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l. General Requirements

A. Letter of Transmittal
The Letter of Transmittal is to be provided as an attachment to this section.
An attachment is included in this section. IA - Letter of Transmittal

B. Face Sheet
The Face Sheet (Form SF424) is submitted when it is submitted electronically in HRSA EHB. No
hard copy is sent.

C. Assurances and Certifications

Assurances and Certifications will be kept on file in the office of the Title V Director, New York
State Department of Health, Division of Family Health, Corning Tower Room 890, Empire State
Plaza, Albany NY 12237-0567. In addition, assurances and certifications are reprinted in
hardcopy and web-based versions of the block grant application. Hardcopies are available at the
above address. The grant application appears on the New York State Department of Health
Website at: www.health.state.ny.us.

D. Table of Contents

This report follows the outline of the Table of Contents provided in the "GUIDANCE AND FORMS
FOR THE TITLE V APPLICATION/ANNUAL REPORT," OMB NO: 0915-0172; published January
2012; expires January 31, 2015.

E. Public Input

New York State is substantially invested in obtaining public input into the state's MCH Program.
Because of the diverse methods that contribute to the assessment of needs and capacity, DOH
can be confident that the needs assessment and resulting program development reflect the
needs of communities in our state. Major avenues for stakeholder input related specifically to the
five year needs assessment process for the 2011 Title V Block Grant Application include the
following:

*NYSDOH's Prevention Agenda (PA) development process: In April, 2008, former Commissioner
Daines launched the PA for the Healthiest State, establishing 10 statewide public health priorities
with an emphasis on prevention strategies. The PA was a call to action, asking hospitals, local
health departments, and other health care and community partners to collaborate in planning to
bring about measurable progress toward mutually-established goals related to two to three of the
priorities. Across all the priority areas, the PA focuses on eliminating the profound health
disparities that impact racial and ethnic minorities.

/2014/A major avenue for public input for this application year is the Prevention Agenda
2013-17; NYS's health improvement plan for 2013 through 2017, developed by the NYS
Public Health and Health Planning Council (PHHPC) at the request of the DOH, in
partnership with more than 140 organizations across the state. This plan involves a unique
mix of organizations, i.e., sectors, including local health departments, health care
providers, health plans, community based organizations, advocacy groups, academia,
employers as well as state agencies, schools, and businesses whose activities can
influence the health of individuals and communities and address health dispatrities.

The Ad Hoc Committee coordinated a process to obtain input from stakeholders across
NYS from various sectors, including consumers. Committee members conducted sessions
with stakeholders to obtain feedback on the 2008-2012 Prevention Agenda and how the
process could be improved for the 2013-2017 Prevention Agenda. Input was sought on the



proposed priorities for the next planning cycle and how best to ensure continuing
involvement of stakeholders in designing and implementing interventions. The feedback
was analyzed and categorized into comments as follows:

sInputs related to infrastructure (communication/coordination, partners/sectors, data and
measures, financial/policy supports, and workforce).

-Outputs (comments related to specific priorities and strategies to consider for each
priority area).

-Cross-cutting issues such as disparities, social determinants of health, and other gaps
and/or concerns.

This feedback was incorporated into the development of the PA priorities which largely
align with the Title V priorities. (Refer to Section IlIA for further details regarding the
PA.)//2014//

*A survey of stakeholders related to MCH needs and priorities /2014/In 2011,//2014// NYSDOH's
Needs Assessment leadership team developed a survey for key stakeholders to obtain their input
related to the needs and priorities for the MCH populations in NYS. The survey included
background information related to the MCH Block Grant, as well as specific information regarding
current national outcome measures, performance measures and current state priorities. The
survey was sent to over 183 MCH stakeholders, stakeholders in NYSDOH and other state
agencies, as well as a substantial number of external partners, including perinatal consortia and
regional perinatal centers, advocacy organizations, community based agencies servicing the
MCH population, professional organizations and consumers. /2014/ As stated previously, for
this application year, stakeholder input was gleaned through the PA process which
provided a more comprehensive assessment of needs and priorities.//2014//

*Regional forums for youth/young adults with special health care needs and families of children
with special health care needs were conducted in February and March 2010 by the CSHCN
Program to gather consumer input about the system of care for children and youth/young adults.
The forums were facilitated to elicit information about the core Maternal and Child Health Bureau
performance measures.

+A survey of families of children with special health care needs and youth representatives was
developed to elicit feedback for the Maternal Child Health Block Grant application item 13,
"Characteristics Documenting Family Participation in the CSHCN Program"”. /2014/ A Family
Satisfaction Survey was developed in collaboration with representatives of LHDs, NYS
Parent to Parent (P2P) and the CSHCN Program. A webinar with LHDs was held to discuss
implementation of the survey. Survey implementation began in April 2012. Local CSHCN
Program staff invite families participating in local CSHCN Programs to complete the
survey online via Survey Monkey. A paper copy is mailed to families without access to the
internet. Information gleaned by the survey is used on the State and local level to improve
the CSHCN program.//2014//

*Focus groups with adolescents and their families were conducted to inform the DOH about how
young people get information about sexual health, where they go for sexual health care services,
their experiences in accessing services and their unmet needs. The Adolescent Sexual Health
Focus Group study was conducted by the DOH-funded adolescence Center of Excellence at
Cornell University (and their partners at University of Rochester School of Medicine, NYS Center
for School Safety and NYC Cornell Cooperative Extension). /2014/ During the past year, the
ACT COE conducted 35 focus groups consisting of 336 adolescents across NYS to obtain
information regarding adolescents’ beliefs and practices on family planning and barriers
to accessing services. This information will be used to further improve DOH programming
for adolescents.//2014//

*MCHBG Advisory Council discussions related to MCH needs and priorities, development of the
MCH Block Grant needs assessment and application was an agenda item for a Council meeting.
/2014/The MCHBG Advisory Council fully participated in the development of the PA 2013-
17 and the chair of the Council also co-chaired the Promoting Healthy Women, Infants and
Children workgroup.//2014//

Incorporation of local level stakeholder input to inform the state level assessment, including
structured listening sessions with:

-the MCH committee of the NYS County Health Association which includes 17 county members



-local perinatal networks which represent consortia of health and human service providers who
address MCH issues at the local level. These networks also co-chair regional perinatal forums
which are also co-chaired by regional perinatal centers. These forums provide a comprehensive
picture of MCH needs, incorporating both the community and hospital perspectives; and,

-the NYC DOH and Mental Health MCH Bureau.

/2014/As stated previously, a wide range of stakeholders, including the groups discussed
above, were involved in the development of the PA.//2014//

*The application was posted on the Department's website to obtain further information regarding
development and implementation of the needs assessment.

In addition to the specific efforts described above to obtain public input related to assessment of
need and development of state priorities, DOH has a significant number of regular mechanisms to
obtain public input related to needs assessment, priority identification and resource allocation and
program planning, development, implementation and evaluation. This includes obtaining ongoing
input from families of CSHCN.

In 2010-11, a major effort to obtain public input regarding MCH needs and services related to the
development of the state needs assessment and plan related to creation of the Maternal, Infant
and Early Childhood Home Visiting Program (MIECHYV) authorized under the Patient Protection
and Affordable Care Act (ACA) of 2010. This historic legislation marks a significant commitment
to promote and improve the health, development and well-being of at-risk children and families
through evidence-based home visiting programs. NYS's MIECHV State Plan reflects over a year
of intensive assessment and planning work, led by the DOH MCH Program and conducted in
collaboration with a core group of state agency partners and many other stakeholders.

Fourteen counties were identified through the Needs Assessment as "at-risk" communities for
NYS' MIECHYV initiative. As part of the plan development process, a structured on-line survey was
distributed to stakeholders in those 14 counties to further identify: community risk factors,
strengths and resources; characteristics of target populations; mechanisms for screening
identifying and referring families to home visiting programs; and referral resources currently
available and needed. In-person and conference call discussions were held with several
stakeholder groups during the plan development process. Respondents include local home
visiting programs as well as other stakeholder organizations. Through these processes, input
was received from other State agencies, more than 100 community-based organizations, local
government agencies and home visiting programs. /2014/These high risk areas are being
targeted for the Maternal and Infant Health Initiative Request for Applications that was
released in 2012 with awards to be made in 2013.//2014//

Parent representatives have meaningful roles on councils and task forces that provide input to
DOH policy and programs, including the MCHBG Advisory Council, the Early Intervention
Coordinating Council, and the Lead Poisoning Prevention Advisory Council. In addition, DOH
has ongoing communication and engagement with parent organizations. DOH staff met with
parent support staff of Parent to Parent of NYS, the Family-to-Family Health Care Information and
Education Center grantee, to affirm collaboration on family support activities, to obtain input on
DOH programming related to CSHCN /2014/and input into the development of the family
survey used in the CSHCN program.//2014// As you can see throughout this application,
consumers, including parents, play a critical role in the ongoing work of the NYSDOH in
improving health outcomes for New Yorkers.

In addition to these efforts to obtain public input, NYSDOH continued a number of regular
mechanisms to obtain public input related to MCH programs, including advisory council meetings,
providers meetings, meetings with advocates and other activities.

The application will be available to key stakeholders, including the MCHBG Advisory Council , to



provide any additional input for consideration prior to submission. The application will also be
posted on the Department's website.



Il. Needs Assessment
In application year 2014, Section IIC will be used to provide updates to the Needs Assessment if
any updates occurred.

C. Needs Assessment Summary

The needs assessment process was primarily addressed through the development the
Prevention Agenda (PA) 2013-17; NY's State Health Improvement Plan. During the planning
process, DOH conducted a health assessment to describe the health status of the state's
population, identify factors that contribute to health status and health challenges, and assets that
can be used to improve population health. DOH reviewed the state's demographic profile and
population health status and assessed progress in meeting the goals and objectives established
in the PA 2008-12. Various data sources were analyzed including information from birth, death
and hospital records, program statistics, U. S. Census and national survey data. Statistics were
analyzed at different geographic levels such as state, region and county as well as by
socioeconomic factors including race/ethnicity, gender, age, disability status and income. Both
historical and current data were reviewed to identify progress made as well as areas for
improvement.

DOH in partnership with the Public Health and Health Planning Council (PHHPC) identified five
key priority areas to improve the health status of NY's citizens and to close important disparities
in those areas through multi-sector actions. An Ad Hoc Committee was formed to develop the PA
under the direction of the PHHPC. The state health assessment information was presented at
meetings of the Ad Hoc group, and used to identify five priority areas including: Prevent Chronic
Disease; Advance a Healthy Environment; Healthy Mothers, Babies and Children; Prevent
Substance Abuse, Depression and Other Mental lliness, and Prevent HIV, STls and Vaccine
Preventable Diseases.

Title V staff played a key role in the Promoting Healthy Women, Infants and Children (PHWIC)
Action Plan that addresses three key life course periods -- maternal and infant health, child health
and reproductive/preconception/inter-conception health -- with goals, objectives and indicators for
each. The Plan identifies evidence-based and promising practices, programs and policies to
achieve these goals and objectives. The Action Plan was created with input from stakeholders
representing sectors and organizations with an interest in improving the health of women, infants,
children and families, and will serve as a road map across the public health system to improve
priority health outcomes and reduce health disparities.

To make this Plan feasible, its development committee identified two to three goals for each focus
area. This strategy was guided by goals of reducing racial, ethnic and economic disparities;
advancing a life course perspective; and addressing social determinants of health. The areas of
focus identified for PHWIC include maternal and infant health (preterm birth, breastfeeding and
maternal mortality), child health (use of comprehensive well child care and prevention of dental
caries), and reproductive/preconception/interconception health (prevention of adolescent and
unintended pregnancy and use of preventive health care services for women of reproductive
age). The PA promotes cross-sector collaboration to achieve measureable outcomes, is well
aligned with Title V priorities, and fully supports DOH's work in addressing National and State
MCH priorities.

Ongoing assessment and planning related to children with special health care needs (CSHCN) is
also a priority of DOH using national, state and local information. The National Survey of
Children with Special Health Care Needs (NSCSHCN) indicated that almost sixty-six (65.6%)
percent of NY families reported they can easily access community-based services. NY scored
slightly higher than the national average of 65.1% on this measure. However, NY continues to



strive to improve access to quality services and to obtain input from parents and CSHCN to guide
future direction. Refer to NPM 2 for further information.

DOH makes every effort to assess the needs of its population on an ongoing basis to ensure that
scarce resources are being well utilized. However, impacting health disparities requires a more
comprehensive approach to the public health needs of NY's diverse population. NYS has made
steady progress in several outcomes, but despite improvements, NYS is below Healthy People
2020 objectives for several measures, and health disparities continue to be significant.
Addressing racial and ethnic disparities necessitates a more holistic, comprehensive approach
that addresses the biological, behavioral, psychological, social and environmental factors that
contribute to health outcomes across the lifespan. Moving towards a life-course perspective of
MCH services requires a reframing of priorities and outcomes, focusing on families and
communities and the factors and conditions that impact health. Approaching public health from
the life-course perspective highlights those areas for improvement, and provides a framework to
promote healthy behaviors rather than focusing on the identification and treatment of health
issues.

The early years of a child's life, including a healthy start from birth, significantly impacts the child's
well-being in later years. NYS has made steady progress in reducing infant and neonatal
mortality, perinatal HIV transmission, and ensuring the delivery of very low birth weight babies in
higher level hospitals. High rates of newborn screening and follow up continue, including
significant increases in newborn hearing screening and children identified with autism. Although
infant mortality rates have been declining, Black non-Hispanic infant mortality rates are still
significantly higher than rates for White non-Hispanics, Asian/Pacific Islander non-Hispanics and
Hispanics. Rates of low birth weight remain unchanged. Trends in neonatal mortality mimic
those of infant mortality. Among infants born in 2011, 39.8 percent were exclusively fed breast
milk in the delivery hospital. White non-Hispanic women exclusively breastfed at a higher rate
than Black non-Hispanics, Asian/Pacific Islander non-Hispanic and Hispanic women.

NY has also generally made improvements in children's health measures related to lead,
immunization, oral health, asthma, obesity and tobacco use have generally improved, though
data tends to fluctuate annually for children hospitalized due to asthma. Obesity in children and
adolescents remains a significant public health problem. Currently, one third of NY's children are
obese or overweight. The percent of children, including CSHCN, who have insurance coverage
and a medical home have improved, though some other access and quality measures for primary
and specialty care for CSHCN have been relatively unchanged. However, reform in the State's
public health insurance programs has been extensive with positive impacts. Ensuring
comprehensive, quality health care for all New Yorkers is a DOH priority. (Refer to Section I1A
for further details on health care reform in NYS.)

Health disparities are also evident in NY's adolescents. Although NYS has had significant
success in decreasing teen (15-17 years) birth rates, including a decrease in the rate for every
race and ethnicity, disparities continue to exist. Chlamydia morbidity has continued to increase
since reporting began in 2000 making it the most commonly reported communicable disease.

The statewide rates of early and adequate prenatal care decreased slightly while smoking in
pregnancy saw a slight improvement, and alcohol use in pregnancy remain relatively unchanged.
The percentage of preterm births declined slightly and births delivered by c-section continued to
decline from 34.5 percent in 2010 to 34.3 percent in 2011, the second consecutive year with a
decline in more than a decade.

New York continues to make slow progress in some areas related to racial/ethnic disparities. The
racial/ethnic disparity in early prenatal care as well as rates of infants less than 2500 grams at
birth have improved slightly since 2010. The rate for White non-Hispanic women was 21.8
percent higher than the rate among Black non-Hispanic, 11.9 percent higher than the rate among
non-Hispanic women other than White or Black, and 16.6 percent higher than the rate among



Hispanic women. In 2011, 12.3 percent of Black non-Hispanic infants were less than 2500 grams
at birth (low birthweight), 75.7 percent higher than the percentage for White non-Hispanic infants
and 55.7 percent higher than the percentage for Hispanic infants. The maternal mortality (MM)
rate for 2011 remained relatively consistent since 2010 (23.1 vs. 23.4 per 100,000 births
respectively. Although racial disparity still exists, Black non-Hispanic MM rate decreased by 27%
in 20011 (47.7 vs. 65.4 per 100,000 births in 2010). MM for White non-Hispanics increased by
21% in 2011 (15.5 per 100,000 births) compared to 2010 (12.8 per 100,000 births). This resulted
in a reduction in the Black non-Hispanic-to-White non-Hispanic ratio of 5.1 to 1 to 3.1 in 2011.
These rates are based on 18 deaths among African American women and 18 deaths among
Caucasians. However, the small numbers of deaths annually can greatly impact trends from year
to year.

DOH continues to support key initiatives to improve MCH outcomes. DOH also received federal
grants that support MCH initiatives, including home visiting, adolescent health initiatives, newborn
hearing screening, autism, oral health, breastfeeding, immunization, obesity, and perinatal quality
improvement. Significant investments have been made in developing initiatives to improve
quality of MCH services. DOH is committed to continuous efforts to identify needs, maximize
resources and better meet the needs of underserved population in order to reach MCH goals and
improve health disparities related to NY's population. Through the PA 2013-2017, NY will strive
to truly be the Healthiest State in the Nation.
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lll. State Overview

A. Overview

NYS is notable for the great diversity of its geography and its people. As of 2012, NY was the 3rd
largest state after California and Texas, with a population of 19,378,102. NY leads the nation in
numbers of immigrants from across the world. Since 2000, over 820,000 immigrants made NY
their home while over 800,000 New Yorkers migrated to other parts of the nation.

Cultural diversity is both a strength and challenge. NYS is geographically diverse, with both rural
and urban areas. Population density often determines the number and types of health services in
an area. In 2010 there were 411 persons per square mile in NYS, compared to 88 persons per
square mile in the US. New Yorkers are more likely to live in urban areas than residents of other
states. Population density within NY varies widely. NYC is 104 times more densely populated
than the rest of the state. Manhattan has the highest population density at 69,467 persons per
square mile, while Hamilton County in the Adirondack Mountain Range has the lowest density,
with only 3 people per square mile. Sixty-four percent of NY's population live in the NY
Metropolitan area; 43% in NYC alone.

NY has a rich system of health care as well. According to a 2011 Center for Workforce Study, NY
had over 59,000 active primary care physicians and is second in the country for the number of
dentists in the state. However, physicians are more likely practicing in urban areas and only 10%
are representative of minority populations. NY is also home to 51 Federally Qualified Health
Centers, 231 hospitals with 130 of those certified to provide perinatal services, and numerous
other health care resources as described later in this application.

The changing landscape of NY's population, services and resources, as well as health care on
the federal level, coupled with efforts to enhance and streamline health services in NYS has been
the impetus for strategic planning processes for the NYSDOH. Under the direction of
Commissioner Nirav Shah, NYSDOH leadership redefined the mission and vision of the
NYSDOH to protect, improve and promote the health and well-being of all NYS residents through
outcome-based, cost effective strategies that:

*Focus on opportunities to reinvent core functions and improve efficiency;

Increase the effectiveness of statewide health infrastructure;

*Optimize resource acquisition and utilization; and,

*Reinvent the NYSDOH as a model performance-based organization.

DOH responsibilities include:

*Promoting and supervising public health activities throughout the State;

*Ensuring high quality medical care in a sound and cost effective manner for all

residents;

*Reducing infectious diseases such as food and waterborne illnesses, hepatitis, HIV, meningitis,
sexually transmitted infections, tuberculosis, vaccine preventable diseases and chronic disabling
illnesses such as heart disease, cancer, stroke and respiratory diseases; and,

*Directing a variety of emergency preparedness initiatives in response to statewide and local
epidemic outbreaks.

In a state as large and diverse as NY, achieving the mission is a daunting task. This task
continues to be complicated by New York's economic and fiscal challenges. Both financial and
human resources continue to be limited to accomplish the Department's core mission. Yet,
despite these challenges, DOH is committed to ensuring NY meets the needs of its most
vulnerable maternal and child health population.

Maximizing resources and cultivating collaborative relationships is essential to achieving DOH's

mission.. DOH works with the State's health care community to improve the health of all New
Yorkers, and ensure appropriate readiness and response to potential public health threats. DOH
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is also the principal State agency that interacts with the Federal and local governments, health
care providers and program participants for the State's Medicaid (MA) program.

Andrew M. Cuomo was elected the 56th Governor of New York State on November 2, 2010. One
of the Governor's first significant acts was to obtain passage of a transformational 2011-12 New
York State budget. The budget included historic reforms that redesign state government; create
efficiencies through consolidation, cap spending increases for education and Medicaid and
transform the future budgeting process.

The Governor's Budget continues to reshape the health environment in New York through
significant reforms of the Medicaid Program. The budget process brought together health care
providers, labor, government and other Medicaid stakeholders to form the Governor's Medicaid
Redesign Team (MRT). Tasked with identifying ways to provide critical health care services at
lower costs and control unsustainable growth, the MRT recommended a series of proposals to
fundamentally restructure New York's extensive Medicaid program. The 2011, /2014/2012 and
2013//2014// budget implemented many of the MRT recommendations resulting in
/2014/significant cost savings//2014//. The Governor's budget builds on the success of this
past year, including major expansion of patient-centered medical homes, better control of home
health care services, and care management for individuals with complex and continuing health
needs.

The MA reform efforts focused on achieving greater efficiency without creating barriers to
enrollment or reducing benefits for those eligible for MA services These reforms fully support the
mission of NY's Title V program in ensuring comprehensive primary and preventive health and
support services to the maternal and child health population, including children with special health
care needs. /2014/In August, 2013, the Governor submitted a Federal Waiver to invest $10
billion in MRT savings to transform NY's health care system. The Medicaid 1115 Waiver
amendment will enable NY to fully implement the MRT plans, facilitate innovation, and
lower health care costs over the long term through improvements in access, quality, and
the provision and utilization of appropriate health care services. Key strategies outlined in
the waiver amendment document include:

-Major investments to expand access to high quality primary care;

-Grants to establish Health Homes to improve the quality of care for NY's highest
need/cost patients;

-Expanding resources available to transform and protect safety net providers;
-Positioning health care providers and consumers for long term integration into managed
care;

sInnovations in public health strategies that will generate significant long-term Medicaid
savings;

-Training and support to ensure NY has the workforce it needs as national health care
reform is implemented;

-Thorough evaluation of both new and ongoing MRT initiatives to ensure appropriate
investment of State funding and to enhance health care outcomes; and,

-Strategies that will reduce hospital readmissions and help protect patients from adverse
health outcomes during their hospital stay.//2014//

The state's overall goal is to expand enrollment in the Medicaid Managed Care Program (MMCP)
by requiring many of the high need populations which were previously exempted or excluded to
enroll in a managed care plan. The MMCP provides an organized system of care, an
accountable entity and the ability to coordinate and manage care. As part of this effort, the
expedited enrollment of pregnant women into managed care will promote better management of
health and psychosocial risks leading to improved birth outcomes. //2014//Additional groups
previously "carved out” of MC will be transitioned into MC in 2013 including children
enrolled in the Bridges to Health foster care waiver program, non-institutionalized foster
care children living in the community, individuals receiving services through a MA Home
and Community-based Services Waiver (HCBSW) and those individuals with
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characteristics and needs similar to those receiving services through a MA HCBSW,
individuals receiving services through a MA Model Waiver (Care at Home) Program,
individuals with characteristics and needs similar to those receiving services through a
MA Model Waiver (Care at Home) Program, among others. Title V staff is part of a DOH
workgroup on MA payment for services for medically fragile children (MFC). This
workgroup, co-chaired with the Office for People with Developmental Disabilities, is
charged with making recommendations on MA payment rates to providers of critical
services to MFC and models of care coordination to transition the pediatric nursing home
population and benefit into MA MC. Beginning in July 2012, three workgroup meetings
were held with stakeholders to facilitate input into recommendations. In January, 2013,
the final report was sent to the Governor. The Title V Program is also working with OHIP
to plan for the transition of other MCH services into MC such as School Based Health
Center services, which will be transitioned 9inot MC in 2014.//2014//

Work continues on several additional proposals of the MRT pertaining to the MCH population,
including expanding current statewide patient-centered medical homes /2014/and reducing
inappropriate use of services such as non-medically indicated C-section delivery and
reforming malpractice and patient safety. Significant progress has been made
regarding//2014// MA changes related to family planning, including moving the Family Planning
Benefit Program, an income expansion of MA eligibility approved through a MA waiver, to
/2014/NYS's MA State Plan effective November 1, 2012 (March 1, 2013 in New York City).
Title V staff partnered with OHIP to develop and implement these changes. As a result,
FPBP will now include a period of presumptive eligibility that will ensure immediate
access to family planning services while waiting for final eligibility determination, and
eligible women (including undocumented immigrants) will be automatically enrolled into
FPEP.; Tile V and OHIP staff developed a series of webinars to inform providers regarding
the changes in FPBP and to promote outreach to underserved populations.//2014//

DFH staff /2014/continue to work//2014/Avith OHIP on additional MRT proposals to enhance
services to the MCH population, including: development of a children's health home to provide
enhanced care coordination for children with chronic physical and behavioral health needs;
reimbursement to Local Health Departments (LHD)s for environmental and nursing follow-up
services provided to children with lead poisoning; reimbursement for interpretation services for
patients with limited English proficiency and communication services for people who are deaf and
hard of hearing; expansion of Medicaid to include pre-diabetes counseling, lead poisoning
prevention and asthma home visits; home blood pressure monitors for patients with uncontrolled
hypertension; Medicaid enhancements to promote maternal and child health, including
interconceptional health, breastfeeding support and efficient use of HIT to improve care delivery;
denial of Medicaid payment for elective c-section prior to 39 weeks gestation without medical
indication; Medicaid coverage of intensive behavioral therapy for treatment of obesity and water
fluoridation; and, statewide expansion of Nurse Family Partnership.

/2014/During 2012, progress was been made in several MRT proposals related to the MCH
population.//2014// Staff from the Division of Family Health, as well as staff from other public
health offices, are participating in the implementation committees of relevant MRT proposals.
+/2014/Over the past year, Title V staff, in collaboration with the AIDS Institute and the
Office of Health Insurance Programs and an interagency team, continued discussions
regarding creation of a "Health Homes for Children with Chronic Conditions". Areas of
focus included pediatric health home condition eligibility, recommendations for services
and provider standards for children's health homes, among other priority areas.
Discussion occurred with State Office of Mental Health staff to discuss preliminary
recommendations for children’s health homes to assure a separate behavioral health
initiative for children aligns with DOH's preliminary recommendations.

Effective October 1, 2012, Medicaid fee-for-service began reimbursing outpatient
departments, hospital emergency rooms, diagnostic and treatment centers, federally
qualified health centers and office-based practitioners to provide medical language
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interpreter services for Medicaid members with limited English proficiency (LEP) and
communication services for people who are deaf and hard of hearing. Medicaid Managed
Care and Family Health Plus plans began reimbursing providers for these services
effective December 1, 2012.

*Progress has also been made on the MRT initiative to demonstrate the effective and
efficient use of health information technology (HIT) among hospitals, health care systems
and community-based organizations to improve coordination and delivery of care. Poor
perinatal outcomes are major cost drivers for health care institutions and the Medicaid
program. Birth outcomes for women and babies can be greatly improved when high risk
pregnant and postpartum women receive early and comprehensive screening to identify
special needs and risk factors, along with timely social and medical interventions to
address those risks. The development of a comprehensive system of risk identification,
assessment and referral through linkage of a web-based referral and case management
system with the Regional Health Information Organizations (RHIOs) system has been
underway in several regions of NYS. The systems are being designed to capture perinatal
risk information for access by health and human services organizations, Medicaid
managed care plans, health care providers and hospitals systems, and to facilitate
referrals to needed services. Proposals are being requested from organizations that have
developed collaborative partnerships consisting of community-based organizations,
health and human services providers and the RHIOs to use HIT to improve perinatal
outcomes. Partnerships identified are those that can rapidly implement or expand pilot
projects during 2013 and 2014. These projects will improve care delivery and promote
maternal health among high risk, Medicaid-eligible pregnant and postpartum women
through improved care coordination and referrals, and will provide critical information to
the MRT and the DOH on effective and replicable HIT models that can result in significant
cost savings to NYS through improved health outcomes.

-Effective April 1, 2013, qualified practitioners who are International Board Certified
Lactation Consultants credentialed by the International Board of Lactation Consultant
Examiners may be reimbursed by Medicaid for prenatal and postpartum lactation
counseling services.//2014//

Despite the need for the budget to reduce a significant deficit, with some exceptions, maternal
and child health programs were relatively successful in maintaining funding levels. The Governor
has also supported specific health related efforts such as expanding fresh food access into urban
areas. /2014/In the 2013 State of the State address,//2014//the Governor, /2014/once
again,//2014// has indicated that he fully supports passage of reproductive rights legislation in the
State to protect the fundamental right of reproductive freedom and a woman's right to make
private health care decisions.

Under the direction of the Commissioner, Dr. Nirav Shah, who is appointed by the Governor,
DOH meets its responsibilities through the Office of Health Insurance Programs (OHIP), the
Office of Long Term Care (OLTC), the centers located in the Office of Public Health (OPH) and
the Office of Health Systems Management (OHSM). In 2007, DOH established OHIP which
consolidated operations of the State's public health insurance programs under the direction of the
State MA Director. OHIP is responsible for developing and implementing strategies to improve
access to health insurance coverage for the uninsured and providing for an integrated approach
to oversight and administration of the MA program to strengthen coordination within the DOH and
among State agencies. The establishment of OHIP marked the adoption of a new mission for MA,
namely to expand coverage and access; to buy value with NY's health care dollars; and, to
advance system wide reform. OHIP is responsible for MA, Family Health Plus, Child Health Plus,
Elderly Pharmaceutical Insurance Coverage, and the AIDS Drug Assistance Program. The OLTC
oversees the integration of planning and program development for services related to long term
care. The OPH and the OHSM are responsible for providing policy and management direction to
the DOH's system of regional offices. The Office of Minority Health now reports directly to the
Commissioner to ensure high level involvement to the issue of health disparities. DOH staff
located in regional offices conduct health facility surveillance, monitor public health, provide
technical assistance and monitor DOH contracted providers, provide direct services and oversee
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county health department activities. In addition, DOH also contracts with organizations, such as
the Island Peer Review Organization (IPRO), to conduct monitoring and surveillance activities for
programs such as the Early Intervention Program, Family Planning Program and School Based
Health Centers /2014/and School Based Health Center Dental programs.//2014// The DOH is
also responsible for five health care facilities that are engaged in patient care: the Helen Hayes
Hospital in West Haverstraw, which offers specialty rehabilitation services, and four nursing
homes for the care of veterans and their dependents in Oxford, NYC, Batavia and Montrose.

The OPH was established in 2007 to strengthen coordination among the DOH's public health
programs and to ensure public health input into all the DOH's programs. OPH is made up of the
Department's four principal public health centers:

«AIDS Institute;

*Center for Community Health;

«Center for Environmental Health; and,

*Wadsworth Center.

In addition, the Office of Public Health Practice (formerly the Office of Local Health Services in the
Center for Community Health), the Health Emergency Preparedness Program, the Office of
Public Health Informatics and Project Management and the CDC Senior Management Official in
NY report to OPH. The purposes of the OPH are to:

scontinue and increase coordination and integration across the department's public health centers
and programs;

eassure that public health is fully represented at the departmental level including full incorporation
of public health principles into the redesign of the health care system and health insurance
programs;

*keep New York active as an innovator in the emerging areas on the cutting edge of public health
practice such as maternal and child health; chronic disease prevention; nutrition; environmental
health; laboratory science; prevention and control of infectious diseases such as HIV, hepatitis C
and others; genomics and informatics;

scoordinate public health activities with the Centers for Disease Control and Prevention, other
federal agencies, other state health departments, and local health departments in New York;
sconvene partners in the community, academia and the health care system to further public
health goals; and,

rebuild and strengthen the state and local public health infrastructure.

The Center for Community Health (CCH) works with communities to promote good public health
for all New Yorkers. A priority of the CCH is to address the root causes of diseases, not just the
diseases themselves, in order to make a longer term impact. Aiming programs at the problems of
obesity, lack of exercise, poor diet and smoking, helps reduce illness and death from a variety of
diseases including heart disease, cancer, diabetes mellitus and stroke--the nation's leading
killers. Promoting healthy behavior across the lifespan, and preconception health to better
ensure women are healthy before pregnancy to improve birth outcomes are also significant
priorities.

The majority of deaths in NYS are not caused by inadequate access to health care (10%) but by
behavioral (50%), environmental (20%), and genetic (20%) factors that can be addressed by
public health actions. According to a report on Public Health in America produced by the U.S.
Department of Health and Human Services in 1994, public health provides ten essential services:
*Monitor health status to identify community health problems;

*Diagnose and investigate health problems and health hazards in the community;

*Inform, educate, and empower people about health issues;

*Mobilize community partnerships to identify and solve health problems;

*Develop policies and plans that support individual and community health efforts;

*Enforce laws and regulations that protect health and ensure safety;

+Link people to needed personal health services and assure the provision of health care when
otherwise unavailable;
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*Assure a competent public health and personal health care workforce;

*Evaluate effectiveness, accessibility, and quality of personal and population-based health
services; and,

*Research for new insights and innovative solutions to health problems.

CCH's responsibilities are broad and far-reaching, touching every aspect of public health in NYS.
CCH identifies and assists local agencies with disease outbreaks, makes nutritious foods
available to pregnant women, infants and children and tracks cancer incidence across the state.
The center conducts public health surveillance to help identify and respond to emerging health
threats; to plan, implement and monitor public health programs that respond to these threats; and
to show New Yorkers how to minimize health risks. CCH staff helps local health agencies and
community organizations fight the root causes of poor birth outcomes, killer diseases such
cancer, heart disease and diabetes, , and work to prevent people from starting to use tobacco
and they help those already hooked to quit. Through surveillance, education, prevention and
treatment they fight tuberculosis, adolescent pregnancy, sexually transmitted diseases, injuries,
abuse, hunger, diseases carried by animals and insects, osteoporosis, dementias and the other
public health threats known and still to be discovered. CCH staff work closely with the staff of
other centers - Center for Environmental Health, Wadsworth Center, AIDS Institute - that make up
the NYSDOH's OPH. The OPH umbrella helps strengthen coordination among public health
programs and ensures public health input into all the department's programs.

CCH consists of four Divisions, including:

*The Division of Family Health (DFH) that promotes the health of families by assessing needs,
promoting healthy behaviors and providing services to support families.

*The Division of Chronic Disease Prevention that addresses specific risk factors associated with
the leading causes of death, disability and chronic disease among New Yorkers.

*The Division of Nutrition that manages programs designed to improve the nutritional status of the
residents of New York State. Improving the diet of the public is a key factor in improving public
health among those most at risk for serious illness.

*The Division of Epidemiology whose mission is to use sound scientific practices and principles to
protect the health of all New Yorkers through disease surveillance, expert technical assistance,
collaborations with local health departments and health care professionals, and by sharing
expertise, epidemiologic information, and knowledge the division confronts a variety of new and
emerging communicable diseases found in the state.

CCH also includes an Internet Development and Communications unit, which facilitates
development of web-based materials, an Office of Information Technology and Project
Management, and a Resource Management Unit. This arrangement of services within the Center
helps to ensure proper oversight and assistance of all program functions within the Center.

NY's Title V program is located in the DFH in the CCH. /2014/Recognizing the importance of
maximizing limited resources and re-envisioning strategies, supports and services in light
of health care coverage under the ACA, while continuing to focus on improving health
outcomes for the MCH population and eliminating health disparities, the DFH embarked on
a Strategic Planning process in 2012. This process includes key management staff as well
as every staff person within the DFH. The mission of the DFH was defined as "leads the
State's public health efforts to improve birth outcomes, promote healthy children, youth
and families throughout the lifespan, and build healthy communities through community
engagement, public-private partnerships, policy analysis, education, and advocacy.” The
central challenge of this effort is to "transform the DFH to improve targeted health
outcomes". The five "tracks of work" on the DFH 3-year Strategic Map include:

-Maximize effectiveness of public health investments;

Facilitate health systems improvements;

-Promote DFH priorities, initiatives and accomplishments;

Foster and maintain an empowered DFH workforce; and,

-Strengthen organizational effectiveness and infrastructure.

DFH staff participate in workgroups focusing on selected priorities in each of these
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"tracks of work". A priority of the DFH is to promote performance-based, evidence-based
practice with a clear understanding of DFH priorities and outcomes.//2014//

DFH's primary focus is to improve the health of women, children and adolescents. Its programs
touch new mothers, adolescents including those considering sexual activity, children, including
those with disabilities and special health care needs, rape victims and children with lack of access
to dental services. Programs promote healthy behaviors while also assuring access to quality
health care. DFH provides access to primary medical and dental care and preventive health
services for migrant farm workers and Native Americans living in reservation communities. DFH
consists of the:

«Bureau of Maternal and Child Health;

*Bureau of Early Intervention;

*Bureau of Dental Health;

+Office of the Medical Director.

DFH works very closely with the other Divisions within CCH as well as with the major
organizational segments of DOH whose work complements that of DFH, in particular the Office of
Health Systems Management (OHSM) and the Office of Health Insurance Programs (OHIP).
Division of Nutrition (DON), which includes the WIC program and various other nutrition and
fitness programs, works closely with the DFH and OHIP in implementing both prenatal programs
and children's programs to ensure that the nutritional needs of at risk pregnant and nursing
women as well as infants and children are being met. The Division of Chronic Disease
Prevention (DCDP) works closely with the DFH on programs such as the family planning
program, which collects extensive annual data on Chlamydia testing for reproductive age women
in NYS, with the cancer screening program in referral of women for screening and treatment for
breast and cervical cancer. The DFH, DON and DCDP are also collaborating on a major effort to
promote exclusive breastfeeding in NYS. Ongoing communication and collaboration are
essential to ensure messaging is consistent in areas such as preconception and interconceptional
health, screening for intimate partner violence and substance use and abuse, among other topics
of importance to Title V.

OHSM oversees all hospitals and licensed clinics as well as related services in NYS. These
facilities, licensed under Article 28 of the Public Health Law to provide health care services, are
frequently targeted by the Division's programs in RFPs as eligible awardees for contracts. Since
the licensing and monitoring process carried out on an ongoing basis ensures that facilities obtain
approval for provision of specific services, these facilities have a demonstrable range of services
and quality of care level appropriate for many of the services and programs provided by the DFH.
Further, the BMCH, in particular, within DFH, collaborates closely with OHSM in designation of
hospitals for level of perinatal care, and in fact drafted the revisions of hospital regulations on
which these designations are based, as well as certifying hospitals as Sexual Assault Centers of
Excellence (SAFE Centers). BMCH and DFH are consulted by OHSM whenever hospital or clinic
closures are threatened, to ensure that sufficient service providers are available to meet the
obstetric and perinatal needs within the region.

There has been a long and very close partnership between the MA programs and the maternal
and child health programs in NYS. The DFH worked closely with OHIP over the past couple years
on major initiatives of significance to the MCH population including the transition of the Prenatal
Care Assistance Program to the MA Prenatal Care Program, revising prenatal care program
policies and standards to conform with current standards of professional practice, streamlining
enrollment of pregnant women from Fee for Service MA into Managed Care, improving the
coordination of home visiting services, including the development of a Risk Summary form to
better ensure providers are working with Managed Care Plans to address identification and
referral of pregnant women at risk for poor birth outcomes, development and implementation of
the new Ambulatory Patient Group reimbursement to ensure providers were adequately
reimbursed for comprehensive services, and efforts such as submission of the 1115 MA Waiver
to ensure NY can continue to provide comprehensive reproductive health services to eligible
populations of the state. DFH is working closely with OHIP on an ongoing basis to ensure that
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guidelines for high quality care are in place, in addition to helping inform providers of changes,
streamline application processes, and generally provide a systems level approach to
implementation. The DFH and /2014/Office of Quality and Patient Safety (OOQPS)//2014// are
currently collaborating on a focused prenatal care study to establish priority areas for
improvement. The /2014/core mission of the //2014//Office of Quality and Patient Safety
(OOQPS) is to improve the health, quality of care and patient safety of NYS residents, consistent
with the NYSDOH Strategic Plan and MRT recommendations.

A further characteristic of the state's Title V program is maintenance of local level contacts
through the network of regional offices around the state. These offices all have family health
directors, who regularly communicate with the Title V Director via meetings or telephone contacts,
as required, of local level issues that might potentially influence services or health care status of
Title V populations in any area of NYS

Title V's position within the OPH promotes collaborative efforts with programs and services aimed
at the maternal and child health population and promotes maximizing resources to improve health
outcomes.

Title V priorities align with DOH's overall priorities. Dr. Nirav Shah, the DOH Commissioner
continues to stress the importance of restoring NY to national prominence in health care delivery
and the need to reshape NY's health care system to serve New Yorkers more efficiently and cost
effectively. Dr. Shah continues to support the need to maintain core public health programs in
critical areas such as tobacco control, obesity prevention, and HIV AIDS prevention and services.
As with the previous budget, there are several themes that run through all of the Department's
budget proposals for the 2012-13 fiscal year including:

spreserving services that support the DOH's core mission of protecting and improving the public's
health;

«achieving reforms that increase efficiency while maintaining quality;

saccountability and transparency;

elimination of duplication of services;

sconsolidation, streamlining and simplification;

«flexibility to target resources where they are needed most; and,

suse of innovation to reduce the State's greatest public health threats while at the same time
helping to reduce the deficit.

Major priority areas of DOH closely align with the priorities of NY's Title V program including:
*Obesity Prevention - Overweight and obesity are now challenging smoking for the top public
health threat in NYS. Currently, about 60 percent of adults and 35 percent of children and
adolescents in NYS are obese or overweight. The increase in overweight and obesity is
dramatically increasing NY's risk for many chronic and debilitating conditions -- including heart
disease, diabetes, hypertension, and some cancers. NY's approach to obesity as well as other
chronic diseases uses the social-ecological model focusing on activities at all levels of influence
(society, community, organizational, interpersonal and individual) in order to facilitate healthy
choices and limit promoters of poor health. The obesity prevention agenda includes the promotion
of exclusive breastfeeding, initiatives to increase exercise among children, decrease television
viewing, and improve nutrition, including a calorie posting requirement, a ban on the use of trans
fats in certain restaurants and food service establishments, and a ban on the sale of high-fat,
high-sugar junk foods in schools.

*Tobacco prevention and control - Tobacco use continues to be NY's number one cause of
preventable disease and death. Health care costs related to treating smoking-caused diseases
total approximately $8 billion annually for NY alone, including $3 billion annually in Medicaid
costs. Between 2000 and 2009, the adult smoking rate in NYS declined from 21.6 percentto 17.9
percent, resulting in 500,000 fewer smokers in only one year. Between 2000 and 2010, the high
school smoking rate in NYS dropped from 27.1 percent to only 12.6 percent.

Lead poisoning -- NY has made a commitment to end childhood lead poisoning in NYS.
Childhood lead poisoning has decreased by 17 percent in upstate NY since 2005. The Childhood
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Lead Poisoning Primary Prevention Program is a priority of DOH to keep NY's children safe from
this public health threat.

*HIV/AIDS and Sexually Transmitted Diseases -- DOH remains committed to addressing the
AIDS/HIV epidemic and addressing sexually transmitted diseases.

*Targeting primary and preventive public health strategies that will decrease obesity rates,
increase healthy eating and physical exercise, prevent childhood lead poisoning, expand access
to cervical cancer vaccines, prenatal and postpartum home visiting, high-quality mammograms
and public health education.

Early Intervention Program (EIP) -- DOH continues to work on reforms to the program including
a variety of administrative actions that would require preferred assessment tools, modified speech
eligibility standards, and revised reimbursement rates. /2013/Significant reforms were enacted as
part of the 2012-13 State Budget to improve coordination of care and reduce the local burden of
the early intervention system for localities. These reforms, which will become effective in 2013,
include a new requirement for service coordinators to notify regional OPWD, with parent consent,
when children referred to the EIP might also be eligible for that system; elimination of local
contracts with EIP providers, to be replaced by direct State-level provider agreements; the
establishment of a State fiscal agent to manage provider billing and claiming to third party payors;
and, expansion of the role of service coordinators to include timely implementation of children's
Individual Family Services Plans and management of the transition process.

*Ensuring there are health care professionals available to meet the primary and preventive health
care needs in NY's underserved areas of the state;

*Ensuring that the Graduate Medical Education (GME) system provides the state with the value
desired for the funds invested;

*No longer using MA to cross-subsidize commercial insurers, nor supporting deep discounts for
hospital services their members use.

*Paying fair reimbursements that reflect the true costs of providing high-quality care through a
work force whose needs are met fairly, redirecting MA dollars to those facilities that serve the bulk
of the MA patients.

*Purchasing health care in the appropriate setting, using the highest standards at the best price,
and starting with the patients that have multiple medical needs. With better coordination of care,
patients with medically-complicated conditions will get better care, their conditions will be better
managed, and the cost of their total care will be reduced.

*Expanding the managed long-term care programs which have been successful in coordinating
and managing long-term care needs.

+Driving the implementation of health information technology, which is essential to improving
health care quality, reducing bureaucratic barriers and saving health care dollars.

eIncreasing efforts to root out MA fraud, which wastes precious resources and reduces our ability
to care for those in need.

Refer to Section 11IB Agency Capacity for a more comprehensive description of NY's MCH
activities.

The Governor's proposed Budget for 2013 continues the historic health care reforms achieved
over the last four years. DOH's efforts focus on achieving greater efficiency without creating
barriers to enroliment for those eligible for MA services. In NY, MA is the largest single payer of
health care, so through MA reform, DOH will have an opportunity to leverage changes in the
health care system. These reforms fully support the mission of NY's Title V program in ensuring
comprehensive primary and preventive health and support services to the maternal and child
health population, including children with special health care needs.

To better serve patients in the right setting at the right price, NY has invested more than $600
million in outpatient care in the last three years. The investments include investments in hospital
programs, including outpatient clinics, ambulatory surgery, and emergency room; physicians'
fees; primary care; freestanding programs; and, mental hygiene enhancements. /2014/The 2013-
14 Executive Budget continues these investments including supports for implementing
Health Homes for complex high-cost recipients, investments in affordable housing, and
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the continued move to care management for all Medicaid recipients, which is expected to
be completed in 2015-16.//2014//

Another critical component of NY's historic health care reform of the last four years has been the
updating of the decade-old hospital reimbursement system and addressing the issue of
potentially preventable hospital readmissions. Potentially preventable readmissions occur
because the patient is discharged too soon or too sick or because of a lack of follow-up care in
the community following the discharge. The 2010-11 Budget began reducing funding for
preventable admissions and in 2012 began to reinvest a portion of the savings in rewarding
hospitals that reduce readmissions and in post discharge linkages. The budget also funded an
additional 100 slots for Doctors Across NY -- 50 for physician loan repayment and 50 for
physician practice support -- to improve access in medically underserved areas of the state.

DOH continues its efforts to make it easier for eligible individuals to access public health
insurance programs. Since 2008, DOH has permitted self-attestation of income and residency at
renewal for non-SSI related MA beneficiaries and Family Health Plus members. The 2010-11
budget permitted MA enrollees receiving community-based long-term care to attest to their
income and residency at renewal. DOH is in the process of implementinga federal option called
Express Lane eligibility that will allow children no longer eligible for Child Health Plusto transfer to
MA.

Plans are also underway for the implementation of the Statewide Enroliment Center that will
consolidate the MA, Family Health Plus and Child Health Plus toll-free numbers to provide one-
stop shopping for persons already enrolled in public health insurance and for those seeking
information about applying, and it will augment the local social services districts by processing
telephone and mail-in renewals.

The Affordable Care Act (ACA) at the federal level may significantly impact NY's public health
programs and maternal and child health services, and support NY's efforts in this arena. Although
DOH awaits specific guidance around some of these areas, the federal Patient Protection and
ACA will assist DOH to achieve improved maternal and child health outcomes if DOH has the
ability to obtain funding and support. DOH has already been awarded a small Community
Transformation Grant from the Centers for Disease Control and Prevention (CDC) through the
Communities Putting Prevention to Work (CPPW) initiative. The Title V staff is collaborating with
the DCOD to implement this grant that will help support DOH's initiative to increase exclusive
breastfeeding rates in NYS. DOH's plan for the use of Personal Responsibility Education
Program funding has been approved and will support additional programs in the Comprehensive
Adolescent Pregnancy Prevention program to educate adolescents on both abstinence and
contraception for prevention of teenage pregnancy and sexually transmitted infections, including
HIV/AIDS; and adult preparation subjects (financial literacy, parent child communication, career
planning, etc). This funding will augment adolescent health services in the state. The OHIP has
also obtained state plan approval to provide MA funding support to two Nurse Family Partnership
programs in Monroe County and NYC as targeted case management programs. DOH was
awarded Abstinence Education funds to support innovative activities focusing on adult mentorship
and supervision of children 9 through age 12 years. /2014/Awards for this funding have been
made based on a Request for Applications that was released in 2012. //2014//.

DOH also received funding through the Maternal, Infant and Early Childhood Home Visiting
(MIECHYV) Programs, a new section in Title V that provides funding to States to develop and
implement one or more evidence-based Maternal, Infant, and Early Childhood Visitation model(s)
that will support NY's evolving work on home visiting. Title V staff developed and submitted a
comprehensive needs assessment on home visiting in NY in collaboration with the several State
agencies and a state plan for use of the funds. /2014/Nearly two-thirds of the MIECHYV funding
has been awarded to 2 Nurse Family Partnership and 4 Healthy Family NY programs, while
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the remainder will be awarded in 2013 based on a RFA released in 2012.//2014//

The new federal law also contains measures that will enhance NY's already rich public health
insurance system. The following are major highlights of those provisions impacting NYS.

*MA Expansion. Creates a new mandatory MA eligibility category for most adults and children
with income at or below 133 percent of the Federal Poverty Level (FPL) beginning January 1,
2014. States are required to adopt a "modified adjusted gross income" (MAGI) test to further
streamline eligibility determinations. The OHIP will be working with CMS to define the MAGI to
ensure greater access for NY's uninsured or underinsured population. Eligibility for most non-
disabled adults under age 65 will be based on this MAGI.

*NYS is already in compliance with the requirement that there be no resource test for most
populations, including pregnant women, most families, children and single adults. That provision
is required by the HCRA starting in 2014.

«State Health Insurance Exchange. In April 2012, Governor Cuomo signed an Executive Order to
establish a statewide Health Exchange that will reduce the cost of coverage for individuals, small
businesses, and local governments, and will be instrumental in establishing the first-ever
comparative marketplace to bring down the cost of health/2014/The 2013-14 Executive Budget
reflects the implementation of the NY Health Benefit Exchange that will serve as a
centralized marketplace for the purchase and sale of health insurance, in accordance with
the ACA. Once the Exchange is implemented, one million more New Yorkers will have
health insurance, and individuals and small businesses will see reductions in the cost of
health insurance premiums. The Budget conforms eligibility and benefits of public health
insurance programs, including Medicaid, Child Health Plus (CHP), Family Health Plus
(FHP) and Healthy New York, to better align and coordinate with the Exchange.//2014//
«States are required to maintain income eligibility levels for CHIP through September 30, 2019.
Low income children will continue to be covered in NY up to 400% of the FPL either through Child
Health Plus, MA or the Exchange.

There are also provisions that will bolster NY's health care system, especially for underserved
areas of the state, including:

*Community Health Centers. Creates a Community Health Center (CHC) Fund that provides
mandatory funding for the CHC program, the National Health Service Corps and construction and
renovation of community health centers. DOH is ensuring that CHCs are positioned to apply for
grant funding to serve NY's populations whenever feasible.

eIncreasing Primary Care and Public Health Workforce. Includes numerous provisions intended to
increase the primary care and public health workforce by including amended and expanded
health workforce programs authorized under Title VII (health professions) and Title VIII (nursing)
of the Public Health Service Act. A variety of incentives are included to support education and
training of pediatric specialists, oral health providers, and nurses. Title V staff are working with the
OHSM staff to identify workforce shortages and support community partners to address these
shortages where possible.

Recognizing the complexity of Health Care Reform, the Governor created the Governor's Health
Care Reform Cabinet to manage the implementation of federal health care reform in NYS. The
Cabinet will advise and make recommendations to the Governor on all aspects of federal health
care reform and strategic planning to guide the implementation of the Patient Protection and AAC
and the Health Care and Education Reconciliation Act. State agencies serving in the Cabinet
include: DOH, the Department of Financial Services, the Division of the Budget, the Department
of Civil Service, the Department of Taxation and Finance, the Department of Labor, the Office for
Technology, the Office of Temporary and Disability Assistance, the Office of Mental Health, the
Office for People with Developmental Disabilities, the Office of Alcoholism and Substance Abuse
Services, the Office for the Aging, the Office of the Medicaid Inspector General, and the Office of
Children and Family Services. The Deputy Secretary for Human Services, Technology and
Operations, Deputy Secretary for Intergovernmental Affairs and Counsel to the Governor also
serves in the Cabinet. In addition, the Governor has named an external advisory group to assist
and advise the Cabinet on reform provisions and ensure stakeholder and public engagement.

21



The advisory group includes organizations representing health care providers, consumers,
businesses, organized labor, local governments, and health plans and health insurers, as well as
health policy experts. In this way, NY can be better assured that changes and improvements will
be made to improve the health outcomes of all New Yorkers.

NY has proceeded to implement the health reform law provision related to the establishment of a
temporary statewide insurance pool for high risk individuals. Coverage through this program is
available until January 2014 when more health insurance coverage options become available
through a Health Insurance Exchange. In NYS, the preexisting condition pool is called the NY
Bridge Plan which covers a broad range of services, including primary and specialty care,
inpatient and outpatient hospital care and prescription drugs, as well as assistance from
professional nurses and caseworkers to help members manage chronic conditions and maintain
health. Eligibility is not based on income. Coverage for preexisting conditions begins right away,
with no waiting period. In 2011, the Governor signed a law amending Insurance and Public Health
Law relating to prescription drug coverage, pre-existing conditions and preventive health care,
increased the age of dependent children for coverage, prohibited lifetime and annual coverage
limits, among others, that ensured NYS will be in compliance with the ACA.

A series of public forums were held on the establishment of health insurance exchanges in NYS.
A wide array of stakeholders participated in the meetings including health care consumers,
administrators, doctors, hospitals and other health care providers, insurers, producers,
businesses, unions, academics and the general public. Stakeholders provided input related to
key design options related to exchanges. /2014/NYS received conditional certification from
HHS to operate a state-based Exchange in 2012. Extensive outreach has begun to engage
Health Plans in the Exchange. Selection of Plans will occur in July 2013. DOH issued a
RFA to solicit applications for the Exchange In Person Assistor/Navigator Program that
will provide health insurance application assistance. It is designed to reduce barriers in
accessing insurance by providing in person assistance in community based locations
frequented by target populations, at times that are convenient to potential enrollees. Title
V staff disseminated this RFA to all MCH partners. The Navigator Program and Customer
Service center will be initiated in September 2013. Initial applications through the
Exchange will be taken in October 2013 with coverage starting in January 2014.//2014//

NY is also committed to ensuring all New Yorker's are insured and do not lose their insurance
due to unnecessarily high premiums. To that end the former Governor signed legislation requiring
health insurers and HMOs to make an application to the State Department of Financial Services
to implement premium increases. DOH would have the opportunity to review the rate
applications, as well as the underlying calculations, to ensure that the rates are justified and not
excessive, and may approve, modify or disapprove the rate application. The law applies to all rate
increases taking effect on or after October 1, 2010.

Through health care reform and investing in primary and preventive care, and strengthening NY's
public insurance programs, as previously discussed, NY is striving to increase availability and
accessibility of health care for historically underserved populations. In April, 2008, former
Commissioner Daines launched the Prevention Agenda (PA) for the Healthiest State, establishing
10 statewide public health priorities with an emphasis on prevention strategies. The PA was a call
to action, asking hospitals, LHDs and other health care and community partners to collaborate in
planning to bring about measurable progress toward mutually-established goals related to two to
three of the priorities. Across all the priority areas, the PA focuses on eliminating the profound
health disparities that impact racial and ethnic minorities. The public health priorities include:

* Access to Quality Health Care

» Tobacco Use

* Healthy Mothers, Healthy Babies, Healthy Children

* Healthy Environment

* Physical Activity & Nutrition

« Community Preparedness
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* Unintentional Injury

« Mental Health & Substance Abuse
 Chronic Disease

* Infectious Disease

LHDs recorded their efforts in Community Health Assessments (CHA) and Municipal Public
Health Service Plans (MHSP), which were submitted to DOH in July of 2009 as part of
requirements for receipt of state funding through Article 6 of the NY Public Health Law. Hospitals
submitted their Community Service Plans (CSP) in mid-September, 2009. With input from
community members and stakeholders, two or three Prevention Agenda priorities were selected
for community action and a plan was developed. By coordinating their needs assessment and
program planning activities, all participants are better able to meet the needs of their communities
while avoiding duplicative efforts and achieving economies of scale. The goal is for LHDs and
hospitals to develop shared visions of what must be addressed. DOH provided technical
assistance on accessing county-specific data, using evidence-based prevention approaches, and
monitoring their impacts. Community-based efforts were complemented by local and statewide
policy initiatives to help achieve the prevention goals. Although Title V's major focus is Healthy
Mothers, Healthy Babies, Healthy Children, all of the areas of focus impact health outcomes of
the maternal and child health population. /2014/Over the past year, DOH//2014// assessed
progress on the 2008-2012 PA toward the Healthiest State, in order to identify new health
priorities and develop a plan for multi-sector action on priority health issues

/2014/The Prevention Agenda (PA) 2013-17 was developed by the NYS Public Health and
Health Planning Council (PHHPC) in collaboration with DOH, and in partnership with more
than 140 organizations across the state. This plan involves a unique mix of organizations,
including LHDs, health care providers, health plans, community based organizations,
advocacy groups, academia, employers as well as state agencies, schools, and
businesses who can influence the health of individuals and communities and address
health disparities. This unprecedented collaboration informs a five-year plan designed to
demonstrate how communities across the state can work together to improve the health of
all New Yorkers. The PA will serve as a guide to LHDs as they work with their community
to develop mandated Community Health Assessments and hospitals as they develop
mandated Community Service Plans and Community Health Needs Assessments required
by the ACA over the coming year. The PA vision is NY as the Healthiest State in the
Nation.1 The plan features five priority areas including:

- Prevent chronic diseases

- Promote healthy and safe environments

- Promote healthy women, infants and children

- Promote mental health and prevent substance abuse

 Prevent HIV, sexually transmitted diseases, vaccine-preventable diseases and
healthcare-associated infections.

The Prevention Agenda establishes goals for priority areas and defines indicators to
measure progress toward achieving these goals, including reductions in health disparities
among racial, ethnic, and socioeconomic groups and persons with disabilities, and
identifies interventions shown to be effective to reach each goal. These interventions are
displayed by stakeholder groups so each can identify evidence based or promising
practices they can adapt to address specific health issues in their communities. They are
also displayed by the five tiers of the Health Impact Pyramid that, much like the Title V
MCH pyramid, is a framework based on the potential impact of interventions. At the base
are efforts to address socio-economic determinants of health (Tier 1). In ascending order
are interventions directed at the environment to make individuals' decisions healthy (Tier
2), clinical interventions that confer long-term protection against illness (Tier 3), ongoing
direct clinical care (Tier 4), and health education (Tier 5). Interventions at lower levels of
the pyramid reach broader society by changing the environments in which people live
through policy changes. Sustaining interventions at each of the levels can achieve
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maximum public health benefit and address health disparities and social determinants of
health.

The Prevention Agenda has five overarching goals:

- Improve health status in five priority areas and reduce disparities including among
persons with disabilities.

- Advance a ‘Health in all Policies' approach to address broad social determinants of
health.

- Create and strengthen public -private and multi-stakeholder partnerships to achieve
public health improvement at state and local levels.

- Increase investment in public health to improve health, control health care costs and
increase economic productivity.

- Strengthen governmental and nongovernmental public health agencies and resources at
state and local levels.

Building on the success of the PA, DOH submitted for accreditation to the Public Health
Accreditation Board, the national accrediting organization for state, local, tribal and
territorial health departments. Public health department accreditation is a new process to
measure health department performance against nationally defined standards, and
recognize those health departments that meet the standards.

The Agenda seeks to be a catalyst for action and a blueprint for improving health
outcomes, reducing health disparities, and enhances NY's efforts to achieve the mission
of Title V.//2014//

As demonstrated in the Needs Assessment Summary portion of NY's application, health
disparities continue to exist in NYS, and addressing those factors leading to ethnic and racial
disparities in health outcomes remains a DOH priority. Health disparities in NY often occur along
the lines of race, ethnicity, nativity, language ability, socioeconomic status, and geography,
among other factors. The geographic distribution of NYS also complicates issues related to
disparities as there is a great variation between rural and urban areas, providing a sharp contrast
among residents and their access to health care services. Small community-based providers in
underserved areas of the state often do not have the level of expertise and infrastructure to
support comprehensible public health programs.

All efforts discussed previously are devoted to improving health outcomes for all New Yorkers,
including ethnically and culturally diverse individuals. The major focus of DOH's efforts include
partnerships at the state, local and community level. A 2010 report developed for the DOH's
Minority Health Council contained several strategies regarding eliminating disparities. The Title V
program in NYS is working to operationalize these concepts to decrease the divide that exists
among diverse groups in NYS. The report contained recommendations and promising strategies
that NY could implement to potentially reduce disparities including:

. Leverage and expand core system and mission functions to assure an integrative
approach for addressing health disparities

. Improve data collection, data systems, and mechanisms for monitoring and reporting
disparities.

. Develop, implement and evaluate disparities interventions.

. Ensure leadership and stakeholder support for coordination of effort and institutionalize

disparities-reduction work.

The report recognized NY's commitment to addressing disparities, but went on to state that
stronger partnerships with local health departments to develop strategies to address disparities
may impact the health disparity issue. To that end, the former and current Commissioner made
the PA (discussed previously) a priority of state and local leaders. In April, 2010, LHD's and DOH
experts in specific topic areas (teen pregnancy prevention, prenatal care, obesity prevention) met
to discuss local strategies to improve health outcomes and address disparities in selected health
outcomes. These discussions focused on local public and private agencies that could partner to
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address specific issues, and evidence-based interventions and promising practices to address
health issues, including health disparities. /2014/During 2012, Title V staff developed a series
of webinars for LHDs to discuss their role in promoting MCH and MCH-related outcomes in
the PA//2014//. Title V staff will continue to promote partnerships to improve the health outcomes
of NY's diverse community.

DOH has access to a wealth of data and information to identify issues related to maternal and
child health outcomes and disparities. Although resources have always been targeted at high risk
populations of the state, a more concerted effort is being made to ensure resources are going to
the highest need areas. For example, although NY's outcomes in many areas are improving, in
areas such as adolescent pregnancy, disparities continue to exist due to increasing numbers of
immigrant and hard to reach adolescents. Extensive data analyses have been completed to
target the highest need areas and provide better utilization of resources. DOH also provided
statewide training to current and potential providers on evidence based programming and
community coordination of resources, and outreached to providers in the hardest to reach areas
to ensure there will be a pool of agencies positioned to apply for funds to address the need in the
highest need areas of the state. In addition, all requests for applications now specifically identify
high risk groups as a priority including specific minority populations, youth in foster care or those
otherwise not engaged in the service system.

The Title V program also continues to prioritize resources and activities to address health
disparities.

Targeted efforts at disparate populations include the adolescent and perinatal programs, where
resources will be targeted to the highest need areas of NYS, and collaborative efforts with the
NYS Office of Temporary Disability Assistance (OTDA), Bureau of Refugee and Immigration
Affairs and DOH's Refugee Health Program to address emerging state and national concerns
about lead poisoning among refugee populations. DOH and OTDA jointly conducted an
assessment of educational needs for LHDs and refugee resettlement agencies, resulting in a
collaboration to translate basic low literacy lead educational materials for refugees and to develop
a new video for local agencies. DOH worked with the Office of Children and Family Services to
develop and disseminate materials on lead poisoning prevention for all child care providers
throughout NYS.

All providers funded by DOH are required to assess community need and develop outreach
strategies to engage hard to reach populations into their services. Providers submit quarterly
reports and, if data are available, Title V staff review to determine if high risk populations are
being reached, and work with providers to address issues when necessary. Through programs
such as the Immigrant Women's Health Program, DOH funds Family Planning Advocates of NYS
to work with family planning agencies, to enable them to develop strategies for providing more
culturally and linguistically competent, reproductive health services, thereby increasing their reach
into the targeted population. Included in the updated standards for MA Prenatal Care providers is
the provision that they shall provide, or arrange for, the provision of health and childbirth
education based on an assessment of the pregnant woman's individual needs. Prenatal care
providers are required to focus on the pregnant woman's ability to comprehend the information
and use materials appropriate to the educational, cultural and language needs of the patient as
well as her gestational history.

DOH is also requiring funded providers to use, whenever possible, evidence-based or promising
practices that have been tested or evaluated to produce desired outcomes on the target
population. For example, in the comprehensive adolescent health request for applications
released in 2010, only evidence-based practices were entertained for funding. NY also has a
comprehensive system of perinatal regionalization, led by Regional Perinatal Centers (RPCs).
This better ensures women at high risk for poor birth outcomes are referred to a hospital that has
the capability to care for the women and her infant.
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Title V staff communicate regularly with DOH regional staff as well as community providers. This
allows issues such a lack of obstetrical coverage in certain areas of the state or issues with health
outbreaks or medical coverage to come to the forefront.

DOH strives to better coordinate the state's data system and information technology to streamline
and coordinate the flow of information. Through NY's Office of Health Technology
Transformation, NY's health IT plan is being advanced in the public's interest and with clinical
priorities and quality and population health improvement goals leading the way. The plan includes
key organizational, clinical and technical infrastructure as well as cross cutting consumer,
financial and regulatory strategies to better coordinate data flow and information sharing. Within
the DFH, staff are working on the development of the Child Health Information Integration Project
(CHI?) that aims to develop an integrated data system that will improve quality of care (via timely
accurate data), reduce medical errors, collect individual data for activities such as Newborn
Hearing Screening, provide seamless flow of information between jurisdictions, link events of
public health significance in a child's life ( e.g. immunizations) and enable bi-directional data
sharing.

Although there is much left to be done, NYSDOH is committed to continue its work to ensure all
NY's citizens receive high quality, comprehensive primary and preventive care to improve health
outcomes.

B. Agency Capacity

The NYSDOH, as the Title V agency, plays a major role in assuring access to quality,
comprehensive, community-based, family centered care for all NY's women, children and
families. Title V provides the foundation for NY's commitment to develop and support core public
health functions such as resource development, capacity and systems building, population-based
functions such as public information and education, knowledge development, outreach and
referral to services, technical assistance to local health departments and communities to address
core public health needs, and training and resources to support a cadre of professionals
necessary to meet the needs of NY's maternal and child health population. NY's strong
commitment to ensuring the health and well-being of the MCH population is manifest in an
extraordinary array of resources made available to meet their needs. This section provides an
overview of these resources, which extend from the legal framework that authorizes the
Department's work, to the extensive programming conducted on behalf of NY's most vulnerable
populations.

1) NYS Statutes Relevant to Title V Program Authority and Impact Upon the Title V

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

The functions, powers and duties of DOH and the powers and duties of the Commissioner of
Health and other DOH officers and employees are detailed in PHL Article 2, the Department of
Health. The same article also details the mission of the Office of Minority Health, which is
discussed below in the section devoted to cultural competency. Some important powers granted
by the legislature to DOH and the Commissioner include: supervision and funding of local health
activities; the ability to receive and expend funds for public health purposes; reporting and control
of disease; control and supervision of abatement of nuisances affecting public health; and, to
serve as the single state agency for the federal Title XIX (Medicaid) program. Article 2 also
provides that DOH shall also exercise all functions that, "...hereafter may be conferred and
imposed on it by law."

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

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

DOH's ability to control lead poisoning is conferred by PHL SS1370-1376-a, which defines the
State lead poisoning program, specifies lead screening and reporting requirements, and prohibits
the manufacture, sale and use of specific products containing lead. The law also details
abatement requirements where lead hazards exist, identifies enforcement agencies, and provides
remedies for failure to act to abate lead hazards.

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

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

Direct reference to the duties of the Commissioner of Health regarding the health needs for
mothers, infant and children is made in PHL Article 25, Maternal and Child Health.

Succeeding sections in PHL Article 25 authorize the Commissioner to, among other important
activities, screen newborns for inherited metabolic diseases (SS2500-a), HIV (SS2500-f) and
hearing problems (SS2500-g). NY's Child Health Insurance Plan is detailed in PHL SS2510-2511.
The Commissioner's extensive powers to affect prenatal care are enumerated in PHL
/2013/SS2522-2528, 364-i and 365-k of Social Service Law.//2013// An important asset to
Departmental efforts to monitor, evaluate and improve patient care and outcomes is provided by
PHL SS2500-h, which authorizes development and maintenance of a statewide perinatal data
system and sharing of information among perinatal centers.

DOH's Early Intervention (El) Program, for children who may experience a disability because of
medical, biological or environmental factors which may produce developmental delay, is
authorized by PHL SSSS2540-2559-b, while programming to provide medical services for the
treatment and rehabilitation of children with physical disabilities is authorized by PHL SS2580-
2584.

Nutrition programming conducted on behalf of children in day care settings is authorized by PHL

§82585-2589, while PHL SS2595-2599 establishes the nutrition outreach and public education
program to promote utilization of nutrition throughout the state. The makeup and operation of
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NY's Obesity Prevention Program is detailed in PHLSS2599-a-2599-d.

The ability of NYS to regulate hospitals, including ambulatory health facilities, is conferred by PHL
Article 28, Hospitals, and is a prime determinant of DOH's capacity to promote and protect the
health of mothers and children. Among the specific provisions of /2013/PHL relating to hospitals
is//2013// the NYS Health Care Reform Act (HCRA), which is codified as PHL SS2807-j-2807-t. A
major component of NYS Health Care financing laws, HCRA governs hospital reimbursement
methodologies and targets funding for a multitude of health care initiatives. The law also requires
that certain third-party payers and providers of health care services participate in the funding of
these initiatives through the submission of authorized surcharges and assessments.

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

The broad authority and reach provided through these and other state laws empowers the DOH
to plan, implement and oversee a variety of programs focused on improving the health and
wellness of the MCH population.

2)Capacity to Provide Preventive and Primary Care Services for Pregnant Women, Mothers,
Infants and CSHCNs

NYSDOH oversees a broad array of programs designed to address the needs of pregnant
women, mothers, infants and CSHCNSs. Descriptions of the major Title V-related efforts are
provided below.

Family Planning Program provides accessible reproductive health services in 50 agencies in 197
sites. Programs provide low-income, uninsured women with contraceptive education, counseling
and methods to reduce unintended pregnancies and to improve birth spacing and outcomes. The
program serves over 350,000 women and men per year. The Family Planning Extension Program
(FPEP), added in 1998 /2014/as an 1115 waiver demonstration project,//2014//provides up to
26 months of additional access to family planning services for women who were pregnant while
on MA, and subsequently lost coverage. The Family Planning Benefit Program (FPBP) began in
October 2002 /2014/as an 1115 waiver demonstration project//2014// and provides MA
coverage for family planning services to individuals with incomes at or below 200 percent of the
federal poverty level. 2014/As allowed under the Affordable Care Act, both FPBP and FPEP have
been added to NYS's Medicaid State Plan effective November 1, 2012 (March 1, 2013 in New
York City). As a result, FPBP will now include a period of presumptive eligibility that will ensure
immediate access to family planning services while waiting for final eligibility determination, and
eligible women (including undocumented immigrants) will be automatically enrolled into
FPEP.//2014//.

Comprehensive Adolescent Pregnancy Prevention (CAPP) Initiative, launched in January
2011, integrates NY's adolescent health programs, and includes a significant focus on
reducing racial and ethnic disparities. Through the CAPP initiative, DOH awarded more
than $17.5 million in state grants to 50 community-based organizations that focus on the
prevention of pregnancies, STDs and HIV among male and female adolescents age 10 to
21 years. Projects implement evidence-based sexuality education; ensure access to
reproductive healthcare services; expand educational, social, vocational and economic
opportunities; and engage adults to advance sustainable local community efforts to
improve environments for young people. Personal Responsibility Education Program
(PREP) initiative, supported through new federal funding ($3.4 million), focuses on
implementation of evidence-based sexual health education and preparation of youth for
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successful transition to adulthood to reduce adolescent pregnancy, making it closely
aligned with the DOH CAPRP initiative described above. A state plan describing NYS's plans
for use of this funding was approved in April, 2011 by the federal Administration on
Children and Families (ACF). The majority of NYS' PREP funds were used to make eight
additional CAPP awards to organizations that were "approved but not funded" through the
2011 CAP RFA, and to support an enhancement project targeting youth in foster care,
developed in consultation with OCFS /2014/and will be evaluated for effectiveness by
ACF's evaluator, Mathematica, for potential inclusion on the list of effective programs for
this specific population.. Six of the PREP sub-awardees are located in high-need areas of
NYC and two are located in high-need upstate communities.//2014//

Supporting Healthy Transitions to Adolescence is a new initiative supported by $2.99 million in
federal funding through the federal Abstinence Education Grant Program. NYS previously
declined this federal funding due to significant restrictions on use of the funding. Under revised
guidance, states have considerable flexibility to target younger youth and to focus on elements of
programming determined to meet the needs of the selected populations. NYS will utilize grant
funds to support a new initiative that will fund community-based mentoring, counseling and adult
supervision programs designed to delay the initiation of sexual behavior among young people,
ages 9-12, residing in high-risk communities. A RFA for this initiative was released in 2012./2014/
and awards were made to 17 community-based agencies//2014//

Maternal, Infant, and Early Childhood Home Visiting Program (MIECHVP) is supported by a grant
from HRSA designed to improve health and developmental outcomes for at-risk children through
implementation of evidence-based home visiting programs. To receive funding, states were
required to complete a number of steps including an initial funding application and a statewide
needs assessment.

NY's MIECHVP targets high risk communities with gaps in home visiting services as defined by
the state home visiting needs assessment, and in accordance with the requirements of a home
visiting state plan recently issued by HRSA. To date NYS has been awarded $4,111,834 for FY
2010, and an additional $5,604,010 for /2014/a subsequent 4 years//2014//. HRSA required NY
to provide $673,000 annually of NYS' $4.1 million award to a Rochester project previously directly
funded by the Administration for Children and Families.

The purpose of the statewide needs assessment was to identify communities with high rates of
maternal, infant and child health risk indicators and the existing home visiting programs and
supportive resources in those communities. With input and assistance from a group of state
agency partners, the DOH collected and analyzed a set of 23 indicators based on HRSA criteria
and additional state-defined criteria. For the initial needs assessment, county was used as the
geographic unit of analysis.

MIECHVP will provide NY with an opportunity to maximize and coordinate the various models of
home visiting services in NYS (listed below) to better serve the MCH population.

/2014/Nurse Family Partnerships (NFP) is an evidence-based home visiting program that
improves the health and self-sufficiency of low-income, first time parents and their
children. NFP is a nurse-led model in which nurses promote the personal health of
mothers, parental care of the child, environmental health, support systems for mother and
infant, and parent's life course development.//2014// For 2010 and 2011, the Office of
Temporary and Disability Assistance provided DOH with $5,000,000 in federal TANF funding via
a Memorandum of Understanding to expand NFP programs. The three approved programs
funded to provide services are: the NYC Department of Health and Mental Hygiene, Onondaga
DOH and Monroe County DOH NFP Programs. The OHIP has also obtained state plan approval
to provide MA funding support to two of these programs in Monroe County and NYC as targeted
case management programs. The enacted 2012-13and 2013-14 budget includes $2 million in
TANF funding to support NFP.

/2014/Comprehensive Prenatal-Perinatal Services Networks (CPPSNs) are community-
based organizations that mobilize the service system at the local level to improve perinatal
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health. The scope of service provided by these networks includes coalition building,
conducting outreach and education to high-risk populations, and provider education on
special topics, such as screening for substance abuse among pregnant women, or cultural
sensitivity. Each of the 14 perinatal networks targets a region, ranging in size from several
health districts in NYC to large multi-county regions in rural upstate//2014//

Community Health Worker Program (CHWP) - In 23 programs statewide, one-on-one outreach,
education and home visiting services are provided to pregnant women who are at highest risk for
poor birth outcomes, such as low birth weight infants or infant mortality. The CHWP is targeted
towards specific communities with high rates of infant mortality, out-of-wedlock births, late or no
prenatal care, teen pregnancies and births, and births to low-income women. Services are
provided by trained paraprofessionals recruited from the target communities.

Healthy Mom/Healthy Baby (HMHB) is designed to improve the health of mothers and infants
through the development and implementation of organized county systems of perinatal health and
home visiting services. Six LHDs in the highest need areas of the state receive funding to plan
and develop a system of perinatal health and home visiting services, outreach and identification,
home visiting for high-risk pregnant/postpartum women, and improved access to related health
and human services. The program seeks to improve pregnancy outcomes and infant health and
development by identifying high-risk pregnant women and postpartum women and their
newborns, assessing their need for services, and assisting them in obtaining appropriate
services, including home visiting.

/2014/NY is committed to focusing on elimination of health disparities, and improving birth
outcomes for all New Yorkers using evidence-based, sustainable models of care. Through
the Maternal and Infant Health RFA, released in 2012, DOH aims to improve maternal and
infant health outcomes for high-need women and reduce racial, ethnic and economic
disparities in those outcomes. Funded programs will work to improve specific maternal
and infant health outcomes including preterm birth, low birth weight, infant mortality and
maternal mortality rates through implementation of evidence-based and/or best practice
strategies across the reproductive life course. This initiative integrates and replaces
DOH's current community-based perinatal health programs -including the CPPSNSs, the
CHWPs and the HMIHB initiative -to develop multi-dimensional community-wide systems of
integrated and coordinated community health programs and services to improve maternal
and infant health outcomes. It is anticipated that awards will be made during 2013.//2014//

Regional Perinatal Centers (RPC) - NYS's system of regionalized perinatal services includes a
hierarchy of four levels of perinatal care provided by the hospitals within a region and led by a
RPC. The regional systems are led by RPCs capable of providing all the services and expertise
required by the most acutely sick or at-risk pregnant women and newborns. RPCs provide or
coordinate maternal-fetal and newborn transfers of high-risk patients from their affiliate hospitals,
and are responsible for support, education, consultation, and improvements in the quality of care
in the affiliate hospitals within their regions. RPC quality assurance activities are supported by the
Statewide Perinatal Data System that provides affiliate hospital data to them.

There are currently 130 birthing hospitals, including: 51 Level 1 hospitals; 26 Level 2 hospitals; 35
Level 3 hospitals; and, 18 hospitals constituting 15 RPCs. Through the NYS State Perinatal
Collaborative, the DOH, RPC s and other key partners are working together on significant quality
initiatives to improve birth outcomes.

Newborn Metabolic Screening Program (NBSP) -- PHL 2500(a) requires that all newborns are
screened for 46 congenital conditions, and ensures all screen positive infants receive follow-
up/2014/ in NYS approved specialty care centers.//2014//

Newborn Hearing Screening Program (NBHS) - Since October 2001, all facilities caring for

newborn infants are required to have in place a nhewborn hearing screening program to conduct
hearing screenings all babies born in NYS, and to refer for further evaluation and follow-up
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services when necessary. Effective January, 2011 NYS PHL was amended to require the
submission of individual level hearing screening and follow up data on all infants up to the age of
six months. DOH is engaged in the development and implementation of an information system to
collect hearing data statewide.

Medicaid Prenatal Care provides comprehensive prenatal care for women up to 200% of the fpl
based on in accordance with current standard of obstetrical care. Since 2012, comprehensive
standards apply to all prenatal care providers serving Medicaid clients The Medicaid Obstetrical
and Maternal Services (MOMS) Program was developed to provide comprehensive prenatal care
services to low-income women in rural settings. Prenatal care is provided in doctors' offices, while
ancillary services such as health education, psychosocial and nutritional screening are provided
by qualified Health Supportive Services Providers. Over 3,000 physicians are enrolled in the
MOMS program. The Title V programs works closely with the OHIP to ensure women across NYS
have access to prenatal care services.

Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) provides
supplemental food, participant-centered nutrition education/counseling, breastfeeding support,
and linkages with health and social services for low-income eligible women and children at no
cost. WIC's purpose is to improve pregnancy outcomes, promote optimal growth and
development for infants and children and influence lifetime nutrition and health behaviors.

The NYS WIC program provides services /2014/to more than 500,000 women and
children//2014// via 93 local agency direct service providers at 500 WIC clinic sites.

The Bureau of Tobacco Control administers a comprehensive, coordinated program that seeks to
prevent initiation of tobacco use, reduce current use of tobacco products, eliminate exposure to
secondhand smoke and reduce the social acceptability of tobacco use. The program consists of
community and statewide activities supported by surveillance and evaluation. NYSDOH issues
grants for programs such as local tobacco control, youth action, tobacco enforcement and
prevention, and /2014/health care systems change.//2014// The NYS Smoker's Quitline (1-866-
NY QUITS (1-866-697-8487)) continues to be a key evidence-based component of the
/2014/Bureau’s//2014// cessation efforts.

School-Based Health Center Program (SBHC) -- Through /2014/226//2014// SBHCs sponsored
by 51 /2014/health care facilities,//2014// the SBHCs provide preventive/2014/, acute, chronic
disease management//2014// and mental health services to more than 158,000 students living
in high-need areas /2014/annually.//2014// SBHCs are extension clinics of Article 28 hospitals
and/or diagnostic and treatment centers that /2014/are located in school buildings//2014/;..

School-Based Health Center Dental Program ensures those students with limited or no access to
care may have access to preventive dental care through SBHC dental sites. The program
provides dental services with mobile vans, portable equipment or in a fixed facility within the
school. Students are enrolled with parental consent. Where applicable, the SBHC Dental
Program works with the students' primary dental providers to coordinate services and referrals.

Preventive Dentistry for High-Risk Underserved Populations Program addresses the problems of
excessive occurrence of dental disease among children who reside in communities with a high
proportion of persons living below 185 percent of the federal poverty level. The application of
dental sealants, an extremely effective caries-prevention agent, in combination with a program of
dental screening, referral and other preventive services significantly improves the dental health of
children in underserved communities. Organizations providing preventive dental services under
this program include LHDs, dental schools, hospitals and diagnostic and treatment centers, rural
health networks and SBHCs. /2014/A total of 31 projects provide preventive and dental
services to an estimated 50,000 children statewide. Funded projects provide school-based
preventive services, sealants, mobile services, fluoride varnish, case management,
screening, education and access for children with special health care needs.//2014//
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Supplemental Fluoride Program is a school-based fluoride mouth rinse program, which serves
elementary school children and includes a preschool preventive tablet program that serves three-
and four-year-olds in Head Start centers in fluoride-deficient areas. More than 120,000 children
are participating in these programs.

Child and Adult Care Food Program (CACFP) improves the nutritional quality of meals and
shacks served in participating day care programs by establishing minimum standards for items
served, providing reimbursement for qualifying meals and snacks, and mandating ongoing
monitoring of food service programs and training of program staff. The goal of CACFP is to
ensure that nutritious and safely prepared meals and snacks are available to children age 18 and
under and to functionally impaired adults and senior citizens participating in eligible day care
programs.

Eat Well Play Hard in Child Care Settings (EWPHCCS) is an obesity prevention program that
targets low income child care centers. EWPHCCS improves the nutritional and physical activity
environments in child care, and educates pre-school children, their families, and child care center
staff on how to adopt healthy lifestyle behaviors.

Creating Healthy Places to Live, Work and Play -- Twenty-two contractors maximize the impact
on the prevention of obesity and type 2 diabetes by promoting the implementation of policies,
systems and environmental change that will create healthy places for people to live, work, and
play. Targeted strategies include: increasing availability of places to be physically active; creating
community landscapes conducive to physical activity; increasing the availability of fresh fruits and
vegetables; and increasing the healthful quality of foods offered for sale.

Overweight and Obesity Prevention Program was established to increase physical activity and
improve nutrition among residents of NYS, /2014/with a focus on the prevention of childhood
obesity. Program goals are achieved through policy, systems and environmental
interventions in early child care, school, health care and community settings. In the early
child care setting, statewide partners work together to improve regulations and policies
that increase physical activity, reduce screen time and improve nutrition.//2014//

/2014/The Healthy Schools New York program provides technical assistance and
resources to schools and school districts to develop, implement and support adherence to
comprehensive school health policies for physical activity and nutrition. In the health care
sector, contractors use a learning collaborative approach for large scale systems change
with pediatric primary care practices to improve outcomes for the prevention of obesity,
including linkages to community resources and programs. Improving breastfeeding rates
is a key obesity prevention focus. In collaboration with the National Initiative for Children’s
Healthcare Quality (NICHQ), the Breastfeeding Quality Improvement in Hospitals (BQIH)
learning collaborative is used to make policy, systems and environmental changes to
better support new mothers to exclusively breastfeed their infants in the all NYS hospitals
and beyond.//2014//

Diabetes Prevention and Control - To address the obesity and type 2 diabetes epidemic, the
Diabetes Prevention and Control Program (DPCP), in collaboration with the Obesity Prevention
Program and Division of Nutrition's Eat Well Play Hard Program, has developed the Creating
Healthy Places to Live Work and Play program, supporting 22 innovative projects implementing
evidenced based and sustainable policy, systems and environmental change strategies in
communities and worksites for individuals to be more physically active and eat more healthy
foods.

Childhood Asthma Coalitions - /2014/Eight asthma coalitions, serving geographic regions

with a high burden of asthma, are funded to bring healthcare and community systems
together (including hospitals, clinics, primary care health providers, asthma specialists,
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health plans, schools, community organizations, public health, businesses and other
public and private groups) to develop, implement, spread and sustain policy and system
level changes. Asthma coalition interventions aim to: decrease the number of
hospitalizations due to asthma; decrease the number of emergency department visits due
to asthma; decrease the number of school/work days lost due to asthma; decrease the
number of clinic/provider office urgent care visits due to asthma; and increase the quality
of life among people living with asthma.//2014//

Immunization Program works to prevent the occurrence and transmission of vaccine-preventable
diseases by ensuring the delivery of vaccines to children and adults. The program assures that:
all children have access to vaccines irrespective of financial status; adequate vaccine supplies
are available for all primary health care providers; and that health care providers are aware of
immunization standards of practice.

Child Mortality Review/SIDS Prevention Program - In collaboration with other state agencies, the
program is working to develop a more comprehensive statewide child death review and
prevention initiative. By partnering with these agencies the program helps coordinate child safety
initiatives aimed at reducing the risk for future deaths The program also provides public outreach
and education about risk factors associated with SIDS. .

Lead Poisoning Prevention Program (LPPP) - The goal of the LPPP is to reduce the occurrence
and consequences of childhood lead poisoning throughout the state /20714/through primary
prevention, surveillance, care coordination and environmental management.//2014// Due to
a significant decrease in funding from CDC, as well as CDC's refocusing of the program into a
new Healthy Home and Community Environments model, major responsibility for the LPPP was
transitioned to the Center for Environmental Health, with continued close collaboration by Title V
staff. Significant CDC funding cuts present a major challenge to these efforts. /2014/During the
past year, elimination of CDC lead poisoning prevention grant funding to DOH has
resulted in the loss of nine program staff. This presents a serious challenge to
maintaining Leadweb, the state's lead poisoning care coordination and surveillance
database . Through a unique linkage with NYSIIS, invaluable information on individual
lead screening information in Leadweb is shared directly with pediatricians. Program
staff continue to support contracts with local health departments to maintain local
services for prevention of lead poisoning, care coordination and exposure
management//2014//

Children with Special Health Care Needs (CSHCN) Program works closely with internal partners
and LHDs, community-based and professional organizations to develop and implement systems
initiatives to improve quality of services for children with special health care needs. The CSHCN
Program has 55 contracts with LHDs to provide services to children with special health care
needs birth to 21 and their families. With funding and technical assistance from the department,
the local CSHCN Programs develop community-based resources to: assist families in accessing
necessary health care and related services; promote "medical homes" for the provision of high-
quality health care services that meet the needs of children and families; and, develop
partnerships with families of children with special health care needs that involve them in program
planning and policy development.

/2014/In 2012, the administration of the statewide network of Article 28 specialty centers
that accept referrals of infants with positive newborn screens for endocrine, metabolic,
cystic fibrosis or hemoglobinopathy disorders was transitioned to NY's Wadsworth
Laboratories Newborn Screening Program.//2014//

Physically Handicapped Children's Program (PHCP) operates in /2014/35/2014// of 58 counties
in NYS. The program provides reimbursement for specialty health care for severe chronic

illness or physically handicapping conditions in children. Medical equipment, office visits,
hospitalizations, pharmaceuticals, and other health-related services can be reimbursed for
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children meeting county financial and medical eligibility criteria.

Early Intervention Program (EIP) /2014/NY's IDEA Part C Program,//2014//is a statewide
service delivery system for infants and toddlers (birth to three years) with disabilities and their
families. Its mission is to identify and evaluate those children whose healthy development is
compromised and provide appropriate interventions to improve child and family development. To
be eligible for services, infants and toddlers must have a delay in one or more areas of
development (physical growth or development, learning skills, speech and language
development) or a physical or mental diagnosis that impacts on development (such as cerebral
palsy or Down syndrome). The EIP, created in 1993, currently provides services to more than
70,000 infants and toddlers and their families statewide. The DOH has been awarded grants to
improve awareness and identification of autism to ensure children are identified and receive
services as early as possible. /2014/Through grant funding, DOH is also updating the Clinical
Practice Guidelines for Autism and Pervasive Developmental Disorders that was originally
developed in 1999.//2014//

Dental Rehabilitation Program (DRP) provides children with physically-handicapping
malocclusions access to appropriate orthodontic services. Operated in some LHDs under the
auspices of the PHCP, the DRP provides both diagnostic/evaluative and treatment services. The
program is open to children under the age of 21 who have congenital or acquired severe
malocclusions. Over 10,000 children receive services annually.

3) Capacity to Provide Culturally Competent Care

The NYS Office of Minority Health (OMH) was established by an amendment to the NYS PHL in
1992 and became operational in 1994. PHL SS 240-243 outlines the duties and responsibilities of
the office, responsibilities and membership appointments of the NYS Minority Health Council, and
specifies the contents of a minority health report which NYSDOH is required to prepare and
distribute biennially. OMH is a statewide resource for effecting elimination of health disparities
across all populations. Among the key goals is formation of partnerships with government
systems, public/private sectors, communities and individuals to strengthen the health care
delivery system and access to the services needed by all.

Unequal access to high quality health care is a problem that has been documented for many
racial and ethnic minorities. It has also been shown that when access is available, many
populations face barriers which prevent them from utilizing health care.The Health Disparities
Research Dissemination Project is a joint effort between OMH-HDP and the Minority Health
Council focused on sharing findings of health disparities research with local community members.

As a follow-up to the Minority Health Disparities Conference in 2009, OMH initiated a webinar
series to spotlight minority populations in NYS. The webinars featured presenters with practical
experience designing and implementing programs with the minority group highlighted A major
focus of the PA is to ensure all New Yorkers have access to quality health care and ethnic and
racial disparities can be addressed. In April, 2010, LHDs and DOH experts in specific topic
areas (teen pregnancy prevention, prenatal care, obesity prevention) met to discuss local
strategies to improve health outcomes and address disparities in selected health outcomes.
These discussions focused on local public and private agencies that could partner to address
specific issues, and evidence-based interventions and promising practices to address health
issues, including health disparities. /20714/In 2012,//2014// DOH released the NYS Minority
Health Surveillance Report: County Edition that assesses socio-demographic and health
indicators for each county by race/ethnicity. LHDs can use these data to identify issues and plan
effective public health interventions. Title V staff will continue to promote partnerships to improve
the health outcomes of NY's diverse community.

DOH is also making a concerted effort to provide services and resources to the highest need
areas of the state. For example, although New York's outcomes in many areas are improving, in
areas such as adolescent pregnancy /2014/and birth outcomes//2014//, disparities continue to
exist due to increasing numbers of immigrant and hard to reach /2014/populations//2014/;.
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Extensive data analyses have been completed to target the highest need areas and provide
better utilization of resources. DOH also provided statewide training to current and potential
providers on evidence based programming and community coordination of resources, and
outreached to providers in the hardest to reach areas to ensure there will be a pool of agencies
positioned to apply for funds to address the need in the highest need areas of the state. In
addition, all requests for applications now specifically identify high risk groups as a priority
including specific minority populations, youth in foster care or those otherwise not engaged in the
service system. All programs developed by the Bureaus and Divisions within the Center for
Community of Health work with the communities they serve to assure that their programs meet
community needs. The following processes help to ensure ongoing improvements in cultural
competency:

*The Request of Applications process used to select contractors requires applicants to
demonstrate competence in serving the target populations including linguistic and cultural
competency.

*DOH provides programs with health risk data, enabling programs to tailor their programs to the
community. Data are provided by major race/ethnicity categories, when available, and at the
lowest feasible geographic unit, e.g., zip code.

+All programs are required to include outreach plans and activities to ensure the services are
reaching the high risk, diverse populations in their catchment areas. This includes the LHD
CSHCNSs programs as well.

*The Child Health Information Integration Project (CHI?) that aims to develop an integrated data
system that will improve quality of care, reduce medical errors, collect individual data for activities
such as Newborn Hearing Screening, provide seamless flow of information between jurisdictions,
link events of public health significance in a child's life ( e.g. immunizations) and enable bi-
directional data sharing. Ultimately health care providers will have access to child health
information to ensure they have a complete picture of the child's health history and needs, which
will benefit those high risk children who may access health care through a variety of settings and
clinics.

*Programs use community-based organizations with diverse staff, representative of the racial and
ethnic backgrounds of the communities.

*Programs that serve non-English speaking populations must have staff to deliver services who
are fluent in the predominant foreign languages spoken in the community and/or provide access
to a telephone language line.

*Programs are encouraged to hire staff that is from communities and populations served. For
example, the CHWP uses paraprofessional home visitors indigenous to the communities and
populations served.

*DOH funds Family Planning Advocates of NYS to work with family planning agencies, to enable
them to develop strategies for providing more culturally and linguistically competent, reproductive
health services, thereby increasing their reach into the targeted population.

*Written and outreach materials are translated, adapted and/or provided in alternate formats
based on the needs and preferences of the population served.

*Programs actively engage the community on an ongoing basis. The SBHC program, for
example, /2014/requires that SBHCs have//2014// a community advisory council to assure that
the views of the community members are reflected in /2014/ each SBHC's//2014// policies
priorities and plans. The Perinatal Networks have community coalitions that include community
organizations, including individuals from the community served to guide program outreach and
development.

C. Organizational Structure
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This section reviews the general format of New York State government and provides further
details regarding the placement of the Title V program within the DOH and its constituent
components as they relate to the administration of NY's Title V Program. Significant detail
regarding the placement of the Title V program within the DOH is contained in Section Ill.A.

The structure of the government of NYS mirrors that of the federal government, with three
independent branches. The legislative branch consists of a bicameral Legislature, including a 62
member Senate and 150 member Assembly representing the nearly 20 million citizens of the
State. All members are elected for two-year terms. The judicial branch comprises a range of
courts (from trial to appellate) with various jurisdictions (from village and town courts to the
State's highest court - the Court of Appeals). The Judiciary functions under a Unified Court
System, which has responsibility for resolving civil claims, family disputes, and criminal
accusations, as well as providing legal protection for children, mentally-ill persons and others
entitled to special protections. The executive branch consists of 20 departments that is the
maximum number allowed by the State Constitution. The DOH is one of those 20 departments.

To increase government efficiencies, Governor Cuomo created the Spending and Government
Efficiency Commission (SAGE) to streamline State government. This Commission is charged with
reviewing the State's organizational structure, identifying improvements, creating meaningful
metrics, and identifying non-critical activities. The commission /2014/released//2014//
recommendations in /2014/February 2013. Recommendations related to consolidating state
agency functions such as IT and purchasing functions have already been
accomplished.//2014//

Four statewide government officers are directly elected including:

*The Governor, who heads the Executive Department, and Lieutenant Governor (who are elected
on a joint ballot).

*The State Comptroller, who heads the Department of Audit and Control.

*The Attorney General, who heads the Department of Law.

With a few exceptions, the Governor appoints the heads of all State departments and agencies of
the executive branch. One important exception is the Commissioner of the State Education
Department, who is appointed by and serves at the pleasure of the State Board of Regents.

Geographically, NYS is divided into 62 counties (five of which are boroughs of NYC). Within these
counties are 62 cities (including NYC), 932 towns, 556 villages and 697 school districts. In
addition to counties, cities, towns and villages, more than a thousand "special districts" meet local
needs for fire and police protection, sewer and water systems or other services. Local
governments are granted the power to adopt local laws that are not inconsistent with the
provisions of the State Constitution or other general law.

Under the direction of the Commissioner, Nirav Shah, MD, MPH, who is appointed by the
Governor, DOH meets its responsibilities through the Office of Health Insurance Programs
(OHIP), the Office of Long Term Care (OLTC), the centers located in the Office of Public Health
(OPH), and the Office of Health Systems Management (OHSM). The OHIP is responsible for
Medicaid, Family Health Plus, Child Health Plus, Elderly Pharmaceutical Insurance Coverage,
and the AIDS Drug Assistance Program. The OTLC oversees the integration of planning and
program development for services related to long term care. The OPH and the OHSM provide
policy and management direction to a system of regional offices, whose staff conduct health
facility surveillance, monitor public health, provide direct services and oversee county health
department activities. Additionally, DOH is responsible for five health care facilities. DOH has a
workforce of /2014/3,264//2014// filled positions /2014/and 1960 filled positions//2014//in DOH's
health care facilities.

The OPH led by Guthrie Birkhead, MD, MPH, brings together all DOH public health programs
under one organizational mantle. The Office's programs include: the biomedical research, public
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health science, and quality assurance of clinical and environmental laboratories of the Wadsworth
Center; the counseling, education, prevention, health care and supportive services of the AIDS
Institute; the protection of human health from environmental contaminants in air, water and food
through regulation, research and/or education by staff of the Center for Environmental Health; the
nutrition, health screening, immunization, tobacco control, maternal and child health programs
and the public health surveillance and disease control activities of the Center for Community
Health (CCH); the support and oversight of local health departments and the efforts to help build
public health workforce capacity of the Office of Public Health Practice; and, the comprehensive
all-hazards preparedness and response activities of the Office of Public Health Preparedness.

The programs providing services to the maternal and child health population are spread
throughout the Department, but are mainly focused in the CCH. CCH responsibilities touch
practically every aspect of public health in NYS. Under the direction of /2013/Bradley Hutton,
MPH//2013//, the Center conducts programming through four Divisions: the Division of Chronic
Disease and Injury Prevention; the Division of Nutrition; the Division of Epidemiology; and, the
Division of Family Health. Each addresses a major component of the Department's public health
mission, and all are involved in carrying out MCHSBG-related activities.

The Division of Family Health (DFH), directed by Rachel de Long, MD, MPH (who also serves as
the Director of the NYS Title V Program), promotes the health of families by assessing needs,
promoting healthy behaviors and providing services to support families. Dr. de Long assumed the
director position upon the retirement of Barbara McTague in 2011. The division's primary focus is
to improve the health of women, children and adolescents. Its programs touch new mothers,
adolescents including those considering sexual activity, children, including those with disabilities,
rape victims and children with lack of access to dental services. Programs promote healthy
behaviors while also assuring access to quality health care. The division provides access to
primary medical and dental care and preventive health services for migrant farmworkers and
Native Americans living in reservation communities. The Division provides the central focus for
NYS's Title V MCH programming, and consists of three program bureaus and the Office of the
Medical Director:

The Bureau of Maternal and Child Health (BMCH), /2014/is led by Kristine Mesler, M.P.A.,
B.S.N., who was appointed to the position of Director in November, 2012.//2014// Rudy
Lewis /2014/continues to serve as the assistant//2014// The BMCH administers a variety of
programs that focus on the prevention of adverse health conditions and promotion of health and
wellness in women, children and youth, and consists of the following functional units:
*Perinatal Health Unit is comprised of Article 28-based programs and community-based initiatives
that support the direct delivery of clinical health care and supportive services to achieve
outcomes related to the accessibility, quality, and sustainability of perinatal services for NY's
women and babies. These programs have substantial commonalities in terms of their focus on
improving birth outcomes. Consolidating these programs within a common unit facilitates the
establishment and implementation of more consistent and effective systems and standards to
address these common issues. Programs included in the Perinatal Health Unit are:

oPerinatal Regionalization, including Regional Perinatal Centers and affiliate hospitals, and the
NYS Perinatal Quality Collaborative.

-Maternal, Infant and Early Childhood Home Visiting Program

-Community Health Worker Program

-Healthy Mom, Healthy Baby home visiting systems initiative

-Nurse Family Partnership

-Comprehensive Prenatal Perinatal Services Networks

-Growing Up Healthy Hotline

-Infertility Demonstration Program

-Osteoporosis Prevention and Education.

*The Adolescent Health Unit is comprised of community-based programs that focus on prevention
and health promotion strategies to achieve outcomes related to healthy behaviors and health
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outcomes at the personal, family and community levels. These programs have substantial
commonalities in terms of primary and secondary prevention strategies, emerging federal
priorities and funding opportunities, and local partnerships to promote and improve health.
Consolidating these programs supports use of evidence-based prevention strategies across
programs, allows for alignment and ongoing meaningful collaboration between programs with
similar target groups and outcomes, and facilitates the establishment and implementation of more
consistent systems for program management and improvement. The Adolescent Health Unit
includes:

-Comprehensive Adolescent Pregnancy Prevention (CAPP) Program

-Personal Responsibility and Education Program

-Supporting Healthy Transitions to Adolescence

-ACT-for Youth Center of Excellence

-Adolescent HIV Prevention

-Act for Youth Healthy Transitions

*The Community-Based Health Care Unit is comprised of programs that provide comprehensive
family planning and reproductive health care services to underserved populations, and the largest
School Based Health Center program in the country that provides primary and preventive health
care services to many of NY's most vulnerable children and adolescents.

-Family Planning and Reproductive Health

-School Based Health Center program.

-Sexual Violence Prevention and Rape Crisis Services.

-Hospital Sexual Assault Forensic Examiner (SAFE) program.

*Data Analysis, Research and Surveillance Unit that consolidates the data systems, research and
data analysis activities and staff currently housed within individual programs, including the
Statewide Perinatal Data System, and Rape Crisis program data system. Consolidating these
functions within a single unit facilitates important peer support between research staff and
promotes consistent approaches to use of data to support ongoing program development,
implementation and evaluation.

The Bureau of Early Intervention, is co-directed by Brenda Knudson Chouffi and Donna Noyes,
PhD, as the director position was vacated by Bradley Hutton, MPH. The Bureau is responsible for
two major programs for young children with, or who may be at risk for, physical and cognitive
disabilities. The EIP is a statewide service delivery system for infants and toddlers (birth to three
years) with disabilities and their families. lts mission is to identify and evaluate those children
whose healthy development is compromised and provide appropriate interventions to improve
child and family development. The Bureau also administers DOH's Newborn Hearing Screening
Program, as well as the MCH Autism Intervention Research Grant and the State Implementation
Grant for Improving Services for Children with Autism Spectrum Disorders.

The Bureau of Dental Health, under the leadership of Jay Kumar, DDS, MPH, implements and
monitors a broad range of statewide dental health programs that prevent, control and reduce
dental diseases and other oral health conditions, and promote healthy behaviors. In addition to
maintaining the focus on children, programs promote dental health among adult populations. The
Bureau's dental health programs include:

*Preventive Dentistry for High-Risk Underserved Populations Program

*Supplemental Fluoride Program

*Dental Rehabilitation Program

*Preventive Dentistry Program for Deaf/Adolescent Children

*Dental Health Education

*Dental Public Health Residency Program

*Research and Epidemiology

State Oral Disease Prevention Program

*School-Based Health Center Dental Program
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The Office of the Medical Director provides medical leadership for the DFH. Under the direction of
Marilyn Kacica, MD, MPH, physicians in the office provide medical consultation and support to all
division programs; support policy development and programmatic initiatives; and provide advice
on emerging medical issues. OMD leads the NYS Perinatal Quality Collaborative, an initiative of
NY's Regional Perinatal Centers (RPCs), the DOH and the National Initiative for Children's
Healthcare Quality. The goals are to improve maternal and newborn outcomes and increase
patient safety by applying evidence-based system change interventions, and to establish capacity
within RPCs for ongoing QI activities. The Obstetrical intervention focuses on reducing scheduled
deliveries performed without indication in women 36 0/7 to 38 6/7 weeks gestation. The Neonatal
intervention focuses on enteral feeding practices for neonatal care patients. Additional OMD
programs include:

*Children with Special Health Care Needs;

*Physically Handicapped Children's Programs; and,

*Other cross-systems early childhood initiatives, including parenting education projects and the
current federal Project LAUNCH grant. Consistent with the framework for public health MCH
services, these programs and activities are characterized by a blend of public health approaches
including population-based public and professional outreach and education, targeted care
coordination and other enabling services, and gap-filling direct health care services.

*CHI2

+Child Mortality Review/SIDS Prevention Program

*Maternal Mortality Review Program

*American Indian Health Program

*Migrant and Seasonal Farmworker Health Program

«Statewide Systems Development Initiatives.

An attachment is included in this section. IlIC - Organizational Structure

D. Other MCH Capacity

As stated previously, the Division of Family Health (DFH) has responsibility for coordinating MCH-
related programs and directly managing many MCHSBG-funded initiatives. There are currently
/2014/130//2014 filled Title V-funded positions within NYSDOH, with additional non-Title V-
funded positions performing Title V-related activities. Positions are located within DOH's
central, regional and district offices. Staff cover the full range of MCH activities, including
child and adolescent health, women's health, sexual violence prevention, perinatal health,
oral health, local health services, nutrition, child safety, injury control, laboratory
operations, human genetics, congenital malformations, data and information systems
infrastructure, health communications, managed care and facility surveillance.

Rachel de Long, M.D., M.P.H., was appointed the Director of the DFH and Director of the
NYS Title V Maternal and Child Health Services Program in the DOH in December 2011
upon the retirement of Barbara McTague. Dr. de Long formerly served as Director of the
Bureau of Child and Adolescent Health (BCAH), and then Bureau of Maternal and Child
Health (BMCH) (formed due to a merger of the Bureau of Women's Health (BWH) and
BCAH) since 2005, and served as BCAH's Medical Director from 2003 to 2004. Dr. de Long
is on the faculty of the SUNY at Albany School of Public Health in the Department of
Health Policy, Management, and Behavior. She earned a B.S. in Rural Sociology from
Cornell University, M.D. from University of Wisconsin Medical School, and M.P.H. from
SUNY Albany School of Public Health. She completed a medical internship in Family
Practice at the Guthrie Clinic and residency in Preventive Medicine at SUNY
Albany/NYSDOH, and is Board-Cetrtified in Preventive Medicine and Public Health. Dr. de
Long provides policy and program direction and administrative oversight for the Division's
bureaus, including the Bureau of Maternal and Child Health, the Bureau of Dental Health,
the Bureau of Early Intervention and the Office of the Division's Medical Director which
includes the Migrant Health and Indian Health Programs, as well as several quality
initiatives.
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Wendy Shaw, M.S., B.S.N., has served as Associate Director of the DFH since August,
2007. She previously served as the Director of the Bureau of Women's Health (BWH). Ms.
Shaw served as Director of the Perinatal Health Unit within the BWH from 2000 through
2002, when she became Assistant Director. Her previous experience in the Early
Intervention Program provides her with further valuable knowledge in her role within the
DFH.

With a Bachelor's degree in nursing from the State University of New York at Albany, and a
Master of Science degree from Russell Sage College, Ms. Shaw started her career as a
public health nurse working with high-risk maternal and child health families and later
moved to Labor and Delivery nursing before moving to state service. She is also a
graduate of the Leadership Program in Public Health from Harvard University School of
Public Health in Boston. As a registered nurse with extensive clinical and administrative
experience, she has her feet both in the world of administration and hands-on health care--
remaining as a Labor and Delivery nurse at an area hospital.

Under the direction of Marilyn Kacica, M.D., M.P.H., the Office of the Medical Director
provides leadership and collaborates closely with the Bureaus in the Division. Dr. Kacica
is a graduate of St. Louis University and received her M. D. from the St. Louis University
Medical School. She completed pediatric residency training at the Cardinal Glenon
Children's Hospital, subspecialty training in pediatric infectious disease at the Children's
Hospital of Cincinnati, and her preventive medicine residency at NYSDOH. Her M.P.H. was
awarded from the State University of New York at Albany, School of Public Health, where
she is currently a Clinical Associate Professor of Epidemiology. She is board-certified in
Pediatrics and is a fellow of the American Academy of Pediatrics. Prior to moving to the
DFH, she served as the Director of the Healthcare Epidemiology Program in the Division of
Epidemiology's Bureau of Communicable Disease Control. She is providing leadership on
a myriad of clinical, epidemiological, data utilization and quality improvement issues
within the Division, was the co-chair of the AMCHP Emergency Preparedness Committee,
the Adolescent Health Committee of the Emerging Issues Committee /2014and currently
serves//2014//as the Vice Chair of the Emerging Issues Committee. She leads preparedness
efforts being made on behalf of NY's maternal and child health population. Dr. Kacica serves as
the Principal Investigator (PI) to the State Systems Development Initiative and the NBS Effective
Follow-up grants. In addition, she is the Program Director for the NYSDOH's Child Health
Integration Initiative which is focusing on the integration of child health information for both public
health and provider benefit. She is also leading quality improvement initiatives focusing on
School-based health centers and perinatal health.

Christopher Kus, M.D., M.P.H., serves as Associate Medical Director for the DFH, and provides
medical consultation to the Division. He is a graduate of Michigan State University and the Wayne
State University School of Medicine. He received his M.P.H. from University of North Carolina at
Chapel Hill. He is a developmental pediatrician who worked with the New Hampshire and
Vermont Departments of Health prior to coming to NY. He has been with the NYSDOH for over
ten years. A board-certified pediatrician and a fellow of the American Academy of Pediatrics, Dr.
Kus is a Past President of the Association of Maternal Child Health Programs (AMCHP). He
serves as co-chair of the AMCHP Legislative and Finance Committee. He was a member of the
Early Childhood Expert Panel involved in developing the Third Edition of Bright Futures:
Guidelines for Health Supervision of Infants, Children and Adolescents (2008). Dr. Kus serves as
the Association of State and Territorial Health Officials (ASTHO) liaison to the HRSA Secretary's
Advisory Committee on Heritable Disorders in Newborns and Children (ACHDNC). He is a
member of the National Academy for State Health Policy

/2014/For the past several years//2014//New York's State Systems Development Initiative
(SSDI) grant was coordinated by Ms. Cathy Tucci-Catalfamo in the Office of the Medical Director.
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The goal of the SSDI grant is to foster an infrastructure to improve data linkages among multiple
data sources for child health information to assure program and policy development for material
and child health. Ms. Tucci-Catalfamo /2014//retired in May 2013 and the funding cycle ends
in December. DOH awaits information regarding whether new SSDI funds will be available
for subsequent years.//2014// For the remainder of the SSDI grant cycle, staff will continue to
play a key role in the CHI2 Project as well as other programs to assist Title V with building data
linkages and infrastructure.

/2014/Kristine Mesler, M.P.A., B.S.N., was appointed to the position of Director of the
Bureau of Maternal and Child Health in November, 2012. Ms. Mesler brings a wealth of
experience in the field of maternal and child health to this position. She has worked in the
Department for over 16 years, with progressively increasing responsibilities across a
number of maternal and child health programs including perinatal health, adolescent
health, children with special health care needs and early intervention. Ms. Mesler
graduated from the State University of New York at Albany with a Bachelor's degree in
nursing, and a Master of Public Administration from Rockefeller College of Public Affairs
and Policy. Ms. Mesler also has previous experience as both a public health nurse and a
labor and delivery nurse. Most recently, she served for the last five years as Associate
Director for the Bureau of Maternal and Child Health and former Bureau of Child and
Adolescent Health. She has provided outstanding leadership in the development,
implementation and management of a number of high visibility public health initiatives,
including extensive collaboration with other public health programs, state and federal
agency partners.//2014//

Rudy Lewis, M.S., has served as the Assistant Director of the BMCH (formerly BWH) since 2007
and has extensive experience with MCH programs and worked in several areas, including
prenatal care, family planning, and perinatal regionalization. He has extensive experience with
surveillance and data systems, in the design, development and implementation of information
systems for public health programs, and with program evaluation.

Susan Slade, RN, MS, /20714/who serves as NYS's Children with Special Health Care Needs
Director,//2014// is a very experienced clinical and public health nurse and public health
administrator. She has worked in the NYSDOH since 1987, with over ten years of that time in the
Bureau of Maternal and Child Health (formerly the Bureau of Child and Adolescent Health). Ms.
Slade oversees several public health programs, including the Children with Special Health Care
Needs Program and is leading the development of Children's Health Homes, as well as non
categorical activities related to health care provider and parenting education. She's been involved
with pediatric quality improvement initiatives related to developmental screening, standards
development for pediatric specialty centers, and transition activities related to adolescents with
special health care needs. In addition to being a licensed Registered Nurse, Ms. Slade is also a
Certified Health Education Specialist.

Jayanth Kumar, DDS, MPH, is the Director of the Bureau of Dental Health. He has served the
Department since 1980 and most recently as Director of the Research and Epidemiology unit of
the Bureau of Dental Health. He is also Associate Professor, School of Public Health, University
at Albany. Dr. Kumar is a board-certified specialist in dental public health and a former director
and president of The American Board of Dental Public Health. He has served as a consultant to
many national and international organizations including the Centers for Disease Control &
Prevention (CDC), National Institute of Dental & Craniofacial Research, NIH, Health Resources
Services Administration (HRSA), the American Dental Association (ADA) and the National
Research Council (NRC). He is project director for the Centers for Disease Control & Prevention's
co-operative agreement to strengthen state's infrastructure. Dr. Kumar oversees the
Department's fluoridation and other public health dental programs targeting high-risk underserved
women and children, the supplemental fluoride program for preschool and school-aged children
residing in non-fluoridated areas of the State, the Dental Rehabilitation Program for children with
physically-handicapping malocclusions. Other Bureau activities and programs include Dental
Health Education, the Dental Public Health Residency Program, research and epidemiology, the
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oral health initiative, and targeted oral health service systems for women and children.

Brenda Knudson Chouffi and Donna Noyes were recently appointed Co-directors of the Bureau of
Early Intervention as the position was vacated by Bradley Hutton, M.P.H. since his appointment
as the Director of the CCH in 2011. Ms. Knudson Chouffi has been with BEI for 12 years, most
recently as the Assistant Director of EIP. /2014/In this position, she assisted in the oversight
of 50+ staff with responsibility for the management and administration of NYS's Early
Intervention Program. She has also served as NYS's Early Intervention Hearing Detection
Intervention Coordinator and the PI on the Universal Newborn Hearing Screening and
Intervention Grant and the Early Hearing Detection and Intervention Grant. Ms. Knudson
Chouffi received a Master's of Education/Educational Psychology from the State
University of New York at Albany and holds permanent teacher certification in Special
Education. Prior to her work with the Department, she provided special education
services under the EIP, Committee of Preschool Special Education and Committee of
Special Education//2014// Donna Noyes joined the NYSDOH in 1989. Most recently, Dr. Noyes
served as the Associate Director for Clinical Policy contributing to significant program
development initiatives. /2014/including development of program regulations and clinical
practice guidelines, reimbursement policies and methodologies, development and
launching of the New York Early Intervention System (NYEIS), and implementation of a
child and family outcomes system to evaluate the impact of early intervention services on
program participants. Dr. Noyes has a doctorate in developmental psychology from the
State University of New York at Stony Brook. Dr. Noyes is the Pl on four grants related to
improving early identification and intervention services for young children with autism
spectrum disorders and their families.//2014//

E. State Agency Coordination

As mentioned earlier, PHL SS2500 specifies that the Commissioner shall, "cooperate with other
state departments having jurisdiction over matters affecting the health of mothers and children,
to the end that existing activities may be coordinated and duplication of effort avoided. He
shall cooperate with and stimulate local agencies, public and private, in promoting such
measures and undertakings as may be designed to accomplish the purposes of this section."
The Department has developed strong formal and informal relationships with other state
agencies, local public health agencies, federally-qualified health centers, tertiary care facilities,
academic institutions and the non-profit voluntary sector, all of which enhance the capacity of the
Title V program to carry out its mission.

1) State Agencies -- Bilateral Agreements

State agencies are coordinated at the level of the Governor's cabinet. The Department of Health
is a party to several written agreements or memoranda of understanding with other state
agencies. These agreements serve to formalize collaborative activities between DOH and partner
agencies.

The State Education Department (NYSED) is a key partner in needs assessment and priority
setting for services relating to the school-aged population. NYSED and DOH have formal
planning structures related to youth risk behavior surveillance, comprehensive school health, HIV
prevention and workforce and scope of practice issues. NYSED also collaborates with NYSDOH
on the Supplemental Fluoride Distribution Program. The Early Intervention Program and the
Children with Special Health Care Needs Program regularly interact with SED's Vocational and
Educational Services for Individuals with Disabilities (VESID) Program. NYSED is responsible for
general supervision of all educational institutions in the State, for operating certain educational
and cultural institutions, for certifying teachers, and for certifying or licensing practitioners of thirty-
eight professions, including physicians and nurses. NYSED's supervisory activities include
chartering all schools, libraries and historical societies; developing and approving school
curricula; accrediting colleges and university programs; allocating state and federal financial aid
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to schools; and providing coordinating vocational rehabilitation services. The Youth Risk
Behavior Surveillance System is administered by NYSED in collaboration with NYSDOH.
/2014/The Department//2014// also works with the Education Department on issues such as
placement of automated external defibrillators in schools, administration of fluoride rinse
programs, healthcare/public health workforce matters, scope of practice issues, transition from
early intervention to preschool programs, and /2014/continues to dialogue with SED
regarding reproductive health in NY's schools.//2014// Comprehensive School Health and
Wellness Centers help school districts across the State create positive learning environments for
their students. Schools that model and encourage students to engage in healthy behaviors create
an atmosphere for academic success and individual growth.

The University at Albany School of Public Health is jointly sponsored by the University and the
Department, which serves as the laboratory for graduate students working shoulder-to-shoulder
with practicing professionals in the state health department and in local health departments. DOH
and Title V staff serve as faculty and advisors to the school, and serve on the School's Continuing
Education Advisory Board and on the advisory council for the North East Public Health
Leadership Institute. The Bureau of Maternal and Child Health maintains a Memorandum of
Understanding with the SUNY School of Public Health that facilitates calling upon the resources
of the school for training and education of professionals, such as perinatal hospitals, family
planning providers, prenatal care providers, etc. Title V staff coordinate the MCH Graduate
Assistant Program, under which twelve - fourteen graduate students per semester (fall, spring
and summer) are supported by /2014/Title V//2014// funds to work on priority MCH research and
planning projects. This arrangement attracts bright, motivated individuals who are interested in
gaining theoretical and practical knowledge of public health and maternal and child health,
enhances the Department's research capacity, and improves the availability of pertinent and
timely educational offerings for practicing public health professionals in the region. The School of
Public Health sponsors the Northeast Public Health Leadership Institute (NEPHLI). Several Title
V staff have attended the Institute, and several graduates serve Title V in other states and at the
New York City Department of Health. Title V staff and Dr. Birkhead serve on their advisory
council.

As the lead agency for the Early Intervention Program, /2014/NY’s IDEA Part C
Program,//2014// the Department has letters of agreement with the Office of Mental Health
(OMH), the Office of People with Developmental Disabilities (OPWD), the State Education
Department (SED), and the Office of Alcohol and Substance Abuse Services (OASAS) to
coordinate the implementation and operation of this program.

Department Title V staff work with the Office of Children and Family Services (OCFS) on health
care of children in foster care, family planning and on issues related to the health and safety of
infants and children in child care. The Early Intervention Program collaborated with OCFS in the
development of a guidance document entitled, "Protocols for Children in Foster Care Who
Participate in the Early Intervention Program." In 2008 the Department and OCFS entered into a
partnership to expand and improve child fatality review and prevention in NYS. The partnership
works to improve the collection and examination of information generated by local fatality reviews.
OCFS also sponsors, with partners such as DOH, the SUNY Distance Learning Project and the
New York State Child and Family Trust Fund, monthly satellite broadcasts on child health and
safety topics such as SIDS and Risk Reduction. OCFS is a critical partner in the DOH led
MIECHYV initiative /2014/OCFS operates Healthy Families New York, an evidence-based
paraprofessional home visiting model based on Healthy Families America. DOH and
OCFS are jointly reviewing proposals submitted for home visiting services for MIECHV
funds that will be awarded in 2013.//2014//

For the past 3 years, the State Legislature allocated funding from the federal Temporary
Assistance to Needy Families (TANF) Block Grant to the Department of Health for. Nurse Family
Partnership (NFP), an evidence-based home visiting program that improves the health and self-
sufficiency of low-income, first time parents and their children. The three approved programs
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funded to provide services are: the NYCDHMH, Onondaga DOH and Monroe County DOH Nurse
Family Partnership Programs. The Department has entered into a Memorandum of
Understanding with the Office of Temporary and Disability Assistance (OTDA) to provide for the
transfer of these funds to the Department.

2) State Agencies -- Multi-Agency Activities

The Department participates on the Fetal Alcohol Spectrum Disorders (FASD) Interagency
Workgroup, led by Council on Children and Families and the Office for Children and Family
Services, whose mission is to increase awareness and advance the effective prevention and
treatment of FASD in NYS through interagency collaboration and coordination. Each participating
agency is charged to examine policies, practices, regulations and laws, to determine how it can
positively impact the goals of eliminating alcohol use during pregnancy.

The Council on Children and Families (CCF) facilitates collaboration among the child-serving
state agencies and partners to create a high-quality and seamless system of care with shared
accountability for cross-systems youth, who have complex, co-occurring medical, , social
emotional, developmental, substance abuse and/or educational needs that require collaboration
and coordination, and heightened integration among multiple service systems

The /2014/11 Council member agencies that represent health, education and human
services identified a common set of goals and objectives that lead to improved outcomes
for children and families--the New York State Touchstones. The NYS Touchstones vision
is that all children, youth and families will be healthy and have the knowledge, skills and
resources to succeed in a dynamic society. The Touchstones framework is organized by
six major life areas that offer a cross-system perspective of child well-being: economic
security; physical and emotional health; education; citizenship; family; and community.

Indicators that measure the Touchstone goals and objectives are accessible through the
Kids' Well-Being Indicators Clearinghouse (KWIC). The KWIC website (www.nyskwic.org)
is a data resource that allows advocates, policy makers, planners and others to monitor
the circumstances and status of New York's children within each county. KWIC augments
the annual New York State Touchstones KIDS COUNT Data Book and the Annie E. Casey
KIDS COUNT Data Book--two additional data sources on child well-being.//2014//

The New York State Youth Development Team is a partnership established in 1998 by more than
two dozen public and private organizations. The partnership has lead efforts to develop and
promote youth development strategies across health and human services systems in New York
State. Agency team members include all major state agencies serving youth (health, mental
health, education, public assistance, juvenile justice, substance abuse, labor), as well as a wide
variety of professional and public advocacy organizations. The Team's vision is for families,
schools and communities partnering to promote the development of healthy, capable and caring
youth. The Youth Development team has guided the creation of several cutting edge products,
events and initiatives, including a resource notebook. For more details, see:
http://www.health.state.ny.us/community/youth/development/ .

To respond to the federal requirement to establish or designate State Advisory Councils on Early
Childhood Education and Care, New York established the-- the Early Childhood Advisory Council
(ECAC). The ECAC includes individuals with early childhood expertise who represent early care
and education, health care, child welfare, and mental health programs, as well as state agencies,
advocacy organizations, foundations, higher education, unions, and others involved in the
provision of services to young children and their families. The ECAC focuses on addressing the
structural issues that have impeded the development of a comprehensive system of early
childhood supports and services. The Director ofthe Title V program, Dr. Rachel de Long, and the
Co-Director of the Bureau of Early Intervention are ECAC members, and several Title V staff
participate on ECAC workgroups. The ECAC established the Promoting Healthy Development
Work Group to address issues 