget Update
 
Title V MCH funds provide salary support for the Early Childhood Health Unit and full support for the MIH Coordinator,
in addition to funding for a variety of maternal/infant health special projects.
 
 
Consumer/Family Engagement & Partnership
 
Home Visiting: Virginia’s home visiting programs utilize parent surveys to get input from families on educational
materials, activities, cultural sensitivity, and services provided. This is done annually and findings are shared with the
programs Advisory Board and host agency. Concerns are addressed by the program.
 
Fatherhood engagement and inclusion are strongly encouraged in all home visiting models in Virginia. Activities and
home visits are to be inclusive and inviting to those fathers who wish to participate. Some home visiting programs
enroll fathers as the primary caregiver.
 
Parental involvement on advisory boards is not only encourage but required by some home visiting models. Former
participants and or parents of small children in the community are encouraged to participate on advisory boards. 
Their insight and perspective is well received and respected. 
 
 
VNPC: On the Virginia Neonatal Perinatal Collaborative (VNPC), a representative from Urban Baby Beginnings
(UBB) co-chairs the Community Engagement Advisory Committee. She is working to designate a community
representative to sit on each workgroup and provide ongoing feedback.
 
 
LHDs: UBB also presented on a polycom conference for all 35 LHDs about community engagement, providing
technical assistance on what it looks like, ways to ensure community voices are heard, and the importance of
building trust. The MIH coordinator and UBB representative work very closely across other programs related to
maternal health, maternal mortality, and substance use.
 
 
Emerging Issues
 
Home Visiting: The Early Impact Virginia (EIV) Executive Management Team recently submitted a proposal for home
visiting in Virginia (titled The Virginia Plan for Home Visiting: A Proposed Framework) to the Governor’s Children
Cabinet for consideration.  On 5/14/19, the draft proposal was accepted. This proposal defines home visiting in
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Virginia and offers guidelines to what constitutes evidenced-based home visiting services.
 
Trauma-informed care remains an emerging issue, both in terms of how trauma impacts providers (e.g. How can
providers best be equipped to treat clients/patients with history of trauma? What tools or training do they need?) and
how patients can best be supported (e.g. How does a history of trauma impact a client’s ability and willingness to
seek care? How might true needs be masked during visits?).
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Child Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 13 - Percent of children meeting the criteria
developed for school readiness
(DEVELOPMENTAL)

NSCH Data Not Available or Not
Reportable

NPM 6

NOM 14 - Percent of children, ages 1 through 17,
who have decayed teeth or cavities in the past
year

NSCH-2016_2017 12.2 % NPM 13.2

NOM 15 - Child Mortality rate, ages 1 through 9,
per 100,000

NVSS-2017 17.0 NPM 7.1

NOM 16.1 - Adolescent mortality rate ages 10
through 19, per 100,000

NVSS-2017 28.7 NPM 7.1

NOM 16.2 - Adolescent motor vehicle mortality
rate, ages 15 through 19, per 100,000

NVSS-2015_2017 9.8 NPM 7.1

NOM 16.3 - Adolescent suicide rate, ages 15
through 19, per 100,000

NVSS-2015_2017 9.9 NPM 7.1

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016_2017 93.7 % NPM 6
NPM 13.2
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National Performance Measures

NPM 6 - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year 

Indicators and Annual Objectives

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2016 2017 2018

Annual Objective 27.1

Annual Indicator 26.8 29.1

Numerator 67,562 59,469

Denominator 252,334 204,083

Data Source NSCH NSCH

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 27.9 28.3 28.6 29.0 29.4 29.7
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Evidence-Based or –Informed Strategy Measures

ESM 6.1 - Number of LHDs, community partners, and providers receiving developmental screening resources,
training, or TA

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 7 15

Annual Indicator 15 30

Numerator

Denominator

Data Source VDH Division of Child and Family
Health

VDH Division of Child and Family
Health

Data Source Year 2016-2017 2017-2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 20.0 25.0 35.0 50.0 100.0 100.0
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ESM 6.2 - Number of hits to the VDH web pages by individuals seeking information about the importance of
regular developmental screening and Bright Futures

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 100 125

Annual Indicator 0 0

Numerator

Denominator

Data Source VDH Division of Child and Family
Health

VDH Division of Child and Family
Health

Data Source Year 2016-2017 2017-2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 200.0 250.0 300.0 350.0 400.0 425.0

ESM 6.3 - Completion of actionable 2-year plan (FY19-FY20) for strengthening the comprehensive, complex
developmental screening system of care for children 0-8

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective Yes Yes Yes Yes Yes Yes
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NPM 7.1 - Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9 
Indicators and Annual Objectives

Note: ICD-10-CM beginning in 2016; previously ICD-9-CM with 2015 representing January - September

Federally Available Data

Data Source: HCUP - State Inpatient Databases (SID) - CHILD

2016 2017 2018

Annual Objective 86.5 85.5 94.9

Annual Indicator 87.0 101.5 95.4

Numerator 899 785 982

Denominator 1,033,738 773,528 1,029,557

Data Source SID-CHILD SID-CHILD SID-CHILD

Data Source Year 2014 2015 2016

 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 92.8 90.7 88.7 86.7 84.8 82.9
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Evidence-Based or –Informed Strategy Measures

ESM 7.1.1 - Proportion of maternity centers with prenatal courses including Virginia's injury prevention curriculum

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 0 10

Annual Indicator 0 0 0

Numerator 0 0 0

Denominator 60 60 53

Data Source Office of Family Health
Services, VDH

Office of Family Health
Services, VDH

VDH - Injury and Violence
Prevention Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 15.0 20.0 25.0 30.0 35.0 40.0

ESM 7.1.2 - Number of child safety seats disseminated through the LISSDEP network

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 2,549.0 2,549.0 2,549.0 2,549.0 2,549.0 2,549.0

ESM 7.1.3 - Number of healthcare providers receiving Project ECHO content in reducing the impact of NAS

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 25.0 30.0 35.0 40.0 45.0 50.0

Created on 7/15/2019 at 1:56 PMPage 152 of 414 pages



NPM 13.2 - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year 
Indicators and Annual Objectives

NPM 13.2 - Child Health

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2016 2017 2018

Annual Objective 79.7

Annual Indicator 81.4 83.1

Numerator 1,407,907 1,448,110

Denominator 1,729,004 1,741,839

Data Source NSCH NSCH

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
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State Provided Data

2016 2017 2018

Annual Objective 79.7

Annual Indicator 77.8 78.4

Numerator

Denominator

Data Source NSCH NSCH

Data Source Year 2016 2016_2017

Provisional or Final ? Final Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 80.7 81.7 82.7 83.6 84.6 85.6
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Evidence-Based or –Informed Strategy Measures

ESM 13.2.1 - Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among children (ages 0-11 years) and adolescents (ages 12-17 years)

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 6.0 6.0 6.0 6.0 6.0 7.0
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State Action Plan Table

State Action Plan Table (Virginia) - Child Health - Entry 1

Priority Need

Oral Health: Increase access to oral health services for pregnant women and children.

NPM

NPM 13.2 - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year

Objectives

By June 30, 2020, increase the percent of children (ages 1 through 11) who had a preventive dental visit in the past year
from 77.8% (National Survey of Children's Health (NSCH) – NONCSHCN 2016) to 81.7%.

Strategies

Continue to provide up to five health districts with direct service provider oral health trainings and dental provider trainings
regarding ISHCN and very young children (a total of 10 trainings) and update the VDH online provider directory for
dentists willing to treat individuals with special heath care needs (ISHCN).

Integrate targeted adolescent oral health messaging into existing MCH-focused dental education programs to improve oral
health for individuals across the lifespan.

Continue to foster a network of 6 regional Oral Health Alliances to conduct regional needs assessments and implement
systems change and data-sharing initiatives to improve the oral health of all Virginians, with emphasis on pregnant
women, and children and adolescents aged 1-17.

Convene statewide groups focused on targeted oral health issues and facilitate collaboration and work plan development,
and provide leadership and oversight to guide initiatives.

ESMs Status

ESM 13.2.1 - Number of Regional Oral Health Alliances that implemented work plans to increase
dental visits among children (ages 0-11 years) and adolescents (ages 12-17 years)

Active
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NOMs

NOM 14 - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health
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State Action Plan Table (Virginia) - Child Health - Entry 2

Priority Need

Child/Adolescent Injury: Reduce injuries, violence, and suicide among Title V populations.

NPM

NPM 7.1 - Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Objectives

By June 30, 2020, decrease the rate of hospitalization for non-fatal injury per 100,000 children ages 0 through 9 from
101.5 (HCUP - State Inpatient Databases (SID) 2015) to 90.7.

Strategies

Provide an injury prevention curriculum to maternity hospitals.

Eliminate financial barriers to safety devices by equipping income-eligible families with child safety seats through the Low
Income Safety Seat Distribution and Education Program.

Equip healthcare providers with primary prevention skills for reducing Neonatal Abstinence Syndrome through the
evidence-based model Project ECHO ®.

ESMs Status

ESM 7.1.1 - Proportion of maternity centers with prenatal courses including Virginia's injury
prevention curriculum

Active

ESM 7.1.2 - Number of child safety seats disseminated through the LISSDEP network Active

ESM 7.1.3 - Number of healthcare providers receiving Project ECHO content in reducing the impact of
NAS

Active
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NOMs

NOM 15 - Child Mortality rate, ages 1 through 9, per 100,000

NOM 16.1 - Adolescent mortality rate ages 10 through 19, per 100,000

NOM 16.2 - Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000

NOM 16.3 - Adolescent suicide rate, ages 15 through 19, per 100,000
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State Action Plan Table (Virginia) - Child Health - Entry 3

Priority Need

Early and Continuous Screening: Support optimal physical, mental health and social emotional development for all
children.

NPM

NPM 6 - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year

Objectives

By June 30, 2020, increase the percent of children (ages 10-71 months) receiving a developmental screening using a
parent-completed screening tool from 26.8% (NSCH 2016) to 28.1%.

Strategies

Through early childhood partnerships, support ongoing work force development through training, technical assistance,
professional development and education with evidence-based tools for LHDs and their community partners.

Provide messages for families and the community about the importance of ongoing screening, monitoring, referral and
follow-up of child development using social media.

Strengthen the continuum of child health care infrastructure for screening, assessment, referral, and follow-up for
developmental screening.

Develop a strategic developmental screening work plan with community stakeholders, in each of the six hubs, to build a
continuum of developmental and behavioral care to reduce barriers and gaps and promote equity for all young children
and their families.

ESMs Status

ESM 6.1 - Number of LHDs, community partners, and providers receiving developmental screening
resources, training, or TA

Active

ESM 6.2 - Number of hits to the VDH web pages by individuals seeking information about the
importance of regular developmental screening and Bright Futures

Active

ESM 6.3 - Completion of actionable 2-year plan (FY19-FY20) for strengthening the comprehensive,
complex developmental screening system of care for children 0-8

Active
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NOMs

NOM 13 - Percent of children meeting the criteria developed for school readiness (DEVELOPMENTAL)

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health
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Child Health - Annual Report

Child Health Domain
FY18 Annual Report

 
 
The FY18 workplan for the Child Health Domain included the following performance measures:
 

1.     Injury Hospitalization
2.     Early and Continuous Screening - Developmental Screening

 
Strategies within the FY18 Child Health workplan were implemented by the Division of Prevention and Health
Promotion’s Injury and Violence Prevention Program (IVPP) and the Division of Child and Family Health’s Early
Childhood Health Unit. Complementary efforts were implemented by the Office of the Chief Medical Examiner.
Activities completed during the reporting period are detailed below.
 
 

State Priority: Child/Adolescent Injury: Reduce injuries, violence, and suicide among Title V populations.
 
FY18 Performance Measure: Injury Hospitalization
NPM 7.1 – Rate of hospitalization for non-fatal injury per 100,000 children ages 0 through 9

 
Objective
 
For the FY18 application, the proposed objective was:

Develop and disseminate a childhood injury prevention curriculum for use in prenatal education courses

conducted by maternity hospitals, birthing centers, and comprehensive case management programs for
vulnerable populations (2020).

 
The updated objective is:

By June 30, 2020, decrease the rate of hospitalization for non-fatal injury per 100,000 children ages 0 through

9 from 101.5 (HCUP - State Inpatient Databases (SID) 2015) to 90.7.
 
 

Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM include:
 

NOM 15 - Child Mortality rate, ages 1 through 9 per 100,000
NOM 16.1 - Adolescent mortality rate ages 10 through 19 per 100,000
NOM 16.3 - Adolescent suicide rate, ages 15 through 19 per 100,000

 
Significance of NOM 15: Although the risk of death for children declines sharply beyond infancy, there were still
over 6,000 deaths among U.S. children ages 1 through 9 in 2014. Unintentional injury continues to be the leading
cause of death in children 1 to 9 years. Other leading causes include congenital malformations, malignant
neoplasms, and homicide.
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Related Healthy People 2020 Objectives:
Maternal, Infant, and Child Health (MICH) Objective 3.1: Reduce the rate of child deaths aged 1 to 4 years.
(Baseline: 29.4 deaths among children aged 1 to 4 years per 100,000 population occurred in 2007, Target:

26.5 deaths per 100,000 population)
Maternal, Infant, and Child Health (MICH) Objective 3.2: Reduce the rate of child deaths aged 5 to 9 years.
(Baseline: 13.8 deaths among children aged 5 to 9 years per 100,000 population occurred in 2007, Target:

12.4 deaths per 100,000 population)
 
 
Significance of NOM 16.1: Although the risk of death declines sharply in early childhood, mortality rates begin to
increase again in adolescence. Over 12,000 deaths occurred among U.S. children ages 10 through 19 in 2014.
The leading causes of illness and death among adolescents and young adults are largely preventable.
Unintentional injury continues to be the leading cause of death in adolescents 10 to 19 years, accounting for 36%
percent of all deaths, followed by suicide (18%), homicide (13%), and malignant neoplasms (8%).
 
Related Healthy People 2020 Objectives:

Objective Maternal, Infant, and Child Health (MICH) 4.1: Reduce the rate of adolescent deaths aged 10 to

14 years. (Baseline: 16.5 deaths among adolescents aged 10 to 14 years per 100,000 population occurred
in 2007, Target: 14.8 deaths per 100,000) Related to Objective Maternal, Infant, and Child Health (MICH)
4.2: Reduce the rate of adolescent deaths aged 15 to 19 years. (Baseline: 60.3 deaths among adolescents

aged 15 to 19 years per 100,000 population occurred in 2007, Target: 54.3 deaths per 100,000)
 
 
Significance of NOM 16.3: Suicide is the second leading cause of death for adolescents ages 15 through 19
years. In 2014, there were over 2,000 deaths due to suicide among adolescents ages 15 to 19 years, or 9.8
deaths per 100,000. Suicide and suicidal ideation is often indicative of mental health problems and stressful or
traumatic life events. In 2015, 18 percent of high school students reported they had thought seriously about
committing suicide in the past year. While females are more likely to report considering suicide, males are more
likely to succeed in committing suicide. The suicide mortality rate for males is nearly three times that of females.
 
Related Healthy People 2020 Objectives:

Mental Health and Mental Disorders (MHMD) Objective 1: Reduce the suicide rate. (Baseline: 11.3
suicides per 100,000 in 2007, Target: 10.2 suicides per 100,000)
Mental Health and Mental Disorders (MHMD) Objective 2: Reduce suicide attempts by adolescents.

(Baseline: 1.9 suicide attempts per 100 occurred in 2009, Target: 1.7 suicide attempts per 100)
 
 
Progress Updates
 
IVPP staff routinely utilize data on deaths and hospitalizations attributable to injury to inform programmatic activities.  
 
In FY17, the State Child Fatality Review Team reviewed cases of overdose poison deaths to infants and children up
to age 17 that occurred in Virginia during the five-year period between 2009-2013. During this time, 41 infants,
children, and adolescents died as a result poisoning in Virginia. After reviewing the circumstances of child overdose
fatalities, the team identified two distinct child populations at risk: 1) teenagers who died as a result of suicidal or
accidental drug overdose, and 2) infants and young children age six and under who died after unintentionally
ingesting a fatal substance when left unsupervised, or after a caregiver administered medication to manage the

Created on 7/15/2019 at 1:56 PMPage 163 of 414 pages



child’s behavior or sleeplessness. Prescription drugs were identified as the main contributor to child poisoning
deaths, causing or contributing to more than two-thirds of these overdoses.
 
More information about child fatality review in Virginia is provided below under Other Programmatic Activities.
 
 
Strategy 1: Collaborate with state and local partners to develop an injury prevention curriculum for use in
prenatal education courses conducted by maternity hospitals, birthing centers, and comprehensive case
management programs for vulnerable populations.
 
In FY18, IVPP completed the development of Project Patience, an evidence informed initiative supporting statewide
delivery of prenatal and postpartum education on child maltreatment and infant injury prevention, in preparation for
dissemination in FY19. Project Patience focuses on providing technical assistance to maternity hospitals, local
health departments, and community comprehensive maternity case management programs. Priority populations
include mothers of NAS infants and pregnant women at risk for or with a history of addiction. The goals are to
engage, inform, and educate key stakeholders and to leverage infrastructure partnerships to address child
maltreatment and injury prevention among substance-exposed infants.
 
Building on the FY17 needs assessment, staff constructed a technical assistance, communications and
dissemination, and evaluation plan for driving efforts in program implementation and launch in FY19 during this fiscal
year.  IVPP partnered with the Virginia Maternity Care Breastfeeding Quality Improvement Collaborative,
represented by over 200 maternal child health professionals, to release the Project Patience curriculum and exhibit
content materials for maternity hospitals seeking Breastfeeding Friendly designation. Twenty-five hospitals and local
health departments geographically spread throughout the Commonwealth pledged their interest in participating in the
program. One large health system, inclusive of three maternity hospitals, is currently preparing for its FY19 launch.
The health system will embed Project Patience into its IN JOY curriculum for use.   
 
IVPP partnered with the Virginia Department of Behavioral Health and Developmental Services Prevention program
and with the VDH Program Manager overseeing the local health department public health nursing network to expand
its FY19 dissemination plan among the local health districts, Project LINK network, and the community services
boards.
 
Project Patience activities are included in the FY19 and FY20 state workplans.
 
 
Strategy 2: Conduct ongoing surveillance of hospitalizations among children ages 0 to 9.
 
In FY18, the Injury and Violence Epidemiologist, partially funded by MCH Title V, maintained the Virginia Online Injury
Reporting System (VOIRS), which provides the public with data on deaths and hospitalizations attributable to injury.
VOIRS allows quick and easy access to basic injury data and enables users to customize data reports on various
types of injury hospitalizations and deaths. Data are available for both intentional and unintentional injuries, and some
demographic and geographic information is included to allow for more detailed analysis. The Injury and Violence
Epidemiologist routinely responded to data requests from constituents that could not be addressed through the
VOIRS system. Data requests were fielded by the IVPP Supervisor after this position was vacated in mid-FY18.
 
This activity continues in the FY19 and FY20 state workplans.
 
 

Created on 7/15/2019 at 1:56 PMPage 164 of 414 pages



Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 work plan aligned with the following ESM(s):

ESM 7.1 - Proportion of maternity centers with prenatal courses including Virginia's injury prevention
curriculum Active

 
ESM 7.1: The IVPP completed the development of Project Patience during FY18. Dissemination will occur in FY19,
as noted in the FY19 work plan. Non-funded IVPP MCH Title V staff worked to develop the final stages of the Project
Patience curriculum prior to release and create a toolkit ready for dissemination in the 1st and 2nd quarter of FY18.
Work transitioned to MCH Title V during the 3rd quarter.   Partially funded Title V IVPP staff provided twenty-five
maternity hospitals with technical assistance in curriculum review, evaluation, and inventory preparation during the 4th

quarter. Project Patience dissemination activities are included in the State Title V FY19 action plan. Thus far, the
number of maternity centers with prenatal courses including Virginia’s injury prevention curriculum is 0 (numerator).
 
 
The ESMs proposed in the FY19 workplan include:

ESM 7.1.1 - Proportion of maternity centers with prenatal courses including Virginia's injury prevention
curriculum

ESM 7.1.2 - Number of child safety seats disseminated through the LISSDEP network
ESM 7.1.3 - Number of healthcare providers receiving Project ECHO® content in reducing the impact of NAS

 
ESM 7.1.2: IVPP leveraged MCH funds to disseminate child safety seats through the Low Income Safety Seat
Distribution and Education Program network. During FY18, 2,244 convertible safety seats and 352 boosters, totaling
2,596 were distributed to income eligible families.  Activities continue in the FY19 work plan.
 
ESM 7.1.3: IVPP contracted with the University of Virginia to facilitate the NAS Project ECHO® project in FY18
during the 4th quarter. Based on a hub and spoke model, Project ECHO® is free to health care providers, and
delivered right to their clinic through a virtual platform.  Providers are exposed to a community of learners, and are
offered continuing medical education units, opportunity to present de-identified cases, and access to a virtual
community of tools and resources.  Partially funded MCH staff provided technical assistance to the University of
Virginia in curriculum development and delivery of the Project ECHO® model with fidelity and integrity. Curriculum
content for FY18 was inclusive of maternal discharge planning from the injury lens, pharmacotherapy for stabilization
of the mother, and prevention of maternal substance use prenatal and postnatal for harm reduction. Activities
continue in the FY19 and FY20 state workplans.
 
 

State Priority: Early and Continuous Screening: Support optimal mental health and social-emotional development
of all children.
 

FY18 Performance Measure: Developmental Screening
NPM 6 - Percent of children, ages 10 through 71 months, receiving a developmental screening using a parent-
completed screening tool

 
Objective
 
For the FY18 application, the proposed objective was:

Increase the number of children screened with a parent administered tool by 10% (2020).
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The updated objective is:

By June 30, 2020, increase the percent of children (ages 10-71 months) receiving a developmental screening
using a parent-completed screening tool from 26.8% (NSCH 2016) to 28.1%.

 
 
Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM/SPM include:
 

NOM 13 - Percent of children meeting the criteria developed for school readiness (DEVELOPMENTAL)
 
Significance of NOM 13: The early years are a critical period where experiences impact structural development of
the brain and neurobiological pathways for functional development. Although early experiences do not determine
children’s ongoing development, interventions around school readiness and early childhood education can act as
a protective factor against the future onset of adult disease and disability. Studies have shown that children’s
literacy and numeracy skills at school entry are a good predictor of later academic achievement, high levels of
education and secure employment. Social gradients in language and literacy, communication and
socioemotional functioning emerge early for children across socioeconomic backgrounds, and these differences
persist into the school years. There are also disparities in the US as to who participates in an early childhood
program. Children at risk of poor developmental and educational out
 
Related Healthy People 2020 Objectives:

Early and Middle Childhood (EMC) 1. (Developmental) Increase the proportion of children who are ready

for school in all five domains of healthy development: physical development, socialemotional
development, approaches to learning, language, and cognitive development.

 
 
Progress Updates
 
Virginia ranks 39th in the nation in 2018, which is up from 42 in 2017 for developmental screening for children under
age five years. Parent report of developmental screening hovers around 22% meaning that over 2/3 of young
children in Virginia are not screened prior to school entry. 
 
VDH’s Plan for Well-Being prioritizes investing in the health, education, and development of Virginia’s children.
Among the key strategies outlined in the Plan for giving children a strong start are: (1) increasing developmental
screening for childhood milestones and delays; and (2) expanding programs that help families affected by ACEs,
toxic stress, domestic violence, mental illness, and substance abuse to create safe, stable, nurturing environments.
 
According to a report by the University of Virginia’s Curry School of Education, one in three children in Virginia is not
prepared to succeed in the areas of self-regulation, social skills, literacy, and/or math at the beginning of
kindergarten. Being developmentally ready to learn and participate in classroom activities not only sets the stage for
successful school entry but can have lifelong influence on well-being. The report found that “children who enter
kindergarten behind their peers rarely catch up; instead, the achievement gap widens over time.” Investing in
programs that prepare children to succeed in school and facilitate early intervention for those requiring additional
support helps to prevent them from falling behind and experiencing poor educational outcomes, such as dropping out
of high school.

Created on 7/15/2019 at 1:56 PMPage 166 of 414 pages



 
The earliest years of life represent vulnerability as well as promise. From the time they are born and until the time
they enter school, children’s brains undergo dramatic development. They acquire the ability to think, speak, learn,
and reason. Early experiences form the foundation and the scaffold upon which to build additional skills throughout
life. Positive, nurturing relationships with parents and other key caregivers during this period are critical for healthy
growth and development.
 
Violence, neglect, social and economic hardships, negative family and community environments, and other sources
of trauma negatively impact the mental and physical health of children and have lasting effects into adulthood. Toxic
stress can trigger hormones that wreak havoc on the brains and bodies of children, increasing their lifetime risk for
disease, homelessness, and early death. Seven out of ten leading causes of death are linked to adverse childhood
experiences (ACEs).
 
The VDH Plan for Well-Being recognizes the importance of supporting children’s social and emotional health and
prioritizes working with healthcare providers, social services, community organizations, childcare providers, and
other partners to increase the number of providers and educators who screen for adverse childhood events (ACEs)
and are trained in using a trauma-informed approach to care.
 
The work of 2018 coalesced around a Developmental Screening Initiative to help close the gap in developmental
screening care for the children in the Commonwealth who are without access to supportive and coordinated
screening services. The Virginia Developmental Screening Initiative is a new statewide initiative dedicated to
improving developmental screening services in Virginia. The purpose in moving forward on the work of the prior year
is to develop a strategic developmental screening work plan with community stakeholders, through six regional hubs,
to build a continuum of developmental and behavioral care to reduce barriers and gaps and promote equity for all
young children and their families. Partnerships will be developed with the community’s performing the screening and
Child Development Centers who receive referrals to form a continuous seamless loop. The Core outcome is for all
children to be screened early and continuously for special health care needs. It is funded entirely through Title V.
 
 
Strategy 1: Explore training and support needs for developmental screening tools and referrals for
Virginia's 35 local health districts.
 
The exploration of the need and number of LHDs, community partners, and providers receiving developmental
screening resources, training, and TA showed that at the local level, LHDs serve as a safety net for providing child
health physicals and developmental screenings and play a key role in linking families to community resources to
ensure continuity of care. Each LHD was provided with copies of the fourth edition of the Bright Futures Guidelines
and accompanying reference materials. ECH staff have also conducted trainings on Bright Futures and ASQ tools
for LHD staff. Sustaining the number of trained LHD staff is a priority.
 
 
Strategy 2: Conduct asset mapping to identify a subset of a high risk population to develop a pilot
screening project site (e.g. Native American community, churches).
 
In FY18, VDH staff did not have the resources to conduct asset mapping at the community level. The focus remained
on state agencies and early childhood organizations to conduct a more thorough needs assessment.
 
 
Strategy 3: Provide messages for families and the community about the importance of ongoing screening
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and monitoring of child development using social media.
 
In FY18, the website was revised and updated to reflect the work around Bright Futures and medical home. A
communications plan was developed with the communications team to implement in FY18.
 
 
Strategy 4: Develop a report on current Virginia developmental screening practices with recommendations
for provider, family, and community needs for evidence-based services.
 
In FY18, a report was developed about developmental screening efforts in Virginia. While the state has engaged in a
variety of efforts, existing data reflect primarily grant or program requirements.  The environmental scan supported
Virginia’s lack of adherence to the provision of evidence-based care based on national recommendations.  Virginia
is slowly building a system around referrals, determined eligibility, and receipt of services primarily through early
intervention and Child Development Centers. These are primarily due to program or grant requirements. Data exist
for children accepted into service delivery for developmental delays. However, there is no information on referrals for
children with suspected delays not accepted into or who are ineligible for services and subsequently discharged
back into the community.  The descriptive data point to a larger systems issue of care, connection, and coordination
for comprehensive service delivery for at-risk children. This is particularly true for children of color. The lack of
systems to support centralized referral and data are some of the barriers to building stronger systems of
developmental care. Examination of existing information and/or studies had too small of a sample size or paid
insufficient attention to establishing causality and quality data; others did not sufficiently engage stakeholders
appropriately, and as a consequence, results were never put to use. There currently is no state mandate to report
individual developmental screening; it is not included on school health physicals nor is it required for school entry,
childcare programs cannot do a screening and referral without parent permission, and medical practices report not
having sufficient staff time to pull and review records unless the information is electronically compiled. Without a
centralized data or referral system, developmental screening information is not easily accessible. Little data exists to
understand screening practices and referrals by personnel performing developmental screening. The questions that
cannot be answered from the current environmental scan include “What is it about the design of the current system
that is insufficient to meet the needs of the family and provider and how can we improve it?”
 
More work remains to adequately capture and assess what happens to children following a developmental screen to
ensure they get the care they need. There exists the need to examine further the system of developmental care to
understand the need, desire, limitations, motivation, and importance of completing a screening and referral by the
provider. It has been over a decade since a stakeholder group met to discuss developmental screening. A potential
next step in this process is to bring together stakeholders to discuss findings from this work as well as other program
evaluations around screening practices. In spite of numerous efforts, the developmental screening rates in Virginia
remain very low with less than one third of children receiving screening. The state lacks a common agenda for
providing comprehensive and coordinated care.  A key next step is to bring stakeholders together to identify
developmental screening needs from screening to referral aligned with national evidence-based recommendations.
Through an iterative process, the stakeholder group may move forward with developing a shared agenda with
recommendations for appropriate allocation of resources to help develop building blocks towards a seamless
system of service delivery to work towards a Title V NPM that can be met by 2020.
 
 
Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 work plan aligned with the following ESM(s):
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ESM 6.1 - Number of LHDs, community partners, and providers receiving developmental screening
resources, training, and TA

ESM 6.2 - Number of individuals (families, providers, community members) accessing social media
messaging about the importance of regular developmental screening

 
Two ESMs were developed to reflect planned FY18 efforts aligned with this priority. These efforts are jointly expected
to support implementation of the Bright Futures guidelines and to encourage a more comprehensive, coordinated
approach to providing pediatric care at the community level.
 
ESM. 6.1: In FY18, ECH staff provided statewide training, technical assistance, and resources to LHD nurses that
provide these services. Efforts focused on sustaining and expanding the number of LHD staff that have up-to-date
knowledge and skills to provide developmental screenings using the revised ASQ3 and ASQSE2. Ongoing FY18
trainings reached 50 staffs and permitted continued technical assistance and support and prevent loss of staff
knowledge and capacity due to turnover. Future activities may include: exploring billing practices for developmental
screening reimbursement; exploring the feasibility of allotting a minimum thirty minutes of clinic time to working with
each family to complete, score, and review results of screening tools; and ensuring LHD staff are equipped to link
families to community resources for follow-up and referrals, as needed. VDH ECH staff also continued to participate
in critical interagency initiatives related to developmental screening. For example, the Early Childhood Mental Health
Advisory Board is a statewide multi-agency, multidisciplinary stakeholder group tasked with addressing infant and
child mental health issues in Virginia. All key state agencies serving infants and children are represented, with
multiple staff participating on behalf of each agency’s various programs. Since its inception, the number of agencies
represented has grown from four agencies to 24 agencies. Among the interests represented are advocacy, social
services, health, education, behavioral health, early intervention, and parents/families. Early childhood special
education professionals and clinical providers also offer input, including a psychologist, a pediatrician, and various
rehabilitation associates (e.g. occupational, speech, and physical therapists).
 
ESM 6.2: Number of individuals (families, providers, community-at-large) accessing social media messaging about
the importance of regular developmental screening. FY18-- VDH efforts focused on providing messaging and
education to providers. Family-focused efforts have been largely limited to families of CSHCN; however, a number of
partners are working together to educate parents on the importance of well-child visits. Specifically, ECH staff
expanded engagement and education efforts to families of children with and without special healthcare needs.
Promotion of the Bright Futures Guidelines for Health Supervision of Infants, Children and Adolescents to LHD
staff and external providers continued. Efforts included development and dissemination of messaging to providers
via channels such as electronic newsletters and the VDH website. ECH staff developed and disseminated social
media messaging targeting families and community members on the importance of regular child health check-ups
linked to Bright Futures and normal child development and screening. The proposed targets were not able to be
measured because of loss of data through the site migration. The OFHS Communications team provided ongoing
support and expertise in messaging and distribution. In FY18 the web site migrated to a new platform necessitating
the re-development of existing materials. This ESM will continue into the upcoming year with a revised
communication plan under development with the hiring of a new internal webmaster. In addition, a plan was
developed to incorporate CDC’s Know the Signs, Act Early. The director for the grant was out on an extended
medical leave due to an accident. Plans will continue to move forward for FY19.
 
The ESMs in the FY18 work plan will continue through the FY19 work plan.
 
For FY19, the following ESM was added:

ESM 6.3 - Completion of an actionable 2-year plan (FY19-FY20) for strengthening the comprehensive,
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complex developmental screening system of care for children 0-8 years
 
ESM 6.3: Completion of an actionable 2-year plan (FY19-20) for strengthening the comprehensive, complex
developmental screening system of care for children 0-8 years. This ESM builds on early momentum with key
partners to flesh out a 2-year state action plan to promote developmental screening. A planning meeting with key
stakeholders took place in the fall 2018. Outcomes from the meeting included – exploring why screening matters with
the recommendation to continue to begin meetings with this question to penetrate more for the bigger why to make
sure the details of the work driven by the important impacts on children, families, and communities; compiled a draft
vision statement for the developmental screening initiative with visualizations based off the work in the room; initiated
a current state of the system during the first step of getting to causal loop diagramming; had the group begin to think
about how to contextualize data needs within a larger system with stated purpose. Next steps will be a larger
stakeholder meeting in 2019. The top three actions in moving forward include:  sorting out measures of ‘what counts’;
how to make information available to consumers and provider; and engaging more perspectives in future
convenings.
 
 

Other Programmatic Activities

 
Office of the Chief Medical Examiner

The state’s child fatality review team is administered by the VDH Office of the Chief Medical Examiner (OCME).
 
OCME also partners with the Office of Family Health Services to conduct maternal mortality review.
 
Title V funds contribute to OCME staffing support for both maternal and child fatality review. In addition, Title V-funded
and non-Title V-funded OFHS staff serve on both review teams.
 
Child Fatality Review
 
The Virginia State Child Fatality Review Team is unique when compared with child death review processes in other
states. Virginia’s Team does not review every child death every year, but instead chooses a specific type of child
death on which to focus its review. For example, in FY17, the state child fatality review team reviewed cases of
overdose poison deaths to infants and children up to age 17 that occurred in Virginia during the five-year period
between 2009-2013.
 
 
Reviews typically cover child deaths from certain causes or manners of death or injury patterns. The Team is tasked
with developing recommendations for prevention, education and improved child death investigation.
 
Membership of the multi-disciplinary team is defined in statute and includes physicians and representatives from
state and local agencies who provide services to families and children or who may be involved in the investigation of
child deaths. The Team also appoints special advisors whose areas of specialization provide additional insight to
the Team.
 
The Team is chaired by the Chief Medical Examiner and includes the following persons or their designees:

Commissioner of Behavioral Health and Developmental Services
Program Manager for Child Protective Services, Virginia Department of Social Services
Superintendent of Public Instruction
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State Registrar of Vital Records
Director of Criminal Justice Services

 
One representative from each of the following is appointed by the Governor to serve for three-year terms:

Local law enforcement agencies
Local fire departments
Local departments of social services
Medical Society of Virginia
Virginia College of Emergency Physicians
Virginia Chapter, American Academy of Pediatrics
Local emergency medical services providers
Attorneys for the Commonwealth
Community services boards

 
In addition, special advisors are appointed to the Team based upon their area of expertise and include
representatives from:

Child advocacy
Child psychiatry
Forensic pathology
Public health
Juvenile justice
Toxicology

 
Additional details about the child fatality review team, along with data and reports, can be found here.
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Child Health - Application Year

Child Health Domain
FY20 Application

 
 
The FY20 workplan for the Child Health Domain includes the following performance measures:

 
1. Oral Health
2. Injury Hospitalization
3. Early and Continuous Screening - Developmental Screening

 
Bethany Geldmaker, PhD (Early Child Health Consultant) currently serves as the Title V Child Health Domain Lead.
 
Leadership of Title V-funded efforts for child health is shared by the Division of Prevention and Health Promotion’s
Dental Health Program and Injury and Violence Prevention Program and the Division of Child and Family Health’s
Early Childhood Health Unit. These entities and their proposed activities for the upcoming grant period are detailed
below.
 
 

State Priority: Oral Health

FY20 Performance Measure: NPM 13.2 – Percent of children, ages 1 through 17 who had a preventive dental visit

in the past year
 
Objective: By June 30, 2020, increase the percent of children (ages 1 through 11) who had a preventive dental visit
in the past year from 77.8% (National Survey of Children's Health – NONCSHCN 2016) to 81.7%.

 
Program Overview
 
The Division of Prevention and Health Promotion (DPHP)’s Dental Health Program is led by Tonya McRae Adiches,
RDH (Dental Health Programs Manager).
 
A detailed overview is provided within the Women’s Health Domain application.
 
 
FY20 Action Plan Overview
 
Strategy: Continue to provide up to five health districts with direct service provider oral health trainings
and dental provider trainings regarding ISHCN and very young children (a total of 10 trainings) and

update the VDH online provider directory for dentists willing to treat ISHCN.
Domain: Child
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Activity Expected
Completion

Date

Responsible Staff

Establish contractual relationships with VDAF and
VAOHC to plan and manage logistics to conduct

trainings

October 2019 Kami Piscitelli
(Special Needs Oral
Health Coordinator)

Partner with contractors for project planning
 

October 2019 Kami

Conduct oral health trainings regarding care for ISHCN
and very young children

August 2020 Kami

Evaluate trainings to ensure that goals are met
 

September
2020

Kami

Update provider database that populates the ISHCN
Online Directory of Dental Providers

Ongoing Kami

 
With support for trainings from other federal sources, the MCH funded Individuals with Special Healthcare Needs
(ISHCN) Oral Health Coordinator continues to provide trainings statewide to educate dental providers and care
givers on oral care and treatment for ISHCN and very young children.  The overall goal of the program is to increase
awareness and education regarding the oral health of ISHCN for a wide variety of stakeholders and providers that
have the potential to make a difference in access to oral health care in this population. In FY20, the program will
involve two approaches including providing oral health in-service trainings to direct service providers (DSPs)
working in DBHDS licensed group homes for ISHCN and providing continuing education (CE) courses to dental
providers regarding oral care of ISHCN. Both parts of the program will be completed in up to five separate health
districts in the Commonwealth of Virginia.  Additionally, the online dentist directory for Commonwealth of Virginia
dentists willing to see ISHCN and very young children (< 3 years) will continue to be maintained and updated on a
monthly basis as new dentists are educated and added to the directory or contact information changes are
requested by individual dentists.
 
 
Strategy: Integrate targeted adolescent oral health messaging into existing MCH-focused dental
education programs to improve oral health for individuals across the lifespan.

Domain: Women/Maternal, Child, Adolescent
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Activity Expected

Completion
Date

Responsible Staff

Recruit and hire an experienced oral health educator to
focus on maternal, infant and adolescent oral health

October 2019 Maternal, Infant, and
Adolescent Oral
Health (MIAOH)

Consultant
Support and advise statewide preventive services

teams on oral health integration in primary care settings
Ongoing MIAOH Consultant

Continue to provide education and trainings aimed at
perinatal and infant oral health including education for

home visitors and other family support workers

Ongoing MIAOH Consultant

Review existing School-aged Oral Health Curriculum
and revise as needed based on emerging issues (HPV,

Vaping) and current Standards of Learning (SOL)
requirements

February
2020

MIAOH Consultant

Using current information obtained through literature
review regarding the need for oral health education for
adolescents on emerging issues, assess the individual

needs of schools in each of the 5 Health Planning
Districts

March 2020 MIAOH Consultant

Plan and implement educational initiatives and trainings
including development of educational material and

social media content related to adolescent oral health

Ongoing MIAOH Consultant

Evaluate initiatives and trainings to ensure that goals
are met

Ongoing MIAOH Consultant

 
During FY19, VDH worked to increase access to care for pregnant women and young children through the Federal
Perinatal and Infant Oral Health Quality Improvement Grant.  While this work was impactful, there remains a need to
continue successful activities related to perinatal oral health and to integrate educational initiatives into the program
that also target adolescents.  During FY20, through the work of a dedicated MCH-funded Maternal, Infant, and
Adolescent Oral Health Consultant, VDH will continue to rely on a proven remote supervision dental hygienist model
to integrate dental services and education into primary care settings; to support home visitors, community health
workers and other client support workers in educating their clients on the benefits of oral health and to coordinate
oral care; to collaborate with key partners and local stakeholders to maximize reach and effectiveness of oral health
messaging; and to training dental and non-dental professionals on the importance of oral health care for overall
wellness with the goal of improving access to oral health care for pregnant women and infants who are most at risk
for dental disease.  In addition, VDH will develop new programming specifically aimed at advancing the oral health of
adolescents.  This will include updating the 2009 School-aged Oral Health Curriculum to include emerging topics for
adolescents including vaping, and HPV exposure and vaccination. 
 
 
Strategy: Continue to foster a network of 6 regional Oral Health Alliances to conduct regional needs
assessments and implement systems change and data-sharing initiatives to improve the oral health of all

Virginians, with emphasis on pregnant women, and children and adolescents aged 1-17.
Domain: Women/Maternal, Child, Adolescent
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Activity Expected

Completion
Date

Responsible Staff

Continue to conduct regional oral health assessments November
2019

Virginia Oral Health
Coalition (VaOHC)

Determine community-led strategies to improve oral
health in their regions

January 2020 VaOHC

Support development and implementation of project
work plans to support regionally identified projects

February 2020 VaOHC

Disseminate information to state level partners and
other regional alliance members to inform statewide

activities and planning

February 2020 VaOHC

Disseminate micro grants to support alliance efforts April 2020 VaOHC
 

VDH will partner with the VaOHC to provide backbone support and facilitative leadership training to 6 Regional
Alliances (South Hampton Roads, Northern Virginia, Richmond/Petersburg, Southside, Central Virginia, and
Southwest Virginia) to conduct regional oral health needs assessments, develop and implement regional project
work plans, and share region-specific data among state and local partners. Staffs will also work together to develop
and disseminate communications, to include white papers addressing MCH populations.
 
 
Strategy: Convene statewide groups focused on targeted oral health issues and facilitate collaboration
and work plan development, and provide leadership and oversight to guide initiatives.

Domain: Women/Maternal, Child, Adolescent
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Activity Expected

Completion
Date

Responsible Staff

Identify the appropriate state-wide organizational and
community partners to participate in a water equity

workgroup

October 2019 VaOHC

Convene a water equity workgroup and host meetings
at different localities across the state

March 2020 VaOHC

Develop and implement a workplan to support identified
goals around water equity in Virginia

June 2020 VaOHC

Continue convening the EDH workgroup, including
providing oversight regarding program direction,

participating in discussions related to allocation and
management of resources, and sharing responsibility
for the identification and maximization of community
ownership to sustain the EDH workgroup’s projects

beyond the grant year

October 2019 VaOHC

Identify existing groups working on HPV in Virginia and
approach these groups about VaOHC participating as a

collaborative partner

October 2019 VaOHC

Ensure oral health initiatives are integrated into the
workplans and projects conducted by existing HPV

workgroups, with specific focus on dental visits and oral
cancer education and screenings for children under 17,

pregnant women, and their families

March 2020 VaOHC

Convene the Virginia Oral Health Summit focused on
community engagement to provide trauma-informed

care, oral health and systemic health, and health equity
education to providers

November
2019

VaOHC

 

VDH will also partner with the VAOHC to convene a state-wide group focused on enhancing water equity in Virginia,
continue convening the Early Dental Home (EDH) workgroup, collaborate with existing groups working on HPV to
ensure oral health is integrated into their approach and goals.  Additionally, the VaOHC will expand community
engagement and provide trauma-informed care, oral health and systemic health, and health equity education to
providers at the Virginia Oral Health Summit.  Annually, the Summit reaches over 200 caregivers, who attend to learn
skills to improve the health and wellbeing of the individuals they serve.  In 2020, the summit seeks to highlight best
practices and the expertise of state and national experts so that attendees can work collectively to increase
equitable access to quality health care, with a focus on oral health.
 
 
 

State Priority: Child/Adolescent Injury

FY20 Performance Measure: NPM 7.1 – Rate of hospitalization for non-fatal injury per 100,000 children ages 0-9
 
Objective: By June 30, 2020, decrease the rate of hospitalization for non-fatal injury per 100,000 children ages 0
through 9 from 101.5 (HCUP - State Inpatient Databases (SID) 2015) to 90.7.
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Program Overview
 
DPHP’s Injury and Violence Prevention (IVP) Program is led by Lisa Wooten, MPH, BSN, RN (Injury and Violence
Prevention Program Supervisor). The IVP Program supports promising and best practice activities at the local level
that address leading or emerging injury issues. Unintentional injuries continue to be a leading cause of death in the
US and Virginia. Although death is the most severe result of injury, it represents only part of the problem. The majority
of those who incur injuries survive, and often endure life-long mental, physical, and financial problems as a result of
prolonged rehabilitation, hospitalization, loss of productivity, or stress to victim, family, and other caregivers. Despite
its immense burden, injuries are largely preventable. Per the socioecological model, the IVP will aim to implement
multi-level interventions (e.g. individual, relationship, community, societal) in order to effectively move the needle.

IVP works to incorporate activities for addressing health equity by Identifying injury and violence prevention
strategies and supporting policies and legislation to improve access to a trained workforce and removal of barriers
to safety devices.

IVPP staff continue to utilize data on deaths and hospitalizations attributable to injury to inform programmatic
activities.  The Injury and Violence Epidemiologist, partially funded by MCH Title V, maintains the Virginia Online
Injury Reporting System (VOIRS), which provides the public with data on deaths and hospitalizations attributable to
injury. VOIRS allows quick and easy access to basic injury data and enables users to customize data reports on
various types of injury hospitalizations and deaths. Data are available for both intentional and unintentional injuries,
and some demographic and geographic information is included to allow for more detailed analysis. The Injury and
Violence Epidemiologist routinely responds to data requests from constituents that could not be addressed through
the VOIRS system.
 
IVPP provides an opportunity for family and consumer input into LISSDEP. Staff continue to work with the Division of
Population Health to construct an exit survey to evaluate programmatic education and technical support efforts. In the
upcoming FY, the VDH Injury and Violence Prevention Program will continue family and consumer input expansion
through its Project Patience and Youth Suicide Prevention initiatives. 
 
 
Snapshot of Program Accomplishments
 

IVPP supports the Low-Income Safety Seat Distribution and Education Program (LISSDEP) statewide

network of 154 dissemination sites. IVPP leverages MCH funds with additional state and federal streams to
disseminate approximately 2,200 child safety seats annually.

 
 
FY20 Action Plan Overview
 
Strategy: Provide an injury prevention curriculum to maternity hospitals.
Domain: Child
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Activity Expected

Completion
Date

Responsible

Staff

Disseminate the injury prevention curriculum to
all maternity hospitals

October
2019-

September
2020

Non-MCH Funded
Position

Provide maternity hospitals with continued
technical assistance in implementing the injury

prevention curriculum

October
2019-

September
2020

Non-MCH Funded
Position

 
IVPP will continue the dissemination of Project Patience, an initiative supporting statewide delivery of prenatal and
postpartum education on child maltreatment and infant injury prevention. Project Patience is based upon the
American Academy of Pediatrics and Bright Futures benchmarks. The toolkit focuses on providing technical
assistance to maternity hospitals and community comprehensive maternity case management programs. Priority
populations include mothers of NAS infants and pregnant women at risk for or with a history of addiction. The goals
are to engage, inform, and educate key stakeholders and to leverage infrastructure partnerships to address child
maltreatment and injury prevention among substance-exposed infants.
 
 
Strategy: Eliminate financial barriers to safety devices by equipping income-eligible families with child

safety seats through the Low Income Safety Seat Distribution and Education Program.
Domain: Child
 

Activity Expected
Completion

Date

Responsible
Staff

Distribute child safety seats with
parent/guardian installation and usage

education to eligible families

October
2019-

September
2020

Non-MCH funded
position

 
 
The proper use of child safety seats and booster seats is required for all children under the age of eight by Virginia
Code 46.2-1095. Pursuant to VA code 46.2-1098, VDH coordinates the Low-Income Safety Seat Distribution and
Education Program (LISSDEP) to provide safety seats through a network of 154 dissemination sites statewide to
indigent families through revenue derived from fines collected from violations of the CPS law. LISSDEP helps to
remove financial barriers and increase access to safety devices and proper education for reducing motor vehicle
related injuries. Local health departments operating as LISSDEP distribution sites support program coordination
and Child Passenger Safety education for indigent families that addressed the proper usage and installation of
safety seats. IVPP will continue dissemination of child safety seats through the LISSDEP network in support of
income eligible families. Families are provided a no cost safety seat after receiving education and training in proper
installation and usage.  Families must demonstrate proficiency in skills mastered. 
 
 
Strategy: Equip healthcare providers with primary prevention skills for reducing Neonatal Abstinence
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Syndrome through the evidence-based model Project ECHO®.

Domain: Child
 

Activity Expected
Completion

Date

Responsible
Staff

Provide technical assistance to selected
university to deliver bi-weekly Project ECHO

sessions

October
2019-

September
2020

Partially MCH-
funded position

 
IVPP will continue to facilitate the NAS Project ECHO® project. Based on a hub and spoke model, Project ECHO®
is free to health care providers, and delivered right to their clinic through a virtual platform.  Providers are exposed to
a community of learners, and are offered continuing medical education units, opportunity to present de-identified
cases, and access to a virtual community of tools and resources.  In addition to Title V investments in program costs,
partially MCH-funded staff provides technical assistance to the University of Virginia in curriculum development and
delivery of the Project ECHO® model with fidelity and integrity.
 
About Project ECHO
 
Opioid overdose prevention efforts by the Injury and Violence Prevention Program  (IVPP) have included support for
provider education. However, long-term sustainability for continuing opioid case management medical provider
education is limited due to cost and staffing capacity. As part of the solution, the IVPP has begun implementing a
sustainable model for delivering ongoing education to the primary and specialty prescribers using the Project
ECHO© model. Using simple videoconferencing technology, providers connect to a community of learners with free
continuing education credit and the opportunity to present actual present actual patient cases, in a de-identified
format, and receive specialty input from a panel of experts. Research conducted by the University of New Mexico has
shown that access to care has improved in primary health settings for patients with prescribers participating in the
Project ECHO model.
 
As part of the opioid epidemic, the IVPP recognizes that newborns born to substance-abusing caregivers are at
particular risk not only for the effects of neonatal abstinence syndrome but also unintentional and intentional injury
following discharge from the hospital. Therefore, supported by Title V funds, the IVPP has partnered with the
University of Virginia to develop and launch a Project ECHO© Neonatal Abstinence Syndrome Case Management
Learning Lab series which will also include injury prevention modules to reduce injury-related hospitalizations among
this population of children. Outcomes that demonstrate how the practice, program, or activity addressed the problem
will reflect policy and practice changes, reduced gaps in care, and reduction of the impact of Neonatal Abstinence
Syndrome.
 
Investing in Project ECHO was a new Title V strategy for the FY19 application.
 
 
Budget Update
 
IVPP leverages Title V funds, along with state revenue funds and other federal funds, to oversee the development,
implementation, and evaluation of various statewide injury prevention programs. Efforts focused on capacity-building
(particularly regarding staffing), sustaining and expanding service delivery, and policy.
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Consumer/Family Engagement & Partnership
 
IVPP provides an opportunity for family and consumer input into LISSDEP. Staff continue to work with the Division of
Population Health to construct an exit survey to evaluate programmatic education and technical support efforts. In the
upcoming FY, the VDH Injury and Violence Prevention Program will continue family and consumer input expansion
through its Project Patience and Youth Suicide Prevention initiatives. 
 
 
Emerging Issues
 
Prevention of opioid poisonings as a result of misuse, overuse, and abuse continues to be a growing focus
throughout Virginia. There are several drivers to this public health issue which continue to escalate this epidemic,
including the problematic practice of opioid case management, prescribing, and dispensing among healthcare
providers. Women are at particular risk during child bearing age, as women often are prescribed opioids longer than
men, often seek healthcare from multiple providers, and have differing metabolism than men. The impact often
extends past the woman, as newborns are at particular risk not only for the effects of Neonatal Abstinence
Syndrome, but continuing unintentional and intentional injury post discharge from the hospital. 
 
 
 

State Priority: Early and Continuous Screening
FY20 Performance Measure: NPM 6 - Percent of children, ages 9-35 months, who received a developmental

screening using a parent-completed screening tool in the past year
 
Objective: By June 30, 2020, increase the percent of children (ages 10-71 months) receiving a developmental
screening using a parent-completed screening tool from 26.8% (NSCH 2016) to 28.1%.

 
 
Program Overview
 
The Division of Child and Family Health’s Early Childhood Health (ECH) Unit administers the agency’s home visiting
programs. A detailed overview is provided within the Perinatal/Infant Health Domain application.
 
Developmental screening initiatives fall within this unit, led by Bethany Geldmaker, PhD, PNP (ECH Consultant).
 
Developmental screening represents an emerging priority for the state Title V program. These efforts are jointly
expected to support implementation of the Bright Futures guidelines and to encourage a more comprehensive,
coordinated approach to providing child health care at the community level.
 
Virginia ranks 37th in the country for developmental screening care for children under age 5. The state has no
centralized manner for collecting data, relying on parent report.
 
 
FY20 Action Plan Overview
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Key accomplishments to date and planned FY20 activities are summarized below:
Three planning meetings with facilitators from NC Work force Development and AMCHP. The meetings
included over 40 stakeholders from key state agencies and organizations;
Working on the web site updates/revisions for developmental screening, Bright Futures and medical home;

Talking with other Title V states about their NPM 6 measures and activities;
Distributed Spanish ASQ3 and ASQSE2 starter kits for 6 LHDs and to uploaded to the VDH nursing
resource page;

Working with Resource Mothers to determine the need for kits as they transition into their new data base- how
to capture screenings and referrals;
Planning meetings being scheduled with MIECHV to discuss screening rates;

Talking with Head Start regarding developmental screening data and their PIR report;
Working with CSHCN and VA-AAP to discuss DS and partnership opportunities;
Working with regional Smart Beginnings Coalitions to develop a hub and spoke model for regional work.
Coalitions have submitted letters of interest. Six sites have been selected and are submitting work plans and

budgets to begin developing developmental screening action plans; and
Demonstrating inclusion of family voices and address health equity, including racial and geographic
disparities.

 
Strategy: Through early childhood partnerships, support ongoing work force development through

training, technical assistance, professional development and education with evidence-based tools for
LHDs and their community partners.
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Activity Action Steps Partners Expected
Completion

Date

1. Sustain the number of
trained LHD staff through
the provision of access to
annual training, technical

assistance, and
resources (ASQ,

ASQSE).  
2. Maintain up-to-date

knowledge and skills to
provide developmental
screenings using the
revised ASQ3 and

ASQSE2 and family
support and referrals

when indicated.

Provide an annual training via
polycom to LHD staff

 
Provide ongoing consultation

to LHD staff based on
evidence based tools (e.g.,
scoring, interpreting results,
communicating with families,

and making referrals)

LHDs-nursing
staff, local DOE,

DSS, DMAS,
CSB, and Home
Visiting partners

and providers
receiving

developmental
screening
resources

 
(varies by

district, contact
made through
newsletter and
various staff
register and

attend)

By June 15,
2020

3. Provide an annual
professional

development update to
LHD maternal child

health staffs in
partnership with cross-
sector partners to align

developmental screening
training activities and to

develop community
linkages for referrals

aligned with gaps
identified in the needs

assessment

Written in District Nursing
Newsletter to continue to

share links to state, national,
and local resources for

developmental screening
(PPD trainings related to
screening and referral-

webinars, modules, etc.,
Bright Futures tools).

 
Continue to serve as the

VDH subject matter expert
connecting partners (LHDs
and home visitors)  to local
ASQ and ASQSE trainers

and resources)

CDC Act Early
Ambassador

from the
Partnership for

People with
Disabilities
(PPD), and

Bethany
Geldmaker

By June 15,
2020

 
 
Strategy: Provide messages for families and the community about the importance of ongoing screening,

monitoring, referral and follow-up of child development using social media.
 

Activity Action Steps Partners Expected

Completion
Date

1. Revise the
communication plan

Share 2018 written
communication plan with team

OFHS
Communication

By January
31, 2020
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for 2018 to update
VDH child health

pages on the website
to be aligned with
current evidence-
based information

about comprehensive
child health,

developmental
screening based on
Bright Futures, and

coordinated systems
of developmental care

via email
 

Update communication plan
(to include content updates,

website linkages, social
media marketing, make

developmental screening
searchable, emailing

partners) share 2019 written
plan, and execute revisions

 
Meet with OFHS

Communication Team to
provide updates to child
health pages on website

 

Team

2. Incorporate Child
Development Center
information into the

Communication plan
to increase parent and

provider knowledge
re: developmental

screening resources
and importance; use

existing
videos/resources,

webpage redesign,
social media

promotion, etc.

Meet with CYSCHN Program
to determine what needs to be

put on webpage for child
health

 
Update the Early Childhood

Health Unit
behavioral/developmental

section of the website

CYSHCN
Program, OFHS
Communications

Team

By December
31, 2019

3. Support family
engagement and peer

education by
partnering with
Partnership for

People with
Disabilities re: CDC
‘Know the Signs, Act
Early’ materials and

others. 
 

4. Work with Early
Intervention, Early
Impact Virginia,
Partnership for

People with
Disabilities and Child
Development Centers

Meet with Partnership for
People with Disabilities to

determine what needs to be
put on webpage for child

health (i.e. “Know the Signs
Act Early”)

 
 
 
 
 

Establish link on website, add
information, and ask for a

group to review materials to
make sure information is

culturally appropriate

Partnership for
People with

Disabilities staff,
VDH web team,

Child Development
Centers, MIECHV

By December
31, 2019
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to provide  cultural
brokers to help with

messaging for
website and resource
materials for families,
and Early Childhood

professionals.
 
Strategy: Strengthen the continuum of child health care infrastructure for screening, assessment, referral,

and follow-up for developmental screening.
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Activity Action Steps Partners Expected

Completion
Date

1. Plan a Statewide
Stakeholder Meeting as
a follow-up to the April

26, 2019 event.

I. Develop representative list
of state and community

stakeholders considering
health equity

 
II. With TA from MCH

Workforce Development
Center, implement state
stakeholder meeting(s).

 
III. Using Bright Futures as
the framework, work with

partners to review and revise
statewide strategies to

increase universal
developmental screening for

all children before age 5;
establish Virginia specific

recommendations for
developmental screening

processes.
 

CDCs, DOE,
DSS, DMAS,

DBHDS, Home
Visitors, VDH,
Partnership of
People with
Disabilities,

Head Start, VPI,
AAP, FQHCs,

etc.

By December
2019

2. Using Bright Futures
as the framework, work
with partners to review
and revise statewide
strategies to increase

universal developmental
screening for all children
before age 5; establish

Virginia specific
recommendations for

developmental screening
processes.

 CDCs, DOE,
DSS, DMAS,

DBHDS, Home
Visitors, VDH,
Partnership of
People with
Disabilities,

Head Start, VPI,
AAP, FQHCs,

etc.

By September
2020

 
 

 
 
Strategy: Develop a strategic developmental screening work plan with community stakeholders, in each
of the six hubs, to build a continuum of developmental and behavioral care to reduce barriers and gaps

and promote equity for all young children and their families.
 

Activity Action Steps Partners Expected

Completion
Date

1. Increase screening Develop 6 regional Community By December
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using a parent
administered evidence-

based screening tool
(e.g., ASQ3 and

ASQSE2)
 

Developmental Screening
Hubs to establish a work plan
using a community coalition

with providers, parents,
business, health care,

education, and other key
stakeholders, to address

gaps.
 

Identify 6
agencies/organizations who

will set up a
coalition/workgroup to initiate
planning to build a continuum

of developmental and
behavioral care

 
Contracts with 6 agencies to

establish regional
developmental screening

hubs
 

6 half-time developmental
screening navigators—one for

each hub site  (20
hours/week)

 
Develop community

partnerships that support and
promote the importance of

ongoing screening,
surveillance and referral.

 
6 regional Developmental

Screening Hubs establish a
working group with community

representation
Training- capacity building-
Train providers in ASQ (20

providers in 6 Hubs sites year
one)

coalitions,
CDCs, VDH

2019

2. Promote the
continuum of early
screening, ongoing

surveillance, referrals,
and follow up.

1. Regional hubs identify
strengths and gaps in

services and resources within
the community;

2. Based on identified gaps,
develop and implement a plan

to improve systems for

6 regional hubs;
VDH

By March
2020
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identifying and coordinating
community resources;

3. Develop plans to track
progress in addressing gaps

in services and resources
within the community;

4. Develop partnerships that
support and promote the
importance of ongoing

screening and surveillance;
5. Coordinate among

community systems to assure
that timely assessment,

referrals, and follow up occur;
6. Promote equity by

providers to serve high risk
communities of children.

 
6 regional Developmental

Screening Hubs establish a
work plan using a community

coalition
 

Establish a target screening
goal based on baseline date

from the community data
 

1 parent workshop per region
annually to 10 parents per

each of the 6 Hubs
 

1 child care provider
workshop annually per region
to 20 providers per each of

the 6 regional hubs
 
 

3. Use social media to
promote the continuum

of early screening,
ongoing surveillance,

referrals, and follow up.

1. Provide messages for
families and the community

about the importance of
ongoing screening,

monitoring, referral, and
follow-up of child

development.
2. Increase community

awareness of developmental
screening as a norm for each

6 regional hubs;
VDH

By April 2020
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child.
Develop regional

campaigns/messaging  to
penetrate into hard to reach
communities to each of the 6

regional hubs
Develop Brochures/flyers per

each of the 6 Hubs, to
distribute at events; distribute

at least one event

 
 
Budget Update
 
Title V funding, to date, has been used primarily for planning purposes. Two stakeholder meetings were held
(September 2018 and April 2019). The purpose of the meetings was to support Title V efforts to work with partners
to develop statewide and regional strategies to increase universal developmental screening by aligning critical
stakeholders around a common vision informed by their current practice and experience.
 
Regional strategies include developing a hub and spoke model. Smart Beginnings coalitions submitted letters of
interest outlining their goals and objectives in building out their hubs. Six sites were selected to develop action plans
in their regions to improve screening and referrals.
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Adolescent Health

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 14 - Percent of children, ages 1 through 17,
who have decayed teeth or cavities in the past
year

NSCH-2016_2017 12.2 % NPM 13.2

NOM 15 - Child Mortality rate, ages 1 through 9,
per 100,000

NVSS-2017 17.0 NPM 7.2

NOM 16.1 - Adolescent mortality rate ages 10
through 19, per 100,000

NVSS-2017 28.7 NPM 7.2

NOM 16.2 - Adolescent motor vehicle mortality
rate, ages 15 through 19, per 100,000

NVSS-2015_2017 9.8 NPM 7.2

NOM 16.3 - Adolescent suicide rate, ages 15
through 19, per 100,000

NVSS-2015_2017 9.9 NPM 7.2

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016_2017 93.7 % NPM 13.2
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National Performance Measures

NPM 7.2 - Rate of hospitalization for non-fatal injury per 100,000 adolescents, ages 10 through 19 
Indicators and Annual Objectives

Note: ICD-10-CM beginning in 2016; previously ICD-9-CM with 2015 representing January - September

Federally Available Data

Data Source: HCUP - State Inpatient Databases (SID) - ADOLESCENT

2016 2017 2018

Annual Objective 180 172 162.9

Annual Indicator 172.4 182.6 196.3

Numerator 1,826 1,451 2,087

Denominator 1,059,470 794,656 1,062,972

Data Source SID-ADOLESCENT SID-ADOLESCENT SID-ADOLESCENT

Data Source Year 2014 2015 2016

 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 156.8 151.0 145.3 139.9 134.7 129.6
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Evidence-Based or –Informed Strategy Measures

ESM 7.2.1 - Number of gatekeepers trained in the prevention of suicide among youth

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 10.0 10.0 10.0 10.0 10.0 10.0
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NPM 13.2 - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year 
Indicators and Annual Objectives

NPM 13.2 - Adolescent Health

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2016 2017 2018

Annual Objective 93.2

Annual Indicator 81.4 83.1

Numerator 1,407,907 1,448,110

Denominator 1,729,004 1,741,839

Data Source NSCH NSCH

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
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State Provided Data

2016 2017 2018

Annual Objective 93.2

Annual Indicator 90.9 90.9 90.5

Numerator

Denominator

Data Source NSCH NSCH NSCH

Data Source Year 2016 2016 2016_2017

Provisional or Final ? Final Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 94.3 95.5 96.6 97.7 98.9 98.9
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Evidence-Based or –Informed Strategy Measures

ESM 13.2.1 - Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among children (ages 0-11 years) and adolescents (ages 12-17 years)

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 6.0 6.0 6.0 6.0 6.0 7.0
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State Performance Measures

SPM 4 - Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1 (most effective) contraceptive
methods

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 2.6 33.3

Annual Indicator 35.5 31

Numerator

Denominator

Data Source VA PRAMS VA PRAMS

Data Source Year 2016 2017

Provisional or Final ? Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 34.1 34.9 35.7 36.4 37.2 38.0
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State Action Plan Table

State Action Plan Table (Virginia) - Adolescent Health - Entry 1

Priority Need

Oral Health: Increase access to oral health services for pregnant women and children.

NPM

NPM 13.2 - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year

Objectives

By June 30, 2020, increase the percent of children (ages 12 through 17) who had a preventive dental visit in the past year
from 90.9% (National Survey of Children's Health (NSCH) – NONCSHCN 2016) to 95.5%.

Strategies

Integrate targeted adolescent oral health messaging into existing MCH-focused dental education programs to improve oral
health for individuals across the lifespan.

Continue to foster a network of 6 regional Oral Health Alliances to conduct regional needs assessments and implement
systems change and data-sharing initiatives to improve the oral health of all Virginians, with emphasis on pregnant
women, and children and adolescents aged 1-17.

Convene statewide groups focused on targeted oral health issues and facilitate collaboration and work plan development,
and provide leadership and oversight to guide initiatives.

NOMs

NOM 14 - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

ESMs Status

ESM 13.2.1 - Number of Regional Oral Health Alliances that implemented work plans to increase
dental visits among children (ages 0-11 years) and adolescents (ages 12-17 years)

Active
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State Action Plan Table (Virginia) - Adolescent Health - Entry 2

Priority Need

Child/Adolescent Injury: Reduce injuries, violence, and suicide among Title V populations.

NPM

NPM 7.2 - Rate of hospitalization for non-fatal injury per 100,000 adolescents, ages 10 through 19

Objectives

By June 30, 2020, decrease the rate of hospitalization for non-fatal injury per 100,000 children ages 10 to 19 from 172.4
to 171.1 (SID-Adolescent).

Strategies

Provide suicide prevention trainings to professionals interacting with youth and adolescents.

NOMs

NOM 15 - Child Mortality rate, ages 1 through 9, per 100,000

NOM 16.1 - Adolescent mortality rate ages 10 through 19, per 100,000

NOM 16.2 - Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000

NOM 16.3 - Adolescent suicide rate, ages 15 through 19, per 100,000

ESMs Status

ESM 7.2.1 - Number of gatekeepers trained in the prevention of suicide among youth Active
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State Action Plan Table (Virginia) - Adolescent Health - Entry 3

Priority Need

Women's/Maternal Health: Support the physical and emotional well-being of women and their children.

SPM

SPM 4 - Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1 (most effective) contraceptive methods

Objectives

By June 30, 2020, reduce the rate of unintended pregnancies for all women of child-bearing age (ages 15-44) from 49.5%
(PRAMS 2016) to 47%.

Strategies

Fund the implementation of evidence-based comprehensive sexual education in areas of the state with disproportionately
high rates of teen pregnancy and low access to sexual health information.

Fund BrdsNBz, a free sexual health informational text line for teens operated by the American Sexual Health Association,
statewide in Virginia.

Increase capacity of youth serving agencies to implement AIM 4 Teen Moms (AIM4TM), an evidence-based pregnancy
prevention programs designed for parenting teens.

Work with community stakeholders to remove policy, financial, and training barriers to LARC utilization.
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Adolescent Health - Annual Report

Adolescent Health Domain
FY18 Annual Report

 
 
The FY18 workplan for the Child Health Domain included the following performance measures:

 
1.     Injury Hospitalization

 
Strategies within the FY18 Adolescent Health workplan were implemented by the Division of Prevention and Health
Promotion’s Injury and Violence Prevention Program (IVPP). Complementary efforts were implemented by the Office
of the Chief Medical Examiner. Activities completed during the reporting period are detailed below.
 
 

State Priority: Child/Adolescent Injury: Reduce injuries, violence, and suicide among Title V populations.

 
FY18 Performance Measure: Injury Hospitalization
NPM 7.2: Rate of hospitalization for nonfatal injury per 100,000 adolescents, ages 10 through 19

 
Objective
 

For the FY18 application, the proposed objective was:
Sustain and expand statewide capacity for injury prevention and surveillance for adolescents ages 10 to 19

(2020).
 
The updated objective is:

By June 30, 2020, decrease the rate of hospitalization for non-fatal injury per 100,000 children ages 10 to 19
from 172.4 to 171.1 (SID-Adolescent).

 
 
Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM/SPM include:
 

NOM 15 - Child Mortality rate, ages 1 through 9 per 100,000

NOM 16.1 - Adolescent mortality rate ages 10 through 19 per 100,000
NOM 16.2 - Adolescent motor vehicle mortality rate, ages 15 through 19 per 100,000
NOM 16.3 - Adolescent suicide rate, ages 15 through 19 per 100,000

 
 
Progress Updates
 
IVPP staff routinely utilize data on deaths and hospitalizations attributable to injury to inform programmatic activities. 
 
In FY17, the state child fatality review team reviewed cases of overdose poison deaths to infants and children up to
age 17 that occurred in Virginia during the five-year period between 2009-2013. During this time, 41 infants,
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children, and adolescents died as a result poisoning in Virginia. After reviewing the circumstances of child overdose
fatalities, the team identified two distinct child populations at risk: 1) teenagers who died as a result of suicidal or
accidental drug overdose, and 2) infants and young children age six and under who died after unintentionally
ingesting a fatal substance when left unsupervised, or after a caregiver administered medication to manage the
child’s behavior or sleeplessness. Prescription drugs were identified as the main contributor to child poisoning
deaths, causing or contributing to more than two-thirds of these overdoses.
 
 
Strategy 1: Train and provide technical assistance to Comprehensive Services Act for At-Risk Youth (CSA)
Family Assessment and Planning Teams (FAPT) to incorporate suicide prevention practices into their
workflow and policies.
 
Partially and non-funded IVPP MCH Title V staff worked to with the Office of Children’s Services, CSAs, and Family
Assessment and Planning Teams to conduct a regional needs assessment of suicide prevention efforts by CSA and
FAPT members to determine readiness and existing gaps for serving youth at risk for suicide during FY18. Over
100% of available local CSA systems (66 statewide) participated in the needs assessment.
 
Partially and non-funded IVPP MCH Title V Staff continue to create an implementation plan for coordinating suicide
prevention practices into their workflow and/or policies during FY18. In regard to training and resource needs,

21% reported a need for in-person trainings in clinical assessment
17% reported a need for basic training in suicide prevention strategies
17% reported a need for online methods of trainings

8% requested model policy templates
8% requested parent guides or other community level resources

 
A work plan for this activity continues to be coordinated under Youth Suicide Prevention federal block grant funds
administered by the Substance Abuse and Mental Health Services Administration.
 
 
Strategy 2: Conduct ongoing surveillance of hospitalizations due to injuries among adolescents ages 10 to
19.
 
In FY18, the Injury and Violence Epidemiologist, partially funded by MCH Title V, maintained the Virginia Online Injury
Reporting System (VOIRS), which provides the public with data on deaths and hospitalizations attributable to injury.
VOIRS allows quick and easy access to basic injury data and enables users to customize data reports on various
types of injury hospitalizations and deaths. Data are available for both intentional and unintentional injuries, and some
demographic and geographic information is included to allow for more detailed analysis. The Injury and Violence
Epidemiologist routinely responded to data requests from constituents that could not be addressed through the
VOIRS system. Data requests were fielded by the IVPP Supervisor after this position was vacated in mid FY18.
 
This activity continues in the FY19 and FY20 workplans.
 
 
Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 workplan aligned with the following ESM(s):

ESM 7.2 - Number of Family Assessment and Planning Teams (FAPT) teams that have incorporated suicide
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prevention practices into their workflow and/or policies
 
ESM 7.2: Partially and non-funded IVPP MCH Title V staff worked to with Family Assessment and Planning Teams to
create an implementation plan for coordinating suicide prevention practices into their workflow and/or policies during
FY18. A work plan for this activity continues to be coordinated under Youth Suicide Prevention federal block grant
funds administered by the Substance Abuse and Mental Health Services Administration. As reported in the FY19
Application / FY17 Annual Report, this ESM is now inactive.
 
 
One new ESM was created for the FY19 workplan:

ESM 7.2.1 - Number of gatekeepers trained in the prevention of suicide among youth
 

ESM 7.2.1: IVPP leveraged MCH funds with Substance Abuse and Mental Health Services Administration Youth
Suicide Prevention Program funds to coordinate gatekeeper trainings in the prevention of suicide among youth
beginning in FY18. During FY18, three “Recognizing and Responding to Suicide Risk” were held, equipping
clinicians with the skills to screen, assess, and refer for suicide risk:

May 30-31, 2018 Abingdon, 27 participants 

June 5-6, 2018, Lynchburg, 38 participants
August 28-29, 2018 Charlottesville, 37 participants
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Adolescent Health - Application Year

Adolescent Health Domain
FY20 Application

 
 
The FY20 workplan for the Adolescent Health Domain includes the following performance measures:

 
1.     Oral Health
2.     Injury Hospitalization
3.     Unintended Pregnancy

 
Madeline (Maddie) Kapur, MSW, MPH (Adolescent Health Coordinator) currently serves as the Title V Adolescent
Health Domain Lead.
 
Leadership of Title V-funded efforts for adolescent health is shared by the Division of Prevention and Health
Promotion’s Dental Health Program and Injury and Violence Prevention Program and the Division of Child and
Family Health’s Reproductive Health Unit. These entities and their proposed activities for the upcoming grant period
are detailed below.
 
 

State Priority: Oral Health
FY19 Performance Measure: NPM 13.2 –Percent of children, ages 1 through 17 who had a preventive dental visit
in the past year
 
OBJECTIVE: By June 30, 2020, increase the percent of children (ages 1 through 11) who had a preventive dental

visit in the past year from 77.8% (National Survey of Children's Health – NONCSHCN 2016) to 81.7%.

 
Dental Health Program
The Division of Prevention and Health Promotion (DPHP)’s Dental Health Unit is led by Tonya McRae Adiches, RDH
(Dental Health Programs Manager).
 
A detailed overview is provided within the Women’s Health Domain application.
 
 
FY20 Action Plan Overview
 
Strategy: Integrate targeted adolescent oral health messaging into existing MCH-focused dental

education programs to improve oral health for individuals across the lifespan.
Domain: Women/Maternal, Child, Adolescent
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Activity Expected
Completion

Date

Responsible Staff

Recruit and hire an experienced oral health educator to
focus on maternal, infant and adolescent oral health

October 2019 Maternal, Infant, and
Adolescent Oral
Health (MIAOH)

Consultant
Support and advise statewide preventive services

teams on oral health integration in primary care settings
Ongoing MIAOH Consultant

Continue to provide education and trainings aimed at
perinatal and infant oral health including education for

home visitors and other family support workers

Ongoing MIAOH Consultant

Review existing School-aged Oral Health Curriculum
and revise as needed based on emerging issues (HPV,

Vaping) and current Standards of Learning (SOL)
requirements

February
2020

MIAOH Consultant

Using current information obtained through literature
review regarding the need for oral health education for
adolescents on emerging issues, assess the individual

needs of schools in each of the 5 Health Planning
Districts

March 2020 MIAOH Consultant

Plan and implement educational initiatives and trainings
including development of educational material and

social media content related to adolescent oral health

Ongoing MIAOH Consultant

Evaluate initiatives and trainings to ensure that goals
are met

Ongoing MIAOH Consultant

 
During FY19, VDH worked to increase access to care for pregnant women and young children through the Federal
Perinatal and Infant Oral Health Quality Improvement Grant.  While this work was impactful, there remains a need to
continue successful activities related to perinatal oral health and to integrate educational initiatives into the program
that also target adolescents.  During FY20, through the work of a dedicated MCH-funded Maternal, Infant, and
Adolescent Oral Health Consultant, VDH will continue to rely on a proven remote supervision dental hygienist model
to integrate dental services and education into primary care settings; to support home visitors, community health
workers and other client support workers in educating their clients on the benefits of oral health and to coordinate
oral care; to collaborate with key partners and local stakeholders to maximize reach and effectiveness of oral health
messaging; and to training dental and non-dental professionals on the importance of oral health care for overall
wellness with the goal of improving access to oral health care for pregnant women and infants who are most at risk
for dental disease.  In addition, VDH will develop new programming specifically aimed at advancing the oral health of
adolescents.  This will include updating the 2009 School-aged Oral Health Curriculum to include emerging topics for
adolescents including vaping, and HPV exposure and vaccination. 
 
 
Strategy: Continue to foster a network of 6 regional Oral Health Alliances to conduct regional needs
assessments and implement systems change and data-sharing initiatives to improve the oral health of all

Virginians, with emphasis on pregnant women, and children and adolescents aged 1-17.
Domain: Women/Maternal, Child, Adolescent
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Activity Expected
Completion

Date

Responsible Staff

Continue to conduct regional oral health assessments
 

November
2019

Virginia Oral Health
Coalition (VaOHC)

Determine community-led strategies to improve oral
health in their regions

January 2020 VaOHC

Support development and implementation of project
work plans to support regionally identified projects

February 2020 VaOHC

Disseminate information to state level partners and
other regional alliance members to inform statewide

activities and planning

February 2020 VaOHC

Disseminate micro grants to support alliance efforts
 

April 2020 VaOHC

 
VDH will partner with the VaOHC to provide backbone support and facilitative leadership training to 6 Regional
Alliances (South Hampton Roads, Northern Virginia, Richmond/Petersburg, Southside, Central Virginia, and
Southwest Virginia) to conduct regional oral health needs assessments, develop and implement regional project
work plans, and share region-specific data among state and local partners. Staffs will also work together to develop
and disseminate communications, to include white papers addressing MCH populations.
 
 
Strategy: Convene statewide groups focused on targeted oral health issues and facilitate collaboration
and work plan development, and provide leadership and oversight to guide initiatives.
Domain: Women/Maternal, Child, Adolescent
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Activity Expected
Completion

Date

Responsible Staff

Identify the appropriate state-wide organizational and
community partners to participate in a water equity

workgroup

October 2019 VaOHC

Convene a water equity workgroup and host meetings
at different localities across the state

March 2020 VaOHC

Develop and implement a workplan to support identified
goals around water equity in Virginia

June 2020 VaOHC

Continue convening the EDH workgroup, including
providing oversight regarding program direction,

participating in discussions related to allocation and
management of resources, and sharing responsibility
for the identification and maximization of community
ownership to sustain the EDH workgroup’s projects

beyond the grant year

October 2019 VaOHC

Identify existing groups working on HPV in Virginia and
approach these groups about VaOHC participating as a

collaborative partner

October 2019 VaOHC

Ensure oral health initiatives are integrated into the
workplans and projects conducted by existing HPV

workgroups, with specific focus on dental visits and oral
cancer education and screenings for children under 17,

pregnant women, and their families

March 2020 VaOHC

Convene the Virginia Oral Health Summit focused on
community engagement to provide trauma-informed

care, oral health and systemic health, and health equity
education to providers

November
2019

VaOHC

 
VDH will also partner with the VAOHC to convene a state-wide group focused on enhancing water equity in Virginia,
continue convening the Early Dental Home (EDH) workgroup, collaborate with existing groups working on HPV to
ensure oral health is integrated into their approach and goals.  Additionally, the VaOHC will expand community
engagement and provide trauma-informed care, oral health and systemic health, and health equity education to
providers at the Virginia Oral Health Summit.  Annually, the Summit reaches over 200 caregivers, who attend to learn
skills to improve the health and wellbeing of the individuals they serve.  In 2020, the summit seeks to highlight best
practices and the expertise of state and national experts so that attendees can work collectively to increase
equitable access to quality health care, with a focus on oral health.
 
 

State Priority: Child/Adolescent Injury
FY19 Performance Measure: NPM 7 - Rate of hospitalization for non-fatal injury per 100,000  adolescents 10-19
 
OBJECTIVE: By June 30, 2020, decrease the rate of hospitalization for non-fatal injury per 100,000 children ages
10 to 19 from 182.6 (HCUP - State Inpatient Databases (SID) 2015) to 151.

 
Program Overview
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DPHP’s Injury and Violence Prevention (IVP) Program is led by Lisa Wooten, MPH, BSN, RN (Injury and Violence
Prevention Program Supervisor).
 
A detailed overview is provided within the Child Health Domain application.
 
 
Snapshot of Program Accomplishments
 

DPHP, in partnership with the Title V program, implements a variety of suicide-prevention initiatives for

adolescents. IVPP staff conduct needs assessment activities to inform suicide prevention efforts as well as
regular surveillance on statewide adolescent suicide rates.
DHP has developed an injury-prevention curriculum for state maternity centers and has coordinated a number

of gatekeeper trainings on the prevention of suicide among youth.
 
 
FY20 Action Plan Overview
 
Strategy: Provide suicide prevention trainings to professionals interacting with youth and adolescents.
Domain: Adolescent
 

Activity Expected
Completion

Date

Responsible Staff

Coordinate Applied Suicide Intervention Skills
Trainings at campuses statewide

March 2020-
September

2020

James Madison
University

Contract with American Association of
Suicidology to coordinate 3 "Recognizing and

Responding to Suicide Risk"  trainings

January
2020-March

2020

TBD; Suicide and
Violence Prevention
Coordinator=20%

Contract with Living Works to host 2 Suicide 2
Hope trainings for healthcare providers in early

intervention methods

January
2020-March

2020

TBD; Suicide and
Violence Prevention
Coordinator=20%

Host 2 Suicide 2 Hope meetings for healthcare
providers

March 2020-
September

2020

James Madison
University

 
Reduction of suicide deaths is a continuing priority. However, death statistics vastly underestimate the burden of
intentional self-harm injuries in youth. In 2001, the Virginia Department of Health (VDH) was designated as the lead
agency for youth suicide prevention in Virginia pursuant to the Code of Virginia §32.1-73.7. The VDH Suicide
Prevention Program is housed in the Division of Prevention and Health Promotion (DPHP), within the IVPP. Primary
efforts to address youth suicide under this program have focused on training youth serving professionals and
organizations to comprehensively screen for suicide risk and refer affected youth to immediate care. IVPP will
continue to coordinate gatekeeper trainings in the prevention of suicide among youth. “Recognizing and Responding
to Suicide Risk” equip clinicians with the skills to screen, assess, and refer for suicide risk.
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State Priority: Women’s/Maternal Health

FY19 Performance Measure: SPM 4 – Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1
(most effective) contraceptive methods
 
Objective: By June 30, 2020, reduce the rate of unintended pregnancies for all women of child-bearing age (ages

15-44) from 49.5% (PRAMS 2016) to 47%.

 
Reproductive Health Unit
The Division of Child and Family Health’s Reproductive Health Unit is led by Emily Yeatts, MSW, MPH (Reproductive
Health Unit Supervisor).
 
The Adolescent Health Program is led by Madeline Kapur, MPH, MSW (Adolescent Health Coordinator). The
Resource Mothers Program is led by Consuelo Staton, MEd. (State Resource Mothers Coordinator).
 
The goal of the Virginia Department of Health’s Adolescent Health Program is to ensure that Virginia adolescents
have access to the information and resources they need to optimize their reproductive lives and health. The program
has a number of current and upcoming initiatives that build toward this goal.
 
One key initiative currently underway is the funding of positive youth development programs throughout the
Commonwealth. The Reproductive Health Unit is using Title V State SRAE funds to support two evidence-based
positive youth development programs: Teen Outreach Program (TOP) and Project AIM. Five sites throughout the
state – four in southwest Virginia and one on the coast – receive these funds and use them to serve youth. The sites
are currently serving a total of almost 1,000 youth in regions of the Commonwealth that have disproportionately high
teen pregnancy and birth rates. Both TOP and Project AIM have documented evidence of decreasing sexually risky
behavior and delaying sexual initiation. Teens that participate in TOP, additionally, have fewer pregnancies, fewer
suspensions and improved academics. Sites began implementation in October 2018; long-term, VDH anticipates
seeing lower rates of teen pregnancy and teen birth in the areas that the SRAE program is serving.
 
The Adolescent Health Program continues to explore opportunities to serve additional youth and increase youth
engagement in existing programming.  Some upcoming initiatives for the Adolescent Health Program include a youth
advisory council, a sexual health text line for teens and funding a comprehensive sexual education program.
 
VDH is currently in the information-gathering phase of starting a youth advisory council, which would serve to inform
the Adolescent Health Program’s strategic direction. The program is committed to increasing youth voice and
engagement in the agency as a whole, particularly when it comes to initiatives that directly affect Virginia teens. VDH
anticipates having a functioning Youth Advisory Council within the next year.
 
BrdsNBz is a sexual health text line for teens that is owned and operated by the American Sexual Health Association
(ASHA). The Adolescent Health Program has been working with ASHA for several months in order to begin utilizing
the service in the Commonwealth. Once the service has launched, Virginia teens will have the opportunity to text
anonymous sexual health and relationship questions and receive a response from an ASHA health educator within
24 hours. This will greatly increase the reach of the Adolescent Health Program, providing teens that VDH may not
otherwise reach with vital sexual health information.
 
Another way that the Adolescent Health Program will expand its reach in the coming months is by funding the
comprehensive sexual education curriculum, “Get Real.” “Get Real” is an evidence-based, LGBTQ-inclusive
comprehensive sexual education curriculum for middle and high school youth developed by the Planned Parenthood

Created on 7/15/2019 at 1:56 PMPage 207 of 414 pages



League of Massachusetts. The curriculum addresses topics such as healthy relationships, communication skills,
puberty, reproduction, sexual identity, abstinence, refusal skills and contraception. VDH plans to leverage Title V
funds to implement “Get Real” in communities across Virginia where the teen pregnancy rate and/or STI rate is
above the state average and currently do not have access to comprehensive sexual education interventions for
adolescents.
 
 
Snapshot of Program Accomplishments
 

The Adolescent Health program has developed a web page, which can be found here:
http://www.vdh.virginia.gov/adolescent-health/. The program is currently working with the OFHS
Communications Team to make it more user-friendly. Additionally, the team is working to add a teen-friendly
section of the web page, so that Virginia teens can access health information directly from the web page.

The Adolescent Health Program developed a media campaign in Fall 2018 that
encouraged parents to talk to their teens about sexual health. The campaign was
called “Talk2Me” and an example of its messaging can be found on the LiveWell

website here: http://www.vdh.virginia.gov/adolescent-health/positive-connection-with-
supportive-trusted-adults/. Additionally, the “Talk2Me” logo is copied and pasted
below. These ads ran in Richmond magazine and were widely shared by VDH

LiveWell’s social media platforms. The Adolescent Health Program hopes to
develop more of its own media materials in the future with the help of the new Youth Advisory Council.
VDH’s Adolescent Health Program collaborated with One Love to run a social media campaign during Teen

Dating Violence Prevention Month in February 2019. One Love provided the video content on healthy
relationships, and VDH paid to advertise the content to Virginia youth ages 13-18. The campaign reached
58,748 Virginia youth.

The Adolescent Health Program collaborated with the Virginia Department of Education to provide feedback
on VDOE’s new health education SOLs. VDH and VDOE will continue this partnership in order to share
important information and provide feedback on projects that affect both agencies.

In FY18, the Reproductive Health Unit leveraged Sexual Risk Avoidance Education funds to implement
positive youth development programs in five sites throughout the state. Since October 2018, over 30 staff
have been trained in program facilitation and sites have served nearly 1,000 youth throughout the

Commonwealth.
 
 
FY20 Action Plan Overview
 
In FY20, the Adolescent Health Program will begin a number of projects that further reproductive justice and amplify
youth voice in Virginia.
 
 
Strategy: Fund the implementation of evidence-based comprehensive sexual education in areas of the
state with disproportionately high rates of teen pregnancy and low access to sexual health information.
Domain: Adolescent
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Activity Expected
Completion

Date

Responsible Staff

VDH will hold a statewide request for
applications from agencies that can

successfully implement comprehensive sexual
education curricula in high-need areas. VDH

will then select agencies and communities that
demonstrate high teen pregnancy rates, low

access to sexual health information and
community buy-in for a comprehensive sexual

education curriculum (“Get Real”).

October
2019 –

March 2020

Maddie Kapur
(Adolescent Health

Coordinator)

Notify funded agencies. April 2020 Maddie
Funding begins for all selected agencies. VDH
hosts trainings for facilitators on the “Get Real”
curriculum and offers technical assistance as

programs find community partners and prepare
for implementation.

June –
September

2020
 Maddie

 
For the first time in recent memory, VDH will fund a comprehensive sexual education program: Get Real. VDH
selected Get Real based on its evidence base and because it is fully inclusive of LGBTQ sexuality and identity. In its
first year of funding for this program, VDH’s Adolescent Health Program will hold a Request for Applications in the
spring of 2020 and will begin funding selected agencies in June. VDH will then host trainings and provide technical
assistance to build capacity for program implementation in fall 2020. The Get Real initiative will combat health
disparities by prioritizing the funding of agencies in communities with disproportionately high rates of teen pregnancy
and low access to sexual education.
 
About Get Real
 
Currently, the Adolescent Health Program funds positive youth development programs designed to decrease risky
sexual behavior among teens in five sites throughout Virginia. While these programs fill vital roles in the communities
that they serve, hundreds of thousands of adolescents still do not receive any sort of sexual health information from
VDH. Regional gaps in the program include Central Virginia and Northern Virginia, where VDH is not offering any
reproductive health education to adolescents. Additionally, Coastal Virginia has just one funded agency –
Portsmouth Health District – but is an area with disproportionately high rates of teen pregnancy.
 
An additional gap identified in VDH’s Adolescent Health Program is the absence of a comprehensive sexual
education program. While the Teen Outreach Program (TOP) offers components that embrace comprehensive
sexual education, it is fundamentally a positive youth development program. Comprehensive sexual education works;
according to the Guttmacher Institute, positive outcomes include delaying the initiation of sex, reducing the frequency
of sex, reducing the number of sexual partners and increasing condom and contraceptive use. As VDH strives to
become the “go to” source for health information in the state, it is crucial that its Adolescent Health Program funds
curricula that are consistent with best practices in the public health field. Title V funds will help to fill these gaps by
funding the statewide implementation of “Get Real,” a comprehensive sexual education program for middle and high
school youth.
 
Program Overview: “Get Real” is a comprehensive sexual education curriculum for middle and high school youth
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developed by the Planned Parenthood League of Massachusetts. The middle school program consists of nine
lessons each in 6th, 7th and 8th grades. The high school program consists of eleven lessons that are designed to be
taught in either 9th or 10th grade. The curriculum addresses topics such as healthy relationships, communication
skills, puberty, reproduction, sexual identity, abstinence, refusal skills and contraception. The program also includes a
focus on social and emotional learning as well as homework that promotes parental engagement.
“Get Real” is on The Department of Health and Human Service’s list of evidence-based programs. Research
published in 2014 showed that middle school girls and boys who received the curriculum were 15% and 16% less
likely to engage in sex compared to their peers who did not receive “Get Real.” The family engagement component
of the program had a long-term impact on middle school boys; boys who completed the “Get Real” take-home
activities in the 6th grade were more likely to delay sex in the 8th grade. While there is currently no published research
evaluating the effectiveness of the high school curriculum, the curriculum is evidence-informed based on widely
evaluated best practices in comprehensive sexual education.
 
Target Population: VDH will leverage Title V funds to implement “Get Real” in communities across Virginia that meet
the following criteria:

1. Communities where the teen pregnancy rate and/or STI rate is above the state average
2. Communities that currently do not have access to comprehensive sexual education interventions for

adolescents
3. Communities where VDH does not currently implement curricula that is evidenced to improve reproductive

health outcomes for adolescents
 
The Reproductive Health Unit, with the help of the Division of Population Health Data, is in the process of expanding
needs assessment data to determine which communities within Virginia meet the above criteria. These criteria,
along with other planning program considerations (e.g. feasibility and buy-in), will be integral to deciding which
applications to fund. VDH plans to fund 2 sites, each of which has the potential to serve approximately 500 youth
annually. Eligible agencies include local health departments and non-profit organizations. Agencies must
demonstrate existing community partnerships and local buy-in to comprehensive sexual education, as well as a
commitment to implementing the program across multiple years in order to ensure fidelity and capacity to sustain the
program after Title V investment in initial start-up costs.
 
 
Strategy: Fund BrdsNBz, a free sexual health informational text line for teens operated by the American

Sexual Health Association, statewide in Virginia.
Domain: Adolescent
 

Activity Expected
Completion

Date

Responsible Staff

Execute contract with ASHA June 2019 Maddie

Monitor user volume, interest in text line. 
June 2019 –
September

2020
Maddie, Emily

Renew contract with ASHA
November

2019
Maddie

 
During FY20, VDH will also begin funding a confidential sexual health text line for teens: BrdsNBz. While the
Adolescent Health Program is growing, there are still many communities, populations and geographic areas that
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VDH does not reach or serve. Texting is a relatively low-cost intervention that could make a meaningful impact in
communities that VDH does not reach with its other sexual health programming. VDH hopes to begin funding
BrdsNBz in the summer of 2019, and will closely monitor the text line’s utility and effectiveness through reports from
the American Sexual Health Association.
 
About BrdsNBz
 
Currently, the Sexual Risk Avoidance Education Grant funds positive youth development programs that are designed
to decrease risky sexual behavior among teens in five sites throughout Virginia. While these programs fill vital roles
in the communities that they serve, there are still hundreds of thousands of adolescents that do not receive any sexual
health information from the Virginia Department of Health. BrdsNBz would help to fill this gap by providing all Virginia
adolescents with medically accurate information about sexual health. Teens simply text a sexual health question to
the number provided and a trained health educator responds to their question within 24 hours.
 
According to the BrdsNBz website, 9 out of 10 teens with a cell phone use text messaging. Teens are constantly
using their phones; teen girls send an average of 40 texts per day, and older teen girls send an average of 50 texts
per day. By meeting teens where they are, BrdsNBz provides a low-barrier, anonymous way for Virginia adolescents
to get sexual health information. The BrdsNBz text line will help to prevent adolescent unintended pregnancy and
increase effective contraceptive use by providing accurate and complete sexual health information to Virginia youth.
 
 
Strategy: Increase capacity of youth-serving agencies to implement AIM4TM, an evidence-based

pregnancy prevention program designed for parenting teens.
Domain: Women/Maternal, Adolescent
 

Activity Expected
Completion

Date

Responsible Staff

Develop CQI project to monitor AIM4TM
program fidelity and effectiveness

January
2020

Emily Yeatts (Reproductive
Health Unit Supervisor) and

Consuelo Staton (State
Resource Mothers Program

Coordinator)
Ensure that at least 80% of Resource

Mothers clients receive AIM4TM curriculum
Ongoing Emily, Consuelo

Assess training needs among RM staff and
offer supplemental training as needed

Ongoing Emily, Consuelo

 
During FY19, VDH worked to increase the capacity of the Resource Mothers Program to offer evidence-based
programs to pregnant and parenting teens. Resource Mothers is a home-grown, community-based program
designed to support teens during their pregnancy and until their child turns 1. By providing educational and practical
support to these young clients, VDH aims to prevent rapid repeat unintended pregnancy, empower teen parents, and
ultimately improve maternal and child health outcomes. All Resource Mothers staff received training on the AIM 4
Teen Moms (AIM4TM) curriculum, an evidence-based positive youth development program designed to increase
protective factors and prevent pregnancy.  During FY20, VDH intends to continue this work through continuous quality
improvement (CQI). VDH plans to monitor the data collection system and tools developed in FY19 to monitor
program fidelity and effectiveness. This data will illustrate ways that AIM4TM is being implemented successfully with
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Virginia families, as well as opportunities for improvement. VDH intends to work with implementation sites to identify
and address any challenges identified in the upcoming year. VDH will monitor sites to ensure that at least 80% of
Resource Mothers clients receive the AIM4TM program as it was originally designed.
 
During FY20, VDH will implement a new evidence-based prenatal/postpartum curriculum delivered to teen parents of
children birth to two years.  The program, Growing Great Kids, Inc. (GGK) is designed to promote healthy child
development and strengthening protective factors for teen families in a home visiting setting.  GGK is a skill-driven
curriculum that provides program staff with research-informed, strength-based, and solution-focused training that
helps teen parents develop parenting, family strengthening, and essential life skills. GGK training builds staff
competencies for nurturing parental resiliency; advancing individual and family functioning, nurturing parents’
problem-solving skills: enabling parents to construct protective barriers.  The GGK curriculum is culturally inclusive,
while embracing family diversity.
 
All Resource Mothers staff will be trained in the GGK curriculum, which will complement the AIM4TM curriculum and
will replace the current educational programming for the program. VDH will monitor sites to ensure that at least 80%
of Resource Mothers Clients will receive GGK curriculum programming.
 
 
Strategy: Work with community stakeholders to remove policy, financial, and training barriers to LARC
utilization.

Domain: Women/Maternal, Adolescent
 

Activity Expected

Completion
Date

Responsible Staff

Facilitate quarterly LARC stakeholder
workgroup meetings

Ongoing Emily

Facilitating monthly or semi-monthly
outpatient education taskforce calls

Ongoing Emily

Increase number of hospital systems offering
immediate postpartum LARCs by two (2).

June 2020 Emily

Administer the Virginia LARC Initiative, a 20-
month pilot program

Ongoing until
May 2020

Emily and Janelle Anthony
(Family Planning Quality

Assurance Nurse
Supervisor)

Evaluate the impact of the Virginia LARC
Initiative

Ongoing Emily, Janelle

 
The LARC Stakeholder Workgroup is a network of agencies working to reduce unintended pregnancies among
women of childbearing age and increase access to quality comprehensive family planning services. This workgroup
was specifically developed to increase access to the moderately and most effective contraceptive methods,
including during the immediate post-partum period. This workgroup holds quarterly webinars and monthly calls, and
includes over 70 members from a variety of community-based health centers, governmental organizations, hospital
systems, payers, and community members. VDH intends to continue facilitating this network during FFY20, and work
with partners to identify opportunities for provider trainings and public education. The workgroup also aims to start at
least two immediate postpartum LARC programs at Virginia hospital systems.
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During FY19, VDH launched the Virginia LARC Initiative, a $6 million pilot program designed to increase access to
hormonal LARCs among low-income women. Given the positive public health impact of making family planning
services available to patients regardless of ability to pay, VDH anticipates that the Virginia LARC Initiative will
achieve positive health outcomes. To demonstrate this, VDH intends to monitor both patient-level and aggregate-
level data as the program progresses and after it ends. VDH initiated contracts with twelve community agencies to
offer LARC devices, insertions, and removals to qualifying patients, and then reimburses participating providers
using TANF funds. As of April 30, 2019, VDH has provided funding for 651 patient encounters, including 518
insertions/reinsertions, 513 devices, and 133 removals. The majority of patients (63%) were 100% or below the
federal poverty level. Given that 36% of patients identify as Hispanic/Latino and 21% identify as Black/African
American, the LARC Initiative is also addressing the documented ethnic/racial disparities in accessing
comprehensive family planning services.
 
Because TANF funds only support provider reimbursements for hormonal LARC devices, insertions, and removals,
administrative support for the LARC Initiative is funded by VDH’s federal Title V Maternal and Child Health Block
Grant. The VDH Reproductive Health Unit manages all programmatic components of the LARC Initiative, including
reviewing subrecipient invoices, entering patient data into the REDCap system, administering contracts, and
monitoring program impact and expenditures.
 
The Virginia LARC Initiative will conclude at the end of state fiscal year 2020 (June 30, 2020), with contracts officially
ending on May 31, 2020. The full impact of this pilot program will not be apparent until well after its conclusion, given
that unintended pregnancy, teen pregnancy, and abortion rates are released on a two-year delay. After the pilot
program ends, VDH intends to continue monitoring this data through its Office of Information Management and
Division of Population Health Data. VDH anticipates lower teen pregnancy and abortion rates among areas with a
high concentration of patients served through the Virginia LARC Initiative. In the meantime, VDH intends to track and
report the following information:

Demographic information about patients served, including race, ethnicity, and income;
Number of patients served with a substance use diagnosis;

Geographic analysis of patient residence and provider zip codes; and
Patient satisfaction.

 
 
Budget Update
 
Virginia’s Title V Adolescent Health Program monies exclusively support VDH Central Office employee salaries.
This has allowed the Adolescent Health Program Coordinator to research, write proposals, and build organizational
capacity for new Title V-funded initiatives for FY20. Beginning in FY20, Title V monies will support three new
adolescent health initiatives discussed earlier in the application: Get Real, BrdsNBz and the Youth Advisor Program.
 
 
Challenges & Barriers
 
One emerging challenge that has affected the Adolescent Health Program is a lack of information around which
communities in Virginia have access to comprehensive sexual education and which do not. Sexual education can be
implemented through schools, non-profits health departments or even individual teachers; because there are so
many potential players, there is currently no centralized place to find where sexual education is being offered, and to
whom. VDH’s Adolescent Health Program plans to use Title V funds to gather this information and make it available
to stakeholders.
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Consumer/Family Engagement & Partnership
 
The Adolescent Health Program has not previously had a structure in place to integrate youth feedback into its
strategic planning process. However, VDH’s FY20 plan to establish Youth Advisor positions at its Central Office and
develop a plan for Regional Youth Advisory Councils will create that structure. Youth Advisors will provide feedback
on existing programs, suggest new project ideas and contribute to VDH’s Adolescent Health Strategic Plan;
Regional Youth Advisory Councils will contribute to the Adolescent Health Strategic Plan as well as plan and
implement VDH-funded public health initiatives in their communities. These efforts are detailed in the Cross-Cutting
Domain application.
 
The Adolescent Health Program also funds two positive youth development programs through the Sexual Risk
Avoidance Education (SRAE) grant and solicits feedback from participants about program facilitators and overall
program satisfaction. VDH then uses this feedback to inform program implementation and support and training for
SRAE facilitators.
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Children with Special Health Care Needs

Linked National Outcome Measures

National Outcome Measures Data Source Indicator Linked NPM

NOM 17.2 - Percent of children with special health
care needs (CSHCN), ages 0 through 17, who
receive care in a well-functioning system

NSCH-2016_2017 19.8 % NPM 11
NPM 12

NOM 18 - Percent of children, ages 3 through 17,
with a mental/behavioral condition who receive
treatment or counseling

NSCH-2016_2017 56.4 % NPM 11

NOM 19 - Percent of children, ages 0 through 17,
in excellent or very good health

NSCH-2016_2017 93.7 % NPM 11

NOM 25 - Percent of children, ages 0 through 17,
who were not able to obtain needed health care in
the last year

NSCH-2016_2017 2.1 % NPM 11
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National Performance Measures

NPM 11 - Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home 

Indicators and Annual Objectives

NPM 11 - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017 2018

Annual Objective 44.9

Annual Indicator 42.7 44.2

Numerator 167,058 172,978

Denominator 391,428 391,467

Data Source NSCH-CSHCN NSCH-CSHCN

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
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Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 46.0 47.1 48.2 49.3 50.4 51.5
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Evidence-Based or –Informed Strategy Measures

ESM 11.1 - Number of providers in Virginia who have completed the medical home training module

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 25 100

Annual Indicator 0 0 0

Numerator

Denominator

Data Source Division of Child and
Family Health

VDH CYSHCN Program VDH CYSHCN Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 250.0 400.0 500.0 525.0 550.0 575.0
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ESM 11.2 - Percentage of CYSHCN served by the VA CYSHCN Program who report having a medical home

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 90 91.5

Annual Indicator 89.2 98.9 96.8

Numerator 4,061 4,391 4,239

Denominator 4,555 4,439 4,377

Data Source Office of Family Health
Services, VDH

VDH CYSHCN Program VDH CYSHCN Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 93.0 94.5 96.0 97.5 98.0 99.5
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ESM 11.3 - Percentage of children enrolled in public schools who report a primary care provider

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 40 42.5

Annual Indicator 30.6 0 0

Numerator 200,000

Denominator 653,103

Data Source Virginia Department of
Education

Virginia Department of
Education

Virginia Department of
Education

Data Source Year 2015-2016 2016-2017 2017-2018

Provisional or Final ? Final Provisional Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 45.0 47.5 50.0 53.0 53.0 53.0
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NPM 12 - Percent of adolescents with and without special health care needs, ages 12 through 17, who received
services necessary to make transitions to adult health care 

Indicators and Annual Objectives

NPM 12 - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017 2018

Annual Objective 19.3

Annual Indicator 18.8 28.1

Numerator 31,194 48,657

Denominator 166,277 172,958

Data Source NSCH-CSHCN NSCH-CSHCN

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 19.5 19.7 20.0 20.2 20.5 20.7

20
16

20
17

20
18

20
19

20
20

20
21

20
22

20
23

20
24

20

40

60

80

100

P
er

ce
nt

National - National Survey of Children's Health (NSCH) - CSHCN
Virginia - National Survey of Children's Health (NSCH) - CSHCN
Virginia - Objectives (CSHCN)

Created on 7/15/2019 at 1:56 PMPage 221 of 414 pages



Evidence-Based or –Informed Strategy Measures

ESM 12.1 - Number of providers in Virginia who have completed the transition training module.

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 25 100

Annual Indicator 0 0 0

Numerator

Denominator

Data Source Division of Child and
Family Health

VDH CYSHCN Program VDH CYSHCN Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 250.0 400.0 500.0 525.0 550.0 575.0
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State Action Plan Table

State Action Plan Table (Virginia) - Children with Special Health Care Needs - Entry 1

Priority Need

Medical Home: Promote the importance of medical home among providers and families.

NPM

NPM 11 - Percent of children with and without special health care needs, ages 0 through 17, who have a medical home

Objectives

By June 30, 2020, increase the percentage of typical and children with special health care needs served by the VDH
CYSCHN Program who can identify a primary care provider as a medical home from 89.2% to 91.5%.

Strategies

Partner with VA Chapter of the American Academy of Pediatrics (AAP), community partners, and Virginia's CYSHCN
centers (i.e. CCC centers, CDCs, VBDP sites, Sickle Cell Program sites) to develop a training module for health care
providers and families to educate on a comprehensive care approach to provide a medical home for children (including
those with special health care needs) as a component of the emerging Virginia Medical Neighborhood model.

Assure children with special health care needs receive coordinated, ongoing, comprehensive care within a medical home
(CYSHCN National Standard: Medical Home).

Through the CYSHCN network, facilitate access to comprehensive medical and support services that are collaborative,
family-centered, culturally-competent, fiscally-responsible, community-based, coordinated and outcome-oriented to
CYSCHN and their families (CYSHCN National Standard: Easy to Use Services and Supports / Care Coordination).

Assure families of children with special health care needs will have adequate private or public insurance or both to pay for
the services they need (CYSHCN National Standard: Insurance & Financing).

Assure families of children with special health care needs partner in decision making at all levels and are satisfied with the
services they receive (CYSHCN National Standard: Family Professional Partnerships / Cultural Competence).
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NOMs

NOM 17.2 - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system

NOM 18 - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or counseling

NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

NOM 25 - Percent of children, ages 0 through 17, who were not able to obtain needed health care in the last year

ESMs Status

ESM 11.1 - Number of providers in Virginia who have completed the medical home training module Active

ESM 11.2 - Percentage of CYSHCN served by the VA CYSHCN Program who report having a medical
home

Active

ESM 11.3 - Percentage of children enrolled in public schools who report a primary care provider Active
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State Action Plan Table (Virginia) - Children with Special Health Care Needs - Entry 2

Priority Need

Transition: Promote independence and transition of young adults with and without special healthcare needs.

NPM

NPM 12 - Percent of adolescents with and without special health care needs, ages 12 through 17, who received services
necessary to make transitions to adult health care

Objectives

By June 30, 2020, increase the proportion of children with and without special health care needs in Virginia who are
engaged in transition services to adult health care from 44.9% (NSCH-CYSHCN 2010) to 47.1%.

Strategies

Collaborate with VA-AAP, community partners, and Virginia's regional CYSHCN centers (i.e. Care Coordination for
Children centers, Child Development Centers, Virginia Bleeding Disorders Program sites, Sickle Cell Program sites) to
develop training modules for health care providers, school personnel, families, and adolescents to educate on best
practices regarding the delivery of transition services, the provision of transition tools, the importance of the transition
process, and self-advocacy, to achieve optimal health.

Assure youth with special health care needs receive the services necessary to make transitions to all aspects of adult life
(including adult health care, work, and independence) through referrals to adult providers, utilizing transition tools when
appropriate (CYSHCN National Standard: Transition to Adulthood).

Engage youth and families in program development and outreach for medical home and transition (Standard: Got
Transition’s Six Core Elements of Health Care Transition – Transition Completion & Youth and Family Engagement).

NOMs

NOM 17.2 - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system

ESMs Status

ESM 12.1 - Number of providers in Virginia who have completed the transition training module. Active
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Children with Special Health Care Needs - Annual Report

Children with Special Health Care Needs (CSHCN) Domain
FY18 Annual Report

 
 
The FY18 workplan for the CSHCN Domain included the following performance measures:
 

1.     Medical Home
2.     Transition

 
Strategies within the FY18 CYSHCN workplan were implemented by the Division of Child and Family Health’s
CYSHCN Program and the VDH School Nurse Consultant. VDH’s CYSHCN Program serves youth from birth to age
21 who have, or are at an increased risk for, a chronic physical, developmental, behavioral, or emotional condition,
and who also require health and related services of a type or amount beyond that required by children generally.
Activities completed during the reporting period are detailed below.
 
 

State Priority: Medical Home: Promote the importance of medical home among providers and families.
 
FY18 Performance Measure: Medical Home

NPM 11: Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home

 
Objective
 

For the FY18 application, the proposed objective was:
Increase the percentage of typical and children with special health care needs who can identify a primary care
provider as a medical home by 10% (2020).

 
The updated objective is:

By June 30, 2020, increase the percentage of typical and children with special health care needs served by
the VDH CYSCHN Program who can identify a primary care provider as a medical home from 89.2% to
91.5%.

 
 
Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM/SPM include:
 

NOM 17.2 - Percent of children with special health care needs (CSHCN) receiving care in a well-functioning

system
NOM 19 - Percent of children in excellent or very good health

 
NOM 17.2: Percent of children with special health care needs (CSHCN) receiving care in a well-functioning
system
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The most recent National Survey of Children’s Health Data, shows that only 14.8% and 23.6% of children with special
health care needs in the US and Virginia respectively, receive care in a well-functioning system (the data for Virginia
should be interpreted with caution because the confidence interval exceeds 20 percentage points). 
 
To address this issue, VDH is working with the University of Virginia to create online training modules for providers
and families that will promote the importance of a patient centered medical home. The anticipated launch date will be
late summer 2019.  Virginia providers and families will be able to complete the module free of charge.  Providers will
be able to earn Continuing Medical Education credits once they complete the module.  The goal is to help increase
awareness of the importance of having a medical home and to encourage providers to make changes within their
own practices that promote patient centered care.
 
From a program perspective, VDH continues to provide care coordination services for children with conditions that
are long term and of a physical basis. This service is comprehensive and offered in 6 different regions of the state.
Families receive support in finding a medical home (if they don’t have one), understanding their insurance, applying
for Medicaid (if presumed eligible), obtaining life preserving medication/durable medical equipment, and other
related support. According to the most recent parent satisfaction survey done in 2018 (and as documented in the
excerpt below), parents surveyed indicated that the program has helped to improve their child or family’s life. 
 
 

 
Respondents were also asked if Care Connection for Children helped to improve their child or their family’s life. On
average, respondents indicated that there has been between “Some improvement” and “A lot of improvement” as a
result of Care Connection for Children.
 
NOM 19: Percent of children in excellent or very good health
 
The most recent National Survey of Children’s Health Data, shows that 89.8% and 94.4% of children in the US and
Virginia respectively, report being in excellent or very good health.
 
 
Progress Updates
 
Strategy 1: Partner with VA Chapter of the American Academy of Pediatrics (VA-AAP), community partners,
and Virginia's CYSHCN centers (i.e. Care Coordination for Children centers, Child Development Centers,
Virginia Bleeding Disorders Program sites, Sickle Cell Program sites) to develop a training module for
health care providers to educate on a comprehensive care approach to provide a medical home for children
(including those with special health care needs) as a component of the emerging Virginia Medical
Neighborhood model.
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Data from the National Survey of Children’s Health demonstrates that both transition and medical home are lacking
across the country and Virginia is no different. According to the survey, only 42.7% of parents in Virginia report that
their child has a medical home. This is comparable to national data that stands at 43.2%. The data for transition
tends to be worse. In Virginia, 18.8% of parents reported that their child received services necessary for transition to
adult health care. This is slightly better than the national figure of 16.5% but there is room for significant improvement.
 
In order to address both issues, VDH is partnering with the University of Virginia (UVA) to create on-line training
modules to promote medical home and transition. As was described in last year’s report, the execution of the
contract was a very difficult task to achieve and took the better part of a year. Since the execution of the contract,
VDH has submitted outlines of the agency’s content expectations for transition and medical home. The intent is for
UVA to create online training modules for each topic that will have a provider and family track. Both will be free for
families who live in Virginia and for providers who practice in the state (CME’s will be offered). 
 
The process of creating such a resource has been more difficult to execute than what was initially envisioned,
however UVA has made some significant progress. During the month of February (and at the request of the VDH
CYSHCN director), UVA presented formal content for the transition family module. This presentation was done in
front of the Virginia Department of Education’s, Family Engagement Network (FEN). FEN is composed of parent
resource center staff from across the state. Many of these staff members have children with special needs so they
understand the barriers that families face. The presentation was a success and the feedback received was very
positive. As a result, UVA has been given the green light to proceed with converting the content into an actual
module. The University assured VDH that this content and the medical home modules will be ready by June 1 in
demo form. From there, it can be converted to the final product in less than a week after VDH provides formal
approval. Once the modules have been developed, VDH will be able to track the number of people who complete
them for the medical home and transition ESMs.
 
On a national level, the Virginia CYSHCN Director was asked to present at AMCHP 2019 as part of a team by a
representative from the American Academy of Pediatrics.  The title of the presentation was, “Teamwork Makes the
Dream Work — How Title V Programs Can Support Implementation of Innovative and Promising Practices in
Medical Home Implementation.” The VDH CYSHCN Director presented on the steps that were taken to come up
with the module idea for medical home. He described the process that involved an application for formal technical
assistance, the establishment of the medical neighborhood collaborative, and agreement on content for the
modules.  The presentation was well-received and at least one state expressed an interest in partnering with VDH to
promote the modules in their state (once completed). 
 
 
Program-Specific Medical Home Activities
 
Care Connection for Children (CCC) Program
 
The CCC Program worked directly with primary care and specialty care providers to provide care coordination
services for families and to help link them to primary care providers as needed.  The relationship that the CCC care
coordinators have with medical providers is unique.  When needed, they support families by:
 

Working with primary care providers and specialists to get prior authorizations;

Explaining health insurance/benefits;
Linking the families to sometimes hard to find durable medical equipment providers and;
Helping to overcome any barriers that are making it difficult for the child with special needs to obtain
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services. 
 
The CCC Program conducts a parent survey periodically (in partnership with Virginia Commonwealth University) to
measure parent satisfaction with services.  The most recent survey was completed in 2018 and 97.5% of parents
surveyed stated that their child had a primary care provider.  VDH uses the term “primary care provider” rather than
medical home in the survey because it is a term that is more easily understood by the general public.  In addition to
encouraging clients to have a medical home, the CCC program provides a service that is supportive of the child’s
medical home and specialty care.  The figure below was taken from the parent survey and demonstrates some of the
supportive services that are provided.  In the survey, respondents were asked, “Since Care Connections for Children
has been assisting you, has it been easier to do these things?”  The results were compared to data gathered in 2013
and the chart displays the percentage of clients who answered “yes” (does not apply and not sure answers were
dropped).  
 

 
 
Child Development Center Program
 
The CDC Program received about 82% of its client referrals from medical providers whom they subsequently
worked with to assess youth suspected of having developmental or behavioral disorders. In order to complete the
assessments, the program worked closely with parents, referring clinical providers, and school systems.  Overall, the
number of children served by the CDCs who had a primary care provider at the time of their assessment was
approximately 99%.  This high percentage is likely because centers often need referrals for services in order to get
reimbursed and they seek medical records from those providers before they complete their assessment.  Therefore,
many of the families served will need to have a medical home for a referral (if one is lacking).  When a child is
identified as not having a provider, center staff work closely with the family to connect them to one.  
 
Sickle Cell and Bleeding Disorders Programs
 
The four pediatric comprehensive sickle cell clinics reported that 98.5% of their patients had a medical home
(primary care provider).  Each clinic site coordinated care and ensured patients had a PCP in different ways (as
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described below):
One clinic site verified the PCP at each visit.  Families were educated on the importance of having well visits
with their PCP, which encouraged the continuity of care for conditions not related to sickle cell disease. The
clinic also worked in partnership with the PCP to arrange the initial visit at the sickle cell clinic and to start

penicillin by two months of age.
Another clinic site sent the clinic notes and letters to the primary pediatrician after each sickle cell clinic visit. 
The third clinic site assisted the families of newborns in finding a PCP in their community with appropriate

knowledge and experience with sickle cell disease. Identified PCPs were provided with the NIH “Evidence-
Based Management of Sickle Cell Disease; Expert Panel Report from 2014.” Coordination of care with the
PCP was maintained via telephone calls and/or written summaries detailing the plan of care and current

health status of the patient following the comprehensive clinic evaluation.
The fourth clinic site maintained contact with the PCP to ensure providers made timely referrals to the clinic to
confirm the diagnosis of sickle cell disease and other hemoglobinopathies, facilitate entry of infants into care,

and ensure patients remained in care.
 
At the end of FY18, 59% of Virginia Bleeding Disorder clients over 21 years reported having a PCP; 88 % of clients
under 21 reported having a PCP. 
 
 
Strategy 2: Collaborate with Department of Education (DOE), VA-AAP, Head Start, Virginia Preschool
Initiative programs, and community partners to educate families, health care providers, community
partners, school personnel, and the public on the importance of children and families establishing a
medical home, obtaining recommended physical examinations, developmental screenings, and appropriate
immunizations needed to promote optimal health through early screening, detection, and referral.
 
This work is implemented through the VDH School Health Nurse Consultant’s regularly review and updates to the
school health guidelines for school nurses, in addition to a long-standing partnership between and the Department of
Education (DOE).
 
In FY18, the Title V-funded VDH School Nurse Consultant continued to support support trainings for personnel in
Virginia schools on the importance of all children (including CYSHCN) having a medical home to students and their
families. VDH continued its partnership with DOE to provide workforce development and school health guidelines for
school nurses. VDH is also committed to partnering with DOE to collect survey data on whether students have a
medical home and will continue to advocate for ongoing surveillance.
 
 
Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 workplan aligned with the following ESM(s):

ESM 11.1 - Number of providers in Virginia who have completed the medical home training module
ESM 11.2 - Percentage of VDH CYSHCN who report a primary care provider

ESM 11.3 - Percentage of children enrolled in public schools who report a primary care provider
 

ESM 11.1: The program did not meet the annual target for this ESM because the modules are still under
development.  As was described in last year’s report, the execution of the contract was a very difficult task to achieve
and took the better part of a year.  Since the execution of the contract, VDH has submitted outlines of the agency’s
content expectations for transition and medical home.  The intent is for UVA to create online training modules for
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each topic that will have a provider and family track. Both will be free for families who live in Virginia and for
providers who practice in the state (CME’s will be offered). 
 
In order to hold UVA accountable, VDH MCH leadership started holding monthly meetings with them.  Hard
deadlines were set and UVA has made significant progress.  During the month of February (and at the request of the
VDH CYSHCN director), UVA presented formal content for the transition family module.  This presentation was done
in front of the Virginia Department of Education’s, Family Engagement Network (FEN).  FEN is composed of parent
resource center staff from across the state.  Many of these staff members have children with special needs so they
understand the barriers that families face.  The presentation was a success and the feedback received was very
positive.  As a result of this, UVA has been given the green light to proceed with converting the content into an actual
module.  The University assured VDH that this content and the medical home modules will be ready by June 1 in
demo form.  From there, it can be converted to the final product in less than a week after VDH provides formal
approval.  Once the modules have been developed, VDH will be able to track the number of people who complete
them for the medical home and transition ESMs. 
 
ESM 11.2: During the previous fiscal year, 88% of bleeding disorders pediatric clients, 97.5% of CCC clients, 82%
of CDC clients, and 98.5% of sickle cell clients reported having a primary care provider.  Overall, 91.5% of CYSHCN
program clients reported having a primary care provider.  This meets the target set for FY18 for youth under 21. 
 
ESM 11.3: Data is not available this reporting year due to question removal from the school nurse survey. The Title V
Director, MCH Lead Epidemiologist, and Title V Coordinator are developing plans with the DOE school nurse
contact to review processes and maximize opportunity for future data collection.
 
 

State Priority: Transition: Promote independence and transition of young adults with and without special healthcare

needs.
 

FY18 Performance Measure: Transition
NPM 12 - Percent of adolescents with and without special health care needs who received services necessary to
make transitions to adult health care

 
Objective
 
For the FY18 application, the proposed objective was:

Increase the proportion of children ages 10-24 engaged in transition services to adult health care by 10%

(2020).
 

The updated objective is:
By June 30, 2020, increase the proportion of children with and without special health care needs in Virginia
who are engaged in transition services to adult health care from 44.9% (NSCHCYSHCN 2010) to 47.1%.

 
 
Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM/SPM include:
 

NOM 17.2 - Percent of children with special health care needs (CSHCN) receiving care in a well-functioning
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system
NOM 19 - Percent of children in excellent or very good health

 
 
Progress Updates
 
Strategy 1: Collaborate with VA-AAP, community partners, and Virginia's regional CYSHCN centers (i.e.
Care Coordination for Children centers, Child Development Centers, Virginia Bleeding Disorders Program
sites, Sickle Cell Program sites) to develop training modules for health care providers, school personnel,
families, and adolescents to educate on best practices regarding the delivery of transition services, the
provision of transition tools, the importance of the transition process, and self-advocacy, to achieve
optimal health.
 
Progress on developing the transition training module is detailed above.
 
 
Program-Specific Transition Activities
 
CCC Program
 
The CCC Program continued to use the unique transition tool that it created.  Care coordinators use the tool to help
identify client needs and plan for their future.  The tool focuses on all aspects of adult life, including
education/vocation/employment, health and wellness, mobility/transportation/recreation, and legal/insurance/adult
benefits/housing.  The Children’s Hospital of the King’s Daughters CCC program developed the tool and they update
it regularly with consultation from the other CCC centers across our state who are contracted with the CSHCN
program. The tool is based on the work of Got Transition.
 
In addition to the above, VDH partnered with VCU to survey parents of children who receive services from a CCC
center. Transition related data was very positive, especially when compared to the data from the last time the survey
was conducted.  In the 2018 survey, 80.7% of parents surveyed stated that the CCC program has made it easier for
them to prepare their child for adulthood.  This is up from 2013 when 65% of parents stated the program made it
easier to prepare their child.
 
CDC Program
 
The CDC Program provided assessments and diagnoses of very young children suspected of having developmental
and behavioral conditions such as ADHD and autism.  Program staff worked with in house Virginia Department of
Education staff to refer older youth to their local school system for transition services when required (all youth served
by this program are referred for clinical services as needed).   
 
Sickle Cell and Bleeding Disorders Programs
 
Each pediatric sickle cell clinic identified at least one adult provider that will accept sickle cell patients and used the
American Society of Hematology Sickle Cell Disease Transition Readiness Assessment to assess patients’
readiness for transition. In FY18, 24 patients had their first adult provider clinic appointment. Due to geographical
location and resources, each clinic handles transition differently, as described below:

One clinic has a designated Transition Coordinator that provided transition and social work services to
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patients 15-21 years of age. The Transition Coordinator conducted ongoing assessments for each patient
and family to gauge their strengths/needs.  Counseling and connection to community resources were
provided to help families in need identified through assessments.  Cognitive Behavior Therapy is used to

address issues that may be affecting patients’ ability to cope with their illness.  All transition aged patients and
their parents were provided data to create their individualized health care transition plan, which is
documented in their charts.  Data was collected via the Transition Coordinator Assessment during clinic

appointments.  Each team member worked with the patient to ensure the plan was comprehensive and
appropriate to address the unique needs of that patient.  All transition aged patients were educated about the
phases of transition during clinic appointments, ER visits, and hospital admissions.  New educational

materials were distributed as they were available and documented in patients charts.  All new patient
appointments for adult providers were made by the patient with the assistance of the Transition Coordinator. 
The transition coordinator attended, when possible, and documented the patient’s participation in the first

appointment.  Patients called the transition coordinator when there was a problem or concern with the adult
provider and adult physicians often consulted the transition coordinator with client issues.  When possible, the
transition coordinator saw the patient while they were admitted (as a courtesy to the physicians).

Another clinic used the American Society of Hematology survey to help assess learning needs of patients.
The Clinical Nurse Educator attempted to meet with the majority of transition age patients to assess
knowledge and explain the reason for transition and what to know when transition is complete. When answers

were unknown, the Nurse Educator went into detail about each question until she believed the patient
understood the information provided. The education consultant attempted to meet with the majority of patients
going to college/university to ensure that they connected to the disability office and were receiving proper

assistance.
The third clinic site distributed a transition notebook at the comprehensive clinic appointment closest to the
patient’s 15th birthday, which begins the process of creating a personal health care management organizer. 

Once the notebook is received, each patient participated in a four-part curriculum.  Part One focused on
knowledge of medical history/genetics, medication management, and self-care.  Part Two covered
educational/vocational options.  Part Three covered health benefits/insurance, and Part Four covered social
support, coping, self-esteem and resource identification.  Patients also received a copy of Hope and Destiny

Jr. and a lunch lecture was held during one of the sickle cell clinics that focused on transition. 
The fourth clinic site entered patients in the transition program upon starting the ninth grade.   Each patient
received a transition notebook that contained a transition curriculum that served as a guide in the

development of an individualized health care plan. This plan addressed issues in the following domains:
medical, social, educational/vocational and psychological.  In addition to the intervention that occurred in
clinic, two weekend overnight retreats with transition age patients were planned

 
The bleeding disorder centers had nine patients transition from pediatric to adult care in SFY18. The Program
Manager held quarterly calls to discuss the patients that would be transitioning to adult care. Some of the other
efforts that the centers took were:

The nurse coordinator at one center moderated a transition panel at the Hemophilia Association of the

Capital Area Family Education Day;
One center prepared a business proposal to start an adult hematology program.

 
 
Strategy 2: Partner with child care, medical providers, CYSHCN resources/organizations, schools, and early
childhood serving state agencies to educate and provide support to children (and their families). Include the
provision of individualized health care plans and training on transitioning children and adolescents to child
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care, elementary/middle/high school entry, and into adulthood.
 
 
Early Childhood Health and School Nursing
 
The ECH Consultant works with child care providers, school health providers, and state-level early childhood
stakeholders on efforts related to early transitions into child care and elementary school. This work is increasingly
connected to the emerging Developmental Screening Initiative detailed in the Child Health Domain.
 
The VDH School Nurse Consultant partners closely with DOE and state-level partners serving elementary to high
school-aged students enrolled in public, private, and parochial schools. In FY17, the School Nurse Consultant
designed and launched a state adolescent health website and, in FY18, provided training opportunities for school
nurses based on the Office of Adolescent Health’s Adolescent Health: Think, Act, Grow® Playbook. The consultant
also updated and published school nursing guidelines designed to increase the percentage of adolescents with and
without special health care needs who receive services necessary to make transitions to adult health care.
 
The School Nurse Consultant retired in FY18. A state Adolescent Health Coordinator was recruited and will partner
with the incoming School Nurse Consultant on a range of initiatives for adolescents transitioning from middle school
to high school and into young adulthood.
 
 
CYSHCN Public-Private Partnership Network
 
The CYSHCN program partners closely with major public and private medical centers and universities across the
state. A map of all partner centers is attached to this submission. Contractual partners include:

 
Child Development Centers

 
Southwest Virginia Child Development Clinic, Gate City, VA:  http://www.vdh.virginia.gov/lenowisco/child-
development-clinic/ 
Shenandoah Valley Child Development Clinic, Harrisonburg, VA:  http://www.jmucdc.org/ 
Children’s Specialty Group Child Development Centers,
Norfolk, VA:  https://csgdocs.com/specialties/developmental-pediatrics/ 
Virginia Commonwealth University Child Development
Clinic, Richmond, VA:  https://www.chrichmond.org/Services/Developmental-Pediatrics.htm    
Carilion Pediatric Neurodevelopmental Clinic,
Roanoke, VA:  https://www.carilionclinic.org/specialties/pediatric-child-development   

 
Care Connection for Children

 
  Southwest Virginia Care Connection for Children Washington County Community Services,
Bristol, VA:http://www.vdh.virginia.gov/mount-rogers/maternal-and-child-health/
Blue Ridge Care Connection for Children, Charlottesville, VA:    https://childrens.uvahealth.com/services/blue-
ridge-care-connection 
  Northern Virginia Care Connection for Children, Fairfax, VA:  https://www.inova.org/ccc 
  Hampton Roads Care Connection for Children Children's Hospital of The King's Daughters,
Norfolk, VA:    http://www.chkd.org/Our-Services/Specialty-Care-and-Programs/Support-Services/Care-
Connection-for-Children/ 
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  Central Virginia Care Connection for Children,Richmond,VA:    https://careconnections.vcu.edu/ 
Roanoke Area Care Connection for Children, Roanoke, VA:     https://www.carilionclinic.org/care-connection-
children 

 
Sickle Cell

 
Children's Hospital of Richmond at VCU, Richmond, VA: https://www.chrichmond.org/Services/Hematology-
and-Oncology.htm
University of Virginia, Charlottesville, VA: https://childrens.uvahealth.com/services/pediatric-blood-disorders
Children's Hospital of the King's Daughters, Norfolk, VA: http://www.chkd.org/our-services/specialty-care-and-
programs/cancer-and-blood-disorders-center/about-sickle-cell-anemia/
Pediatrics Specialists of Virginia, Fairfax, VA:  https://psvcare.org/specialty/cancer-and-blood-disorders

 
Bleeding Disorders

 
Virginia Commonwealth University, Richmond, VA: https://htc.vcu.edu/
University of Virginia, Charlottesville, VA: https://childrens.uvahealth.com/services/pediatric-blood-disorders
Children's Hospital of the King's Daughters, Norfolk, VA: http://www.chkd.org/our-services/specialty-care-and-
programs/cancer-and-blood-disorders-center/about-pediatric-bleeding-disorders/
Children's National Medical Center, Washington DC (satellite clinic in Falls Church,
VA): https://childrensnational.org/departments/center-for-cancer-and-blood-disorders/programs-and-
services/blood-disorders/programs-and-services/comprehensive-hemostasis-and-thrombosis-program

 
 
These partnerships benefit families tremendously because they are able to receive the services they need through
one “open door.”  For example, children with sickle cell disease often need care from several specialty providers
such as nephrologists, neurologists, and radiologists.  The health systems we collaborate with readily refer children
to these specialties within their own health system and services are generally offered at the same campus.  This
similar benefit exists for CYSHCN served through our CCC, CDC, and bleeding disorder programs at health
systems. 
 
In addition, the Virginia Administrative code states that the Virginia Department of Education will collaborate with the
four CYSHCN programs to provide consultation for families, providers, educators, and school administrators. The
program staff partners with the school systems and the educational consultants to ensure students receive services
consistent with their level of need. As needed, the Educational Consultants make school visits, communicate with
teachers, counselors, and school nurses to activate home schooling and provide the information necessary to
families, providers, and school personnel to navigate development of 504 plans and IEPs.
 

 
Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 workplan aligned with the following ESM(s):

ESM 12.1 - Number of providers in Virginia who have completed the transition training module
 
ESM 12.1: The program did not meet the annual target for this ESM because the modules are still under
development.  As was described in last year’s report, the execution of the contract was a very difficult task to achieve
and took the better part of a year.  Since the execution of the contract, VDH has submitted outlines of the agency’s
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content expectations for transition and medical home.  The intent is for UVA to create online training modules for
each topic that will have a provider and family track. Both will be free for families who live in Virginia and for
providers who practice in the state (CME’s will be offered). 
 
In order to hold UVA accountable, VDH MCH leadership started holding monthly meetings with them.  Hard
deadlines were set and UVA has made significant progress.  During the month of February (and at the request of the
VDH CYSHCN director), UVA presented formal content for the transition family module.  This presentation was done
in front of the Virginia Department of Education’s, Family Engagement Network (FEN).  FEN is composed of parent
resource center staff from across the state.  Many of these staff members have children with special needs so they
understand the barriers that families face.  The presentation was a success and the feedback received was very
positive.  As a result of this, UVA has been given the green light to proceed with converting the content into an actual
module.  The University assured VDH that this content and the medical home modules will be ready by June 1 in
demo form.  From there, it can be converted to the final product in less than a week after VDH provides formal
approval.  Once the modules have been developed, VDH will be able to track the number of people who complete
them for the medical home and transition ESMs. 
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Children with Special Health Care Needs - Application Year

Children with Special Health Care Needs (CSHCN) Domain
FY20 Application

 
 
The FY20 workplan for the CSHCN Domain includes the following performance measures:

 
1.     Medical Home
2.     Transition

 
Marcus Allen, MPH (CSHCN Director) currently serves as the Title V CSHCN Domain Lead. Shamaree Cromartie,
MPH (Blood Disorders Coordinator) oversees the sickle cell and bleeding disorders programs.
 
For the FY20 Application, the Title V Acting Director / Coordinator, CSHCN Director, and Blood Disorders
Coordinator worked to align the state CSHCN action plan with the Standards for Systems of Care for Children and
Youth with Special Health Care Needs.
 
In addition, the CSHCN Domain Team worked to build out a transition workplan aligned with and responsive to
Virginia’s report from the Got Transition’s Assessment of Health Care Transition (HCT) Activities in Care
Coordination Efforts conducted in May 2017.
 
 
Program Overview
 
VDH’s Children and Youth with Special Health Care Needs (CYSHCN) programs serve youth from birth to age 21
who have, or are at an increased risk for, a chronic physical, developmental, behavioral, or emotional condition, and
who also require health and related services of a type or amount beyond that required by children generally.
Approximately 40% of the state’s federal allocation serves this vulnerable population. To maximize federal funding
and facilitate linkages to care, most CYSHCN efforts are provided in partnership with major health care systems and
universities.
 
Care Connection for Children (CCC)
 
The CCC program is a statewide network of six regional centers of excellence that provide care coordination
services to reduce barriers that families face when trying to access care. Such services include, but are not limited
to:
 

Medical insurance benefit evaluation and referral (including Medicaid);
Linkage to a primary care provider/medical home;
Referrals to necessary resources and specialty services;

Family-to-family support via parent coordinators;
Support from the Virginia Department of Education’s (DOE’s) state educational consultants and;
A pool of funds for uninsured or underinsured families with no other means for obtaining life-preserving

medications and/or durable medical equipment.
 
Child Development Centers (CDCs)
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The CDC program serves families with children who are suspected of having behavioral or developmental disorders
(e.g. autism, ADD/ADHD, learning disabilities, anxiety, PTSD, mood disorders). Five regional centers provide
multidisciplinary assessments of each child, as well as diagnoses and short-term care coordination to link families to
necessary services beyond the capabilities of most primary care providers. The program helps to respond to state
and national shortages of developmental and behavioral pediatric service providers.
 
Virginia Bleeding Disorders Program (VBDP)
 
The VBDP recognizes the ongoing medical costs of treating a bleeding disorder may exceed a families’ financial
capacity, so the program provides a “safety net” for persons with bleeding disorders and their families. The VBDP
also recognizes the importance of comprehensive hemophilia care; therefore, the program supports a statewide
network of comprehensive care centers to promote coordinated, family-centered, culturally competent,
multidisciplinary system of care for clients of all ages with inherited bleeding disorder. A major service of the program
is insurance case management that assists families in knowing all of their insurance options, completing the
application and enrollment process.  In addition, the program has funds to assist 20 patients with premium
assistance and to assist uninsured and underinsured persons obtain medication (factor) and/or supplies via a pool
of funds.  
 
Virginia Sickle Cell Awareness Program (VASCAP)
 
VASCAP provides access for adult sickle cell screening and follow-up education for individuals and families
identified with sickle cell disease and other hemoglobinopathies.  VASCAP collaborates with the Virginia Newborn
Screening Program and the Pediatric Comprehensive Sickle Cell Centers to insure early parent education,
encourage confirmatory testing, and early entry into care for newborns and their families identified with sickle cell
disease and other hemoglobinopathies. The Pediatric Comprehensive Sickle Cell Centers are located in major
medical systems throughout the Commonwealth.  The centers provide comprehensive medical and support services
for newborns and children living with sickle cell disease.
 
 

State Priority: Medical Home

FY19 Performance Measure: NPM 11 - Percent of children with and without special health care needs having a
medical home
 
OBJECTIVE: By June 30, 2020, increase the percentage of typical and children with special health care needs

served by the VDH CYSCHN Program who can identify a primary care provider as a medical home from 89.2% to
91.5%.

 
Strategy 1: Partner with VA Chapter of the American Academy of Pediatrics (AAP), community partners,
and Virginia's CYSHCN centers (i.e. Care Coordination for Children centers, Child Development Centers,
Virginia Bleeding Disorders Program sites, Sickle Cell Program sites) to develop a training module for

health care providers and families to educate on a comprehensive care approach to provide a medical
home for children (including those with special health care needs) as a component of the emerging
Virginia Medical Neighborhood model.
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Activity Expected
Completion

Date

Responsible Staff

Renew contract with UVA 7/1/19 Marcus Allen
(CSHCN Director)

Hold monthly meetings with UVA to encourage
accountability in producing module product and

additional module work

Monthly Jennifer MacDonald
(Acting DCFH

Director, Newborn
Screening Program
Manager), Marcus

Communicate with Medical Neighborhood
Collaborative regarding updates on module

development and hold launch event

Fall 2019 Marcus and UVA

Through the fall of 2019, monitor UVA's
progress in developing a module homepage,
assure demo is completed, and make sure

actual modules are launched

7/1/2019-
12/31/2019

Marcus

Prepare communication plan with UVA and
execute

by 1/31/20 Marcus, Carla
Hegwood (Acting
Title V Director),

Shamaree
Cromartie (Blood

Disorders Program
Coordinator), Dana
Yarbrough (Title V

MCH Family
Representative /

F2F)

By end of SFY19, develop evaluation plan to
include pre/post-tests with UVA.

by 6/30/20 VDH & UVA

Tracking of people who complete the modules January
2020 -

Ongoing

VDH & UVA

 
During the past year, VDH has dedicated a considerable amount of time working with UVA to move the module
content and development forward.  The vision of the work is coming together but the development of such a tool has
been more difficult than what was initially anticipated.  In order to help assure that deadlines are met and that UVA
produces a product by the end of 2019, VDH staff will meet with them monthly.  The meetings will involve key VDH
staff and focus very closely on deliverables.  Critical components of the plan include the following:
 

Contract renewal to continue funding;
Communication with the medical neighborhood group (helped to conceive idea and framework for module)

and the planning of a launch event;
Development of a module home page, demo, and final product that is launched;
Preparation of a communication plan to promote the modules;

Preparation of an evaluation plan;
Tracking of the number of people who complete the modules. 
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VDH anticipates being able to launch the modules by December of 2019 with UVA.  The agency will then track the
number of people who complete the modules by discipline.  This will allow us to report figures for the Evidenced
Based Performance Measure that was created for this work. 
 
 
Strategy 2: Assure children with special health care needs receive coordinated, ongoing, comprehensive

care within a medical home (CYSHCN National Standard: Medical Home).
 

Activity Expected

Completion
Date

Responsible Staff

Partner with family-identified medical home to
coordinate care for CYSHCN served through

CCCs, CDCs, SCPs, and Bleeding disorders
programs

Ongoing Marcus

Partner with family-identified medical home to
coordinate entry into specialty care for

newborns with a positive hemoglobinopathy
screening.

Ongoing Shamaree

All CYSHCN programs will continue to promote
medical home and help families find one if

needed
Ongoing Marcus, Shamaree

All programs will help to promote the medical
home module to families once they have been
created and they will be asked to promote the

modules within their health systems as a
whole. 

January
2020 -

Ongoing

Marcus, Shamaree,
center partners

 
As a unit, the CYSHCN team will continue to require that all of its programs include work plan language regarding
promoting the importance of a medical home to all families served.  These requirements will continue to go beyond
promotion and require that centers connect families to a medical home, if they don’t have one.   The CCC Program
will continue to work directly with primary care and specialty care providers to provide care coordination services for
families and help link them to services as needed.  The program will also continue to help obtain prior authorizations;
explain health insurance/benefits to families; link families to sometimes hard to find durable medical equipment
providers; and help to overcome any barriers that are making it difficult for the child with special needs to get
services.
 
The CDC program will continue to serve as a resource for providers and families to provide assessments of children
suspected of having developmental or behavioral conditions.  Upon diagnosis, the centers will share results with
families and providers (as approved by parents) and will connect diagnosed CYSHCN to resources within their own
community.  In addition, central office staff will work with state Medicaid and managed care organizations to try and
improve reimbursement issues that have plagued the program during the last fiscal year.  The VBDP and Pediatric
Comprehensive Sickle Cell Centers will continue to partner with medical homes to coordinate care in partnership
with families.  Once the medical home modules are created, the information will be shared with all the centers for
them to share with patients and their families.
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Strategy 3: Through the CYSHCN network, facilitate access to comprehensive medical and support
services that are collaborative, family-centered, culturally-competent, fiscally-responsible, community-
based, coordinated and outcome-oriented to CYSCHN and their families (CYSHCN National Standard:

Easy to Use Services and Supports / Care Coordination).
 

Activity Expected

Completion
Date

Responsible Staff

Conduct subrecipient monitoring to ensure
partners meet required service levels for

providing care coordination and other similar
services. 

Ongoing
Marcus and
Shamaree

Maintain infrastructure for centralized data
system (CCC-SUN) for use by statewide CCC
staff to track and document case management

and care coordination services, insurance
type, pool of funds, and I&Rs.

Ongoing Marcus

Collaborate with CCC Directors to encourage
staff to become and maintain certifications as

case managers
Ongoing Marcus

Convene center director/consultant meetings to
provide technical assistance and troubleshoot
issues. Staff will make annual site visits and/or
offer technical assistance via phone or email

as well.

Ongoing
Marcus and
Shamaree

 
 
The CYSHCN program in Virginia partners very closely with major medical centers across the state.  Contractual
partners include: Children’s Hospital of the King’s Daughters in the Tidewater Region, the University of Virginia
Health System in the Blue Ridge region, Carilion Health System in the Roanoke/southwest region, INOVA Health
System and Children’s National Medical Center in the northern region, and Virginia Commonwealth University Health
System in the central region.  This partnership benefits families tremendously because they are able to receive the
services they need through one “open door”.  For example, children with sickle cell disease often need care from
several specialty providers such as nephrologists, neurologists, and radiologists.  The health systems VDH partners
with readily refer children to specialties within their own health system and services are generally offered on the
same campus.  This same benefit exists for CYSHCN served through the CCC, CDC, and bleeding disorder
programs. 
 
Two of the SCP sites implement satellite clinics in areas with geographic need for services in order to improve family
access of care. They also address issues of family support, health insurance, and identify transportation barriers for
patients getting to appointments and provide assistance in obtaining bus tickets, Medicaid cabs, gas vouchers, etc. 
The centers refer patients to the appropriate community-based organizations, such as the Sickle Cell Association
program, Catholic Charities, food banks and other community resources.  The centers encourage staff and patients
to participate in events such as Camp Young Blood, sickle cell walks, holiday parties and a sickle cell ball.  The
VBDP program manager works with the Virginia Hemophilia Foundation on education to families regarding,
ED/EMS, dental services, and education regarding schools. VBDP helps families fill out applications for children to
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participate in a summer camp.  In addition, families continue to have access to Virginia Department of Education
(DOE) consultants and social workers who often work at program sites and function as part of a comprehensive
team that strives to meet the needs of CYSHCN.  Services provided in this manner help ameliorate barriers and
assure that providers work together to most effectively serve families.
 
 
Strategy 4: Assure families of children with special health care needs will have adequate private or public

insurance or both to pay for the services they need (CYSHCN National Standard: Insurance & Financing).
 

Activity Expected
Completion

Date

Responsible Staff

Through CYSHCN programs, conduct medical
insurance benefits evaluation and coordination,

to include identifying potential Medicaid-
eligible families, providing assistance with

applying, and providing ongoing education and
support to access covered services.             

Ongoing Marcus, Shamaree

Work towards strengthening relationship with
DMAS/MCOs and health systems by exploring

opportunities for shared financing to sustain
and expand services.

Ongoing Marcus

Administer a Care Connection for Children
pool of funds for payment of direct medical

care services for the uninsured and
underinsured clients.

Ongoing Marcus

Administer a bleeding disorders pool of funds
for payment of direct medical care services for

the uninsured and underinsured clients.
Ongoing Shamaree

Manage an insurance case management
contract (PSI) to help assure people with

bleeding disorders have ongoing access to
insurance.

Ongoing Shamaree

Continue to encourage social work support at
the VBDP and SCP centers across the state

Ongoing Shamaree

 
The CYSHCN programs will continue to help families struggling with insurance issues by connecting them to public
and private options as needed.  The CCC program reports that 94% of CYSCHN served are insured and the CDC
program reports that 98% are insured.  As for the VBDP, 96% of patients have private or public insurance.  The
VBDP has a trained social worker who is very knowledgeable of health insurance options and works very closely
with families to find the most cost effective insurance solutions that meet both family and client medical needs.  One
of the VBDP’s most important partners in this process is Patient Services Incorporated (PSI). PSI will continue to
provide insurance case management and premium assistance to help eligible families maintain insurance
coverage.  Based on the data reported from the centers, 96% of sickle cell patients have private or public insurance. 
Each center has social work support to help families address insurance needs and as with all VDH CYSHCN
programs, families are encouraged to apply for Medicaid if it appears they are eligible. 
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During the last several months, the state of Virginia was successful in expanding Medicaid for the first time. 
Program partners are aware of this and will continue to support families as they seek to access insurance options. 
This is critical for all programs but it makes the most difference for young adults transitioning and for people of all
ages who have hemophilia.  Since implementation, the CYSHCN program has already had a number of clients with
hemophilia transition to Medicaid. 
VDH will continue to manage a Pool of Funds (POF) for the CCC and VBDP. The POF is the payer of last resort,
and helps families purchase needed medications when no other viable options are present, including insurance. The
Hearing Aid Loan Bank is located at one of the regional CCC centers and continues to provide gap-filling services to
families of children with hearing loss.  During the upcoming fiscal year, the program plans to purchase new hearing
aids for loan. In addition, the Care Coordination Notebook -- Financing and Managing Your Child's Health Care --
continues to be available, providing an overview of how health insurance works, how to understand and use
deductibles and co-insurance, in addition to providing a summary of available public waiver programs and sample
advocacy letters (e.g. appeal, claim reconsideration) for the family’s use with insurers. 
 
 
Strategy 5: Assure families of children with special health care needs partner in decision making at all
levels and are satisfied with the services they receive (CYSHCN National Standard: Family Professional
Partnerships / Cultural Competence).
 

Activity Expected

Completion
Date

Responsible Staff

Maintain paid parent coordinators at each
CCC center to provide support and resources

to families served.             
Ongoing Marcus

Assure CYSHCN centers identify and address
family barriers, priorities, and concerns (e.g.
sickle cell psychosocial assessments) while
promoting family engagement in decision-
making at all levels of care planning and

management (e.g. IEPs, 504 plans, home
management of bleeding disorders).

Ongoing Marcus, Shamaree

Solicit, document, and respond to family
feedback on satisfaction with services (e.g.
bleeding disorders family satisfaction survey
every other year, CCC parent survey every 5

years).

Ongoing Shamaree, Marcus

Empower and equip populations impacted by
sickle cell and bleeding disorders to manage
complexities of the disease through various

community support and education
activities/programs (e.g. youth transition camp,

faith-based outreach).

Ongoing Shamaree

 
The regional Care Connection for Children centers (CCC) will continue to employ parent coordinators as staff and
they will actively engage families in order to offer resources and support. Most of the parent coordinators have a child
with a special health care need so they understand the unique challenges families face. In addition to providing
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general support to families, parent coordinators in various regions across the Commonwealth work to: maintain
center resource lists; create newsletters; lead educational activities and trainings; and work closely with families on
overcoming barriers to care. 
 
Another one of our core programs, the Child Development Centers (CDCs) also actively engage families.  The
CDCs provide assessments of children suspected of having developmental and/or behavior conditions.  Families
are an active part of the assessments that are done and they receive documentation regarding diagnoses.  In
addition, center staff members refer them to clinical and non-clinical resources for assistance and share the results
of their assessments with other providers serving the family.  
 
The Virginia Bleeding Disorders Program (VBDP) and the Sickle Cell Program (SCP) will continue to have a
number of programs/events to support families in decision making at all levels.  The VBDP educates families on
home therapy management for those who infuse at home.  The SCP centers offer genetic counseling to aide in future
reproductive decision making.  The regional centers provide events for families, including social gatherings and
overnight camps with educational and group activities focusing on transition and self-advocacy. The program will
continue to provide basic information about SCD and a forum for families to discuss the challenges for caring for an
infant with SCD. Social workers will continue to send out pertinent information for families as topics arise pertaining
to medical advances in SCD.  Families with newborns diagnosed with SCD will be given a copy of Hope and
Destiny: A Patient’s and Parent’s Guide to Sickle Cell Anemia and patients entering the transition phase will be
given a copy of Hope and Destiny Jr (as funding allows). 
Some of the blood disorders programs (sickle cell and bleeding disorders) want to strengthen family engagement in
FY 20. One of the hemophilia treatment centers’ goal is to implement a working consumer advisory board for the
patient population to assist in program planning and management. Patients will be invited to participate in two
meetings annually to discuss the needs of the bleeding disorder community.  One of the sickle cell clinics plans to
expand their current Ambassador Program.  The social worker will hold monthly meetings with designated
ambassadors.  The monthly meetings will address: (1) ways to educate the public on sickle cell disease, (2) ways to
celebrate individuals diagnosed with sickle cell disease and families, and (3) ways to provide ongoing support for
families in need. In addition to the monthly meetings, ambassadors may attend legislative meetings such as Annual
Advocacy Day. 
 
 
State Priority: Transition
FY19 Performance Measure: NPM 12 - Percent of adolescents with and without special health care needs, ages

12 through 17, who received services necessary to make transitions to adult health care 
 
OBJECTIVE: By June 30, 2020, increase the proportion of children with and without special health care needs in
Virginia who are engaged in transition services to adult health care from 44.9% (NSCH-CYSHCN 2010) to 47.1%.

 
Strategy 1: Partner with VA Chapter of the American Academy of Pediatrics (AAP), community partners,
and Virginia's CYSHCN centers (i.e. Care Coordination for Children centers, Child Development Centers,
Virginia Bleeding Disorders Program sites, Sickle Cell Program sites) to develop a training module for

health care providers and families to educate on a comprehensive care approach to provide a medical
home for children (including those with special health care needs) as a component of the emerging
Virginia Medical Neighborhood model.

 
Please see narrative provided under the Medical Home narrative as the project encompasses both priorities.
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Strategy 2: Assure youth with special health care needs receive the services necessary to make
transitions to all aspects of adult life (including adult health care, work, and independence) through
referrals to adult providers, utilizing transition tools when appropriate (CYSHCN National Standard:

Transition to Adulthood).
 

Activity Expected

Completion
Date

Responsible Staff

Through CCCs, facilitate transition from child
to adult-oriented health care systems (e.g.

transition planning tools, educational plans).
Ongoing Marcus

Partner with the Comprehensive Sickle Cell
Centers to ensure that all transition-age

patients complete the American Society of
Hematology transition readiness assessment

tool or a similar tool/process.

Ongoing Shamaree

Partner with funded hemophilia treatment
centers to ensure the transition process from

pediatric to adult treatment centers (e.g.
biannual transition calls between regional

hemophilia treatment centers and the state's
only comprehensive adult treatment center;

development of transition plan of care).

Ongoing Shamaree

Once completed, encourage all CYSHCN
programs to promote the transition and

medical home community/family modules and
provider modules

Ongoing
Marcus, Shamaree,
UVA development

team

 
The CCC program will continue to use its program specific transition tool.  This tool will be utilized to help families
prepare their child with special needs to transition clinically, socially, educationally, and vocationally.  Once
developed, all CYSHCN programs will be expected to support VDH in promoting the online transition modules to all
of their partners and to families who receive services.  The CDC program will continue to work with in house Virginia
Department of Education staff to refer older youth to their local school system for transition services when required
(all youth served by this program are referred for clinical services as needed).  The sickle centers will continue to
work on finding adult providers willing to receive transitioning sickle cell clients. One sickle cell clinic is part of a 14-
site research study comparing transitional care for teens and young adults with sickle cell disease (SCD) with and
without peer mentoring. The primary goal of the research study is to see a change in the average number of acute
care visits per year in young adults with SCD. The pediatric SCD clinic will collaborate with an adult SCD clinic and a
community based organization to help guide the study.  Last, the bleeding disorders program will continue to
transition patients to VCU for adult care or transition them within their own community (if possible). 
 
 
Strategy 3: Engage youth and families in program development and outreach for medical home
and transition (Standard: Got Transition’s Six Core Elements of Health Care Transition – Transition
Completion & Youth and Family Engagement).
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Activity Expected

Completion
Date

Responsible Staff

Address youth/family engagement component
of HCT assessment by ensuring onboarded
youth advisors receive training about the 6

Core Elements.

After staff
hired

 Maddie (support
from Marcus and

Carla)

Engage youth advisors and parents (including
engaging Family Delegate, VDH youth

advisors, KASA, Family-to-Family, Virginia
Board for People with Disabilities, etc.) in

program development.

First quarter
of FY 2020

Maddie, Marcus,
Carla, Shamaree

Task youth advisors with engaging state and
community partners (e.g. go out and build

partnerships with KASA, etc.)
Ongoing

Maddie (support
from Marcus and

Carla)
Address transition completion component of

HCT assessment by developing and
implementing HCT feedback survey for all

CYSHCN programs.

Ongoing
Marcus, Carla,

Meagan, Maddie,
Shamaree

Following module launch event, brainstorm with
Medical Neighborhood team on promoting
medical neighborhood concept (including

medical home and transition policy, tracking
and monitoring, readiness, planning, and

transfer of care).

Ongoing
Marcus, UVA,

Carla, Shamaree

Engage partners (e.g. Family Delegate,
KASA), youth advisors, and families in

encouraging others to complete modules.
Ongoing

Marcus, Maddie,
Carla

 
During FY20 the CYSHCN Program and Adolescent Health Program will partner to increase family/youth
engagement.  Program efforts will focus on transition and are designed to improve outcomes for the adolescent and
CYSHCN populations.  taff will engage the state’s Family MCH Delegate, organizations like Kids As Self Advocates
(KASA), the Virginia Board for People with Disabilities, and others to explore strategies targeted at youth. The
ultimate goal is to encourage young people to promote transition improvement strategies amongst their peers. 
 
Activities were informed by results of Virginia’s Got Transition self-assessment conducted in May 2017. The
Adolescent Health Domain Team Lead and the CSHCN Domain Team, which includes the Family MCH Delegate,
jointly prioritized activities.
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Other Programmatic Activities
 
Coordination with Virginia Department of Education (DOE): The Virginia Administrative code states that DOE will

collaborate with the four CYSHCN programs to provide consultation for families, educators, and school
administrators.  CYSHCN program staff partner with school systems and the educational consultants to ensure
students receive services consistent with their level of need.  The Educational Consultants make school visits,
communicate with teachers, counselors, and school nurses to activate home schooling and assist with 504 plans and
IEPs.  In addition, they conduct educational assessments of children who have been identified as having issues
performing in school. 
 
In FY20, DOE will be working on aligning services statewide for children served.  Their goal is to have uniform
policies to assist in data collection, educational consultant supervision and evaluation, and aligning practices across
the Commonwealth.  In order to implement this, Virginia DOE held a statewide meeting of all educational consults
from across the Commonwealth.  VDH CYSHCN leadership staff was invited to this meeting where the DOE new
framework was explained in great detail.  In addition, DOE worked with the VDH CYSHCN program to draft a letter
(sent via email) to all CYSHCN program leaders.  During the next year, DOE and CYSHCN staff will travel across the
state as necessary to offer technical assistance regarding implementing the changes. 
 
 
Sickle Cell Study: The Blood Disorders Program Coordinator has plans to work with a general pediatric fellow and
doctor on a research study that will explore improving communication around sickle cell trait information/counseling
after newborn screening (funded by the Academic Pediatric Association Research in Academic Pediatrics Initiative
on Diversity, RAPID). The study objective is to identify the educational and healthcare needs and preferences of
parents whose children have been identified as having SCT. There are also plans to collaborate with the local
community based organization and other partners in Richmond to have a Sickle Cell Awareness event in September.
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SEEK Partnership: The CYSHCN Program continues to partner with the Division of Prevention and Health
Promotion to promote the "SEEK" model. SEEK stands for "Safe Environment for Every Kid." The program utilizes a
brief evidence-based questionnaire to screen for prevalent psychosocial problems such as parental depression and
substance abuse. It also screens for the risk factors for child maltreatment. The model is designed to be used in a
clinical setting with the goal to identify issues and to connect families to support and resources as needed.
 
The CSHCN Director connected a staff member from prevention and health promotion to Carilion clinic in Roanoke,
Virginia. One of the providers expressed an interest in the program and will be working to integrate SEEK into
clinical activities in FY20. This is important because data shows that CSHCN are at greater risk for child
maltreatment. More information about SEEK can be found at: https://www.seekwellbeing.org/aboutseek.
 
 
Budget Update
 
The CYSHCN CCC program budgetary needs have outpaced MCH funding.  This is due to the fact that program
care coordinators across the state tend to stay in their positions long term and they receive regular merit/cost of
living increases. VDH has been in talks with Medicaid and several MCOs but the process of seeking reimbursement
for services is difficult.  During FY20, the CYSHCN program plans to continue this discussion and the CYSHCN
program director will convene a statewide meeting with local CCC directors to talk about a long-term sustainability
plan.
 
In addition to exploring Medicaid reimbursement, the group will have discussions regarding a cooperative budget
between the health systems and VDH.  Currently, the vast majority of program funding comes from the block grant
and the state general fund match.  Such a model is very difficult to sustain long term and the program needs to
diversify its funding source. 
 
 
Consumer/Family Engagement & Partnership
 
The CYSHCN Program works very closely with the MCH Family Advocate for Virginia and will continue to do so.
Staff attend and participate in quarterly Department of Education Family Engagement Network meetings (led by the
state family delegate and DOE staff) and utilize the delegate to support the continued development of the transition
and medical home modules. In addition, the CCC program will continue to employ parent coordinators and all
programs will continue to enthusiastically engage families to care for children with special needs. Last, the CYSHCN
program will partner with the MCH Adolescent Health Program leadership to support youth advisors as they engage
their peers on the importance of transition to adult medical care and life. 
 
 
Emerging Issues
 
The VBDP program reported that the recent Medicaid expansion in Virginia has decreased the need for insurance
case management services and pool of funds services for people living with hemophilia and other bleeding
disorders.  This is significant because factor and premium payment is very expensive.  The Virginia Board of
Pharmacy is exploring changing the regulations for the delivery of dispensed prescriptions. The Virginia Hemophilia
Foundation and others feel that the proposed regulations could potentially have unintended consequences for the
bleeding disorders population and plan to submit comments during the public comment period of the proposed
regulations.
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Adult providers that care for sickle cell patients in Virginia plan to ask the General Assembly for permanent funding
that parallels the existing pediatric center funding.  If funding is approved, this will be a major accomplishment for
Virginia and will help bridge a huge gap for young adults transitioning from childhood to adulthood. 
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Cross-Cutting/Systems Building

State Performance Measures

SPM 6 - Cross-cutting (Family Engagement): Implement and develop report on survey of families served by the
VDH Care Connection for Children (CCC) programs

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective Yes No No No No Yes

SPM 7 - Cross-Cutting (Early and Continual Screening): Percent of infants with confirmed newborn screening
disorders who are enrolled in supportive services no later than 6 months of age

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective 60.0 61.0 62.0 63.0 64.0

SPM 8 - Cross-cutting (Youth Engagement): Develop and sustain the Virginia Department of Health Youth Advisor
Program

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective Yes Yes Yes Yes Yes
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State Action Plan Table

State Action Plan Table (Virginia) - Cross-Cutting/Systems Building - Entry 1

Priority Need

Family Engagement: Foster a culture of family/youth engagement and leadership.

SPM

SPM 6 - Cross-cutting (Family Engagement): Implement and develop report on survey of families served by the VDH Care
Connection for Children (CCC) programs

Objectives

Support and document family engagement in 100% of CYSCHN programs (i.e. Care Connection for Children, Child
Development Centers, Bleeding Disorders Program, Sickle Cell Program) annually.

Strategies

Assure families of children with special health care needs partner in decision making at all levels and are satisfied with the
services they receive (CYSHCN National Standard: Family Professional Partnerships / Cultural Competence).
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State Action Plan Table (Virginia) - Cross-Cutting/Systems Building - Entry 2

Priority Need

Family Engagement: Foster a culture of family/youth engagement and leadership.

SPM

SPM 8 - Cross-cutting (Youth Engagement): Develop and sustain the Virginia Department of Health Youth Advisor
Program

Objectives

By June 30, 2020, amplify youth voice in Virginia’s public health initiatives by hiring two Youth Advisors and funding
regional youth advisory councils.

Strategies

Hire two part-time Youth Advisors to provide expertise, guidance and feedback on current and future public health
initiatives.

Fund regional Youth Advisory Councils to implement public health initiatives within their communities.

Engage youth and families in program development and outreach for medical home and transition (Standard: Got
Transition’s Six Core Elements of Health Care Transition – Transition Completion & Youth and Family Engagement).
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State Action Plan Table (Virginia) - Cross-Cutting/Systems Building - Entry 3

Priority Need

Early and Continuous Screening: Support optimal physical, mental health and social emotional development for all
children.

SPM

SPM 7 - Cross-Cutting (Early and Continual Screening): Percent of infants with confirmed newborn screening disorders
who are enrolled in supportive services no later than 6 months of age

Objectives

By June 30, 2020, increase the percentage of infants with confirmed hearing loss who are enrolled in Early Intervention
(EI) services by six months of age, from 57% (2017) to 60%.

Strategies

Coordinate and partner with Virginia’s Part C program to ensure timely referral of newborns and infants into EI services.

Coordinate and partner with external stakeholders to increase the percentage of birthing facilities that report CCHD
information into the current information system (IS) from 65% (2018 baseline) to 75% by September 2020.

Partner with internal agency teams to identify needs, gaps and future direction of the current birth defects surveillance
system.
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Cross-Cutting/Systems Builiding - Annual Report

Cross-Cutting / Life Course Domain
FY18 Annual Report

 
 
The FY18 workplan for the Cross-Cutting / Life Course Domain included the following performance measures:
 

1.     Oral Health
2.     Smoking

 
Strategies within the FY18 Cross-Cutting / Life Course Domain workplan were implemented by the Division of
Prevention and Health Promotion (DPHP)’s Dental Health Program and Tobacco Cessation Coordinator. These
entities and activities completed during the reporting period are detailed below.
 
 

State Priority: Oral Health: Increase access to oral health services for pregnant women and children.

 

FY18 Performance Measure: Oral Health
NPM 13A - Percent of women who had a dental visit during pregnancy
NPM 13B - Percent of children, ages 1 through 17 who had a preventive dental visit in the past year

 
Objective
 

For the FY18 application, the proposed objective was:
Develop action plan for reintegrating oral health into Virginia’s Title V program.

 
For FY19, this NPM was moved from the Cross-Cutting Domain to the Maternal, Child, and Adolescent Health
Domains. The updated objectives are:

By June 30, 2020, increase the percent of women who had a dental visit during pregnancy from 46.5%
(PRAMS 2015) to 51.9%.

By June 30, 2020, increase the percent of children (ages 1 through 11) who had a preventive dental visit in the
past year from 77.8% (National Survey of Children's Health (NSCH) – NONCSHCN 2016) to 81.7%.

 
 
Related National Outcome Measures
 
The national outcome measures (NOMs) relevant to this NPM include:
 

NOM 14 - Percent of children ages 1 through 17 who have decayed teeth or cavities in the past 12 months
 
Significance of NOM 14: Tooth decay (cavities) is among the most common chronic conditions of childhood.
Untreated tooth decay can lead to pain and infections which may result in problems with eating, speaking, learning
and playing. Children with poor oral health tend to miss more school and get lower grades than those who do not.
Tooth decay can be prevented through recommended preventive dental care, including flouride varnish and dental
sealants, community water flouridation, and oral hygeine practices, including brushing and flossing.
 
Related Healthy People 2020 Objectives:
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Oral Health of Children and Adolescents (OH) 1.1: Reduce the proportion of children ages 3-5 who have

dental caries experience in their primary or permanent teeth, (Baseline: 33.3%, Target: 30.0%),
1.2: Reduce the proportion of children ages 6-9 who have dental caries experience in their primary or

permanent teeth (Baseline: 54.4%, Target: 49.0%)

1.3: Reduce the proportion of adolescents aged 13 to 15 years with dental caries experience in their
permanent teeth (Baseline: 53.7%, Target: 48.3%)

 
 
Progress Updates
 
The Division of Prevention and Health Promotion’s Dental Health Unit is led by Tonya McRae Adiches, RDH (Dental
Health Programs Manager). Non-MCH funds support delivery of preventive dental services for MCH populations.
 
In FY18, the Dental Health Unit collaborated with Title V to:

Foster regional alliances and implement local initiatives to improve access to dental care for children and
pregnant women;

Promote medical and dental integration in safety-net settings;

Increase public awareness and engagement around oral health by disseminating data, research, and
promising practices; and

Support workforce development and training for medical and dental providers, lay professionals, home

visitors, and caregivers serving individuals with special health care needs (ISHCN).
 
 
Strategy 1: Collaborate with the Dental Health Unit and the Virginia Oral Health Coalition to identify top
priorities for MCH populations.
 
In FY18, VDH completed an action plan by identifying strategies and partners for addressing 3 MCH population oral
health needs in Virginia. VDH will partner with the Virginia Oral Health Coalition (VaOHC) to provide backbone
support and facilitative leadership training to 6 Regional Alliances (South Hampton Roads, Northern Virginia,
Richmond/Petersburg, Southside, Central Virginia, and Southwest Virginia) to conduct regional oral health needs
assessments; develop and implement regional project work plans addressing the oral health needs of women,
infants, and children; and share region-specific data among state and local partners. Staff will also work together to
develop and disseminate communications, to include 4 white papers addressing MCH populations.
 
Planning efforts with the VaOHC were detailed in the FY19 application.
 
In FY18, regional alliances convened regularly and developed short-term goals, as well as lists of data needs and a
plan for obtaining the needed data through surveys. Of particular relevance, one alliance has made tremendous
progress on developing an outreach initiative for pediatricians in the region who see the highest volume of Medicaid-
enrolled children. The group has drafted a set of basic questions to interview pediatricians regarding their oral health
knowledge and referral practices and has begun to create a toolkit of oral health information/resources for
pediatricians to address the oral health of young children and pregnant women.
 
The Dental Health Program, in collaboration with the Virginia Dental Association Foundation (VDAF), VaOHC,
Department of Behavioral Health and Developmental Services (DBHDS), and Virginia Commonwealth University
(VCU) Pediatric Dentistry Department, continued a PHHS grant-funded Oral Health Care Access for Individuals with
Special Health Care Needs (ISHCN) project. The project includes two main components held in five geographic
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areas of the state each fiscal year.
 
The first component is a DBHDS-sponsored direct support professional (DSP) three-hour oral health training
presented by the VDH ISHCN oral health coordinator and targeted to an audience of nurses, DSPs and caregivers
working directly with ISHCN in group/residential homes.
 
The second component is a VDH, VDAF, and VaOHC co-sponsored dental provider continuing education course
regarding oral health care of ISHCN. This course incorporates lectures and demonstrations by the primary speaker;
and short lectures by the VDH ISHCN oral health coordinator and a VCU pediatric dental resident.
 
The primary goal is to increase access to oral health care for individuals of all abilities and ages in these target
areas by increasing education and awareness of the need for better oral health care for all. A total of 204 dental
providers participated in these continuing education courses during this reporting period. In addition, the ISHCN
program coordinator provided various oral health education courses attended by 161 lay health workers/home
visitors/family educators and 48 medical professionals.  Additionally, through a partnership with the Care Connection
for Children pediatric medical specialty clinics in three Southwestern Virginia counties, the DHP provided preventive
services. At these clinics, ISHCN had the opportunity to receive these services 12 days out of the year. The number
of services provided include 112 oral screenings, 106 fluoride varnish applications, 75 dental referrals, and oral
health education for 115 parents/caregivers.
 
The Dental Health Program also continued to make progress with programs that target MCH populations that are not
Title V funded. In FY18, 7,864 children returned a permission form and were screened by a dental hygienist in a
school-based setting; 2,518 received sealants, and 7,090 fluoride varnish applications were provided in initial and
follow-up visits. A total of 2,031 children were identified as having other oral health needs and referred to community
providers. In clinic settings, through the VDH Bright Smiles for Babies (BSB) Program, 4,861 infants and children
were screened, and 4,420 fluoride varnish applications were provided. In FY18, the combined remote supervision
hygienist workforce provided clinical services with a market value exceeding $ 2.4 million in 19 VDH health districts.
VDH also partnered with the VAOHC to coordinate Home Visitor trainings in four locations so that Home Visitors
were educated on oral health and dental referrals for pregnant women and infants so that they could empower their
clients to access dental care and improve their oral health.  Trainings on oral screenings and fluoride varnish
application were also provided to 123 health professionals.
 
The following clinical services were also provided through the program:
 
Infants:     Pregnant Women:   
506  oral screenings    336 oral screenings              
337  fluoride varnish applications   628 education                 
909  parent education   479 referrals     
365  referrals      
 
 
Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 workplan aligned with the following ESM(s):

ESM 13.1 - Completion of action plan identifying strategies and partners for addressing top 3 MCH

population oral health needs in Virginia

 
ESM 13.1: This work was completed.
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The ESMs proposed in the FY19 workplan were:

ESM 13.1.2: Number of Regional Oral Health Alliances that implemented work plans to increase dental visits

among pregnant women

ESM 13.2.1: Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among children (ages 0-11 years) and adolescents (ages 12-17 years)

 
The FY18 workplan included a commitment to develop an action plan for reintegrating oral health into the state Title V
program; ESM 13.1 (completion of action plan identifying strategies and partners for addressing the top 3 MCH oral
health needs in Virginia) was also developed in FY18 to track progress. The action plan was completed in the fall of
2017, and ESM 13.1 was replaced with 3 new ESMs. A key strategy is collaborating with the Virginia Oral Health
Coalition (VaOHC) to grow a network of 6 regional alliances to address the oral health needs of pregnant women
and children. Virginia’s proposed FY20 activities to increase access to oral health services are now detailed within
the Women’s/Maternal, Child, and Adolescent Health domains.
 
 

NPM 14: Tobacco

A) Percent of women who smoke during pregnancy
B) Percent of children who live in households where someone smokes.

 
Objective
 
For the FY18 application, the proposed objective was:

Increase the number of pregnant women who initiate a call to the Quitline by 50% (2020). 

 
As reported in the FY19 Application / FY17 Annual Report, this NPM was removed from the Title V state action plan
due to alignment with other funding streams.
 
 
Progress Updates
 
The Division of Prevention and Health Promotion’s Tobacco Control Program is led by Jayne Flowers, MA, CPM
(Tobacco Control Program Manager). While no Title V funds are directly allocated to this program, the Title V
program collaborates closely with the DPHP Tobacco Cessation Coordinator (Rita Miller, TTS), who maintains and
promotes the state Quitline.
 
The goal of the program is to reduce premature death, disease, disability, and the economic burden related to
tobacco use and/or exposure to second-hand smoke by:

Preventing tobacco use among young people;

Eliminating nonsmokers’ exposure to secondhand smoke;

Promoting quitting among adults and young people; and
Identifying and eliminating tobacco related disparities.

 
 
Strategy 1: Facilitate connections between local health districts and five regional tobacco coordinators
(funded by the Tobacco Use Control Prevention Grant).
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Each component of Virginia’s Tobacco Control Program is developed and implemented based on evidence-based
strategies outlined in the Centers for Disease Control and Prevention’s Best Practices and Comprehensive Tobacco
Control Programs.
 
Regional Coordinators are available in each of the state’s five health regions to coordinate tobacco control,
prevention, and cessation activities. They are available to provide technical assistance to health care providers,
clinics, and pharmacies to ensure implementation of Quit Now Virginia services. In addition, they provide technical
assistance for implementation of tobacco-free worksites, participate on community coalitions, and assess and
address community needs pertaining to tobacco control.
 
 
Strategy 2: Through local health districts, educate women about smoking cessation while pregnant and
track the number of pregnant women who initiate a call to the Quitline.
 
In FY18, Title V provided funding to 32 LHDs addressing tobacco use among MCH populations through safe sleep
efforts (24 LHDs), substance use among pregnant women (8 LHDs), or direct tobacco cessation education (5
LHDs). Funded LHDs worked to integrate tobacco cessation education and referrals to Quit Now Virginia into their
clinical services for pregnant and parenting women.
 
However, all 35 LHDs are enrolled in the Fax to Quit program, which allows the provider/nurse to enroll the
mom/parent/caregiver into the program by faxing over a short questionnaire. The parent then begins receiving phone
calls from the Quitline.
 
LHDs have access to a Regional Coordinator for on-site staff training. LHDs also work closely with pediatricians and
OB/GYNs in local communities to ensure these providers are aware of and have resources (e.g. posters, flyers)
needed to promote the Quitline.
 
The Quitline continues to provide an enhanced 10-call pregnancy program with the goal of reducing health risks to

the baby and other children in the household. The program targets
cessation during pregnancy and skill development to help women
remain smoke-free postpartum. Title V funds supports access to this
program for pregnant women.
 
In May 2017, Quit Now Virginia released its 2015/2016 Stakeholder
Report. From August 1, 2015 to July  31, 2016, 4.3% of women served
by the Quitline were pregnant (86), planning pregnancy in the next 3
months (34), or breastfeeding (10). During the evaluation period, 4 out
of 12 pregnant women who responded to the follow-up survey remained
smoke-free for at least 30 days at 7 months post-enrollment with the
VAQL.
 
 
Notably, the Tobacco Free Alliance of Virginia (TFAV) published the
Tobacco Free Strategic Plan for a Comprehensive Tobacco Control
Program in Virginia 2017–2022. This strategic plan was developed

through a coordinated process to support the vision and mission of TFAV. It also supports the work of the Tobacco
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Use Control Program and other state partners and stakeholders for tobacco prevention and control in Virginia.
 
 
Strategy 3: Partner with March of Dimes to provide resources and educational materials to pregnant moms
enrolled in Baby Basic and Centering pregnancy programs.
 
LHDs provided pregnant moms with a number of resources and educational materials, including materials from
March of Dimes. VDH home visiting programs continue to promote smoking cessation among pregnant women and
in households with young children.
 
 
Evidence-Based Strategy Measures
 
The strategies proposed in the FY18 workplan aligned with the following ESM(s):

ESM 14.1 - Number of pregnant women who initiate a call to the Quitline

ESM 14.2 - Number of children served through VDH home visiting programs living in households where

someone smokes
 
As reported in the FY19 Application / FY17 Annual Report, these ESMs are inactive as the NPM was removed from
the state workplan.
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Cross-Cutting/Systems Building - Application Year

Cross-Cutting/Systems Building Domain
FY20 Application

 
 
The FY20 workplan for the Cross-Cutting/Systems Domain includes the following performance measures:

1.     Family Engagement
2.     Youth Engagement
3.     Early & Continuous Screening (Newborn Screening)   

 

State Priority: Family Engagement

FY20 Performance Measure: Family Engagement - Implement and develop report on survey of families served by

the VDH Care Connection for Children (CCC) programs (Y/N).
 
Objective: Support and document family engagement in 100% of CYSCHN programs (i.e. Care Connection for
Children, Child Development Centers, Bleeding Disorders Program, Sickle Cell Program) annually.
 

 
Program Overview
 
The Division of Child and Family Health (DCFH)’s CYSCHN Program is led by Marcus Allen, MPH (CYSCHN
Director).
 
The program is detailed in the CSHCN Domain application.
 
 
FY20 Application Overview
 
Strategy: Assure families of children with special health care needs partner in decision making at all
levels and are satisfied with the services they receive (CYSHCN National Standard: Family Professional

Partnerships / Cultural Competence).
Domain: CSHCN, Cross-Cutting/Systems
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Activity Expected
Completion

Date

Responsible Staff

Maintain paid parent coordinators at each
CCC center to provide support and resources

to families served.             
Ongoing

Marcus Allen
(CYSCHN Director)

Assure CYSHCN centers identify and address
family barriers, priorities, and concerns (e.g.
sickle cell psychosocial assessments) while
promoting family engagement in decision-
making at all levels of care planning and

management (e.g. IEPs, 504 plans, home
management of bleeding disorders).

Ongoing

Marcus, Shamaree
Cromartie (Blood

Disorders
Coordinator)

Solicit, document, and respond to family
feedback on satisfaction with services (e.g.
bleeding disorders family satisfaction survey
every other year, CCC parent survey every 5

years).

Ongoing Shamaree, Marcus

Empower and equip populations impacted by
sickle cell and bleeding disorders to manage
complexities of the disease through various

community support and education
activities/programs (e.g. youth transition camp,

faith-based outreach).

Ongoing Shamaree

 
The regional Care Connection for Children centers (CCC) will continue to employ parent coordinators as staff and
they will actively engage families in order to offer resources and support. Most of the parent coordinators have a child
with a special health care need so they understand the unique challenges families face. In addition to providing
general support to families, parent coordinators in various regions across the Commonwealth work to: maintain
center resource lists; create newsletters; lead educational activities and trainings; and work closely with families on
overcoming barriers to care. 
 
Another one of our core programs, the Child Development Centers (CDCs) also actively engage families.  The
CDCs provide assessments of children suspected of having developmental and/or behavior conditions.  Families
are an active part of the assessments that are done and they receive documentation regarding diagnoses.  In
addition, center staff members refer them to clinical and non-clinical resources for assistance and share the results
of their assessments with other providers serving the family.  
 
The Virginia Bleeding Disorders Program (VBDP) and the Sickle Cell Program (SCP) will continue to have a
number of programs/events to support families in decision making at all levels.  The VBDP educates families on
home therapy management for those who infuse at home.  The SCP centers offer genetic counseling to aide in future
reproductive decision making.  The regional centers provide events for families, including social gatherings and
overnight camps with educational and group activities focusing on transition and self-advocacy. The program will
continue to provide basic information about SCD and a forum for families to discuss the challenges for caring for an
infant with SCD. Social workers will continue to send out pertinent information for families as topics arise pertaining
to medical advances in SCD.  Families with newborns diagnosed with SCD will be given a copy of Hope and
Destiny: A Patient’s and Parent’s Guide to Sickle Cell Anemia and patients entering the transition phase will be
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given a copy of Hope and Destiny Jr (as funding allows). 
 
Some of the blood disorders programs (sickle cell and bleeding disorders) want to strengthen family engagement in
FY 20. One of the hemophilia treatment centers’ goal is to implement a working consumer advisory board for the
patient population to assist in program planning and management. Patients will be invited to participate in two
meetings annually to discuss the needs of the bleeding disorder community.  One of the sickle cell clinics plans to
expand their current Ambassador Program.  The social worker will hold monthly meetings with designated
ambassadors.  The monthly meetings will address: (1) ways to educate the public on sickle cell disease, (2) ways to
celebrate individuals diagnosed with sickle cell disease and families, and (3) ways to provide ongoing support for
families in need. In addition to the monthly meetings, ambassadors may attend legislative meetings such as Annual
Advocacy Day.
 
All CYSCHN centers will continue to work with the VA DOE to help families navigate the education system. DOE
consultants do not serve as advocates, but they are a very valuable source of knowledge to help families and staff
understand how the school system works when it comes to supporting CYSHCN. CCC centers will continue to help
families navigate Medicaid, find resources to pay for DME/medications, and identify resources/providers.  CDCs will
continue to involve parents in assessments and continue to share their reports and results with parents/families. The
CDC Program will continue to make referrals to outside providers to help families access needed services to
manage children’s diagnosed conditions.
 
 

State Priority: Youth Engagement
FY20 Performance Measure: Youth Engagement - Develop and sustain the Virginia Department of Health Youth

Advisor Program.
 
Objective: By June 30, 2020, amplify youth voice in Virginia’s public health initiatives by hiring two Youth Advisors
and funding regional youth advisory councils.

 
Strategy: Hire two part-time Youth Advisors to provide expertise, guidance and feedback on current and
future public health initiatives.

Domain: Cross-Cutting/Systems
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Activity Expected
Completion

Date

Responsible Staff

Write job descriptions for Youth Advisor
positions

May – June
2019

Maddie Kapur
(Adolescent Health

Coordinator)

Obtain necessary approvals from HR,
procurement to hire for Youth Advisor positions

June –
December

2019
Maddie

Post Youth Advisor positions, recruit a diverse
pool of applicants to apply

January –
March 2020

Maddie

Conduct phone screens and in-person
interviews

March-May
2020

Maddie, Emily
Yeatts

(Reproductive
Health Unit
Supervisor)

Hire two Youth Advisors June 2020 Maddie

Conduct Positive Youth Development Trainings
for VDH staff that will be working with Youth

Advisors
Ongoing Maddie

Youth Advisors begin working at Central Office August 2020 Maddie, Emily
 
 
Strategy: Fund regional Youth Advisory Councils to implement public health initiatives within their

communities.
Domain: Cross-Cutting/Systems
 

Activity Expected

Completion
Date

Responsible Staff

Youth Advisors begin working at Central Office August 2020 Maddie
Support Youth Advisors in developing plan and
protocols for Regional Youth Advisory Councils
(potentially including a pilot in Central Virginia)

August –
December

2020
Maddie

RFA for agencies to apply for Regional Youth
Advisory Council funding.

January –
March 2021

Maddie

Support Youth Advisors in evaluating
applications

March-May
2021

Maddie, Emily

Youth Advisors begin working at Central Office August 2020 Maddie

Support Youth Advisors in developing plan and
protocols for Regional Youth Advisory Councils
(potentially including a pilot in Central Virginia)

August –
December

2020
Maddie

 
VDH will amplify youth voice in Virginia’s public health initiatives by hiring two Youth Advisors in central office and
funding regional youth advisory councils. Before now, the Adolescent Health Program has not had a structured way to
include youth and family input in VDH’s programs. Youth Advisors in central office will have the opportunity to give
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input on a variety of public health initiatives that affect young people, thereby increasing family voice and equity in
Title V programs. Additionally, Youth Advisors will develop a structure for Regional Youth Advisory Councils, who will
not only influence Title V initiatives but will also plan and implement public health interventions in their communities.
This youth advisory structure allows for timely direct input from youth on VDH programs and equitable geographical
representation on the regional youth advisory councils.
 
About the Emerging Youth Advisor and Youth Advisory Council Program
 
One of the emerging priorities of VDH’s Title V Program is increasing family and youth engagement in Title V-funded
initiatives. As a result, VDH’s Adolescent Health Program must establish a structure that consistently brings youth
voice into adolescent health programs. The Adolescent Health Program proposes two separate initiatives: Youth
Advisors in Central Office and Regional Youth Advisory Councils.
The Adolescent Health Program plans to hire two paid part-time Youth Advisors to serve as youth culture experts and
consultants. These Youth Advisors would be wage employees in VDH’s Central Office in Richmond, providing
expertise, support, guidance and feedback to improve and effectively engage youth and young adults in VDH’s
programs. The Youth Advisor position will be term-limited to two years. Applicants must be between the ages of 18-
21. With the guidance of the Adolescent Health Coordinator, Youth Advisors will provide feedback on current and
future adolescent health initiatives and develop and manage the Regional Youth Advisory Program.
 
Long-term, VDH hopes to fund five regional Youth Advisory Councils: Northern Virginia, Eastern Virginia, Central
Virginia, South/Central Virginia and Southwestern Virginia. The vision is that agencies from each of these regions
will have an opportunity to apply for funds to manage the Youth Advisory Councils in their region. Agencies will
support youth in planning and executing public health projects within their communities, as well as creating regular
reports for VDH about what the Adolescent Health Program should prioritize. VDH hopes to host a yearly summit
where youth from regional councils will have an opportunity to develop valuable leadership skills and present to VDH
staff and stakeholders about what they see as the major public health issues in their communities.
 
For the first year, in FY20, two Youth Advisors will be onboarded. They will assist with developing the first regional
Youth Advisory Council in Richmond (Central Virginia).
 

 
Strategy: Engage youth and families in program development and outreach for medical home

and transition (Standard: Got Transition’s Six Core Elements of Health Care Transition – Transition

Completion & Youth and Family Engagement).
Domain: CSHCN, Cross-Cutting/Systems
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Activity Expected

Completion
Date

Responsible Staff

Address youth/family engagement component
of HCT assessment by ensuring onboarded
youth advisors receive training about the 6

Core Elements.

After staff
hired

Maddie (support
from Marcus and

Carla)

Engage youth advisors and parents (including
engaging Family Delegate, VDH youth

advisors, KASA, Family-to-Family, Virginia
Board for People with Disabilities, etc.) in

program development.

First quarter
of FY 2020

Maddie, Marcus,
Carla, Shamaree

Task youth advisors with engaging state and
community partners (e.g. go out and build

partnerships with KASA, etc.)
Ongoing

Maddie (support
from Marcus and

Carla)
Address transition completion component of

HCT assessment by developing and
implementing HCT feedback survey for all

CYSHCN programs.

Ongoing
Marcus, Carla,

Meagan, Maddie,
Shamaree

Following module launch event, brainstorm with
Medical Neighborhood team on promoting
medical neighborhood concept (including

medical home and transition policy, tracking
and monitoring, readiness, planning, and

transfer of care).

Ongoing
Marcus, UVA,

Carla, Shamaree

Engage partners (e.g. Family Delegate,
KASA), youth advisors, and families in

encouraging others to complete modules.
Ongoing

Marcus, Maddie,
Carla

 
During FY20 the CYSHCN Program and Adolescent Health Program will partner to increase family/youth
engagement.  Program efforts will focus on transition and are designed to improve outcomes for the adolescent and
CYSHCN populations.  taff will engage the state’s Family MCH Delegate, organizations like Kids As Self Advocates
(KASA), the Virginia Board for People with Disabilities, and others to explore strategies targeted at youth. The
ultimate goal is to encourage young people to promote transition improvement strategies amongst their peers. 
 
Activities were informed by results of Virginia’s Got Transition self-assessment conducted in May 2017. The
Adolescent Health Domain Team Lead and the CSHCN Domain Team, which includes the Family MCH Delegate,
jointly prioritized activities.
 
 

State Priority: Early & Continous Screening

FY20 Performance Measure:

 
Objective: By June 30, 2020, increase the percentage of infants with confirmed hearing loss who are enrolled in
Early Intervention (EI) services by six months of age, from 57% (2017) to 60%.

 
Program Overview
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The Code of Virginia mandates that all Virginia infants are screened for thirty-one disorders tested through dried
blood spot (DBS) screening, Critical Congenital Heart Disease (CCHD) and hearing loss within 24-48 hours of birth
and/or before discharge from the hospital. The Virginia Newborn Screening program consists of DBS newborn
screening, the Early Hearing Detection and Intervention (EHDI) and CCHD follow-up teams.   The DBS and EHDI
teams track and follow-up on all out-of-range results, facilitates access to specialty services for further testing and
confirmation of diagnosis, and infants that are diagnosed with a newborn screening disorder are referred to Care
Connection for Children Centers (CCC) for care coordination services. EHDI also refers diagnosed infants to Early
Intervention (EI) and maintains contracts with multiple institutions to assure family-to-family support and a hearing aid
loan bank. The DBS program also maintains contracts with four regional medical centers to assure diagnosis and
treatment of infants who screen positive for a dried blood spot genetic disorder.  The CCHD team primarily confirms
diagnosis reported from hospital facilities, refers diagnosed infants to CCC programs and performs QA/QI by
analyzing CCHD data to assure that reporting is consistent, accurate and complete.
 
 
Snapshot of Program Accomplishments
 
Key FY18 accomplishments are detailed in the Perinatal/Infant annual report. In addition:
 

The Virginia EHDI program collaborated with the OFHS Communications
Team on a variety of media, including its logo. Videos were produced (e.g.

EHDI Learning Communities, February 2019: https://www.youtube.com/watch?

v=igHKK8ZiTXQ; Parent Perspective, February 2019:
https://www.youtube.com/watch?v=Z0nd0raHQWo). Branded educational

brochures were also produced (e.g. Are You Sure Your Baby Hears…

Everything?, What Is My Baby Hearing?).
The Zika Pregnancy Registry collaborated with OFHS Communications on a “Zika and Pregnancy” brochure,
available at: http://www.vdh.virginia.gov/content/uploads/sites/150/2017/06/ZIKAPregnancyBrochureWEB.pdf
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FY20 Application Overview
 
Per the Code of Virginia, all infants born in Virginia are to be screened for thirty-one errors of metabolism, critical
congenital heart disease (CCHD) and hearing loss.  Virginia’s newborn screening (NBS) programs, as well as its
birth defects surveillance program, are housed under the Division of Child and Family Health (DCFH) and managed
by Jennifer Macdonald, Public Health Nurse Manager.  Each program has a team that utilizes specific, evidence-
based approaches to education, tracking of screening results, follow-up, facilitating access to diagnostic and
specialty services and referring to supportive services, post diagnosis. 
 
The VDH Newborn Dried Blood Spot Screening (NBS DBS) Follow-Up Program and the Department of General
Services (DGS) Division of Consolidated Laboratory Services (DCLS) work in close collaboration to maintain the
operations of Virginia’s NBS-DBS program.  This program is solely funded through fee-for-service enterprise
funding. Fees are collected by DCLS from medical providers who perform the collection of DBS specimens. The
current fee is $101.20/infant. Fees are evaluated periodically and typically increased when new disorders are added
to the panel in order to cover the cost of supplies, equipment, staffing and management of obtaining confirmatory
diagnostic services, etc. VDH receives approximately $1.6 million annually from the enterprise fund via DCLS to
conduct follow-up activities.  The funding supports the DBS team who are VDH employees and co-locate at VDH
and DCLS. The team consists of a program supervisor, 4.5 public health nurses and three administrative staff who
follow over 15,000 infants who have abnormal or critical screen results.  Funding also supports contractual genetic
services for four regional medical centers to assist in the follow-up of infants who screen abnormal for metabolic
disorders. These centers provide healthcare provider consultation, diagnostic work-up of infants and treatment
services once diagnosed.  Approximately 150 infants in the Commonwealth are diagnosed with a core NBS DBS
disorder every year and then referred to CYSHCN care coordination programs for further support.
 
The voting membership of the Virginia Newborn Screening Advisory Committee consists of multiple stakeholders
representing all aspects of the newborn screening system, including affected family and parent representatives.  This
body meets bi-annually to provide consultation to the program and when needed, workgroups are convened to
review disorders requested to be on the Virginia DBS NBS panel.  Starting January 1, 2019, the program
implemented screening for two new disorders, Pompe and Mucopolysaccharidosis Type I (MPS I), and expanded its
operations to seven days/week.  Currently, planning is underway to implement screening capability for two additional
disorders, Spinal Muscular Atrophy (SMA) and X-linked adrenoleukodystrophy (X-ALD).  The program has recently
received funding from CureSMA to assist in the implementation of SMA screening.
 
 
Strategy: Coordinate and partner with Virginia’s Part C program to ensure timely referral of newborns and

infants into EI services.

Domain: Cross-Cutting / Systems
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Activity Expected

Completion

Date

Responsible Staff

Educate EI providers about the 1-3-6 EHDI
guidelines and VISITS reporting through site

visits
Ongoing

Virginia EHDI
Program

Signed data sharing agreement in place with
Department of Behavioral Health and
Developmental Services (DBHDS) 

Ongoing Jen

Maintain current EI automatic referral system in
the EHDI-IS and evaluate EI reporting
enhancements made in FYs 18 &19.

Ongoing
Virginia EHDI

Program, DHPD,
OIM

Empower families impacted by a diagnosis of
hearing loss to understand EI resources

available to them through information sharing
via established family support groups, regional

learning communities and 1-3-6 family
educators.

Ongoing

Virginia EHDI
Program, VCU CFI,

Hands & Voices,
Virginia AAP

Publish and distribute the Virginia Shared Plan
of Care (SPoC) for families, audiologists,

PCPs and EI specialists.
Ongoing

Virginia EHDI
Program

 
The Virginia Early Hearing Detection and Intervention (EHDI) Program provides technical assistance and follow-up
for hearing loss newborn screening services.  The Virginia EHDI Program budget totals approximately $750,000 and
is funded through a variety of federal grantors:  HRSA EHDI, CDC EHDI and HRSA Title V.   The funding supports the
VDH EHDI team which consists of a program supervisor, two full-time follow-up specialists, 2 wage staff and fifty
percent of an epidemiologist to support programmatic data needs.  Funding also supports contractual services with
VDH Office of Information Management for IS support, Virginia Commonwealth University’s (VCU) Center for Family
Involvement (CFI) and the University of Virginia’s (UVA) Hearing Aid Loan Bank (HALB). Program activities focus on
meeting the overall goal of developing and maintaining a comprehensive and well-coordinated system of care that
promotes early diagnosis and early entry into supportive family services.
 
A long standing goal of the program has been to increase family and health care provider engagement and
leadership within the EHDI system.  A major component of the HRSA EHDI grant was to increase family engagement
throughout the 1-3-6 process.  The Virginia EHDI Advisory Committee’s voting membership is now made of up of
25% parents and the co-chair is a parent of a child who is deaf/hard of hearing. The Virginia EHDI program has also
coordinated and hosted may initiatives and events to engage families and healthcare providers together.  Along with
outreach to many conferences and support group events, these include funding for regional 1-3-6 family educators
and the implementation of six regional learning communities, which eventually transfer to parent lead communities,
and the funding and hosting of a trauma informed care conference and the nationally recognized The Care Project
retreat (http://www.thecareproject.com/retreats/).  Out of the EHDI Learning Communities came a Shared Plan of
Care (SpoC) specifically for families and their primary professional support systems.  Guides/checklists have been
created for families, providers, audiologists and Early Interventionists to assist them in their specific key roles and
functions as it pertains to the navigation of services to a newly diagnosed infant in their first year of life. 
 
The program is additionally working on the requirement of HB2026 which was passed in the 2019 Virginia General
Assembly and directs the Board of Health to amend regulations governing newborn screening to include congenital
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cytomegalovirus (cCMV) in newborns who fail their newborn hearing screening.  A total of $198,000 was included in
the state general fund budget for FY20 to initiate the cCMV program at the state level.  First year funds will be utilized
to hire a wage staff resource and make enhancements to the EHDI-IS.  Funding in subsequent state fiscal years will
only support staff resources.  As of this application submission date, a statewide workgroup has drafted regulations
and the Virginia EHDI Advisory Committee approved them and sent them to the Commissioner of Health to initiate
the regulatory process on behalf of the Board of Health.  It is predicted that Virginia will go live with screening and
follow-up activities in early 2020.
 
Another major focus of the Virginia EHDI Program is assuring infants diagnosed with any type of hearing loss are
entered into the Early Intervention system in a timely manner and based on 1-3-6 national EHDI guidelines. The
Virginia Department of Behavioral Health and Developmental Services (DBHDS) is the leady agency for Part C in
Virginia.   Historical analysis of EHDI data reflects that mothers reporting less than a high school education or GED,
mothers less than 20 years of age, African Americans and families in the Blue Ridge and Southwest regions of the
state are less likely to enroll in EI services.  Since an automated referral system was added to the EHDI-IS,  the
system has proven to ensure that all diagnosed children are referred to EI on a timely basis, but reporting of
enrollment has declined due to factors such as FERPA requirements that DBHDS adheres to, lack of knowledge of
reporting capabilities, and lack of knowledge and socioeconomic factors of families. The Virginia EHDI Program
continues to partner with multiple stakeholders and spearhead efforts to educate and promote appropriate resources
for families affected by a diagnosis of hearing loss, including VCU CFI 1-3-6 Family Educators, the Virginia chapter
of Hands and Voices, and six regional Learning Communities. A collaborative effort with DBHDS will improve data
sharing, ensure compliance with national guidelines and improve the quality of enrollment information reported to
VDH.
 
 
Strategy: Coordinate and partner with external stakeholders to increase the percentage of birthing

facilities that report CCHD information into the current IS from 65% (2018 baseline) to 75% by September
2020.

Domain: Cross-Cutting / Systems
 

Activity Expected
Completion

Date

Responsible Staff

ID birthing facilities not reporting into reporting
system

November
2019

CCHD Coordinator

Create outreach and education plan Mar 2020
CCHD Coordinator,
NBS Unit Educator

Educational site visits to targeted birthing
facilities

Mar 2020 –
Sept 2020

CCHD Coordinator,
NBS Unit Educator

 
Historically, Virginia’s birth defect surveillance program has been a passive one, but in the wake of the congenital
Zika virus outbreak in 2016, a renewed interest and need for this important public health activity has arisen.  As of
July 31, 2019, VDH will have completed the Zika Birth Defects surveillance project, funded and coordinated through
the Centers for Disease Control (CDC).  This project included implementation of the Zika Pregnancy Registry (ZPR),
following infants enrolled in the ZPR for 24 months, and case confirmation of all Zika related birth defects reported
into the Virginia Congenital Anomalies Reporting and Education System (VaCARES) in 2016 and 2017. During this
project, Virginia was one of two states to participate in the March of Dimes survey of women who participated in the
ZPR to gain insight into their perceptions of health care, information and social supports.  Findings are soon to be
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published. This was a great educational experience for VDH and on the cusp of Zika virus surveillance, VDH will be
well equipped to respond to emerging infections or conditions, such as Neonatal Abstinence Syndrome (NAS).
 
Title V funding has historically only funded the maintenance of the reporting system, VaCARES, and additional
funding will now support critical staff positions to maintain, evaluate, plan and grow the program.  New Title V funding
will support a Birth Defects Program Coordinator and contracted position to maintain the CCHD NBS program.  
 
CCHD NBS is considered a point-of-care test done at the bedside before discharge of the infant. If an infant fails its
CCHD screening, immediate action is routinely taken before the infant’s discharge and well before it is reported to
VDH. For that reason the Virginia CCHD NBS program centers its activities on confirmation of diagnosis, quality
assurance and referral to services, which is more in alignment with current birth defect surveillance activities and thus
moved to that team.  Historically, these activities were absorbed by DBS NBS staff and the program’s reporting
system, VaCARES, maintenance are funded by Title V. In aligning with the birth defects surveillance program, Title V
will now fund a contractor to continue CCHD NBS activities.  This increased staff resource will create the ability to
expand CCHD-NBS activities beyond case confirmation and referral, but to include quality assurance, technical
assistance, and educational outreach.  
 
 
Strategy: Partner with internal agency teams to identify needs, gaps and future direction of the current

birth defects surveillance system.
Domain: Cross-Cutting / Systems
 

Activity Expected

Completion
Date

Responsible Staff

Complete comprehensive evaluation of VDH’s
birth defects program and VaCARES

March 2020
Birth Defects
Coordinator

3 year work plan completed  Sept 2020
Birth Defects
Coordinator

 
A comprehensive evaluation of the agency’s birth defects surveillance program and a short-term work plan will be
completed by September 2020.
 
 
Consumer/Family Engagement & Partnership
 
VDH contracts with VCU CFI to implement the 1-3-6 Family Educators Program and assist in the start up and
maintenance of six regional learning communities throughout the Commonwealth.
 

 
Emerging Issues
 
HB2026 cCMV screening and the implementation of two new NBS DBS disorders are described in the narrative
above.
 
Birth defects surveillance related to NAS is also anticipated to impact the birth defects program resources and work.
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III.F. Public Input

Public input is an ongoing process for Title V in Virginia and began with an extensive statewide maternal and child
health needs assessment in 2015. This needs assessment involved a three-phase process of soliciting public input,
allowing VDH to obtain feedback through multiple mechanisms.
 
During each phase, input from key stakeholders, key informants, and citizens of the Commonwealth was
documented and analyzed. Final reports summarized consistent themes, pressing health concerns, and
recommendations and strategies emerging from each phase. See Five Year Needs Assessment update for
additional detail.
 
A summary of this process is presented below. The needs assessment results, paired with input received on an
ongoing basis from families, programmatic partners, and other stakeholders, continue to inform the state’s Title V
priorities and strategies.
 
 

Three-Phase MCH Needs Assessment for 2015–2020 Grant Cycle 

 
Phase 1: Stakeholder Meeting

The VDH Office of Family Health Services (OFHS) convened a stakeholder meeting on November 17, 2014. Forty-
two community stakeholders met with members of OFHS staff to identify and discuss critical health issues currently
affecting women and children across the state. This was an opportunity for VDH to learn about immediate and future
MCH resource needs and to hear what stakeholders hoped to see addressed by 2020. OFHS also hoped to gain
insight on how special populations in Virginia were faring, on the existence of continuing disparities, and on ways
that community groups could collaborate with VDH and with each other to move the needle.

Organizations represented included:

· American Academy of Pediatrics
· American Lung Association
· Bon Secours
· Brain Injury Association of Virginia
· Breastfeeding Task Force
· CHIP of Virginia
· City of Richmond Crossover Healthcare Ministry
· March of Dimes
· Prevent Child Abuse Virginia
· Thomas Jefferson Health District
· United Way
· University of Virginia (UVA)
· Virginia Academy of Nutrition and Dietetics
· Virginia Commonwealth University (VCU)
· VCU Partnerships for People with Disabilities
· VCU Pediatrics
· Virginia Council of Churches
· Virginia Department for Aging and Rehabilitative Services (DARS)
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· Virginia Department for Behavioral Health and Developmental Services (DBHDS)
· Virginia Department for the Deaf and Hard of Hearing
· Virginia Department of Education (DOE)
· Virginia Department of Health (VDH)
· Virginia Department of Medical Assistance Services (DMAS)
· Virginia Department of Social Services (DSS)
· Virginia Early Childhood Foundation (VECF)
· Virginia Healthy Start Initiative/Loving Steps Program
· Virginia Hemophilia Foundation
· Virginia Hospital & Healthcare Association (VHHA)
· Virginia Office of the Chief Medical Examiner (OCME)

 
Phase 2: Key Informant Interviews

Campbell & Company (C&C) conducted 22 interviews with key stakeholders in the central Virginia area in
December 2014 and January 2015. Individuals interviewed included non-profit executives, leaders of foundations,
state and local government officials, and physicians. Interviewees were experts in diverse areas, including health
care administration and social services, dentistry, children and youth with special needs, pediatrics, women’s health
and mental health. Most interviewees served highest-need populations – specifically, Virginia residents living in
poverty, suffering from poor health, and with little to no access to regular health services.
 
Stakeholders were encouraged to be candid in their responses as they spoke about the most critical health issues
impacting Virginia families, specific health needs for individual population groups, and barriers or gaps impeding
progress. They were also asked to share their perspective on what VDH does well with special population groups
and to provide recommendations on strengthening the role of VDH and other sectors in improving collaboration, data
collection, and data sharing.

Phase 3: Focus Groups

VDH OFHS convened six focus groups in January 2015 in key regions across the state to solicit input on critical
health issues affecting women and children. Four focus groups included consumers, and two focus groups included
parents of children and youth with special health care needs.

1. Central Region: Johnston-Willis Hospital (Richmond, VA)
2. Far Southwest Region: Johnston Memorial Hospital (Abingdon, VA)
3. Northern Region: Inova Fair Oaks Hospital (Falls Church, VA)
4. Far Southwest Region: CB Hale Community Service Building (Bristol, VA)
5. Eastern Region: Sentara Princess Anne Hospital (Virginia Beach, VA) 
6. Northwestern Region: Shenandoah Valley Child Development Clinic (Harrisonburg, VA) 
 
 

Ongoing Efforts for FY20 Application

 
Ongoing Stakeholder Input
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Title V and MCH staff continue to work closely with and solicit input from with a large body of stakeholders through
various coalitions, advisory boards, partnerships, and projects. Informal stakeholder feedback on the state’s MCH
efforts are regularly requested in the course of daily program operations to ensure state priorities remain relevant to
current MCH needs. This input is taken into account during program planning and implementation and is reflected in
annual updates to the state action plan.
 
Formal Public Comment via ‘Town Hall’ Online Platform and Virginia Register of Regulations
 
Annually, VDH puts the Title V application/report out for formal public comment on Virginia’s Town Hall online
platform. The site is a source of information about proposed changes to Virginia's regulations, including a meetings
calendar and board minutes; the site also facilitates public participation through online comment forums and an
email notification service. The site is maintained by the Virginia Department of Planning & Budget and is available
at: https://townhall.virginia.gov/index.cfm.
 
The notice is also published within the General Notices section of the Virginia Register of Regulations.
 
Formal public comments are solicited after our August federal grant review and before the September deadline for
edits to the state’s Title V submission. Any formal public comments received via the online Town Hall will be noted in
this section.
 
No formal comments on last year’s FY19 Application / FY17 Annual Report were logged. Screenshots of last year’s
public notice and online comment forum are provided below.
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Annual Public Input Survey
 
The Title V Consultant (Carla Hegwood) and MCH epidemiologist (Dr. Meagan Robinson) have developed an annual
public input survey to supplement public response to the online Town Hall platform.
 
The draft application/report are posted on the VDH Title V website with a link to the survey. The public is asked to
review the draft and then complete the survey.
 
Within the survey, respondents have the opportunity to (1) rate whether the state priorities align with their perceived
priorities for each MCH population, (2) rate the appropriateness and fit of the selected strategies, and (3) provide
feedback on any important details, topics, or strategies they feel are missing. Respondents can also opt-in to
receive program surveys and information about MCH needs assessment activities by providing their contact
information.
 
Once the survey closes, staff review all information received.
 
To recruit respondents, the survey details are emailed directly from program staff to a wide range of state and local
partners. The state family representative (Dana Yarbrough) also emailed the survey details directly to families.
 
The survey was first piloted in 2017 (for the FY18 Application / FY16 Annual Report). It generated over 80 responses,
greatly exceeding prior responses to public calls for input.
 
Additional Opportunities for Stakeholder Input
 
The application and contact information for Title V staff are also made publically available on the VDH website to
facilitate submission of additional public responses and inquiries throughout the year.
 
The current state priorities and performance measures are shared with key partners, such as DMAS, to support
interagency alignment. Input from all 35 local health districts was also solicited in 2017 to gauge shifts in local needs
and programmatic priorities.
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III.G. Technical Assistance

An ongoing technical assistance opportunity for Virginia is to increase capacity to understand best practices in
addressing substance use disorder in MCH populations and how to best utilize Title V to accomplish this. In the fall of
2016, the Commissioner of Health, Dr. Marissa Levine declared a Public Health Emergency for Virginia in response
to the increase numbers of individuals and families impacted by substance use disorder, particularly opioids. This
declaration allowed a priority to be given to opioid use in Virginia and allowed mobilization of agencies to address
SUD. Title V has contributed public health expertise in surveillance, assurance, policy development, and workforce
development to statewide efforts to address substance use; however, one of the emerging questions raised during
interagency discussions is what the main drivers of racial/ethnic disparities in access to and utilizations of MAT and
mental health services.

A related emerging opportunity is support in developing a state plan to address maternal and infant mortality and
morbidity disparities, with particular focus on identifying key drivers of disparities and efficient, innovative, evidence-
based community and clinical interventions.

In addition, Virginia was selected to receive technical assistance (TA) from the National MCH Workforce
Development Center in Chapel Hill, North Carolina, as part of the 2015-2016 state cohort. Virginia’s project, the
Medical Neighborhood, continues to grow, and the VDH Title V team continues to reach out to the MCH Workforce
Development Center for ongoing assistance and resources as necessary. Progress on the medical home and
training modules, the first project of the medical neighborhood team, is detailed within the CSHCN annual report.

In 2018, Virginia was also selected to receive TA from the MCH Workforce Development Center on development of
a statewide developmental screening initiative, to include implementation science expertise and support for
stakeholder engagement on visioning and in-depth systems mapping. The team continues to work closely with the
Center to develop of a state plan to strengthen the screening-assessment-referral continuum, which will begin with
formation of 6 regional hubs. Progress on the Virginia Developmental Screening Initiative is detailed within the Child
Health annual report.
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IV. Title V-Medicaid IAA/MOU

The Title V-Medicaid IAA/MOU is uploaded as a PDF file to this section - VDH-DMAS Interagency Agreement.pdf
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https://mchbtvis.hrsa.gov/Narratives/FileView/ShowFile?fileName=VDH-DMAS%20Interagency%20Agreement.pdf&AppFormUniqueId=20cfe986-7a48-4960-b0b6-4dc79701fb02


V. Supporting Documents

The following supporting documents have been provided to supplement the narrative discussion.

Supporting Document #01 - Virginia - 2018 Application - State Action Plan Table.pdf

Supporting Document #02 - Virginia - 2019 Application - State Action Plan Table.pdf

Supporting Document #03 - Care Connection for Children 2018 Family Survey Report.pdf

Supporting Document #04 - Map of Virginia CYSHCN Centers.pdf

Supporting Document #05 - Virginia Plan for Well-Being 2016-2020.pdf
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VI. Organizational Chart

The Organizational Chart is uploaded as a PDF file to this section - FY20 Virginia Title V Organizational Chart.pdf
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VII. Appendix
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Form 2
MCH Budget/Expenditure Details

State: Virginia

FY 20 Application Budgeted

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424] apply only to the
Application Year)

$ 12,287,553

A. Preventive and Primary Care for Children $ 3,795,675 (30.8%)

B. Children with Special Health Care Needs $ 5,130,124 (41.7%)

C. Title V Administrative Costs $ 1,227,859 (10%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All Others)

$ 10,153,658

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 9,215,665

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 0

5. OTHER FUNDS

(Item 18e of SF-424)

$ 1,618,704

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 2,086,819

7. TOTAL STATE MATCH

(Lines 3 through 6)

$ 12,921,188

A. Your State's FY 1989 Maintenance of Effort Amount
$ 8,718,003

8. FEDERAL-STATE TITLE V BLOCK GRANT PARTNERSHIP SUBTOTAL

(Total lines 1 and 7)

$ 25,208,741

9. OTHER FEDERAL FUNDS

10. OTHER FEDERAL FUNDS(Subtotal of all funds under item 9) $ 16,989,838

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 42,198,579

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS FY 20 Application Budgeted

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > Early Hearing Detection and Intervention (EHDI) State
Programs

$ 122,290

Department of Health and Human Services (DHHS) > Administration for Children &
Families (ACF) > State Abstinence Education Grant Program

$ 1,178,197

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Maternal, Infant, and Early Childhood Home
Visiting Program (MIECHV) Formula Grants

$ 7,860,627

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Universal Newborn Hearing Screening and
Intervention

$ 250,000

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Healthy Start

$ 1,139,160

Department of Health and Human Services (DHHS) > Office of Population Affairs
(OPA) > Title X Family Planning

$ 2,635,000

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > Zika Surveillance Systems Grant Program

$ 560,000

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > Prescription Drug Overdose: Prevention for States
Program

$ 2,019,910

Department of Health and Human Services (DHHS) > Health Resources and
Services Administration (HRSA) > Maternal, Infant, and Early Childhood Home
Visiting Program (MIECHV) Innovation Grants

$ 1,224,654
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FY 18 Annual Report
Budgeted

FY 18 Annual Report
Expended

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424]
apply only to the Application Year)

$ 12,092,401 $ 12,287,553

A. Preventive and Primary Care for Children $ 3,956,695 (32.7%) $ 3,795,675 (30.8%)

B. Children with Special Health Care Needs $ 5,390,214 (44.6%) $ 5,130,124 (41.7%)

C. Title V Administrative Costs $ 1,209,240 (10%) $ 1,227,859 (10%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All
Others)

$ 10,556,149 $ 10,153,658

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 9,069,301 $ 9,215,665

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 0 $ 0

5. OTHER FUNDS

(Item 18e of SF-424)

$ 1,125,000 $ 1,618,704

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 200,000 $ 2,086,819

7. TOTAL STATE MATCH

(Lines 3 through 6)

$ 10,394,301 $ 12,921,188

A. Your State's FY 1989 Maintenance of Effort Amount
$ 8,718,003

8. FEDERAL-STATE TITLE V BLOCK GRANT
PARTNERSHIP SUBTOTAL

(Total lines 1 and 7)

$ 22,486,702 $ 25,208,741

9. OTHER FEDERAL FUNDS

10. OTHER FEDERAL FUNDS (Subtotal of all funds under
item 9)

$ 12,847,299 $ 14,898,453

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 35,334,001 $ 40,107,194

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS
FY 18 Annual Report

Budgeted
FY 18 Annual Report

Expended

Department of Health and Human Services (DHHS) >
Administration for Children & Families (ACF) > State
Abstinence Education Grant Program

$ 1,254,747 $ 951,017

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > ACA
Maternal, Infant and Early Childhood Home Visiting Program

$ 7,648,351 $ 7,243,881

Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) > Early
Hearing Detection and Intervention (EHDI) State Programs

$ 225,482 $ 106,172

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > Universal
Newborn Hearing Screening and Intervention

$ 250,000 $ 237,253

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > Healthy
Start

$ 1,207,690 $ 953,745

Department of Health and Human Services (DHHS) > Office
of Population Affairs (OPA) > Title X Family Planning

$ 1,773,000 $ 5,194,999

Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) > Zika
Surveillance Systems Grant Program

$ 488,029 $ 211,386
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Form Notes for Form 2:

None

Field Level Notes for Form 2:

1. Field Name: 6. PROGRAM INCOME

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
This figure includes revenue generated by the Dental Health Program ($331,754.98), Southwest Care Connection
for Children ($98.81), and the Child Development Center Program ($1,754,965.55).

The FY18 Child Development Center self-reported revenue is reported as part of annual operations budgets for
contracted health systems. For Lenowisco Health District's CDC, revenue is generated by a VDH entity. For the
remaining centers, the income does not come the state MCH agency but is held and reinvested in the program by
each health system.

2. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Administration for Children & Families (ACF) > State Abstinence Education
Grant Program

Fiscal Year: 2020

Column Name: Application Budgeted

 Field Note:
Estimate based on 10/1/2018-9/30/2020 grant award.

3. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Administration for Children & Families (ACF) > State Abstinence Education
Grant Program

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
Budget Period: 10/01/2017 to 09/30/2018; Total Award: $1,254,747

4. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Health Resources and Services Administration (HRSA) > ACA Maternal,
Infant and Early Childhood Home Visiting Program

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
Budget Period: 4/30/2016 to 9/30/2018; Total Award: $7,648,351
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5. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) > Early Hearing
Detection and Intervention (EHDI) State Programs

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
Budget Period: 7/01/2017 to 6/30/2018; Total Award: $122,290

6. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Health Resources and Services Administration (HRSA) > Universal
Newborn Hearing Screening and Intervention

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
Budget Period: 4/01/2017 to 3/31/2018; Total Award: $261,423

7. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Health Resources and Services Administration (HRSA) > Healthy Start

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
Budget Period: 4/01/2017 to 3/31/2018; Total Award: $1,184,492

8. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Office of Population Affairs (OPA) > Title X Family Planning

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
Budget Period: 4/01/2017 to 8/31/2018; Total Award: $5,195,000

9. Field Name: Other Federal Funds, Department of Health and Human Services (DHHS) >
Centers for Disease Control and Prevention (CDC) > Zika Surveillance
Systems Grant Program

Fiscal Year: 2018

Column Name: Annual Report Expended

 Field Note:
Budget Period: 8/01/2016 to 1/31/2019; Total Award: $560,000

Data Alerts:
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The value in Line 5, Other Funds, Annual Report Expended is greater or less than 10% of the Annual
Report Budgeted. Please add a field level note indicating the reason for the discrepancy.
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Form 3a
Budget and Expenditure Details by Types of Individuals Served

State: Virginia

IA. Federal MCH Block Grant
FY 20 Application

Budgeted
FY 18 Annual Report

Expended

1. Pregnant Women $ 964,653 $ 964,653

2. Infants < 1 year $ 1,132,961 $ 1,132,961

3. Children 1 through 21 Years $ 3,795,675 $ 3,795,675

4. CSHCN $ 5,130,124 $ 5,130,124

5. All Others $ 36,281 $ 36,281

Federal Total of Individuals Served $ 11,059,694 $ 11,059,694

IB. Non-Federal MCH Block Grant
FY 20 Application

Budgeted
FY 18 Annual Report

Expended

1. Pregnant Women $ 581,409 $ 581,409

2. Infants < 1 year $ 1,886,919 $ 1,886,919

3. Children 1 through 21 Years $ 1,162,818 $ 1,162,818

4. CSHCN $ 859,152 $ 859,152

5. All Others $ 3,846,530 $ 3,846,530

Non-Federal Total of Individuals Served $ 8,336,828 $ 8,336,828

Federal State MCH Block Grant Partnership Total $ 19,396,522 $ 19,396,522

I. TYPES OF INDIVIDUALS SERVED

Created on 7/15/2019 at 1:56 PMPage 289 of 414 pages



Form Notes for Form 3a:

None

Field Level Notes for Form 3a:

1. Field Name: IA. Federal MCH Block Grant, 5. All Others

Fiscal Year: 2020

Column Name: Application Budgeted

 Field Note:
This figure includes men (age 22 and over) and women who are not pregnant.

2. Field Name: IB. Non-Federal MCH Block Grant, 5. All Others

Fiscal Year: 2020

Column Name: Application Budgeted

 Field Note:
This figure includes men (age 22 and over) and women who are not pregnant.

Data Alerts: None
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Form 3b
Budget and Expenditure Details by Types of Services

State: Virginia

IIA. Federal MCH Block Grant
FY 20 Application

Budgeted
FY 18 Annual Report

Expended

1. Direct Services $ 209,363 $ 209,363

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 38,233 $ 38,233

B. Preventive and Primary Care Services for Children $ 41,527 $ 41,527

C. Services for CSHCN $ 129,603 $ 129,603

2. Enabling Services $ 6,268,902 $ 6,268,902

3. Public Health Services and Systems $ 5,809,288 $ 5,809,288

4. Select the types of Federally-supported "Direct Services", as reported in II.A.1. Provide the total amount of Federal MCH
Block Grant funds expended for each type of reported service

Pharmacy $ 114,213

Physician/Office Services $ 150

Hospital Charges (Includes Inpatient and Outpatient Services) $ 0

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 60,647

Laboratory Services $ 28,533

Other

Tobacco Cessation $ 5,820

Direct Services Line 4 Expended Total $ 209,363

Federal Total $ 12,287,553 $ 12,287,553

II. TYPES OF SERVICES
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IIB. Non-Federal MCH Block Grant
FY 20 Application

Budgeted
FY 18 Annual Report

Expended

1. Direct Services $ 63,082 $ 63,081

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 9,643 $ 9,643

B. Preventive and Primary Care Services for Children $ 9,643 $ 9,643

C. Services for CSHCN $ 43,796 $ 43,795

2. Enabling Services $ 4,773,010 $ 4,773,010

3. Public Health Services and Systems $ 4,379,574 $ 4,379,574

4. Select the types of Non-Federally-supported "Direct Services", as reported in II.B.1. Provide the total amount of Non-
Federal MCH Block Grant funds expended for each type of reported service

Pharmacy $ 43,796

Physician/Office Services $ 0

Hospital Charges (Includes Inpatient and Outpatient Services) $ 0

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 0

Laboratory Services $ 4,880

Other

Tobacco Cessation $ 14,405

Direct Services Line 4 Expended Total $ 63,081

Non-Federal Total $ 9,215,666 $ 9,215,665
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Form Notes for Form 3b:

None

Field Level Notes for Form 3b:

None
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Form 4
Number and Percentage of Newborns and Others Screened Cases Confirmed and Treated

State: Virginia

Total Births by Occurrence: 99,444 Data Source Year: 2017

1. Core RUSP Conditions

Program Name

(A) Aggregate
Total Number
Receiving at

Least One
Screen

(B) Aggregate
Total Number
Presumptive

Positive
Screens

(C) Aggregate
Total Number

Confirmed
Cases

(D) Aggregate
Total Number
Referred for

Treatment

Core RUSP Conditions 97,884 
(98.4%)

2,980 317 317 
(100.0%)

Program Name(s)

3-Hydroxy-3-
Methyglutaric Aciduria

3-Methylcrotonyl-Coa
Carboxylase Deficiency

Argininosuccinic
Aciduria

Biotinidase Deficiency Carnitine Uptake
Defect/Carnitine
Transport Defect

Citrullinemia, Type I Classic Galactosemia Classic
Phenylketonuria

Congenital Adrenal
Hyperplasia

Critical Congenital
Heart Disease

Cystic Fibrosis Glutaric Acidemia Type I Hearing Loss Holocarboxylase
Synthase Deficiency

Homocystinuria

Isovaleric Acidemia Long-Chain L-3
Hydroxyacyl-Coa
Dehydrogenase
Deficiency

Maple Syrup
Urine Disease

Medium-Chain Acyl-
Coa Dehydrogenase
Deficiency

Methylmalonic
Acidemia (Cobalamin
Disorders)

Methylmalonic
Acidemia
(Methylmalonyl-Coa
Mutase)

Primary Congenital
Hypothyroidism

Propionic
Acidemia

S, ßeta-Thalassemia S,C Disease

S,S Disease (Sickle
Cell Anemia)

Severe Combined
Immunodeficiences

ß-Ketothiolase
Deficiency

Trifunctional Protein
Deficiency

Tyrosinemia, Type I

Very Long-Chain Acyl-
Coa Dehydrogenase
Deficiency

2. Other Newborn Screening Tests

None
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3. Screening Programs for Older Children & Women

None

4. Long-Term Follow-Up

There is no formal long-term monitoring or follow-up process that occurs with infants diagnosed through the Virginia
Newborn Screening Program (VNSP); however, the VNSP does have a process in place to refer screen positive
infants to Care Connection for Children (CCC) of the VDH Children with Special Health Care Needs Program. The
CCC is a statewide network of Centers of Excellence for Children with Special Health Care Needs (CSHCN) that
facilitates access to comprehensive medical, support, and case management services for all CSHCN served under
VDH programs.
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Form Notes for Form 4:

Note for 2018 reporting year: Data reported from most recent available data year 2017; compiled by the Virginia Newborn
Screening and Birth Defects Surveillance Programs and Early Hearing Detection Intervention (EHDI); Division of Child and
Family Health

Data Sources: Virginia Department of General Service StarLIMS (State Laboratory Newborn Screening Database),
VACares (Birth Defects Registry)

*Critical Congenital Heart Disease: Regulations require only well-born infants (excludes NICU, specialty care, and prenatal
diagnosis) and it is not expected to have 100% infants screened. The majority of infants diagnosed with CCHD in Virginia
are found through prenatal anatomical ultrasounds; however, the newborn screening program still refers these cases to
Care Connection for Children (CCC) of the VDH Children with Special Health Care Needs Program.

Field Level Notes for Form 4:

1. Field Name: Core RUSP Conditions - Referred For Treatment

Fiscal Year: 2018

Column Name: Core RUSP Conditions

 Field Note:
Note for 2018 reporting year: Critical Congenital Heart Disease - Regulations require only well-born infants
(excludes NICU, specialty care, and prenatal diagnosis) and it is not expected to have 100% infants screened.
The majority of infants diagnosed with CCHD in Virginia are found through prenatal anatomical ultrasounds;
however, the newborn screening program still refers these cases to Care Connection for Children (CCC) of
the VDH Children with Special Health Care Needs Program.

*The aggregate total number referred for treatment in Virginia for FY18 is 515

Data Alerts: None
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Form 5
Count of Individuals Served by Title V & Total Percentage of Populations Served by Title V

State: Virginia

Annual Report Year 2018

Form 5a – Count of Individuals Served by Title V
(Direct & Enabling Services Only)

Primary Source of Coverage

Types Of Individuals Served
(A) Title V Total

Served

(B)
Title
XIX %

(C)
Title
XXI %

(D)
Private
/ Other

%

(E)
None

%

(F)
Unknown

%

1. Pregnant Women 57,018 30.0 0.0 65.0 5.0 0.0

2. Infants < 1 Year of Age 97,672 30.0 0.0 65.0 5.0 0.0

3. Children 1 through 21 Years of Age 17,762 24.0 0.0 70.0 6.0 0.0

3a. Children with Special Health Care Needs 7,470 36.0 0.0 61.0 3.0 0.0

4. Others 209 8.0 0.0 82.0 10.0 0.0

Total 172,661

Form 5b – Total Percentage of Populations Served by Title V
(Direct, Enabling, and Public Health Services and Systems)

Populations Served
by Title V

Reference
Data

Used
Reference

Data? Denominator
Total %
Served

Form 5b Count
(Calculated)

Form 5a
Count

1. Pregnant Women 100,391 Yes 100,391 100 100,391 57,018

2. Infants < 1 Year of
Age

99,475 Yes 99,475 100 99,475 97,672

3. Children 1 through
21 Years of Age

2,219,487 Yes 2,219,487 100 2,219,487 17,762

3a. Children with
Special Health Care
Needs

491,394 Yes 491,394 100 491,394 7,470

4. Others 6,149,471 Yes 6,149,471 100 6,149,471 209
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Form Notes for Form 5:

None

Field Level Notes for Form 5a:

1. Field Name: Pregnant Women Total Served

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Pregnant Women – Number of “What is my baby hearing” fact sheets used with
Home Visiting and WIC. (Data from VIB website); Source of Coverage WebVision – Report #081 from the Data
Warehouse; Using the date range Oct 1, 2017 to Sep 30, 2018; Number reported includes pregnant and
postpartum women receiving counseling/education services from LHDs - safe sleep (22,822), substance use
(6,009 - including tobacco cessation, alcohol, illicit and prescription drugs), unintended pregnancy (18,867), and
access to care (173 - including post-partum visit/screening) - obtained from LHD mid-year reports

2. Field Name: Infants Less Than One YearTotal Served

Fiscal Year: 2018

 Field Note:
Note for 2018 reporting year: Data reported from most recent available data year 2017; Includes total number of
infants receiving a hearing screening test during calendar year 2017 (Virginia EHDI))

3. Field Name: Children 1 through 21 Years of Age

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Number of children in process & children with risk indicators (Number comes
from VISITS in process report and pass with risk letters); AEP Grant served a total of 6,906 during FY18; Central
Office Coordinator at the time was 40% funded by Title V.

4. Field Name: Children with Special Health Care Needs

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Number of children with a diagnosis of hearing loss (Number came from
VISITS); CCC-SUN, Individual Program Reports from partners (7194 is from the CCC, CDC, Sickle cell, and
Bleeding Disorders programs under 21; 131 is adults in the bleeding disorders program over 21); enabling
services to families from the VCU Center for Family Involvement (81 infant SHCN)

5. Field Name: Others

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Individual Program Reports from partners (131 is adults in the bleeding
disorders program over 21); Number of parents that received family to family services from VCU (Number of
referrals based on VISITS report and contractor report)

Field Level Notes for Form 5b:
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1. Field Name: Pregnant Women

Fiscal Year: 2018

 Field Note:
Statewide Needs Assessment; Statewide efforts attributed to programs receiving Title V funding: Provide 100% of
Mat/Inf salaries and funding for MMRT salaries (Ryan & Melanie), and partial salary and funding for Reproductive
Health and Child Health/Home-visiting, partial salary and funding Resources Mothers (pregnant and parenting
teens); MCH epi team partial salaries; Needs Assessment support; Pop Health Data Manager salary; Cancer epi
partial salaries

2. Field Name: InfantsLess Than One Year

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Title V provides 100% salary support for Mat/Inf and EHDI program manager
staff; provides support for VACARES

3. Field Name: Children 1 Through 21 Years of Age

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Statewide Needs Assessment; includes Medical Home and Transition initiatives
for school-aged children with and without special health care needs; Partnership to develop training module for
health care providers and families to educate on a comprehensive care approach to provide a medical home and
a module on best practices regarding the delivery of transition services; participation in state child health planning
and advisory boards including the Child Health Insurance Plan Advisory Committee (CHIPAC), Virginia Interagency
Coordinating Council (VICC); development of school health guidelines for all public schools and in consultation for
private/parochial schools

4. Field Name: Children With Special Health Care Needs

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Statewide Needs Assessment; includes Medical Home and Transition initiatives
for school-aged children with and without special health care needs; Partnership to develop training module for
health care providers and families to educate on a comprehensive care approach to provide a medical home and
a module on best practices regarding the delivery of transition services; development of school health guidelines
for all public schools and in consultation for private/parochial schools (including recommendations for
development of local programs and policies related to health care services for students with special health care
needs)

5. Field Name: Others

Fiscal Year: 2018

 Field Note:
Data note for reporting year 2018: Statewide Needs Assessment; Title V provides funding to local health districts
to carry out essential public health services in every community in Virginia (includes reproductive health education
services that are available to women and men)
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Data Alerts:

1. Infants Less Than One Year, Form 5a Count is greater than or equal to 90% of the Form 5b Count (calculated).
Please check that population based services have been included in the 5b Count and not in the 5a Count.

2. Reported percentage for Others on Form 5b is greater than or equal to 50%. The Others denominator includes
both women and men ages 22 and over. Please double check and justify with a field note.
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Form 6
Deliveries and Infants Served by Title V and Entitled to Benefits Under Title XIX

State: Virginia

Annual Report Year 2018

I. Unduplicated Count by Race/Ethnicity

(A)
Total

(B) Non-
Hispanic

White

(C) Non-
Hispanic
Black or
African

American
(D)

Hispanic

(E) Non-
Hispanic
American
Indian or

Native
Alaskan

(F) Non-
Hispanic

Asian

(G) Non-
Hispanic

Native
Hawaiian
or Other
Pacific

Islander

(H) Non-
Hispanic
Multiple

Race

(I) Other
&

Unknown

1. Total
Deliveries in
State

103,664 56,772 21,649 14,315 175 7,741 161 0 2,851

  Title V
Served

14,032 5,661 3,045 4,633 22 517 89 0 65

  Eligible for
Title XIX

30,000 11,641 10,640 5,882 46 957 37 0 797

2. Total
Infants in
State

99,436 53,766 21,275 13,998 165 7,475 157 0 2,600

  Title V
Served

99,436 53,766 21,275 13,998 165 7,475 157 0 2,600

  Eligible for
Title XIX

30,000 11,641 10,640 5,882 46 957 37 0 797
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Form Notes for Form 6:

None

Field Level Notes for Form 6:

None
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Form 7
State MCH Toll-Free Telephone Line and Other Appropriate Methods Data

State: Virginia

A. State MCH Toll-Free Telephone Lines 2020 Application Year 2018 Annual Report Year

1. State MCH Toll-Free "Hotline" Telephone Number (800) 230-6977 x211 (800) 230-6977 x211

2. State MCH Toll-Free "Hotline" Name Virginia Statewide Human
Services I&R System (211)

Virginia Statewide Human
Services I&R System (211)

3. Name of Contact Person for State MCH "Hotline" Carla Hegwood Carla Hegwood

4. Contact Person's Telephone Number (804) 864-7674 (804) 864-7674

5. Number of Calls Received on the State MCH "Hotline" 10,882

B. Other Appropriate Methods 2020 Application Year 2018 Annual Report Year

1. Other Toll-Free "Hotline" Names American Sexual Health
Association BrdsNBz Sexual

Health Text Messaging
System; Crisis Text Line

2. Number of Calls on Other Toll-Free "Hotlines"

3. State Title V Program Website Address http://www.vdh.virginia.gov/v
dhlivewell/

http://www.vdh.virginia.gov/v
dhlivewell/

4. Number of Hits to the State Title V Program Website 38,000

5. State Title V Social Media Websites Facebook: VDHLiveWell ;
Instagram: @vdhlivewell ;
Pinterest: VDH LiveWell ;
Youtube: VDH LiveWell

Facebook: VDHLiveWell ;
Instagram: @vdhlivewell ;

Twitter: @vdhlivewell ;
Pinterest: VDH LiveWell ;
Youtube: VDH LiveWell

6. Number of Hits to the State Title V Program Social Media
Websites

148,100
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Form Notes for Form 7:

Data note for reporting year 2018: Data for the Virginia Statewide Human Services I&R System (Virginia 211) reported
from the 2016-2017 Annual Report (www.dss.virginia.gov/files/division/cvs/211/publications/211_2016-17_Report.pdf);
Local Health Districts promote 211 based on their need and programs
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Form 8
State MCH and CSHCN Directors Contact Information

State: Virginia

1. Title V Maternal and Child Health (MCH) Director

Name Carla Hegwood

Title Director, Title V MCH Block Grant

Address 1 109 Governor Street

Address 2

City/State/Zip Richmond / VA / 23219

Telephone (804) 864-7674

Extension

Email carla.hegwood@vdh.virginia.gov

2. Title V Children with Special Health Care Needs (CSHCN) Director

Name Marcus C. Allen

Title Director, Children and Youth with Special Health Care Needs Program

Address 1 109 Governor Street

Address 2

City/State/Zip Richmond / VA / 23219

Telephone (804) 864-7716

Extension

Email marcus.allen@vdh.virginia.gov

Created on 7/15/2019 at 1:56 PMPage 305 of 414 pages



3. State Family or Youth Leader (Optional)

Name Dana Yarbrough

Title Director/Assistant Director, Center for Family Involvement/Strategic Initiatives at VCU

Address 1 700 E. Franklin Street, 1st Floor

Address 2

City/State/Zip Richmond / VA / 23219

Telephone (804) 828-0352

Extension

Email dvyarbrough@vcu.edu
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Form Notes for Form 8:

None
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Form 9
List of MCH Priority Needs

State: Virginia

Application Year 2020

No. Priority Need

1. Safe Sleep: Increase safe sleep practices for infants.

2. Medical Home: Promote the importance of medical home among providers and families.

3. Transition: Promote independence and transition of young adults with and without special healthcare
needs.

4. Child/Adolescent Injury: Reduce injuries, violence, and suicide among Title V populations.

5. Women's/Maternal Health: Support the physical and emotional well-being of women and their children.

6. Early and Continuous Screening: Support optimal physical, mental health and social emotional
development for all children.

7. Oral Health: Increase access to oral health services for pregnant women and children.

8. Family Engagement: Foster a culture of family/youth engagement and leadership.
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Form 9 State Priorities-Needs Assessment Year - Application Year 2016

No. Priority Need

Priority Need
Type (New,
Replaced or
Continued
Priority Need for
this five-year
reporting
period)

Rationale if priority need does not have
a corresponding State or National
Performance/Outcome Measure

1. Safe Sleep New Priority has state and national performance
measures.

2. Breastfeeding New Priority has state and national performance
measures.

3. Physical Activity New Priority has state and national performance
measures.

4. Tobacco New Priority has state and national performance
measures.

5. Medical Home New Priority has state and national performance
measures.

6. Transition New Priority has state and national performance
measures.

7. Child/Adolescent Injury New Priority has state and national performance
measures.

8. Woman/Maternal Health New Priority has state and national performance
measures.
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Form Notes for Form 9:

None

Field Level Notes for Form 9:

None
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Form 10
National Outcome Measures (NOMs)

State: Virginia

Form Notes for Form 10 NPMs, NOMs, SPMs, SOMs, and ESMs.

Note for 2018 reporting year for ESMs 11.1 and 12.1: In order to hold UVA accountable, VDH MCH leadership started holding
monthly meetings with them. Hard deadlines were set and UVA has made significant progress. During the month of February
(and at the request of the VDH CYSHCN director), UVA presented formal content for the transition family module. This
presentation was done in front of the Virginia Department of Education’s, Family Engagement Network (FEN). FEN is composed
of parent resource center staff from across the state. Many of these staff members have children with special needs so they
understand the barriers that families face. The presentation was a success and the feedback received was very positive. As a
result of this, UVA has been given the green light to proceed with converting the content into an actual module. The University
assured VDH that this content and the medical home modules will be ready by June 1 in demo form. From there, it can be
converted to the final product in less than a week after VDH provides formal approval. Once the modules have been
developed, VDH will be able to track the number of people who complete them for the medical home and transition ESMs.
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NOM 1 - Percent of pregnant women who receive prenatal care beginning in the first trimester

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 79.0 % 0.1 % 74,267 94,044

2016 79.9 % 0.1 % 78,094 97,753

2015 79.9 % 0.1 % 72,042 90,155 

2014 80.9 % 0.1 % 60,618 74,896 

2013 77.5 % 0.2 % 57,327 73,938 

Legends:

NOM 1 - Notes:

None

Data Alerts: None

   

   

   

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with

caution
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NOM 2 - Rate of severe maternal morbidity per 10,000 delivery hospitalizations

Data Source: HCUP - State Inpatient Databases (SID)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015 134.4 4.4 956 71,125

2014 135.3 3.8 1,279 94,522

2013 132.6 3.8 1,235 93,167

2012 133.2 3.8 1,234 92,670

2011 133.9 3.8 1,239 92,553

2010 123.5 3.7 1,146 92,775

2009 128.0 3.7 1,199 93,687

2008 117.8 3.5 1,124 95,443

Legends:

NOM 2 - Notes:

None

Data Alerts: None

 Indicator has a numerator ≤10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 3 - Maternal mortality rate per 100,000 live births

Federally available Data (FAD) for this measure is not available/reportable.

NOM 3 - Notes:

None

Data Alerts: None
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NOM 4 - Percent of low birth weight deliveries (<2,500 grams)

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 8.4 % 0.1 % 8,393 100,344

2016 8.1 % 0.1 % 8,263 102,404

2015 7.9 % 0.1 % 8,111 103,273

2014 7.9 % 0.1 % 8,130 103,255

2013 8.0 % 0.1 % 8,182 102,091

2012 8.1 % 0.1 % 8,375 102,940

2011 8.0 % 0.1 % 8,184 102,590

2010 8.2 % 0.1 % 8,448 102,949

2009 8.4 % 0.1 % 8,779 104,992

Legends:

NOM 4 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with

caution
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NOM 5 - Percent of preterm births (<37 weeks)

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 9.5 % 0.1 % 9,582 100,343

2016 9.6 % 0.1 % 9,792 102,422

2015 9.2 % 0.1 % 9,549 103,273

2014 9.2 % 0.1 % 9,517 103,268

2013 9.4 % 0.1 % 9,599 102,083

2012 9.5 % 0.1 % 9,774 102,964

2011 9.5 % 0.1 % 9,738 102,598

2010 10.1 % 0.1 % 10,395 102,963

2009 10.2 % 0.1 % 10,702 104,987

Legends:

NOM 5 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with

caution
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NOM 6 - Percent of early term births (37, 38 weeks)

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 25.1 % 0.1 % 25,147 100,343

2016 24.6 % 0.1 % 25,192 102,422

2015 24.1 % 0.1 % 24,902 103,273

2014 24.0 % 0.1 % 24,775 103,268

2013 24.3 % 0.1 % 24,807 102,083

2012 24.7 % 0.1 % 25,457 102,964

2011 25.2 % 0.1 % 25,905 102,598

2010 26.6 % 0.1 % 27,356 102,963

2009 27.2 % 0.1 % 28,588 104,987

Legends:

NOM 6 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20, a confidence interval width >20% points or >1.2 times the estimate, or >10% missing data and should be interpreted with

caution
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NOM 7 - Percent of non-medically indicated early elective deliveries

Data Source: CMS Hospital Compare

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017/Q2-2018/Q1 1.0 %

2017/Q1-2017/Q4 1.0 %

2016/Q4-2017/Q3 1.0 %

2016/Q3-2017/Q2 1.0 %

2016/Q2-2017/Q1 1.0 %

2016/Q1-2016/Q4 1.0 %

2015/Q4-2016/Q3 1.0 %

2015/Q3-2016/Q2 1.0 %

2015/Q2-2016/Q1 1.0 %

2015/Q1-2015/Q4 1.0 %

2014/Q4-2015/Q3 2.0 %

2014/Q3-2015/Q2 2.0 %

2014/Q2-2015/Q1 2.0 %

2014/Q1-2014/Q4 2.0 %

2013/Q4-2014/Q3 3.0 %

2013/Q3-2014/Q2 4.0 %

2013/Q2-2014/Q1 5.0 %

Legends:

NOM 7 - Notes:

None

Data Alerts: None

 Indicator results were based on a shorter time period than required for reporting
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NOM 8 - Perinatal mortality rate per 1,000 live births plus fetal deaths

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 5.6 0.2 579 102,737

2015 5.5 0.2 566 103,560

2014 5.6 0.2 582 103,562

2013 6.3 0.3 650 102,432

2012 6.6 0.3 686 103,300

2011 6.7 0.3 691 102,938

2010 6.6 0.3 680 103,306

2009 6.4 0.3 676 105,331

Legends:

NOM 8 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.1 - Infant mortality rate per 1,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 5.8 0.2 599 102,460

2015 5.9 0.2 610 103,303

2014 5.7 0.2 584 103,300

2013 6.2 0.3 631 102,147

2012 6.5 0.3 668 103,013

2011 6.8 0.3 697 102,652

2010 6.8 0.3 703 103,002

2009 7.1 0.3 750 105,059

Legends:

NOM 9.1 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.2 - Neonatal mortality rate per 1,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 3.8 0.2 387 102,460

2015 3.9 0.2 399 103,303

2014 3.8 0.2 391 103,300

2013 4.4 0.2 451 102,147

2012 4.7 0.2 480 103,013

2011 4.7 0.2 481 102,652

2010 4.6 0.2 475 103,002

2009 4.7 0.2 493 105,059

Legends:

NOM 9.2 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.3 - Post neonatal mortality rate per 1,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 2.1 0.1 212 102,460

2015 2.0 0.1 211 103,303

2014 1.9 0.1 193 103,300

2013 1.8 0.1 180 102,147

2012 1.8 0.1 188 103,013

2011 2.1 0.1 216 102,652

2010 2.2 0.2 228 103,002

2009 2.4 0.2 257 105,059

Legends:

NOM 9.3 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.4 - Preterm-related mortality rate per 100,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 205.9 14.2 211 102,460

2015 210.1 14.3 217 103,303

2014 198.5 13.9 205 103,300

2013 264.3 16.1 270 102,147

2012 249.5 15.6 257 103,013

2011 262.1 16.0 269 102,652

2010 259.2 15.9 267 103,002

2009 290.3 16.7 305 105,059

Legends:

NOM 9.4 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 9.5 - Sleep-related Sudden Unexpected Infant Death (SUID) rate per 100,000 live births

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 114.2 10.6 117 102,460

2015 84.2 9.0 87 103,303

2014 101.6 9.9 105 103,300

2013 75.4 8.6 77 102,147

2012 88.3 9.3 91 103,013

2011 94.5 9.6 97 102,652

2010 104.9 10.1 108 103,002

2009 107.6 10.1 113 105,059

Legends:

NOM 9.5 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 10 - The percent of infants born with fetal alcohol exposure in the last 3 months of pregnancy

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 8.4 % 1.4 % 7,975 95,548

2015 9.3 % 1.3 % 8,901 95,804

Legends:

NOM 10 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has an unweighted denominator between 30 and 59 or confidence interval width >20% points or >1.2 times the estimate and should be interpreted

with caution
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NOM 11 - The rate of infants born with neonatal abstinence syndrome per 1,000 hospital births

Data Source: HCUP - State Inpatient Databases (SID)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 6.7 0.3 636 94,439

2015 5.7 0.3 405 71,397

2014 5.4 0.2 512 94,776

2013 4.7 0.2 437 93,393

2012 3.8 0.2 353 92,827

2011 3.2 0.2 287 90,911

2010 3.0 0.2 272 91,919

2009 2.4 0.2 227 94,034

2008 2.0 0.1 189 95,336

Legends:

NOM 11 - Notes:

None

Data Alerts: None

 Indicator has a numerator ≤10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 12 - Percent of eligible newborns screened for heritable disorders with on time physician notification for out
of range screens who are followed up in a timely manner. (DEVELOPMENTAL)

Federally available Data (FAD) for this measure is not available/reportable.

NOM 12 - Notes:

None

Data Alerts: None
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NOM 13 - Percent of children meeting the criteria developed for school readiness (DEVELOPMENTAL)

Federally available Data (FAD) for this measure is not available/reportable.

NOM 13 - Notes:

None

Data Alerts: None
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NOM 14 - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 12.2 % 1.6 % 213,906 1,750,946

2016 9.9 % 1.4 % 172,390 1,749,952

Legends:

NOM 14 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 15 - Child Mortality rate, ages 1 through 9, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 17.0 1.4 157 925,835

2016 15.6 1.3 145 928,114

2015 17.5 1.4 163 930,662

2014 16.3 1.3 152 931,531

2013 14.6 1.3 136 932,216

2012 17.4 1.4 161 927,706

2011 19.1 1.4 176 922,806

2010 16.1 1.3 148 921,396

2009 15.7 1.3 143 913,341

Legends:

NOM 15 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 16.1 - Adolescent mortality rate ages 10 through 19, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 28.7 1.6 306 1,064,407

2016 30.4 1.7 323 1,062,972

2015 29.5 1.7 313 1,059,818

2014 26.1 1.6 277 1,059,336

2013 26.8 1.6 283 1,057,209

2012 28.9 1.7 306 1,058,560

2011 29.6 1.7 314 1,059,168

2010 27.3 1.6 290 1,062,211

2009 26.1 1.6 278 1,063,377

Legends:

NOM 16.1 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 16.2 - Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015_2017 9.8 0.8 159 1,619,060

2014_2016 10.6 0.8 171 1,616,229

2013_2015 9.8 0.8 158 1,612,618

2012_2014 10.6 0.8 171 1,616,074

2011_2013 11.2 0.8 181 1,623,241

2010_2012 11.8 0.9 193 1,637,028

2009_2011 11.8 0.8 194 1,648,677

2008_2010 14.3 0.9 237 1,657,939

2007_2009 17.2 1.0 285 1,657,396

Legends:

NOM 16.2 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 16.3 - Adolescent suicide rate, ages 15 through 19, per 100,000

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2015_2017 9.9 0.8 161 1,619,060

2014_2016 9.8 0.8 159 1,616,229

2013_2015 9.1 0.8 147 1,612,618

2012_2014 9.0 0.8 145 1,616,074

2011_2013 8.3 0.7 134 1,623,241

2010_2012 7.8 0.7 127 1,637,028

2009_2011 7.4 0.7 122 1,648,677

2008_2010 7.7 0.7 128 1,657,939

2007_2009 7.5 0.7 125 1,657,396

Legends:

NOM 16.3 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution

Created on 7/15/2019 at 1:56 PMPage 333 of 414 pages



NOM 17.1 - Percent of children with special health care needs (CSHCN), ages 0 through 17

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 21.0 % 1.5 % 391,467 1,864,161

2016 21.0 % 1.6 % 391,428 1,864,898

Legends:

NOM 17.1 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 17.2 - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a
well-functioning system

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 19.8 % 3.7 % 77,681 391,467

2016 16.1 % 2.9 % 62,910 391,428

Legends:

NOM 17.2 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution

Created on 7/15/2019 at 1:56 PMPage 335 of 414 pages



NOM 17.3 - Percent of children, ages 3 through 17, diagnosed with an autism spectrum disorder

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 3.2 % 0.6 % 51,310 1,579,497

2016 3.0 % 0.6 % 46,358 1,548,323

Legends:

NOM 17.3 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 17.4 - Percent of children, ages 3 through 17, diagnosed with Attention Deficit Disorder/Attention Deficit
Hyperactivity Disorder (ADD/ADHD)

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 9.7 % 1.2 % 153,338 1,574,511

2016 9.9 % 1.2 % 152,374 1,538,283

Legends:

NOM 17.4 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 18 - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or
counseling

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 56.4 % 5.1 % 108,269 192,099

2016 61.7 % 5.6 % 132,277 214,368 

Legends:

NOM 18 - Notes:

None

Data Alerts: None

   

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 19 - Percent of children, ages 0 through 17, in excellent or very good health

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 93.7 % 0.9 % 1,745,549 1,863,556

2016 92.9 % 1.0 % 1,731,288 1,863,687

Legends:

NOM 19 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 20 - Percent of children, ages 2 through 4, and adolescents, ages 10 through 17, who are obese (BMI at or
above the 95th percentile)

Data Source: WIC

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2014 20.0 % 0.2 % 11,616 57,983

2012 20.1 % 0.2 % 10,385 51,739

2010 21.5 % 0.2 % 10,527 48,920

2008 20.2 % 0.2 % 8,538 42,364

Legends:

Data Source: Youth Risk Behavior Surveillance System (YRBSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 12.7 % 0.9 % 46,280 363,195

2015 12.9 % 0.9 % 38,651 300,053

2013 12.0 % 0.6 % 42,251 351,219

2011 11.1 % 1.2 % 40,621 365,962

Legends:

 Indicator has a denominator <50 or a relative standard error ≥30% and is not reportable

 Indicator has a confidence interval width >20% and should be interpreted with caution

 Indicator has an unweighted denominator <100 and is not reportable

 Indicator has a confidence interval width >20% points or >1.2 times the estimate and should be interpreted with caution
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Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 13.2 % 1.8 % 102,942 782,456

2016 14.1 % 2.4 % 103,901 737,946

Legends:

NOM 20 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 21 - Percent of children, ages 0 through 17, without health insurance

Data Source: American Community Survey (ACS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 4.5 % 0.2 % 83,047 1,865,872

2016 4.9 % 0.3 % 91,347 1,864,204

2015 4.9 % 0.3 % 91,415 1,869,889

2014 5.9 % 0.3 % 109,627 1,867,159

2013 5.7 % 0.3 % 106,008 1,863,314

2012 5.5 % 0.3 % 102,837 1,855,004

2011 5.8 % 0.3 % 107,695 1,853,192

2010 6.5 % 0.3 % 119,764 1,853,506

2009 6.7 % 0.3 % 124,160 1,846,249

Legends:

NOM 21 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution
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NOM 22.1 - Percent of children, ages 19 through 35 months, who completed the combined 7-vaccine series
(4:3:1:3*:3:1:4)

Data Source: National Immunization Survey (NIS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 77.1 % 4.1 % 114,410 148,412

2016 65.9 % 4.5 % 98,501 149,577

2015 64.4 % 4.2 % 96,290 149,556

2014 73.7 % 4.5 % 111,178 150,878

2013 69.2 % 5.1 % 104,185 150,476

2012 69.8 % 3.9 % 104,231 149,242

2011 68.3 % 3.6 % 104,315 152,773

2010 55.2 % 3.4 % 86,228 156,154

2009 40.0 % 3.9 % 64,151 160,571

Legends:

NOM 22.1 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.2 - Percent of children, ages 6 months through 17 years, who are vaccinated annually against seasonal
influenza

Data Source: National Immunization Survey (NIS) - Flu

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017_2018 65.2 % 2.0 % 1,141,897 1,752,024

2016_2017 60.2 % 2.2 % 1,056,622 1,754,894

2015_2016 62.4 % 2.2 % 1,086,888 1,740,971

2014_2015 65.0 % 2.2 % 1,135,952 1,746,813

2013_2014 61.9 % 2.4 % 1,059,657 1,711,340

2012_2013 61.3 % 2.9 % 1,060,831 1,729,774

2011_2012 50.6 % 2.9 % 882,291 1,743,986

2010_2011 54.9 % 2.3 % 941,040 1,714,099

2009_2010 49.8 % 3.3 % 849,428 1,705,679

Legends:

NOM 22.2 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.3 - Percent of adolescents, ages 13 through 17, who have received at least one dose of the HPV vaccine

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 75.6 % 3.4 % 398,447 526,872

2016 53.6 % 3.8 % 281,939 526,294

2015 50.4 % 4.1 % 264,630 524,771

Legends:

NOM 22.3 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.4 - Percent of adolescents, ages 13 through 17, who have received at least one dose of the Tdap vaccine

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 89.3 % 2.6 % 470,632 526,872

2016 87.1 % 2.6 % 458,489 526,294

2015 82.2 % 3.3 % 431,301 524,771

2014 91.2 % 2.0 % 476,967 522,759

2013 83.6 % 3.3 % 433,804 518,865

2012 88.7 % 2.2 % 458,761 517,148

2011 77.9 % 2.9 % 405,505 520,702

2010 72.0 % 3.2 % 365,111 506,826

2009 56.1 % 3.2 % 286,211 510,091

Legends:

NOM 22.4 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 might not be reliable
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NOM 22.5 - Percent of adolescents, ages 13 through 17, who have received at least one dose of the
meningococcal conjugate vaccine

Data Source: National Immunization Survey (NIS) - Teen

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 80.0 % 3.3 % 421,267 526,872

2016 71.5 % 3.6 % 376,523 526,294

2015 66.8 % 3.9 % 350,435 524,771

2014 72.5 % 3.4 % 379,117 522,759

2013 64.2 % 4.3 % 333,122 518,865

2012 62.1 % 3.8 % 321,221 517,148

2011 61.8 % 3.1 % 321,925 520,702

2010 54.5 % 3.5 % 276,139 506,826

2009 48.1 % 3.2 % 245,326 510,091

Legends:

NOM 22.5 - Notes:

None

Data Alerts: None

 Estimate not reported because unweighted sample size for the denominator < 30 or 95% confidence interval half-width/estimate > 0.6

 Estimates with 95% confidence interval half-widths > 10 or that are inestimable might not be reliable
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NOM 23 - Teen birth rate, ages 15 through 19, per 1,000 females

Data Source: National Vital Statistics System (NVSS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2017 15.0 0.2 3,987 265,153

2016 15.5 0.2 4,114 265,098

2015 17.1 0.3 4,508 263,523

2014 18.5 0.3 4,859 263,184

2013 20.0 0.3 5,300 264,395

2012 22.9 0.3 6,076 265,903

2011 24.4 0.3 6,524 267,267

2010 27.4 0.3 7,374 269,197

2009 30.4 0.3 8,228 270,590

Legends:

NOM 23 - Notes:

None

Data Alerts: None

 Indicator has a numerator <10 and is not reportable

 Indicator has a numerator <20 and should be interpreted with caution
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NOM 24 - Percent of women who experience postpartum depressive symptoms following a recent live birth

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016 12.9 % 1.7 % 12,138 94,152

2015 11.7 % 1.6 % 11,030 94,096

Legends:

NOM 24 - Notes:

None

Data Alerts: None

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has an unweighted denominator between 30 and 59 or a confidence interval width >20% points or >1.2 times the estimate and should be interpreted

with caution
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NOM 25 - Percent of children, ages 0 through 17, who were not able to obtain needed health care in the last year

Data Source: National Survey of Children's Health (NSCH)

Multi-Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2016_2017 2.1 % 0.6 % 38,366 1,856,963

2016 1.6 % 0.6 % 30,045 1,857,731 

Legends:

NOM 25 - Notes:

None

Data Alerts: None

   

 Indicator has an unweighted denominator <30 and is not reportable

 Indicator has a confidence interval width >20% points, >1.2 times the estimate, or that is inestimable and should be interpreted with caution

Created on 7/15/2019 at 1:56 PMPage 350 of 414 pages



Form 10
National Performance Measures (NPMs)

State: Virginia

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

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2017 2018

Annual Objective 81 81.6

Annual Indicator 78.0 78.0

Numerator 73,007 73,211

Denominator 93,567 93,856

Data Source PRAMS PRAMS

Data Source Year 2015 2016

 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 82.8 84.0 85.2 86.4 87.6 88.8

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on % increase needed to meet HP 2020 baseline; calculated on 2015 state baseline
data
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NPM 5B - Percent of infants placed to sleep on a separate approved sleep surface

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2018

Annual Objective

Annual Indicator 32.0

Numerator 28,740

Denominator 89,922

Data Source PRAMS

Data Source Year 2016

 

State Provided Data

2017 2018

Annual Objective

Annual Indicator 59.9

Numerator

Denominator

Data Source VA PRAMS

Data Source Year 2015

Provisional or Final ? Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 33.3 33.6 33.9 34.2 34.6 34.9
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Field Level Notes for Form 10 NPMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for reporting year 2017: data reported is most recent available data year for VA PRAMS (2015). Question
reads, “How often does your new baby sleep in the same bed with you or anyone else?” Indicator reported is
percent of infants who never or rarely sleep in the same bed as mother or someone else.

2. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: % increase needed to meet Goal of 5% increase; calculated on 2016 state FAD PRAMS
Data
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NPM 5C - Percent of infants placed to sleep without soft objects or loose bedding

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2018

Annual Objective

Annual Indicator 44.6

Numerator 39,580

Denominator 88,829

Data Source PRAMS

Data Source Year 2016

 

State Provided Data

2017 2018

Annual Objective

Annual Indicator 0

Numerator

Denominator

Data Source VA PRAMS

Data Source Year 2016

Provisional or Final ? Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 48.2 49.4 50.6 51.8 53.0 54.2
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Field Level Notes for Form 10 NPMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for reporting year 2017: data for this indicator regarding "Mothers reporting that their baby does not usually
sleep with blankets, toys, cushions, pillows, or crib bumper pads" is not currently available on the most recent
available data year for VA PRAMS (2015). This information will be made available for VA PRAMS 2016 data in
PRAMS Phase 8.

2. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: % increase needed to meet HP 2020 baseline; calculated on 2016 state FAD PRAMS Data
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NPM 6 - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2016 2017 2018

Annual Objective 27.1

Annual Indicator 26.8 29.1

Numerator 67,562 59,469

Denominator 252,334 204,083

Data Source NSCH NSCH

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 27.9 28.3 28.6 29.0 29.4 29.7

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on 5% increase from 2016 FAD data
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NPM 7.1 - Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Federally Available Data

Data Source: HCUP - State Inpatient Databases (SID) - CHILD

2016 2017 2018

Annual Objective 86.5 85.5 94.9

Annual Indicator 87.0 101.5 95.4

Numerator 899 785 982

Denominator 1,033,738 773,528 1,029,557

Data Source SID-CHILD SID-CHILD SID-CHILD

Data Source Year 2014 2015 2016

 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 92.8 90.7 88.7 86.7 84.8 82.9

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on average annual percent change from 2008-2015 available data
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NPM 7.2 - Rate of hospitalization for non-fatal injury per 100,000 adolescents, ages 10 through 19

Federally Available Data

Data Source: HCUP - State Inpatient Databases (SID) - ADOLESCENT

2016 2017 2018

Annual Objective 180 172 162.9

Annual Indicator 172.4 182.6 196.3

Numerator 1,826 1,451 2,087

Denominator 1,059,470 794,656 1,062,972

Data Source SID-ADOLESCENT SID-ADOLESCENT SID-ADOLESCENT

Data Source Year 2014 2015 2016

 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 156.8 151.0 145.3 139.9 134.7 129.6

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on average annual percent change from 2008-2015 available data
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NPM 11 - Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017 2018

Annual Objective 44.9

Annual Indicator 42.7 44.2

Numerator 167,058 172,978

Denominator 391,428 391,467

Data Source NSCH-CSHCN NSCH-CSHCN

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 46.0 47.1 48.2 49.3 50.4 51.5

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on % increase needed to meet HP2020 baseline; calculated on 2016 state baseline
data

Created on 7/15/2019 at 1:56 PMPage 359 of 414 pages



NPM 12 - Percent of adolescents with and without special health care needs, ages 12 through 17, who received
services necessary to make transitions to adult health care - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2016 2017 2018

Annual Objective 19.3

Annual Indicator 18.8 28.1

Numerator 31,194 48,657

Denominator 166,277 172,958

Data Source NSCH-CSHCN NSCH-CSHCN

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
 

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 19.5 19.7 20.0 20.2 20.5 20.7

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on 5% increase ; calculated on 2016 state FAD data
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NPM 13.1 - Percent of women who had a preventive dental visit during pregnancy

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2017 2018

Annual Objective 45 49.7

Annual Indicator 46.5 44.7

Numerator 44,225 42,882

Denominator 95,088 95,839

Data Source PRAMS PRAMS

Data Source Year 2015 2016

 

State Provided Data

2016 2017 2018

Annual Objective 45 49.7

Annual Indicator 43.6

Numerator

Denominator

Data Source PRAMS

Data Source Year 2010-2011

Provisional or Final ? Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 50.8 51.9 53.0 54.1 55.1 56.2

 
Field Level Notes for Form 10 NPMs:

None
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NPM 13.2 - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year - Child Health

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2016 2017 2018

Annual Objective 79.7

Annual Indicator 81.4 83.1

Numerator 1,407,907 1,448,110

Denominator 1,729,004 1,741,839

Data Source NSCH NSCH

Data Source Year 2016 2016_2017

  Historical NSCH data that was pre-populated under the 2016 Annual Report Year is no longer displayed, since it cannot be
compared to the new NSCH survey data under the 2017 Annual Report Year. 
 

State Provided Data

2016 2017 2018

Annual Objective 79.7

Annual Indicator 77.8 78.4

Numerator

Denominator

Data Source NSCH NSCH

Data Source Year 2016 2016_2017

Provisional or Final ? Final Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 80.7 81.7 82.7 83.6 84.6 85.6
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Field Level Notes for Form 10 NPMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for reporting year 2017: the data source is the latest available data year (2016) from the National Survey of
Children's Health. Data is reported from age break-out for children age 1-5 years and children age 6-11 years.

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for reporting year 2018: the data source is the latest available data year (2016_2017) from the National
Survey of Children's Health. Data is reported from age break-out for children age 1-5 years and children age 6-11
years.

3. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on 5% increase ; calculated on 2016 state baseline data
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NPM 13.2 - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year - Adolescent
Health

 

State Provided Data

2016 2017 2018

Annual Objective 93.2

Annual Indicator 90.9 90.9 90.5

Numerator

Denominator

Data Source NSCH NSCH NSCH

Data Source Year 2016 2016 2016_2017

Provisional or Final ? Final Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 94.3 95.5 96.6 97.7 98.9 98.9

 
Field Level Notes for Form 10 NPMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for reporting year 2017: the data source is the latest available data year (2016) from the National Survey of
Children's Health. Data is reported from age break-out for children age 12-17 years.

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for reporting year 2018: the data source is the latest available data year (2016_2017) from the National
Survey of Children's Health. Data is reported from age break-out for children age 12-17 years.

3. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on 5% increase ; calculated on 2016 state baseline data
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Form 10
State Performance Measures (SPMs)

State: Virginia

SPM 4 - Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1 (most effective) contraceptive
methods

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 2.6 33.3

Annual Indicator 35.5 31

Numerator

Denominator

Data Source VA PRAMS VA PRAMS

Data Source Year 2016 2017

Provisional or Final ? Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 34.1 34.9 35.7 36.4 37.2 38.0

Field Level Notes for Form 10 SPMs:
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1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for 2017 reporting year: data source change; 2015 VA PRAMS data; Survey Question: What kind of birth
control are you or your husband or partner using now to keep from getting pregnant?; Tiered Postpartum Birth
Control includes: Tier 1 (Tubes tied, vasectomy, implant, IUD), Tier 2 (BC Pills, Injection, Patch), Tier 3(Condoms,
rhythm, withdrawal, abstinence); Division of Population Health Data, Office of Family Health Services... Updated to
2016 VA PRAMS on 6.12.2019

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 reporting year: 2017 VA PRAMS data; Survey Question: What kind of birth control are you or your
husband or partner using now to keep from getting pregnant?; Tiered Postpartum Birth Control includes: Tier 1
(Tubes tied, vasectomy, implant, IUD), Tier 2 (BC Pills, Injection, Patch), Tier 3(Condoms, rhythm, withdrawal,
abstinence); Division of Population Health Data, Office of Family Health Services; 2016-2017 combined 33.2%

3. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: % increase of 10% (HP2020 method); calculated on 2015 VA PRAMS as baseline data
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SPM 6 - Cross-cutting (Family Engagement): Implement and develop report on survey of families served by the
VDH Care Connection for Children (CCC) programs

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective Yes No No No No Yes

Field Level Notes for Form 10 SPMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: The Care Connection for Children (CCC) Family Survey was developed during
FY18 with implementation and completion during FY18 and FY19.
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SPM 7 - Cross-Cutting (Early and Continual Screening): Percent of infants with confirmed newborn screening
disorders who are enrolled in supportive services no later than 6 months of age

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective 60.0 61.0 62.0 63.0 64.0

Field Level Notes for Form 10 SPMs:

None
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SPM 8 - Cross-cutting (Youth Engagement): Develop and sustain the Virginia Department of Health Youth Advisor
Program

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective Yes Yes Yes Yes Yes

Field Level Notes for Form 10 SPMs:

None
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Form 10
State Outcome Measures (SOMs)

State: Virginia

SOM 5 - Infant Mortality Disparity: Infant Mortality Disparity Ratio

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective 1.8 1.7 1.6 1.5 1.3

Field Level Notes for Form 10 SOMs:

1. Field Name: 2020

Column Name: Annual Objective

 Field Note:
Note for 2020 target: based on % decrease needed to eliminate disparity by year 2027; calculated on 2017 state
baseline data
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SOM 6 - Maternal Mortality Disparity: Maternal Mortality Disparity Ratio

Measure Status: Active

Annual Objectives

2020 2021 2022 2023 2024

Annual Objective 4.1 3.9 3.7 3.5 3.3

Field Level Notes for Form 10 SOMs:

None
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Form 10
Evidence-Based or –Informed Strategy Measures (ESMs)

State: Virginia

ESM 5.2 - Number of visits to the SafeSleepVA.com website

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 150 200

Annual Indicator 1,373 2,756

Numerator

Denominator

Data Source VDH-OFHS Communications
Specialist

VDH-OFHS Communications

Data Source Year 2017 2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 250.0 300.0 350.0 400.0 450.0 5,000.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for 2017 Reporting Year: Data reported from unique site visits/hits occurring FY17 (Oct 2016-Sept 2017)

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 Reporting Year: This was pulled from number of “pageviews” to the SafeSleepVa.com website;
provided by the Office of Communications – OFHS VDH Analytics 2019
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ESM 5.3 - Number of individuals counseled/educated about Safe Sleep environments

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 10,000

Annual Indicator 9,924 20,216

Numerator

Denominator

Data Source Maternal/Infant Health Program -
LHD Reports

Maternal/Infant Health Program -
LHD Reports

Data Source Year 2017 2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 10,000.0 10,000.0 10,000.0 10,000.0 10,000.0 10,000.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for 2017 reporting year: data provided from Local Health District mid-year reports from LHD Grant Year 3
(FY17); 22 LHDs reported

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 reporting year: This was reported by the 23 LHDs who had selected Safe Sleep as a priority. Each
LHD had a different approach to educating parents and family members, some went to Child Care facilities and
provided the education to parents, others educated all their car seat class attendees on a Safe Sleep
environment. Other LHDs provided education to families at health fairs, PTA school meetings, at post-partum
visits, WIC clients and upon receiving a positive pregnancy test if they presented to the LHDs for a pregnancy
test.
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ESM 5.4 - Number of providers (home-visitors, doctors, nurses, health educators, etc.) educated about Safe Sleep
environments and resources provided at www.safesleepva.com

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 500.0 500.0 500.0 500.0 500.0 500.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: Number reported is 562; This was reported by the 23 LHDs who had selected Safe
Sleep as a priority. Each LHD had a different approach to educating providers, some went to Child Care facilities
and provided the education, others trained home visitors about a Safe Sleep environment and provide
motivational interview techniques to make a home a safe sleep environment. Other LHDs provided education to
hospital L&D staff, pediatrician offices, WIC staff and/or all staff in the LHD who interact with families with infants.
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ESM 5.5 - Interdisciplinary Workforce Development - Number of Local Health Departments (LHD) attending VDH
technical assistance for safe sleep environment.

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 35.0 35.0 35.0 35.0 35.0 35.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: The LHDs attend live bimonthly polycoms, if they aren’t available all polycoms were
recorded and placed on the intranet for them to view at their convenience. The format for the polycoms consist of
any updates, budget discussion, data about topic for that polycom, key presentation by topic for that polycom,
selected LHDs present what they are doing related to the topic presented (lessons learned, challenges,
opportunities and provide their own lens of success), upcoming deadlines, questions.

Created on 7/15/2019 at 1:56 PMPage 375 of 414 pages



ESM 5.6 - Interdisciplinary Workforce Development - Number of home visitors completing Early Impact Virginia
training modules that discuss safe sleep environment.

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 375.0 400.0 425.0 450.0 475.0 500.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: Number of home visitors is compiled from JMU trainings and EIV trainings for the
period noted. 84% of MIECHV sites reported safe sleep measures adhered to and 89% of Healthy Start sites
reported safe sleep measures adhered to. For FY18 174 home visitors completed Early Impact Virginia training
modules that discuss safe sleep environment.
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ESM 6.1 - Number of LHDs, community partners, and providers receiving developmental screening resources,
training, or TA

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 7 15

Annual Indicator 15 30

Numerator

Denominator

Data Source VDH Division of Child and Family
Health

VDH Division of Child and Family
Health

Data Source Year 2016-2017 2017-2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 20.0 25.0 35.0 50.0 100.0 100.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Data note for reporting year 2017: Developmental screening resources, training, and TA were provided to local
health district staffs and non-MIECHV home visiting staff. The training included two face-to-face events and one
poly com linked to eight sites. In addition, training requests were referred to community ASQ trainers to assure
timely response in addressing needs. TA and resources were provided upon request via email, nursing newsletter
to the health districts, or phone call.

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Data note for reporting year 2018: Trainings were done with the local health department staff administering
Resource Mothers, Healthy Start, MIECHV and other non-evidence based home visiting programs.

Created on 7/15/2019 at 1:56 PMPage 377 of 414 pages



ESM 6.2 - Number of hits to the VDH web pages by individuals seeking information about the importance of
regular developmental screening and Bright Futures

Measure Status: Active

State Provided Data 

2017 2018

Annual Objective 100 125

Annual Indicator 0 0

Numerator

Denominator

Data Source VDH Division of Child and Family
Health

VDH Division of Child and Family
Health

Data Source Year 2016-2017 2017-2018

Provisional or Final ? Final Final

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 200.0 250.0 300.0 350.0 400.0 425.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for reporting year 2017: Unfortunately, the Office of Information Management does not have the analytics for
the Bright Futures site. This site is on the IIS (old) serve and the ability to track analytics on the IIS server was lost
when VDH switched to WordPress and Google Analytics. WebTrends was used for this purpose on the IIS server,
but it became incredibly expensive t maintain so it was discontinued mid-year. The staff are working with the web
master to convert Bright Futures web page to WordPress and Google Analytics.

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for reporting year 2018: The agency migrated to a new platform; substantial revisions were required to re-
establish the web page, therefore data is not available for FY 2018.
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ESM 6.3 - Completion of actionable 2-year plan (FY19-FY20) for strengthening the comprehensive, complex
developmental screening system of care for children 0-8

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective Yes Yes Yes Yes Yes Yes

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Not for 2018 reporting year: During FY 2018 and 2019, the module is under development. Contracts for uploading
the final approved module to a training web site were under negotiation during FY 18.
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ESM 7.1.1 - Proportion of maternity centers with prenatal courses including Virginia's injury prevention curriculum

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 0 10

Annual Indicator 0 0 0

Numerator 0 0 0

Denominator 60 60 53

Data Source Office of Family Health
Services, VDH

Office of Family Health
Services, VDH

VDH - Injury and Violence
Prevention Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 15.0 20.0 25.0 30.0 35.0 40.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 reporting year: Numerator 0; Deliverable addressed development of the curriculum for FY18.
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ESM 7.1.2 - Number of child safety seats disseminated through the LISSDEP network

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 2,549.0 2,549.0 2,549.0 2,549.0 2,549.0 2,549.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: During FY18, 2,244 convertible safety seats and 352 boosters, totaling 2,596 were
distributed to income eligible families.
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ESM 7.1.3 - Number of healthcare providers receiving Project ECHO content in reducing the impact of NAS

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 25.0 30.0 35.0 40.0 45.0 50.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: Numerator 0; FY18 budget was not released to IVP until mid year. Contract process
with UVA was extended over six months. Project ECHO lab was released in November 2018. The number of
healthcare providers at current state for FY19 has exceeded the annual objectives.
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ESM 7.2.1 - Number of gatekeepers trained in the prevention of suicide among youth

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 10.0 10.0 10.0 10.0 10.0 10.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: 102 gatekeepers were trained in the prevention of suicide among youth for FY18
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ESM 11.1 - Number of providers in Virginia who have completed the medical home training module

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 25 100

Annual Indicator 0 0 0

Numerator

Denominator

Data Source Division of Child and
Family Health

VDH CYSHCN Program VDH CYSHCN Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 250.0 400.0 500.0 525.0 550.0 575.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for 2017 reporting year: Modules are not complete at this time due to contract negotiations

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 reporting year: The program did not meet the annual target for this ESM because the modules are
still under development. As was described in last year’s report, the execution of the contract was a very difficult
task to achieve and took the better part of a year. Since the execution of the contract, VDH has submitted outlines
of the agency’s content expectations for transition and medical home. The intent is for UVA to create online
training modules for each topic that will have a provider and family track. Both will be free for families who live in
Virginia and for providers who practice in the state (CME’s will be offered).
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ESM 11.2 - Percentage of CYSHCN served by the VA CYSHCN Program who report having a medical home

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 90 91.5

Annual Indicator 89.2 98.9 96.8

Numerator 4,061 4,391 4,239

Denominator 4,555 4,439 4,377

Data Source Office of Family Health
Services, VDH

VDH CYSHCN Program VDH CYSHCN Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 93.0 94.5 96.0 97.5 98.0 99.5

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for 2017 reporting year: This figure represents data taken from 3 of our programs (CDC, VBDP, and SCP).

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 reporting year: Data provided for this ESM includes 3 of the 4 Children and Youth with Special
Health Care Needs Programs (Child Development Centers, Sickle Cell, and Bleeding Disorders). The Care
Connection for Children Program collects data regarding primary care provider but it is via survey. The 2018
survey result showed that 97.5% of parents surveyed report that their child has a primary care provider. It should
also be noted that the Bleeding Disorders Program serves people of all ages, however the data represents clients
under the age of 21.
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ESM 11.3 - Percentage of children enrolled in public schools who report a primary care provider

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 40 42.5

Annual Indicator 30.6 0 0

Numerator 200,000

Denominator 653,103

Data Source Virginia Department of
Education

Virginia Department of
Education

Virginia Department of
Education

Data Source Year 2015-2016 2016-2017 2017-2018

Provisional or Final ? Final Provisional Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 45.0 47.5 50.0 53.0 53.0 53.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for 2017 reporting year: Data not available this reporting year due to question removal from the school nurse
survey. The state MCH director, epidemiologist, and Title V coordinator are developing plans with the Department
of Education school nurse contact to review processes and maximize opportunity for data collection.

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 reporting year: Data not available this reporting year due to question removal from the school nurse
survey. The state MCH director, epidemiologist, and Title V coordinator are developing plans with the Department
of Education school nurse contact to review processes and maximize opportunity for data collection.
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ESM 12.1 - Number of providers in Virginia who have completed the transition training module.

Measure Status: Active

State Provided Data 

2016 2017 2018

Annual Objective 25 100

Annual Indicator 0 0 0

Numerator

Denominator

Data Source Division of Child and
Family Health

VDH CYSHCN Program VDH CYSHCN Program

Data Source Year 2016 2017 2018

Provisional or Final ? Final Final Provisional

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 250.0 400.0 500.0 525.0 550.0 575.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2017

Column Name: State Provided Data

 Field Note:
Note for 2017 reporting year: Modules are not complete at this time due to contract negotiations

2. Field Name: 2018

Column Name: State Provided Data

 Field Note:
Note for 2018 reporting year: The program did not meet the annual target for this ESM because the modules are
still under development. As was described in last year’s report, the execution of the contract was a very difficult
task to achieve and took the better part of a year. Since the execution of the contract, VDH has submitted outlines
of the agency’s content expectations for transition and medical home. The intent is for UVA to create online
training modules for each topic that will have a provider and family track. Both will be free for families who live in
Virginia and for providers who practice in the state (CME’s will be offered).
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ESM 13.1.2 - Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among pregnant women

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 6.0 6.0 6.0 6.0 6.0 7.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: There were 3 Regional Oral Health Alliances that implemented work plans to
increase dental visits among pregnant women in FY18. South Hampton Roads, Northern Virginia,
Richmond/Petersburg; Central Virginia, Newport News and Southside to come in 2019. SWVA to come in 2020.
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ESM 13.2.1 - Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among children (ages 0-11 years) and adolescents (ages 12-17 years)

Measure Status: Active

Annual Objectives

2019 2020 2021 2022 2023 2024

Annual Objective 6.0 6.0 6.0 6.0 6.0 7.0

Field Level Notes for Form 10 ESMs:

1. Field Name: 2019

Column Name: Annual Objective

 Field Note:
Note for 2018 reporting year: There were 3 Regional Oral Health Alliances that implemented work plans to
increase dental visits among among children (ages 0-11 years) and adolescents (ages 12-17 years). South
Hampton Roads, Northern Virginia, Richmond/Petersburg; Central Virginia, Newport News and Southside to come
in 2019. SWVA to come in 2020.

Created on 7/15/2019 at 1:56 PMPage 389 of 414 pages



Form 10
State Performance Measure (SPM) Detail Sheets

State: Virginia

SPM 4 - Unintended Pregnancy: Proportion of females ages 15-44 using Tier 1 (most effective) contraceptive
methods
Population Domain(s) – Women/Maternal Health, Adolescent Health

Measure Status: Active

Goal: Virginians plan their pregnancies.

Definition: Numerator: Number of females ages 15-44 using Tier 1 method of
contraceptive

Denominator: Number of females ages 15-44

Unit Type: Percentage

Unit Number: 100

Healthy People 2020
Objective:

Increase the proportion of pregnancies that are intended (FP-1). Increase the percentage of
adult females aged 20 to 44 years who are at risk of unintended pregnancy that adopt or
continue use of the most effective or moderately effective methods of contraception (FP-
16.1). Increase the percentage of adolescent females aged 15 to 19 years who are at risk of
unintended pregnancy that adopt or continue use of the most effective or moderately
effective methods of contraception (FP-16.2). Reduce pregnancies among adolescent
females aged 15 to 17 years (FP-8.1). Reduce pregnancies among adolescent females
aged 18 to 19 years (FP-8.2).

Data Sources and Data
Issues:

VA PRAMS

Significance: This state priority measure was identified through the Title V needs assessment, CDC
winnable battle, and Healthy People 2020. The goal aligns with the Virginia Plan for Well-
Being (Goal 2.1).

Comprehensive family planning and preconception health lead to improved birth outcomes,
which are associated with better health and cognition as children mature. Family planning
services include providing education and contraception. These services help families have
children when they are financially, emotionally, and physically ready. Publicly-supported
family planning services prevent an estimated 1.3 million unintended pregnancies a year in
the United States. The trend toward having smaller families and waiting at least 24 months
between pregnancies has contributed to better health of infants and children. Preconception
health services for females and males include health screenings, counseling, and clinical
services that enable them to become as healthy as possible before pregnancy.
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SPM 6 - Cross-cutting (Family Engagement): Implement and develop report on survey of families served by the
VDH Care Connection for Children (CCC) programs
Population Domain(s) – Cross-Cutting/Systems Building

Measure Status: Active

Goal: Assure families of children with special health care needs partner in decision making at all
levels and are satisfied with the services they receive (CYSHCN National Standard: Family
Professional Partnerships / Cultural Competence)

Definition: Numerator: N/A

Denominator: N/A

Unit Type: Text

Unit Number: Yes/No

Healthy People 2020
Objective:

MICH-31: Increase the proportion of children with special health care needs who receive
their care in family-centered, comprehensive, and coordinated systems

Data Sources and Data
Issues:

VDH CYSHCN Program and MCH Epidemiology Unit program documents

Significance: Building the capacity of women and children, including CSHCN, and their families to partner
in decision-making is a critical strategy in helping states to achieve the identified MCH
priorities.
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SPM 7 - Cross-Cutting (Early and Continual Screening): Percent of infants with confirmed newborn screening
disorders who are enrolled in supportive services no later than 6 months of age
Population Domain(s) – Cross-Cutting/Systems Building

Measure Status: Active

Goal: Increase the percentage of infants with confirmed hearing loss who are enrolled in Early
Intervention (EI) services by six months of age

Definition: Numerator: Number of infants with confirmed newborn screening disorders who
are enrolled in supportive services by 6 months of age

Denominator: Total number of infants up to 6 months of age with confirmed
newborn screening disorders

Unit Type: Percentage

Unit Number: 100

Healthy People 2020
Objective:

Related to Maternal, Infant, and Child Health (MICH) Objective 29-1: Increase the proportion
of children (aged 10-35 months) who have been screened for an Autism Spectrum Disorder
and other developmental delays.

Data Sources and Data
Issues:

Data Source: NBS/EHDI Program, VISITS, VaCARES; Data lag is 2 years

Significance: Early identification of developmental disorders is critical to the well-being of children and
their families. The Virginia MCH priority for early and continual screening supports optimal
physical, mental health and social emotional development for all children.
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SPM 8 - Cross-cutting (Youth Engagement): Develop and sustain the Virginia Department of Health Youth Advisor
Program
Population Domain(s) – Cross-Cutting/Systems Building

Measure Status: Active

Goal: To ensure VDH’s Title V Programming is increasing family and youth engagement in Title V-
funded initiatives.

Definition: Numerator: N/A

Denominator: N/A

Unit Type: Text

Unit Number: Yes/No

Data Sources and Data
Issues:

VDH Adolescent Health Program documents

Significance: One of the emerging priorities of VDH’s Title V Program is increasing family and youth
engagement in Title V-funded initiatives. As a result, VDH’s Adolescent Health Program must
establish a structure that consistently brings youth voice into adolescent health programs.
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Form 10
State Outcome Measure (SOM) Detail Sheets

State: Virginia

SOM 5 - Infant Mortality Disparity: Infant Mortality Disparity Ratio
Population Domain(s) – Perinatal/Infant Health

Measure Status: Active

Goal: Decrease the infant mortality disparity ratio for non-Hispanic White and non-Hispanic Black
from 2.15 (2017) to 1.57 by 2022.

Definition: Numerator: Rate of non-Hispanic Black infant mortality

Denominator: Rate of non-Hispanic White infant mortality

Unit Type: Ratio

Unit Number: 1

Healthy People 2020
Objective:

MICH-1: Reduce the rate of fetal and infant deaths

Data Sources and Data
Issues:

Virginia Department of Health, Office of Information Management, Division of Health
Statistics; compiled by the Division of Population Health Data, Office of Family Health
Services

Significance: A significant disparity exists in infant deaths between racial groups, especially for infants
born to Black women. Black women had an infant mortality rate in 2013 at 12.2, 2.4 times
that for White women (5.2). Goal 2.3 of Virginia's Plan for Well-Being is that the Racial
Disparity in Virginia’s Infant Mortality Rate is Eliminated.
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SOM 6 - Maternal Mortality Disparity: Maternal Mortality Disparity Ratio
Population Domain(s) – Women/Maternal Health

Measure Status: Active

Goal: Decrease the racial disparity in the maternal mortality rate in Virginia

Definition: Numerator: Rate of Black maternal mortality

Denominator: Rate of White maternal mortality

Unit Type: Ratio

Unit Number: 1

Healthy People 2020
Objective:

MICH-5: Reduce the rate of maternal mortality.

Data Sources and Data
Issues:

Virginia Maternal Mortality Review Committee (MMRC); current data issues include
timeliness of data from the MMRC, where the most recent data I have is from 2012; Also of
note are significant data quality concerns for death certificate coding within the National Vital
Statistics System (NVSS)

Significance: Maternal mortality is a sentinel indicator of health and health care quality worldwide. There
are also significant racial disparities with Black women having rates of maternal mortality
over two times as high as White women in Virginia. On June 5, 2019 Virginia's governor
announced a goal to eliminate the racial disparity in the maternal mortality rate in Virginia by
2025.
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Form 10
Evidence-Based or –Informed Strategy Measures (ESM) Detail Sheets

State: Virginia

ESM 5.2 - Number of visits to the SafeSleepVA.com website
NPM 5 – A) Percent of infants placed to sleep on their backs B) Percent of infants placed to sleep on a separate
approved sleep surface C) Percent of infants placed to sleep without soft objects or loose bedding

Measure Status: Active

Goal: To promote safe sleep practices to parents, providers, and caregivers of infants.

Definition: Numerator: Number of visits to the SafeSleepVA.com website

Denominator: N/A

Unit Type: Count

Unit Number: 1,000,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Child and Family
Health

Significance: Reducing sleep-related infant deaths is a state priority.
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ESM 5.3 - Number of individuals counseled/educated about Safe Sleep environments
NPM 5 – A) Percent of infants placed to sleep on their backs B) Percent of infants placed to sleep on a separate
approved sleep surface C) Percent of infants placed to sleep without soft objects or loose bedding

Measure Status: Active

Goal: To increase consistent messaging regarding safe sleep practices.

Definition: Numerator: Number of individuals counseled/educated about Safe Sleep
environments

Denominator: N/A

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

VDH, Office of Family Health Services, Division of Child and Family Health - Maternal and
Infant Health Program documentation; Local Health District reports

Significance: The number of U.S. sleep-related Sudden Unexpected Infant Death (SUID) cases, including
Sudden Infant Death Syndrome (SIDS), is approximately 3,500 deaths per year. Since the
Back to Sleep campaign launched in 1994, the overall U.S. SIDS rate declined by more than
60%; the proportion of infants placed on their backs to sleep increased from 27% in 1993 to
74% in 2011. Strategies to increase the percentage of infants usually placed to sleep on
their backs include supporting the implementation of safe sleep practices through policies,
accreditation, and legislation.
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ESM 5.4 - Number of providers (home-visitors, doctors, nurses, health educators, etc.) educated about Safe Sleep
environments and resources provided at www.safesleepva.com
NPM 5 – A) Percent of infants placed to sleep on their backs B) Percent of infants placed to sleep on a separate
approved sleep surface C) Percent of infants placed to sleep without soft objects or loose bedding

Measure Status: Active

Goal: Increase safe sleep educational awareness to providers

Definition: Numerator: Number of providers (home-visitors, doctors, nurses, health
educators, etc.) educated about Safe Sleep environments and
resources provided at www.safesleepva.com

Denominator: N/A

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

VDH, Office of Family Health Services, Maternal and Infant Health Program documents;
Local Health District Reports

Significance: The number of U.S. sleep-related Sudden Unexpected Infant Death (SUID) cases, including
Sudden Infant Death Syndrome (SIDS), is approximately 3,500 deaths per year. Since the
Back to Sleep campaign launched in 1994, the overall U.S. SIDS rate declined by more than
60%; the proportion of infants placed on their backs to sleep increased from 27% in 1993 to
74% in 2011. Strategies to increase the percentage of infants usually placed to sleep on
their backs include supporting the implementation of safe sleep practices through policies,
accreditation, and legislation.
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ESM 5.5 - Interdisciplinary Workforce Development - Number of Local Health Departments (LHD) attending VDH
technical assistance for safe sleep environment.
NPM 5 – A) Percent of infants placed to sleep on their backs B) Percent of infants placed to sleep on a separate
approved sleep surface C) Percent of infants placed to sleep without soft objects or loose bedding

Measure Status: Active

Goal: To promote safe sleep practices to parents, providers, and caregivers of infants.

Definition: Numerator: Number of LHDs attending VDH/Maternal & Infant Health Program
polycom for technical assistance on safe sleep environment.

Denominator: N/A

Unit Type: Count

Unit Number: 100

Data Sources and Data
Issues:

Virginia Department of Health, Division of Child and Family Health; Maternal and Infant
Health Program documents/attendance sheets.

Significance: Sleep-related infant deaths, also called Sudden Unexpected Infant Deaths (SUID), are the
leading cause of infant death after the first month of life and the third leading cause of infant
death overall. Sleep-related SUIDs include Sudden Infant Death Syndrome (SIDS), unknown
cause, and accidental suffocation and strangulation in bed. Due to heightened risk of SIDS
when infants are placed to sleep in side (lateral) or stomach (prone) sleep positions, the
American Academy of Pediatrics (AAP) has long recommended the back (supine) sleep
position.

Successful methods for improving parent safe sleep knowledge range from hospital staff
education to crib distribution programs. Such efforts have been shown to increase parental
knowledge, reduce bed-sharing rates, increase supine sleeping rates, and decrease
incidences of SIDS. Thus, increasing the number of health care professionals receiving the
safe sleep training will increase the number of parents educated about sleep safety.
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ESM 5.6 - Interdisciplinary Workforce Development - Number of home visitors completing Early Impact Virginia
training modules that discuss safe sleep environment.
NPM 5 – A) Percent of infants placed to sleep on their backs B) Percent of infants placed to sleep on a separate
approved sleep surface C) Percent of infants placed to sleep without soft objects or loose bedding

Measure Status: Active

Goal: To promote safe sleep practices to parents, providers, and caregivers of infants.

Definition: Numerator: Number of home visitors completing Early Impact Virginia training
modules that discuss safe sleep environment.

Denominator: N/A

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

Virginia Department of Health, Division of Child and Family Health; Home visiting
program/Early Impact Virginia documentation

Significance: Sleep-related infant deaths, also called Sudden Unexpected Infant Deaths (SUID), are the
leading cause of infant death after the first month of life and the third leading cause of infant
death overall. Sleep-related SUIDs include Sudden Infant Death Syndrome (SIDS), unknown
cause, and accidental suffocation and strangulation in bed. Due to heightened risk of SIDS
when infants are placed to sleep in side (lateral) or stomach (prone) sleep positions, the
American Academy of Pediatrics (AAP) has long recommended the back (supine) sleep
position.

Successful methods for improving parent safe sleep knowledge range from hospital staff
education to crib distribution programs. Such efforts have been shown to increase parental
knowledge, reduce bed-sharing rates, increase supine sleeping rates, and decrease
incidences of SIDS. Thus, increasing the number of health care professionals receiving the
safe sleep training will increase the number of parents educated about sleep safety.
Modules through Early Impact Virginia include Secrets of Baby Behavior, Three-Step
Counseling, Promoting Safe and Healthy Homes, and a new Safe Sleep module scheduled
to launch August 2018.
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ESM 6.1 - Number of LHDs, community partners, and providers receiving developmental screening resources,
training, or TA
NPM 6 – Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year

Measure Status: Active

Goal: To increase developmental screening rates for all children in Virginia.

Definition: Numerator: Number of LHDs, community partners, and providers receiving
developmental screening resources, training, or TA

Denominator: N/A

Unit Type: Count

Unit Number: 150

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Child and Family
Health

Significance: Increasing early identification of disease or conditions through developmental screening will
improve referral and treatment for children with special needs.
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ESM 6.2 - Number of hits to the VDH web pages by individuals seeking information about the importance of
regular developmental screening and Bright Futures
NPM 6 – Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year

Measure Status: Active

Goal: To improve awareness and understanding among families, providers, and community
members about the importance of regular developmental screening for children.

Definition: Numerator: Number of hits to the VDH web pages by individuals seeking
information about the importance of regular developmental
screening and Bright Futures

Denominator: N/A

Unit Type: Count

Unit Number: 1,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Child and Family
Health

Significance: Increasing early identification of disease or conditions through developmental screening will
improve referral and treatment for children with special needs.
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ESM 6.3 - Completion of actionable 2-year plan (FY19-FY20) for strengthening the comprehensive, complex
developmental screening system of care for children 0-8
NPM 6 – Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year

Measure Status: Active

Goal: Improve the health status of Virginia’s children through ongoing optimal screening,
monitoring and surveillance of development.

Definition: Numerator: Completion of actionable 2-year plan (FY19-FY20) for
strengthening the comprehensive, complex developmental
screening system of care for children 0-8

Denominator: N/A

Unit Type: Text

Unit Number: Yes/No

Data Sources and Data
Issues:

Virginia Department of Health; Division of Child and Family Health program data

Significance: Early identification of developmental disorders is critical to the well-being of children and
their families. It is an integral function of the primary care medical home. The percent of
children with a developmental disorder has been increasing, yet overall screening rates
have remained low. The American Academy of Pediatrics (AAP) recommends screening
tests begin at the nine month visit. The Virginia priority need is the enhancement of
processes through which every child may succeed by providing a sustainable and
coordinated system of developmental support, access and followup. The support for need is
based on 1) Lack coordinated system for referrals and follow-up; 2) Lack of data to drive
strategic planning; 3) Evidence-based research that universal developmental screening
connects children at risk of developmental delay with early intervention services. The data to
support this shows that 1 in 4 children under 5 are at risk for developmental, behavioral or
social delays, fewer than 30% of delays are identified before kindergarten; only 29% of
Virginia’s 0-5 children received any recommended developmental screening compared to
the national average of 30% and that access to screening is even more difficult for children
of color.
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ESM 7.1.1 - Proportion of maternity centers with prenatal courses including Virginia's injury prevention curriculum
NPM 7.1 – Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Measure Status: Active

Goal: Reduce non-fatal injury related hospitalizations for children ages 0 through 9 and
adolescents ages 10 through 19.

Definition: Numerator: Number of maternity centers with prenatal courses including
Virginia's injury prevention curriculum

Denominator: Number of maternity centers

Unit Type: Percentage

Unit Number: 100

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Prevention and
Health Promotion; piloting evaluation tool in REDCap to track information from maternity
centers

Significance: This ESM was identified through the Title V needs assessment, Virginia's Well-being Plan,
and Healthy People 2020 (IVP 1.2). Research from a variety of external sources indicates
that the impact of childhood injuries can be reduced with effective primary prevention
strategies.
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ESM 7.1.2 - Number of child safety seats disseminated through the LISSDEP network
NPM 7.1 – Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Measure Status: Active

Goal: Reduce non-fatal injury related hospitalizations for children ages 0 through 9 and
adolescents ages 10 through 19.

Definition: Numerator: Number of child safety seats disseminated through the LISSDEP
network

Denominator: n/a

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Prevention and
Health Promotion (DPHP); the DPHP tracks the inventory disseminated

Significance: This ESM was identified through the Title V needs assessment, Virginia's Well-being Plan,
and Healthy People 2020 (IVP 1.2). Research from a variety of external sources indicates
that child restraint and restraint systems reduce injury and injury severity in children.
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ESM 7.1.3 - Number of healthcare providers receiving Project ECHO content in reducing the impact of NAS
NPM 7.1 – Rate of hospitalization for non-fatal injury per 100,000 children, ages 0 through 9

Measure Status: Active

Goal: Reduce non-fatal injury related hospitalizations for children ages 0 through 9 and
adolescents ages 10 through 19.

Definition: Numerator: Number of healthcare providers receiving Project ECHO content in
reducing the impact of NAS

Denominator: n/a

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Prevention and
Health Promotion (DPHP); DPHP will track using self-reports from UVA to project ECHO
database

Significance: The Project ECHO (Extension of Community Healthcare Outcomes) Opioid Case
Management learning lab is a collaborative exchange of knowledge among providers across
the Commonwealth. The goal of this program is to increase the capacity of primary care
providers to safely and effectively treat chronic, common, and complex condition through bi-
directional learning, knowledge sharing, and networking.
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ESM 7.2.1 - Number of gatekeepers trained in the prevention of suicide among youth
NPM 7.2 – Rate of hospitalization for non-fatal injury per 100,000 adolescents, ages 10 through 19

Measure Status: Active

Goal: Reduce non-fatal injury related hospitalizations for children ages 0 through 9 and
adolescents ages 10 through 19.

Definition: Numerator: Number of gatekeepers trained in the prevention of suicide among
youth

Denominator: n/a

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Prevention and
Health Promotion (DPHP); DPHP will track the number of participants from quarterly reports
of program stakeholders

Significance: Unintentional injury is the leading cause of child and adolescent mortality, from age 1
through 19. Homicide and suicide, violent or intentional injury, are the second and third
leading causes of death for adolescents ages 15 through 19. Gatekeeper training is
designed to help professionals interacting with youth and adolescents identify and refer
students at risk for suicide.
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ESM 11.1 - Number of providers in Virginia who have completed the medical home training module
NPM 11 – Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home

Measure Status: Active

Goal: Increase the number of typical and children with special health care needs who can identify
a primary care provider as a medical home

Definition: Numerator: Number of providers in Virginia who have completed the medical
home training module

Denominator: n/a

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Child and Family
Health

Significance: This ESM was identified through the Title V needs assessment, Virginia's Well-being Plan,
and Healthy People 2020 (MICH-30).
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ESM 11.2 - Percentage of CYSHCN served by the VA CYSHCN Program who report having a medical home
NPM 11 – Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home

Measure Status: Active

Goal: Increase the number of typical and children with special health care needs who can identify
a primary care provider as a medical home

Definition: Numerator: Number of CYSHCN served by the VA CYSHCN Program who report
having a medical home

Denominator: Total number of CYSHCN served by the VA CYSHCN Program

Unit Type: Percentage

Unit Number: 100

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Services, Division of Child and Family Health,
CYSHCN Program; includes the CCC-SUN database and figures reported directly by
contractors/program partners for the state fiscal year.

Significance: The American Academy of Pediatrics (AAP) specifies seven qualities essential to medical
home care: accessible, family-centered, continuous, comprehensive, coordinated,
compassionate and culturally effective. Ideally, medical home care is delivered within the
context of a trusting and collaborative relationship between the child’s family and a
competent health professional familiar with the child and family and the child’s health history.
Providing comprehensive care to children in a medical home is the standard of pediatric
practice. Research indicates that children with a stable and continuous source of health care
are more likely to receive appropriate preventive care and immunizations, are less likely to
be hospitalized for preventable conditions, and are more likely to be diagnosed early for
chronic or disabling conditions. The Maternal and Child Health Bureau uses the AAP
definition of medical home.
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ESM 11.3 - Percentage of children enrolled in public schools who report a primary care provider
NPM 11 – Percent of children with and without special health care needs, ages 0 through 17, who have a medical
home

Measure Status: Active

Goal: Increase the number of typical and children with special health care needs who can identify
a primary care provider as a medical home

Definition: Numerator: Number of children enrolled in public schools who report a primary
care provider

Denominator: Total number of children enrolled in public schools

Unit Type: Percentage

Unit Number: 100

Data Sources and Data
Issues:

Department of Education

Significance: This ESM was identified through the Title V needs assessment, Virginia's Well-being Plan,
and Healthy People 2020 (MICH-30).
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ESM 12.1 - Number of providers in Virginia who have completed the transition training module.
NPM 12 – Percent of adolescents with and without special health care needs, ages 12 through 17, who received
services necessary to make transitions to adult health care

Measure Status: Active

Goal: Increase the number of children ages 10-24 engaged in transition services to adult health
care

Definition: Numerator: Number of providers in Virginia who have completed the transition
training module

Denominator: n/a

Unit Type: Count

Unit Number: 100,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Child and Family
Health

Significance: This ESM was identified through the Title V needs assessment, Virginia's Well-being Plan,
and Healthy People 2020 (DH-5).
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ESM 13.1.2 - Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among pregnant women
NPM 13.1 – Percent of women who had a preventive dental visit during pregnancy

Measure Status: Active

Goal: Assure access to oral health services for pregnant women, all children (including those with
special health care needs), and their families.

Definition: Numerator: Number of Regional Oral Health Alliances that implemented work
plans to increase dental visits among pregnant women

Denominator: N/A

Unit Type: Count

Unit Number: 1,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Prevention and
Health Promotion (DPHP); Oral Health Program documentation

Significance: Oral health is a vital component of overall health and oral health care remains the greatest
unmet health need for children. Insufficient access to oral health care and effective
preventive services affects children’s health, education, and ability to prosper. Preventive
dental care in pregnancy is also recommended by the American College of Obstetricians
and Gynecologists (ACOG) to improve lifelong oral hygiene habits and dietary behavior for
women and their families.
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ESM 13.2.1 - Number of Regional Oral Health Alliances that implemented work plans to increase dental visits
among children (ages 0-11 years) and adolescents (ages 12-17 years)
NPM 13.2 – Percent of children, ages 1 through 17, who had a preventive dental visit in the past year

Measure Status: Active

Goal: Assure access to oral health services for pregnant women, all children (including those with
special health care needs), and their families.

Definition: Numerator: Number of Regional Oral Health Alliances that implemented work
plans to increase dental visits among children ages 0-17 years

Denominator: N/A

Unit Type: Count

Unit Number: 1,000

Data Sources and Data
Issues:

Virginia Department of Health, Office of Family Health Services, Division of Prevention and
Health Promotion (DPHP); Oral Health Program documentation

Significance: Oral health is a vital component of overall health and oral health care remains the greatest
unmet health need for children. Insufficient access to oral health care and effective
preventive services affects children’s health, education, and ability to prosper. To prevent
tooth decay and oral infection, the American Academy of Pediatric Dentistry (AAPD)
recommends preventive dental care for all children after the eruption of the first tooth or by
12 months of age, usually at intervals of every 6 months.
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Form 11
Other State Data

State: Virginia

The Form 11 data are available for review via the link below. 

Form 11 Data
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