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1. Process for Conducting Needs Assessment 
 
The 2010 Five Year Needs Assessment (2010 NA) built on the work that was conducted during 
the 2005 Needs Assessment (2005 NA) process.  The extensive work that was done in the 2005 
NA, including the nine OMCH priorities identified, built the platform from which 2010 NA was 
launched.  In essence, the 2010 NA is the result of on-going process improvement that was 
begun with the efforts of the 2005 NA.  
 

a. Goals and Vision:  
Vision: The Washington State Office of Maternal and Child Health uses the Five Year 

Needs Assessment as the vehicle to develop or update its internal strategic plan for the Office as 
a whole.  In prior cycles, the Office conducted strategic planning efforts separate from the 5 Year 
Needs Assessment. In 2005, The Office recognized that the value of the Five Year Needs 
Assessment would be optimized by using the timing of it and its standard questions and merging 
it with the Office’s separate strategic planning processes.   

In 2005, the Office of Maternal and Child Health invested significant staff resources to 
develop the Five Year needs Assessment as a comprehensive cross-office strategic plan.  As a 
result of that process, two overarching decisions were made.  First, that the priorities that came 
out of the process would be routinely re-verified with staff and partners and not wait for the next 
five year cycle.  Following the first, there was a recognition that the priorities that were 
developed should be relatively stable and still be true in 2010.   

Purpose: Given the decisions made in 2005, the strategic purpose of the 2010 Needs 
Assessment was to accomplish two goals.  The first goal was to ascertain if the nine priorities 
that were developed in 2005 and revisited on an ongoing basis needed any changes.  The second 
goal was to drill down into the nine priorities and identify priority strategies that were more 
narrowly defined.  It is the intent of OMCH to use the results of the needs assessment in guiding 
specific MCH strategic activities in the allocation of resources to support those strategic 
activities..  It is also intended that the 5 Year Needs Assessment be used to assist OMCH with 
other opportunities which present themselves, e.g., the Home Visiting Needs Assessment for the 
Home Visiting Grant. 
 

b. Leadership: As part of the decision in 2005 to merge the Five Year Needs Assessment 
with the Office’s strategic planning efforts, OMCH’s management team recognized that it 
needed to take a visible leadership role in the development of the Needs Assessment.  As such, 
overall direction for the design and implementation of the process came to the OMCH 
Management team.  Strategic issues come to the management team for discussion, debate, 
decision and ownership. 
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Management of the process was conducted through the 2010 Needs Assessment 
workgroup which consisted of four staff: MCH Office Director, Senior Epidemiologist (section 
manager for MCH Assessment), the MCH Block Grant Coordinator and the epidemiologist 
assigned to support all Block grant and needs assessment activities.  The workgroup met on an 
ongoing basis to coordinate the various activities of the needs assessment and met with the 
management team to review progress and next steps needed. 
 
One significant difference between the 2005 and the 2010 Needs Assessments is the nature of the 
budgetary and policy environments in which OMCH operates.  Since 2007, there have been 
successive and significant funding reductions at the federal, state, and local levels for MCH 
programs and services.  Then, midway through the 2010 NA process, the Governor’s and 
legislative budgets were released.  They proposed budget cuts to OMCH were significant and 
had language directing the Department of Health (DOH) to reorganize OMCH services.  Given 
this environment, we realized a mid-course shift in the 2010 NA process would be prudent.  
Rather than continue to define sub-priorities that drill down into each of OMCH’s nine priorities 
separately we focused on core strategies that cross our nine priorities.  We describe our 
methodology and the changes in it in more detail below.    

 
 
 c. Methodology: The 2010 NA process relied on accessing and assessing data and 
information which had been gathered in an on-going process since the 2005 NA, as well as 
engaging internal and external stakeholders, soliciting their ideas on priorities, activities and 
future direction of OMCH.  This report will describe how these processes were conducted and 
integrated. 
 
 
 
The process of the 2010 NA began by determining of whether the nine priorities that were 
developed in the 2005 NA were still valid.  Much of the basis for the evaluation of the priorities 
was based on data and information which had been continually collected by OMCH since 2005. 
We decided during the 2005 NA process to engage in continual  process improvement  which 
allowed a constant state of evaluation and assessment rather than engaging in a more compact 
and intense period of information gathering, analysis and dissemination as was done during the 
last NA.  
Although we found that the nine priorities are still valid and functional for OMCH, there was 
agreement that a process of “drilling down” and becoming more focused on certain activities 
within the priorities would be appropriate. A three-stage engagement of stakeholders was 
envisioned and implemented consisting of: 1. an interview of each MCH program manager; 2. a 
survey of external stakeholders; and 3. a key informant interview of more comprehensive list of 
stakeholders. 
 
We started the process of engaging stakeholders for the 2010 NA formally in the summer of 
2009 with a series of interviews, conducted by the OMCH Director and the MCHA manager, 
with MCH program managers. Programs interviewed were: Genetic Services, 
Immunization/Child Profile, Children with Special Health Care Needs, Oral Health and 
Maternal, Infant, Child and Adolescent Health.  The interviews conducted were free-form in 
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nature and solicited views from the various program managers on what they thought the 
priorities of OMCH should be.  Notes from the interviews were taken, consolidated and given 
back to the program managers for review before being included into the formal process of 2010 
NA. 
 
Following the managers interviews, MCHA created an on-line survey intended for external 
stakeholders.  Programs provided lists of external stakeholders whom they wished to complete 
the survey.  The survey invited respondents to prioritize issues or areas of desired interventions 
within each of the previously identified nine priorities of MCH.  Topics to choose from were 
referred to as sub-priorities.  Each respondent prioritized then chose two sub-priorities within 
each priority area.  MCHA compiled the results of the survey and reported back to the program 
managers early in 2010 in a series of meetings. Results informed program managers of 
stakeholder views and helped the process of long-term priority setting by the programs.   
In looking at the results, we realized that a number of stakeholders whom we intended to survey 
were inadvertently dropped from list of stakeholders. We started to identify who had not been 
surveyed yet.  
  
At this point the Governor’s and legislative budgets were released.  They proposed significant 
budget cuts to OMCH and had language directing the Department of Health (DOH) to reorganize 
OMCH services.  As part of the reorganization, the Secretary of Health asked the OMCH 
Director to solicit views from stakeholders on how to best implement it.  In the limited time 
remaining, we could not conduct both the second round of surveys and gather information from 
the same set of stakeholders on the reorganization. We decided to use one survey for both 
purposes and chose to use key informant interviews, conducted by telephone, for this second 
round of stakeholder engagement.  Informants were chosen by section managers and their staff 
and represented a broad spectrum of the people that OMCH works with.  They included 
providers of direct services/care, academics and researchers, educators, local health officials, 
representatives of family groups and advocates for MCH issues.  Key partners who work in other 
state agencies were also interviewed. 
 
A team of MCHA staff, selected managers and staff from other OMCH sections, and the Office 
Director developed a five question interview. Programs identified key stakeholders to be 
contacted. The OMCH Director identified additional stakeholders. To ensure uniformity of data 
collection, MCHA staff provided training to all personnel who conducted interviews. The final 
list of stakeholders was randomly distributed among the interviewers. The data collected during 
the phone interviews was compiled.  Two epidemiologists from MCHA independently analyzed 
the data using qualitative research methods and NVivo software, v.8.   
 

d. Methods for Assessing the Three MCH Populations: The MCH Assessment section 
routinely assesses the MCH population for trends and emerging issues.  Working with key 
stakeholders during and after the 2005 NA, we identified a key set of assessment documents 
(described below) that we would routinely update and make available within DOH and to our 
partners. It is evident, however, that there are some gaps in the data OMCH collects or has access 
to.  In some cases data are not available at the local or county level.  Other surveys are only 
conducted once every four or five years, leaving temporal gaps in data.  These gaps are 
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compounded when compiling multiple years of data is needed to avoid small numbers that 
precludes meaningful conclusions of findings. 

 
  The Maternal and Child Health Data and Services Report includes two sections: one 
section consisting of 31 chapters describing services provided to the three MCH population (1. 
pregnant women, mothers, and infants; 2. children; and 3. children with special health care needs 
[CSHCN]). Chapters’ topics are listed below under item e. Methods for Assessing State 
Capacity. The second section consists of 21 chapters reporting on data related to health and 
behavior of all three MCH populations. Individual chapters on 21 topics are listed below: 
 
Adolescent Pregnancy     Family Violence   
Alcohol Use Before and     Food Insecurity and Hunger 

During pregnancy    Immunizations/Vaccine Preventable 
Asthma       Disease 
Child Mortality     Infant Mortality 
Child Weight and Physical Activity   Intentional Injury 
Low Birth Weight     Smoking During Pregnancy  
Mental Health    Children with Special Health Care  
Oral Health       Needs and Disabilities 
Perinatal Behaviors     Substance Abuse in Adolescents 
Prenatal Care      Unintended Pregnancy 
Preterm Delivery     Unintentional Injury 
 
The Maternal and Child Health Data report is updated on a continual basis as data for the 
individual chapters becomes available throughout the year.  The chapters are posted in PDF 
format on the Internet 
http://www.doh.wa.gov/cfh/mch/mch_assessment/mchdatareport/mchdatarepthome.htm. 
 
The Perinatal Indicators Report is compiled annually and reports on various health indicators 
associated with pregnant women and newborn babies.  The 17 topics covered in the Report are: 
 
Live Births & Deliveries    Medicaid Expenditures for Maternal  
Birth & Fertility Rates     and Infant Services 
Birth Facilities & Attendants    Perinatal Smoking 
C-Section & VBAC Rates    Unintended Pregnancy 
Maternal Morbidity     Provider Screening 
Infant Mortality     Breastfeeding 
Birth Weight (low & very low birth weight)  Folic Acid Use Prior to Pregnancy 
Preterm Births      Infant Sleep Position 
Initiation of Prenatal Care    Post-Partum Depression 
 
Healthy Youth Survey Fact Sheets are created using data collected bi-annually from the 
Washington State Healthy Youth Survey (HYS).  They are available on-line and include the 
following four sections and 16 topics: 
 
Safety and Violence Behaviors:  Health and Health Related Behaviors: 
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  Unintentional Injury    Weight and Obesity 
  Violent Behaviors    Dietary Behaviors 
  Harassment, Intimidation and    Physical Activity 
   Bullying     Asthma 

       Depression and Suicide 
Risk and Protective Factors:    
 Community Risk/Protective Factors Alcohol, Tobacco and Other Drug Use: 
 School Risk/Protective Factors  Current Substance Use 
 Peer/Individual Risk/Protective  Alcohol Use 
  Factors     Tobacco Use 
 Family Protective Factors  Marijuana Use 
 
The Health of Washington State is an agency-wide document that reports on information of 
interest to DOH and its programs. It includes six chapters on MCH population: 
  
MCH Section Overview   Adolescent Pregnancy and Childbearing 
Unintended Pregnancy   Singleton Low Birth Weight 
Infant Mortality    Children and Youth with Special Health Care 
       Needs 
 
The Impact of Oral Disease on the Lives of Washingtonians: While no chapters focus solely 
on oral health issues for the three MCH populations, all chapters include data on women of 
childbearing age, young children, CSHCN and older children and youth.  Topics covered in the 
report include oral disease, carries, gum disease, oral cancer screening and preventive services 
such as dental sealants and fluoridated water. 
 
The MCHA section also produces single topic monographs based on needs identified by program 
staff and partners.  Following are example of such monographs or reports: 
 
CSHCN Medical Home Data Monograph is a report on data from the 2003 National Survey of 
Children’s Health. It compares how well children with and without special health needs met the 
standards set up by The Child and Adolescent Health Measurement Initiative (CAHMI) for 
having a medical home.  
 
The Children and Youth with Special Health Care Needs Washington State Report 2010 
(new edition), which is under development, provides statewide and county level data on children 
and youth with special health care needs in Washington State. This report can be used to guide 
grant development to improve systems of care for this population. Information in the report 
includes estimated number of children and youth with special health care needs, social and 
economic characteristics, services used by this population, and unmet service needs. 
 
Primary Care Provider’s Perspectives on Serving Young Adults with CSHCN is a report on 
a survey completed by the CSHCN Program with assistance from the MCH Assessment unit.  
The purpose of this survey was to learn about ways to increase and improve adult health care 
services for young adults with special health care needs. Sampled providers included physicians, 
nurse practitioners, and physician assistants in rural and urban areas of the state.  
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Youth with Disabilities Risk Factors for Injury Data Monograph 
This is a report on analysis of the 2008 HYS data on risk factors for injury among children who 
self-reported as having a disability.  This monograph compares data from children who reported 
having a disability and those who did not. 
 
 e. Methods for Assessing State Capacity: Several methods have been used to assess State 
capacity.  
 
The MCH Data and Services Report is our primary method of collecting data and reporting on 
capacity. There are 31 chapters on publicly funded services targeting the MCH population. These 
chapters cover topics related to services supported or provided by OMCH, other parts of DOH 
and other state agencies. 
 
Access to Primary Care Providers  Immunization Program/CHILD Profile 
Care Coordination Services   Juvenile Justice Services 
Early Hearing Loss, Detection, Diagnosis Mental Health Services 

and Intervention Services  Nutrition Services 
Early Learning and Childcare: Child Care Oral Health Services 

Services    Safety Net Services 
Early Learning and Childcare: Head Start School-Based Health Centers 
Early Head Start and Early Childhood Sexually Transmitted Disease and HIV  
Education Assistance Program   Services 
Early and Periodic Screening, Diagnosis  Substance Abuse Services for Pregnant 

and Treatment Services   Women 
Emergency/Temporary Housing Services Substance Abuse Prevention Services  
Family Planning     for Youth 
Family Support Services   Substance Abuse Treatment Services 
Financial Assistance for Needy Families  for Youth 
First Steps Services    Teen Pregnancy Prevention 
Genetic Services    Tobacco Prevention/Treatment Services 
Health Insurance    for Pregnant Women 
Health Mothers/Healthy Babies,   Tobacco Prevention/Treatment Services  
Information and Referral Services   for Youth 
 
The MCH Services Report is updated on a regular basis.  The chapters are available in PDF 
format on the Internet. 
http://www.doh.wa.gov/cfh/mch/mch_assessment/mchdatareport/mchdatarepthome.htm 
 f. Data Sources:  
The following nine datasets were used to assess the needs of the MCH population in Washington 
State: 

1. Washington State Vital Statistics 
The DOH Center for Health Statistics is the main repository and reporting unit for official 
Washington State population-based data. 
 

 2. Pregnancy Risk Assessment Monitoring System (PRAMS) 
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PRAMS is a surveillance system of CDC and state health departments designed to collect 
state-specific population-based data on maternal attitudes and experiences before, during, 
and shortly after pregnancy. Thus no county level data are available. The PRAMS survey 
is composed primarily of CDC directed core questions which leaves limited opportunities 
for the state to add questions concerning state derived issues. 
 

 3. Washington State Healthy Youth Survey (HYS) 
The Healthy Youth Survey (HYS) is a collaborative effort of the Office of the 
Superintendent of Public Instruction (OSPI), the Department of Health, the Department 
of Social and Health Service's Division of Behavioral Health and Recovery, the 
Department of Commerce, and the Liquor Control Board. Washington State uses the 
HYS in place of the national Youth Risk Behavior Surveillance System (YRBSS).  The 
HYS was adopted as a measure to reduce the number of surveys which were being 
administered to schools on-school time.  The WA OSPI expressed the desire for the 
various state agencies administering surveys in the public schools to consolidate their 
effort and implement one survey which would satisfy all of their needs.  Many of the 
questions used in the HYS are similar to the YRBSS, in addition to others of interest to 
participating agencies.  The survey provides important information about youth in 
Washington. County prevention coordinators, community mobilization coalitions, 
community public health and safety networks, and others use this information to guide 
policy and programs that serve youth. The information from the Healthy Youth Survey 
can be used to identify trends in the patterns of behavior over time. Every other year 
since 2002, students in grades 6, 8, 10 and 12 answered questions about safety and 
violence, physical activity and diet, alcohol, tobacco and other drug use, and related risk 
and protective factors. 

 School staff administers the HYS to students in their classrooms over the course of one 
week.  Each school chooses the exact day to administer the survey and students complete 
is during one class period.  HSY data is self-reported.  Participation is voluntary and 
responses are anonymous.  The WA DOH Tobacco Prevention program has, in the past, 
provided a significant amount of funding for the survey, however, due to state level 
budget cuts, the program will not be able to give as much as it has in the past. Thus, at the 
time of the writing of this needs assessment, funding for the HYS has become less secure.   
In an attempt to determine how best to absorb these budget cuts without jeopardizing 
HYS quality, there is a possibility to omit administering the survey to 12th graders. The 
rationale behind this possibility is that there has been a trend toward a lower response rate 
from 12th grade students and thus information collected for this grade may no longer be 
representative of 12th graders.   

 
 
 4. Washington State Smile Survey 

The Washington State Oral Health Program uses the Smile Survey to collect data on the 
oral health of elementary and preschool aged children. The Smile Survey is a surveillance 
activity conducted every 5 years, to inform the Oral Health Program how best to plan and 
provide interventions and/or collaborate with local partners to improve the oral health of 
Washington State children. The program uses the data to develop policy, plan potential 
interventions, and help evaluate past activities affecting children in these age groups.  
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OMCH also uses the data for health status indicators in the MCH Block Grant application 
and for the five year NA.   
The survey uses a representative sample of grade school aged kids and preschool aged 
kids from across the state.  Schools to be surveyed are randomly chosen from a list of 
schools meeting survey inclusion criteria and provided by the Washington OSPI. 
Children surveyed will remain anonymous with no personally identifiable data collected.  
The survey data collection is non-intrusive exam of the mouths of the children conducted 
by professional dental care providers, specially trained for this survey.  Participation in 
the survey is entirely voluntary.  School administrators can chose to participate and 
individual parents can chose to exclude their child from the survey. An epidemiologist 
from OMCH analyzes the data. A report on the findings of the Smile Survey is released 
to stakeholders and the general public in the Winter following the completion of the 
survey. In addition to the report the Washington State Oral Disease Burden Document 
and as well as other means, such as topic-specific fact sheets are used to disseminate the 
results.  
 

 5. National Survey of Children with Special Health Care Needs 
 6. National Survey of Children’s Health 

Both of these nationally conducted surveys employ the State and Local Area Integrated 
Telephone Survey (SLAITS) System to conduct a random dial telephone survey of 
parents of children 0-17 years old. Both surveys are limited in that they are only 
conducted every four years and cannot provide any data below the state level. This makes 
tracking changes in conditions subject to geographic and temporal gaps in data. 
 

 
7. First Steps Database  
The First Steps Database (FSDB) is administered by the First Steps program in the WA 
State Department of Social and Health Services (DSHS).  The database links Medicaid 
claims data to state vital records (e.g., birth, fetal death and infant death files) to provide 
detailed information on the health status of pregnant women and infants covered by 
Medicaid.  The OMCH uses FSDB data in many of its publications, grant applications 
(including the Title V MCH Block Grant) and as a source of authoritative information 
about this population. The FSDB is limited, however, in that it does not collect 
information on risk factors associated with disease or behavior of an individual.  
 

 
8. Behavioral Risk Factor Surveillance System (BRFSS) 
BRFSS is a nationally recognized random digit dial survey of the adult population.  The 
survey includes on a wide variety of topics which impact the health of the state and 
nation’s adult population. However, the response rate is decreasing. This may preclude 
unbiased estimates.  Moreover, in the past, Tobacco funds helped support a large sample 
size. Due to Tobacco budget  reductions, this may no longer be the case and thus the 
utility of the survey for the MCH population with the expected smaller sample size 
remains to be seen. Furthermore, the cost of adding a state-added question is becoming 
prohibitive and thus less utility of the survey for the MCH population to address current 
issues.  
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9. Washington State Population Survey (WSPS) 
WSPS is a source of data on the health and welfare of Washington families conducted 
every other year since 1998. The seventh survey, scheduled for the spring of 2010 
focuses primarily on employment, family poverty, in-migration, health, and health 
insurance coverage.  The Office of Financial Management (OFM), the state agency which 
administers the survey, contracts with Gilmore Research to actually conduct the phone 
survey. 
 

Finally, MCHA developed three data collection tools to engage stakeholders for the 2010 NA 
process. In the summer of 2009, Shumei Yun, the then Manager of the MCH Assessment unit 
conducted a series of interviews with OMCH unit managers. Findings from these series of 
interviews were consolidated into a brief report summarizing the results. An online survey was 
conducted using Opinio, an in-house online survey development tool.  Results from this survey 
were downloaded into a database for analysis. MCHA also conducted Key Informant Interviews 
by telephone. 
 

g. Linkages between Assessment, Capacity and Priorities: On a daily basis, the MCHA 
section engages with each of the programs in the OMCH.  This section, with 12.4 FTEs, provides 
data, analysis, research, surveillance, and consultative support and management of all assessment 
activities within OMCH. To ensure that OMCH activities are data driven, MCHA works 
collaboratively with all other OMCH sections and programs. MCHA assigns epidemiologists as 
liaisons and advisors to all OMCH sections. These epidemiologists routinely meet with their 
assigned section’s staff and manager to discuss and interpret data related to specific programs. 
Together they review data on past performance and set future objectives and targets for the 
program. This assures that the program’s objectives and targets are based on data trends across 
multiple years.  
 
The partnership between MCHA and each of other OMCH sections is very important.  It helps to 
smooth the process of maintaining an evidence based approach to priority identification and 
resource allocation which remains relevant to the eventual beneficiaries of the Office’s work: the 
MCH population of Washington State. Moreover, this approach helps focus the programs’ 
activities where they can have the most impact.  

 
MCHA also has a lead epidemiologist for the MCH Block Grant application process. The 
MCHA grant lead periodically meets with program staff and managers to discuss and interpret 
performance and outcome data related to each program. In addition, the MCHA Block Grant lead 
epidemiologist consults and works in collaboration with staff from other DOH programs and 
other state agencies to solicit additional data needed for the Block Grant application and report. 

 
Specific MCHA activities include leading the Five Year Needs Assessment process, reporting 
performance measures and health indicator status data; administering ongoing surveys such as 
the Pregnancy Risk Assessment Monitoring System (PRAMS) and the Healthy Youth Survey (a 
biennial survey of 6th, 8th, 10th and 12th graders in public schools); conducting surveillance 
through a variety of mechanisms such as collecting and analyzing data from child death reviews, 
cluster investigations, and birth defects surveillance; and implementing State Systems 
Development Initiative activities. MCHA also designs and implements other surveys as needed 
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and responds to data requests from OMCH, other areas of DOH, local health jurisdictions 
(LHJs), other state agencies and other external stakeholders. The OMCH Assessment unit 
participates in the Graduate Student Intern Program and mentors graduate practicum students as 
well as in other workforce development programs such as the Council of State and Territorial 
Epidemiologists fellowships as part of its regular functioning. 

Additionally, as described earlier, the 2010 NA is a result of a continuous quality improvement 
process that was begun with the efforts of the 2005 NA. Thus, OMCH continuously assesses 
capacity, engages input from key stakeholders, and incorporates stakeholders input in identifying 
and working on priorities that OMCH focuses on.  

 
h. Dissemination of the Needs Assessment Document: The 2005 Needs Assessment was 

a major determinant in the development of the Division of Community and Family Health (CFH) 
prior strategic planning process.  We will review the 2010 NA document with the Division 
Director to align our identified priorities with the division’s priorities. The 2010 NA will also 
contribute to updating the agency’s and the division’s strategic plans and to determining future 
funding priorities.  OMCH also plans to disseminate the 2010 NA document to stakeholders to 
support and help us fulfill identified priorities. 
 

i. Strengths and Weaknesses of Process: Our process has several strengths. A major 
strength is continuously engaging all OMCH section managers, staff,  and a large number of 
stakeholders external to OMCH since the 2005 NA, as well as several times over the last year 
using both quantitative and qualitative methodology for survey and key informant interview, 
respectively. Furthermore, qualitative analyses were conducted by two analysts. Both obtained 
similar results. Therefore, we think results are reliable. Moreover, identified priorities will be 
shared with division and agency leadership and senior management teams to align with the 
division’s and agency’s strategic plan. 
 
The most significant weakness was not having the time to complete the key stakeholder survey 
with all of our stakeholders. Having more stakeholders identify what they believe our specific 
sub-priorities would have been helpful. 
 
Overall, while the NA process has been comprehensive and inclusive, OMCH efforts to 
implement stakeholders input are likely to be hampered by the current economic environment 
with budget cuts and limited resources. 
 
2.  Partnership Building and Collaboration Efforts  
 
Before describing partnerships and collaboration efforts, it is important to briefly outline our 
internal organization and focus. Each of the five sections in the OMCH works on programs to 
help build infrastructure, provide population based services and support enabling services. The 
Office generally does not fund direct services, but can support a “last-stop safety net” when there  
is a major gap in services for the MCH population. Two OMCH sections focus on the two major 
Title V populations: Maternal, Infant, Child and Adolescent Health (MICAH), and Children with 
Special Health Care Needs (CSHCN). The other sections--Genetic Services (GSS), 
Immunization Program/CHILD Profile (IPCP), and Maternal and Child Health Assessment 
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(MCHA) as well as the Oral Health program focus on issues that encompass the entire MCH 
population.  OMCH administers Washington’s Title V Block Grant and the Centers for Disease 
Control and Prevention (CDC) Immunization Grant.  Other federal grants OMCH administer 
pertinent to MCH priorities and performance measures include early childhood systems, autism, 
epilepsy and oral health. 
 
Through our partnerships and collaborations, OMCH endeavors to build significant ties with and 
among the key stakeholders in Washington’s health care infrastructure who have the potential to 
impact the health of the state’s maternal and child population. Over the years, OMCH and our 
community partners have benefitted from the collaborative approach OMCH has promoted to 
maternal and child health issues.  OMCH and virtually all of our partners have experienced 
significant budget and staff reductions over the past few years.  Since there is a high likelihood 
these trends will continue, collaborations that enable us and our MCH partners to leverage 
resources and avoid duplication of effort will become more important. 
 
OMCH’s core functions have been to assess key health status and outcomes in the MCH 
population and comprehensively convene key stakeholders to develop policy that promotes the 
health of this population. OMCH has a strong assessment function. Data sharing arrangements 
and periodic surveys give OMCH access to a broad spectrum of MCH data.  MCHA analyzes the 
data for OMCH which then shares the results with other agencies and organizations to help 
ensure sound decision-making on health care policies and practices. 
 
After the 2005 NA, OMCH staff decided to expand on the intense period of information 
gathering and analysis that accompanies the formal needs assessments done every five years.  To 
do this, OMCH developed an ongoing quality improvement  process shortly after finishing the 
2005 NA and engaged our partners in on-going assessment of the priorities identified during the 
2005 NA. The process basically consists of staff meeting with stakeholders to periodically bring 
up the 2005 priorities for discussion and re-verification that they are still valid.  This process 
keeps stakeholders continuously engaged until the 2010 NA process and thereafter. 
 
The following examples make it evident that OMCH actively establishes strong collaborations 
with key stakeholders to best assess and help meet the need of all MCH population. 
 

a. Collaboration with State and local MCH programs 
 

Washington’s 35 LHJs are some of OMCH’s most important partners. By Washington law, the 
LHJs are the “action arms” of the public health system with statutory responsibility for design 
and delivery of local health programs. Among the LHJs there is considerable variation by size 
and governance, which has to be taken into account in OMCH’s interactions with them. The five 
largest LHJs (Seattle-King, Tacoma-Pierce, Snohomish, Spokane, and Clark) serve nearly 65% 
of the state’s population. The smallest five LHJs (Skamania, Lincoln, Columbia, Wahkiakum, 
and Garfield) together serve less than 1%. Most LHJs are part of single counties, with the county 
commissions as their boards of health. Two LHJs —Public Health-Seattle/King County and the 
Tacoma-Pierce County Health Department—are combined city-county departments. The rest are 
separate political subdivisions spanning one or more counties.  
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OMCH and the LHJs interact in a variety of ways. The Community Health Leadership Forum 
(CHLF) brings together the community health directors of the LHJs with key representatives of 
DOH. The group addresses key strategic policy and planning issues that impact both DOH and 
the LHJs. OMCH is active in a CHLF subcommittee, the Public Services for Children and 
Families Subcommittee which addresses issues specifically relating to MCH. Another group, the 
CFH-LHJ Leadership Forum, brings CFH and OMCH leaders together with the local public 
health officers and the local health administrators, as well as the community health directors. 
While the Leadership Forum does not only focus specifically on maternal and child health, these 
issues are a key part of its discussions. 
 
Some public health issues are best addressed on a regional basis. To do this, OMCH has divided 
the state into four regions. On a quarterly basis, we convene regional teams, with representatives 
from each LHJ in a region and from multiple sections in OMCH. The meetings focus on public 
health planning and sharing concerns on a regional basis.  OMCH then holds Combined Teams 
meetings to facilitate discussion across regions.  Local and state travel restrictions due to funding 
challenges have limited attendance at in-person meetings and increased the use of 
videoconferencing and iLinc. 
 
The OMCH sections also regularly interact with LHJs staff that has similar areas of 
responsibility. For example, each LHJ assigns a staff person to be its CSHCN coordinator.  
OMCH’s CSHCN staff has regular face to face and telephonic meetings with the LHJ CSHCN 
coordinators from across the state. The OMCH CSHCN section periodically surveys LHJ staff 
about specific program activities and outcomes. Using a listserv has helped make broad and 
frequent communications with local CSHCN counterparts easy. The LHJs also have staff that is 
assigned to be Oral Health specialists, Immunization Coordinators, and Child Care consultants. 
OMCH staff in these areas has also established similar on-going ways of communicating with 
their LHJ counterparts. 
 
Some public health issues are best addressed through broad-based groups that bring together 
representatives of a variety of health care organizations, professional disciplines, parents and 
community coalitions.  The CSHCN Communication Network is a good example. CSHCN 
convenes the statewide CSHCN Communication Network of health plan representatives, staff 
from Medicaid and other state agencies, CSHCN coordinators from LHJs, parent groups, and 
others who work with CSHCN and their families. The group’s purpose is to improve access and 
quality of services for CSHCN. It also works on quality assurance and data sharing for Title V 
children in Medicaid managed care. The quarterly meetings are an opportunity to inform partners 
about programs and policies that affect these children and families, to solicit member input and 
collectively to solve access issues. The meetings also provide an opportunity for members 
focused on similar goals and facing similar challenges to build ties that may lead to future local 
collaborations.  Every year, the Communication Network reviews and gives feedback on the 
Title V Block Grant  OMCH surveyed several members of the Network for their input to the 
2010 NA. 
 
Similarly, the Genetic Services Section (GSS) partners with many community based hospitals, 
academic centers, and multiple non-profit consumer organizations to identify issues that prevent 
appropriate access to quality genetic evaluation, screening, diagnostic testing or counseling 
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services at any time during the life continuum (e.g. preconception, prenatal, newborn, pediatric 
and adult). Besides contracting with five Regional Genetics Clinics located at community 
hospitals, GSS staff also partner with staff from the University of Washington School of Public 
Health, Institute for Public Health Genetics (IPHG), University of Washington Center for 
Genetics Healthcare and Equality (CGHE). As an Affiliate Faculty, the state Genetics 
Coordinator assists IPHG students develop practicum opportunities statewide, nationally or 
internationally.  Several of these practica have directly benefited GSS and Washington State as 
students pursued their interests while simultaneously gathering or analyzing data on issues or 
topics GSS staff desired but didn’t have the resources (human or fiscal) to obtain. From 2004-
2008, GSS staff partnered with the UW Resource Center for Health Policy on the Genetic 
Services Policy Project (GSPP). The aim of the GSPP was to describe the current model of 
genetic services delivery, collect information from key stakeholders, and use stakeholder 
perspectives to translate genetics research into practice that will lead to more effective genetic 
service delivery models. The final report effectively described the existing fragmented genetic 
delivery system and included numerous recommendations for improvements. In addition, GSS 
staff partners with CGHE, a National Institutes of Health funded center of excellence in ethics. 
Activities with this center have focused on developing collaborative based participatory research 
with Native American tribes to determine what genetics issues or concerns they have and how 
they may be respectfully addressed, and more recently, the CGHE staff have agreed to develop 
some policy frameworks for payers of healthcare (private and public) that take into account 
existing science, validity and utility of the genetic test being considered. This follows extensive 
work GSS staff did with clinical and laboratory genetics professionals as well as medical 
directors of insurance plans and Medicaid regarding issues and concerns they each face dealing 
with emerging genetic testing services. 
 
 
 
Another MCH partner located at the University of Washington is the Leadership Education in 
Neurodevelopmental Disabilities (LEND) Program at the Center on Human Development and 
Disabilities.  LEND has a longstanding relationship with OMCH and particularly the CSHCN 
Program.  Three of the CSHCN Program’s key contractors on medical home, adolescent 
transition, and nutrition are housed at LEND.  In 2008, the LEND Program and the CSHCN 
Program were each awarded supplemental federal funds to improve care for children with autism 
and other developmental disabilities.   They have collaborated in the formation and 
implementation of one joint grant advisory council.  As a result, the two programs are working 
much more closely than ever before.  The  UW's Center on Human Development and Disability 
(CHDD) works to extend and enhance MCH priorities in the areas of CHILD Profile, nutrition, 
high-risk infants and children, adolescent transition, medical home, and emotional behavior in 
very young children. MICAH also works with the CHDD to develop and implement curricula on 
topics such as improving nutrition, and teen pregnancy prevention.  The UW School of Public 
Health – MCH Program works with OMCH to cross-train students and match student projects 
with state-level activities.  The MCH Program at the School of Public Health also publishes an 
online newsletter, Northwest Bulletin: Family and Child Health.  It is read by public health 
professionals in Region X-Alaska, Idaho, Oregon and Washington.  OMCH has a representative 
on the Bulletin’s editorial board and our staff regularly contributes articles to the newsletter.  
Both the School of Public Health and LEND have begun participating annually with the Region 
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X Technical Assistance Workshop held in conjunction with the MCH Block Grant Reviews for 
Washington, Alaska, Idaho, and Oregon.  The event uses the opportunity of multi-state MCH 
leaders and federal partners in Seattle for cross-state networking and technical assistance on 
targeted topics.  The 2009 workshop specifically allowed time to jointly prepare for the Five 
Year Needs Assessment. 
 
Another multidisciplinary group, the CHILD Profile Advisory Group, includes parents, 
representatives of other state agencies and professional associations, LHJs, the state 
immunization coalition, and health plans. The Child Profile Health Promotion System mails 
health promotion materials to households with children under six years of age. From birth 
through age six, seventeen mailings are scheduled to be sent to the households with these young 
children. The advisory group gives DOH input for decision making on CHILD Profile policy and 
planning activities. Every few years, OMCH does a satisfaction survey of parents receiving 
CHILD Profile mailings and uses the results to improve the mailings. 

The Washington State Oral Health Coalition (WSOHC) is a broad-based group of organizations 
and individuals whose mission is to promote and advocate for optimal oral health for all 
Washington State residents. OMCH is an active member of the Coalition. Other members 
include dentists and dental hygienists, as well as representatives of social service and health care 
organizations with a stake in oral health, dental clinics, dental foundations, and academic 
programs educating dental professionals.  The Coalition has been driving force in the formation 
of local oral health coalitions throughout the state, which also participate in the statewide group. 
The Coalition works to improve access to oral health care, oral health education and capacity for 
oral health service delivery. A recent collaboration between OMCH’s Oral Health Program and 
the Coalition produced the Washington State Collaborative Oral Health Improvement Plan 2009-
2014.  Statewide implementation of the Improvement Plan is underway.   

OMCH works with the eighteen local Child Death Review (CDR) teams across the state. Local 
CDR Teams provide surveillance, collect data and make recommendations on how child deaths 
in their communities could be prevented. Their recommendations go to local officials and groups 
to inform strategies to reduce by motor vehicle crashes and suicide. MICAH provides technical 
assistance and training to local CDR teams. MCHA recently completed transitioning Washington 
to the multi-state database for CDR. MCHA staff assists CDR teams with data collection and 
provide technical assistance related to data analysis.  

The MICAH section’s work on perinatal issues is informed by the Perinatal Advisory Committee 
(PAC) whose membership includes physicians, nurses, other perinatal health care providers, the 
state Medicaid program, professional organizations, and consumer groups.  MCHA provides data 
analysis and evaluation support to the Committee.  The PAC focuses on identifying and 
prioritizing statewide perinatal concerns, and making recommendations to its members, to DOH 
and to the Medicaid program. Perinatal Regional Network (PRN) Coordinators are staff from 
four tertiary perinatal centers members of PAC. PRNs work within their region of the state and 
coordinate on statewide projects.  MICAH both gives and receives input to and from the PRNs 
through regular meetings three times per year as well as via the internet and telephone. 
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The Vaccine Advisory Committee gives recommendations to the State Health Officer on 
appropriate medical interventions to control preventable diseases.  The State Health Officer 
chairs this group of about 20 members, mostly physicians. They represent public health, 
epidemiology, pediatrics, family practice, internal medicine, and naturopathic medicine.  
 

b. Collaborations with other HRSA programs 
 

The OMCH and DOH’s Office of Infectious Disease and Reproductive Health have a long-
standing joint workgroup to develop effective policies and programs for HIV/AIDS prevention 
and care in the MCH population.  The group has also focused on increasing the rate of HIV 
testing of pregnant women.  

 
OMCH also works the Department’s Primary Care Office (PCO) which is part of the Rural 
Health Program.  Role of the PCO is to enhance access to primary health care for the 
underserved.  With the goal of improving women’s health and access to obstetric care, MICAH 
collaborates with the Department’s PCO, and its Tobacco Prevention and Control, HIV 
Prevention and Education, and Family Planning and Reproductive Health (FPRH), Injury 
Prevention and Women, Infants, and Children Special Supplemental Nutrition Program (WIC) 
programs. 
 

Oral Health also works with DOH’s Office of Rural Health and the Washington Association of 
Community and Migrant Centers to reach dental providers working in community health centers 
and other public clinics. 

The GSS also works closely with the HRSA funded Western States Genetics Services 
Collaborative.  Activities to date have included reviews of newborn screening educational 
materials, development of outcome measures for genetic services, and more recently, a 
workgroup devoted to exploring similarities and differences in the coverage of genetic services 
by Medicaid policies within our region and strategizing activities to improve standard coverage 
issues. 

 

c. Collaborations with programs within DOH 
 

DOH has an internal Memorandum of Understanding among the Division of Community and 
Family Health, which OMCH is located in, the Division of Environmental Health and the Injury 
and Violence Prevention Program to work together on injury related issues. MICAH and MCHA 
are on the Department-wide Injury Prevention Workgroup.  Some examples of injury prevention 
work focusing on the MCH population are:  
 

• CHILD Profile partners with the Injury Prevention Program (IPP) to send product safety 
messages to parents of children between aged birth and six years. 

• The Family Violence Prevention Workgroup with members from MCHA, MICAH, 
CSHCN, Injury Prevention Program, Emergency Medical Services, and Family Planning 
and Reproductive Health plans, coordinates and evaluates activities and secures resources 
to decrease family violence. 
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• MICAH provides consultation for WIC staff about identifying and intervening with 
victims of domestic violence and child abuse. 

 

MCHA works closely with the Center for Health Statistics (CHS) and other epidemiology staff 
across DOH.  A department-wide group of epidemiologists meets monthly to set standards for 
assessment functions, coordinate assessment activities, and facilitate communication within 
DOH. This collaboration has resulted in improved coordination with assessment staff throughout 
DOH and LHJs.  In one recent project, MCHA and CHS collaborated to improve the quality of 
the new birth certificates at each birthing hospital and on joint analysis of data. They have 
continued to collaborate on quality improvement projects designed to improve the quality of vital 
statistics documents.  
 
The Office of Community Wellness and Prevention (CWP), parts of which focus on chronic 
health conditions in adults, and MCH both recognize the relationship between early childhood 
health care and prevention efforts and adult chronic disease.  Their goal is to formalize that 
recognition by working together on the program design and operations of common initiatives. 
One example is bringing together OMCH’s efforts on childhood obesity and the work that 
CWP’s Nutrition and Physical Activity section does on adult obesity.  Another example is 
combined efforts with the CSHCN Program on promoting medical homes for all through a 
statewide learning collaborative approach. 
 
The Women's Health Resource Network (WHRN) has members from 16 programs from 
Divisions of Community and Family Health and of Environmental Health.  This group is a forum 
for DOH-wide input and response to current and emerging women's health issues and service 
gaps. Its goal is to help build state and local capacity to address the needs of women and their 
health concerns. The focus includes data on women's health; policy related to program services, 
quality assurance and standards development; and changes in the health care system. 
 
The Early Hearing Detection, Diagnosis and Intervention program also works closely with the 
Division of Information Resource Management (DIRM) whose staff provides technical 
assistance to the program specifically as it relates to the tracking and surveillance software 
application, data sharing, and data recovery. 
 
 

d. Collaboration with other governmental agencies 

In Washington, the Title XIX program is located in the Department of Social and Health 
Services, Medicaid Purchasing Authority (MPA). All of OMCH sections have developed 
partnerships with MPA.  The two organizations have a mutual goal: assuring quality health 
services for pregnant women, infants, children, and adolescents served by Medicaid. The two 
agencies have an Inter-Agency Agreement that supports MPA’s State Plan and authorizes 
Medicaid Administrative Match for many activities OMCH conducts.  The CSHCN section 
manager is a member of Washington’s Title XIX Advisory Committee, which is an ongoing 
venue to discuss Medicaid operations, programs and planning and make recommendations on a 
wide range of Medicaid issues. 
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OMCH partners with MPA and the Health Care Authority- the two largest purchasers of health 
care in Washington--to develop performance measures for providers and health plans caring for 
children.  While the focus of this effort is children in publically funded health coverage, all 
children receiving care in Washington benefit when services meet performance measure targets. 
 
About 75 % of CSHCN in WA are eligible for Medicaid.  OMCH’s CSHCN section partners 
with Medicaid, LHJs across the state, and Medicaid managed care plans in multiple ways to 
improve access and quality of health services for these children.  CSHCN partners with 
Medicaid, the LHJs, Medicaid’s managed care plans to identify, track, and coordinate care for 
children in managed care who are also served by Title V.  OMCH also works closely with 
Medicaid on eligibility, reimbursement, and benefit issues regarding CSHCN. When this work 
focuses on children in foster care OMCH works with DSHS’s Children’s Administration, Office 
of Foster Care and a new program in the Medicaid program called Fostering Well-Being that 
focuses on children in foster care with complex medical conditions. 
 
MPA’s program called First Steps provides full medical coverage, including prenatal care for 
Medicaid eligible pregnant women.  Additional program components offer support and 
interventions for Medicaid mothers and infants at risk for adverse outcomes during pregnancy 
and up to age one.  MICAH assists MPA in administering three parts of the First Steps Program: 
Maternity Support Services, Childbirth Education, and Infant Case Management. This 
partnership provides DOH access to all of the practitioners providing care for Medicaid eligible 
women and infants receiving these services. Since 48% of all Washington’s births are Medicaid 
births, this access is important to improve overall state birth outcome rates. OMCH can influence 
the delivery of health promotion/disease prevention messages and other interventions to mitigate 
risk factors for the women and families in the program. 
 
The MCHA Section collaborates with Medicaid’s First Steps database staff on many assessment 
and evaluation activities.  OMCH also provides health outcome data, stratified by Medicaid 
status, to local health partners. MCHA analyzes Medicaid data, as well as data from other 
sources, and disseminates the results of its assessments in a variety of MCH Data Reports, a 
Perinatal Indicators Report and other surveillance reports and data requests. MICAH then uses 
the results to develop strategies to improve the delivery and coordination of services and increase 
capacity in underserved areas. OMCH also provides clinical oversight/monitoring of Medicaid 
programs to assure quality of care and compliance with requirements. Finally, MICAH 
participates in all aspects of training to improve service delivery. 
 
The Genetic Services section collaborates with Medicaid on prenatal genetic counseling services 
for Medicaid clients and their infants up to 90 days after birth. Genetic Services provides state 
funding match for genetic services and oversees the program, working directly with Medicaid on 
its administrative aspects.  Finally, Genetic Services provides technical consultation to MPA for 
genetic services issues overall. 
 
The Immunization Program CHILD Profile (IPCP) and MPA have a broad partnership to 
improve immunization coverage and promote other preventive health care services through 
CHILD Profile Health Promotion.  A formal data sharing agreement assures the CHILD Profile 
Immunization registry has up-to-date information on the vaccinations administered to 
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Washington’s Medicaid eligible kids. MPA promotes the use of the registry to managed care 
health plans as a performance improvement tool to increase immunization rates.  MPA and IPCP 
work to maintain and expand partnerships with the state's health plans through a quarterly 
meeting with health plan quality staff.  MPA and IPCP work on the Vaccines for Children (VFC) 
Program to ensure VFC-qualified children get immunized and providers have the correct billing 
information. 
 
MPA participates on the CHILD Profile Advisory Group and helps develop CHILD Profile 
Health Promotion materials for parents. MPA distributes information about development and 
early intervention services to parents of children ages 3 to 18 months old. Several OMCH 
sections work with MPA to increase the quality of and access to the Early Periodic Screening 
Diagnosis and Treatment program which provides well-child check-ups for children, ages birth 
to 18 years. 
 
OMCH and the state’s Office of the Superintendent of Public Instruction (OSPI) collaborate in 
many different areas. The Coordinated School Health (CSH) Grant Washington received from 
CDC is being implemented as a partnership between DOH and OSPI. CSHCN and MICAH 
participate on the CSH Interagency Committee, and work to align this effort with related 
adolescent health and mental health planning initiatives. IPCP works with OSPI to distribute 
child development and school readiness information and with OSPI Health Services on 
immunization requirements for school entry. CSHCN works with OSPI to identify appropriate 
health outcomes for CSHCN and also has a close working relationship with OSPI’s School 
Nurse Corps. OSPI representatives are actively involved in CSHCN’s autism project. MICAH 
works with OSPI and LHJs to review sexual health education curricula for adherence to the 
state’s Healthy Youth Act and to develop scientific accuracy trainings for school personnel.  
 

OMCH and the state’s Department of Early Learning (DEL) are frequent partners.  Dr. Maxine 
Hayes, Health Officer for DOH is a member of DEL’s Early Learning Advisory Committee.  
Since many of OMCH-DEL collaborations also include local and statewide public and private 
organizations they are described in the next section.  Cross-agency activities with DEL are likely 
to grow with the recent move of the state’s early intervention program for young children birth to 
three from DSHS to DEL.  The CSHCN Program partners with the newly named Early Support 
for Infants and Toddlers (ESIT) Program on many projects, including a new focus on early 
identification of infants, birth to 12 months.  In addition, EHDDI staff routinely meets with and 
share data with ESIT staff regarding infants identified with hearing loss and referrals to early 
intervention. 
Every two years, Washington conducts the Healthy Youth Survey (HYS) to gather information 
about behaviors among public school students in grades 6, 8, 10, and 12.  The HYS is the main 
instrument Washington uses to collect data from its adolescent population on a variety of health 
behaviors.  The state agencies on the multi-agency workgroup leading HYS are DOH, DSHS, 
OSPI, the Department of Commerce, the Liquor Control Board and the Family Policy Council.  
OMCH works with these agencies and external stakeholders to develop questions for the HYS.  
OMCH’s MCHA section has major responsibility for coordinating the survey and analyzing its 
results.  Recent state, county and school data from the HYS and fact sheets are available online 
at: www.askhys.net  In Washington, the HYS takes the place of the Youth Risk Behavior 
Surveillance System used in many states. 
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 e. Collaboration with Tribes 
Washington is home to 29 federally recognized Indian tribes, most of which provide 

public health and health care services to their members. In recent years, Federal support for these 
services has steadily eroded. While American Indians/Alaska Natives (AI/AN) comprise about 
2% of WA’s residents, the health outcomes of their maternal and child populations are among 
the worst in the state. Of particular concern are infant mortality, adolescent immunization and 
oral health. Much of OMCH’s work with the tribes is through the American Indian Health 
Commission (AIHC).  AIHC, which represents the tribes and two urban Indian health clinics, 
works to improve the health status by promoting increased tribal-state collaboration. 

 

f. Collaboration with family organizations. 

OMCH makes a point of supporting and working closely with family organizations.  The family 
perspective is an integral component of developing high quality, culturally competent programs 
and public policy. Family centered care is a central tenet of the OMCH CSHCN program.  The 
program employs a parent of a child with special health care needs as a full-time Family 
Involvement Coordinator.  She works with staff on all CSHCN issues and plays an instrumental 
role in facilitating family consultation and participation with OMCH and at the local, regional, 
and state level. The current Family Involvement Coordinator is one of five delegates from 
Washington to the Association of Maternal and Child Health Programs (AMCHP).  

 

OMCH's Family Involvement Coordinator takes a leadership role in activities to increase family 
involvement in children with special health care needs policy and program development. This 
includes implementing a family leadership strategic plan to increase integrated systems of care 
for CSHCN and their families. The Family Involvement Coordinator ensures that OMCH gets 
feedback from parents on the draft Block Grant application.  Parents were also among the 
stakeholders interviewed as key informants during the 2010 Needs Assessment process.  The 
Family Involvement Coordinator has recruited parents to participate in activities supporting the 
Linking Actions for Unmet Needs in Children’s Health (LAUNCH) project and to the Oral 
Health program.  

 

Since 1994, the Washington Fathers Network (http://www.fathersnetwork.org/707.html) has 
been advocating for and providing support and resources for all men who have children with 
special needs and their families. It is funded by OMCH CSHCN program, the Kindering Center 
(Bellevue, Washington), and private donations.  The organization focuses primarily on fathers of 
CSHCN, but also involves other family members and care providers.  It provides CSHCN and 
their families with resources and information, distributed through a variety of media.  The 
Fathers Network also sponsors support groups and social events for CSHCN and their families.   
 
Washington State Parent to Parent (P2P) is a program of the Arc of Washington.  It provides help 
to CSHCN and their families including peer support and mentoring, resources as well as 
information dissemination.  It helps make connections among families with CSHCN who have 
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similar conditions and/or are from similar ethnic backgrounds.  P2P works closely with the 
CSHCN Coordinators at Washington’s 35 local health jurisdictions, medical home teams, 
feeding teams and other services provided by DSHS and the OMCH CSHCN program.  The 
CSHCN program provides some funding to P2P.    
 
The Family Involvement Coordinator works closely with Washington’s Part C birth to three 
program. Early Support for Infants and Toddlers (ESIT) and is a member of ESIT’s Family 
Leadership and Involvement Committee. She also works closely with the Family to Family 
Health Information Center, a project of Family Voices. 
 
The EHDDI Program works with Washington State Hands and Voices which will be starting the 
Guide By Your Side (GBYSTM) program in Washington State.  GBYSTM supports families with 
children who are deaf or hard of hearing without bias about communication modes or 
methodology.  Through this program, a trained Family Guide will partner with families of 
children suspected of, or diagnosed with, a hearing loss to provide emotional and informational 
support.  The Family Guide will also ensure that families are aware of the resources and services 
offered by Washington’s early intervention system.  Hands and Voices conducted its first 
training for parent guides in August, 2010.  They will launch the GBYSTM program in September 
 
Taken together, these services represent key partnerships and links among families and 
individuals with special health care needs, the organizations and individuals who provide 
services for them and the OMCH CSHCN program.  They are greatly valued by all involved. 

 

 

g. Collaboration with other State and local public and private organizations: 
OMCH frequently collaborates through broad interagency groups and public/private partnerships 
in a way that assures all stakeholders are at the table. A good example is the Early Childhood 
Comprehensive Systems (ECCS) Grant which OMCH-MICAH administers. The broad based, 
public-private ECCS partnership includes several other state agencies: the Department of Early 
Learning (DEL), the Office of the Superintendent of Public Instruction, and the Council for 
Children and Families. Some of the community organization partners are Thrive by Five 
Washington, Reach Out and Read, and the Foundation for Early Learning. ECCS has five critical 
components: health, social-emotional development and children’s mental health, early care and 
education, parenting, and family support. Without this broad spectrum of partners addressing all 
five components would not be possible. The ECCS partnership is creating an Early Learning 
Plan for Washington--a strategic plan to assure children are healthy and ready for school. ECCS 
is also working to integrate medical home into health and early literacy activities; to integrate 
Strengthening Families protective factors across early learning systems; and to develop a Birth to 
Three Plan for the state. 
 
Council for Children and Families (CCF), previously the Washington Council for the Prevention 
of Child Abuse and Neglect, works to prevent child abuse and neglect before it happens (primary 
prevention) by promoting protective factors, including positive parent-child relationships, non-
punitive discipline, and an understanding of child development. Riley Peters, Director of OMCH, 
represents DOH on CCF.  Representatives from DSHS, OSPI, and DEL and other stakeholders 
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also serve on the council.  CCF partners with IPCP by providing shaken baby and post partum 
depression brochures for inclusion in the CHILD Profile Health Promotion mailings. 
 
The cross agency Family Policy Council (FPC) helps Washington communities learn the costs 
and causes of child and family problems and establish systematic ways to reduce those problems.  
The FPC has established partnerships with forty-two Community Public Health and Safety 
Networks.  Each of these local affiliates works to improve the effectiveness of services in its own 
community and strengthen the community’s capacity, which decreases the need for formal 
services.  The issues they address include child abuse and neglect, youth substance abuse, youth 
suicide, domestic and youth violence, teen pregnancy and male parentage, and dropping out of 
school.  Riley Peters, Director of OMCH, is DOH’s representative to the FPC.  Other members 
represent the Governor’s office, the State Legislature, DSHS, OSPI, DEL, the Employment 
Security Department, and the Department of Commerce. 
 
OMCH has multiple partnerships with our state’s universities.  Several collaborations with 
maternal and child health programs at the University of Washington are described above in 
Section 2 a.Collaboration with State and local MCH programs.   GSS staff works with the UW 
Center for Health Policy, Center for Genomics Healthcare Equality and the Institute for Public 
Health Genomics on a variety of training and health systems research endeavors.   The OMCH 
Oral Health Program partners with the University of Washington, School of Dentistry on projects 
to improve the oral health of state residents.  Washington State University is evaluating the 
Linking Actions for Unmet Needs in Children’s Health (LAUNCH) project for MICAH. MCHA 
provides training opportunities to Master of Public Health practicum students and plans on 
collaborating soon on projects for Master of Science theses at the University of Washington 
School of Public Health. MCHA also provides training opportunities to Council of State and 
Territorial Epidemiologists (CSTE) fellows from Centers for Disease Control and Prevention, 
and to Graduate Summer Internship Program (GSIP) interns from Health Resources and Services 
Administration (HRSA) of the US Department of Health and Human Services. 
 
 
OMCH collaborates with Washington’s pediatric hospitals:  Mary Bridge Children's Hospital 
and Health Center, Seattle Children’s, and Sacred Heart. Mary Bridge is the site of an OMCH 
supported neurodevelopmental center and the Maxillofacial Review Team for Southwest 
Washington.  Genetic Services works with Seattle Children’s to provide training and technical 
assistance to birthing hospitals across Washington on newborn hearing screening. Seattle 
Children’s Center for Children with Special Needs provides information to families, providers, 
and policy makers on health issues for CSHCN and their families. IPCP works with Seattle 
Children’s to develop and distribute materials for parents of children aged birth to six years on 
injury prevention and on preventing and treating childhood illnesses. Since Seattle Children’s is 
a regional pediatric referral center, children and families from Alaska and Idaho also benefit 
from some of these collaborative efforts.  CSHCN works with Sacred Heart Children’s Hospital 
in Spokane to promote the availability of quality nutrition services and improve nutrition 
outcomes for children with special health care needs in the east region of the state. 
 
IPCP, CSHCN, and MICAH work with health care provider associations including the 
Washington Chapter of the American Academy of Pediatrics, Washington Association of Family 
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Physicians, Washington State Obstetrics Association and the Washington Medical Association, 
to provide information on best practices for immunization, quality assurance activities around 
vaccine use, special projects to increase immunization rates, developmental screening and 
prenatal practices. Oral Health works with the state dental and dental hygienists associations to 
reach private dental and dental hygiene providers. 
 
When OMCH works on a program that focuses on a specific health condition or issue (e.g. 
autism, epilepsy, hearing loss, and oral health) OMCH actively seeks partners with the pertinent 
state associations, interest groups and community organizations. For example, the CSHCN 
section has actively recruited and involved the Autism Society of Washington, Autism Speaks 
Washington, Family Voices of Washington, the Family to Family Health Information Center, 
and Easter Seals partner with CSHCN on its Autism Project.  The Epilepsy Foundation 
Northwest and CSHCN are collaborating on a three year grant to DOH to improve community-
based system of services for children and youth with epilepsy. Activities focus on medically 
underserved and rural areas of central Washington, particularly areas with significant Hispanic 
population. 
 
OMCH tries to involve youth in programs directed at them. MICAH uses focus groups for input 
from youth and adults on teen pregnancy prevention efforts. These statewide focus groups gather 
input on specific topics, such as developing media literacy curricula or a media campaign. 
CSHCN has sought involvement from youth with epilepsy or autism in grant activities and 
advisory groups, without much success.  Some of our partners are pursuing alternate ways to 
engage youth with special health care needs through the internet. 
 

h. New avenues for collaborating 
OMCH is beginning to use social media to support and convey health promotion messages to the 
MCH population.  DOH is becoming an outreach partner on the national Text4Baby Initiative 
and is planning to lead a statewide campaign to promote this initiative. Text4Baby,  a public-
private partnership between the cell phone industry, government health agencies, NGOs and 
corporate partners, sends free SMS text messages to pregnant women and new moms with tips 
and information on how to take care of themselves and their babies. Enrollees receive evidenced-
based English or Spanish health messages on their cell phones.  The messages are timed to their 
due date or baby’s birth date. The text messages focus on a variety of topics critical to maternal 
and child health, including immunizations, nutrition, seasonal flu, oral health, and birth defect 
prevention. Many messages also list toll-free hotlines users can call for more information and 
local resources. 
DOH used Twitter (twitter.com/WA_DeptofHealth) as part of the effort to get H1N1 information 
out in real time. Twitter was especially helpful in getting messages out to pregnant women and 
parents. In fact, the message about children under ten needing two doses of vaccine was one of 
the H1N1 tweets that got the most activity after it was posted. The agency has promoted the site 
through news releases and links on its online newsroom page. It also uses the Twitter site to give 
advance notice of some upcoming news releases, which gives reporters an extra incentive to sign 
on. As a result, over the last year, the number of online "followers" grew from a handful to more 
than 300 today. Many of the followers are "retweeting" agency information regularly, which 
helps us reach thousands more. The agency is currently evaluating this initial effort. OMCH 
plans to continue using Twitter for health promotion messages. 
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3. Strengths and Needs of the Maternal and Child Health 
Population Groups and Desired Outcomes 
 
The information contained in this section was primarily taken from the sources mentioned in 
Section 1, “Methods for Assessing the Three MCH Populations”.  In many cases,  these sources 
break down the data on the three populations by various factors such as Medicaid enrollment, 
race and ethnicity, age groupings, gender (where appropriate) and geographic distribution in 
Washington State.  This allowed us to evaluate the three MCH populations (pregnant women, 
mothers, and infants; children; and CSHCN) by these factors, at the minimum, for gaps and 
disparities within services among populations. We are presenting only “highlights” of 
information relevant to this application. 
 

a. Cross-Cutting Strengths and Needs Across all Population Groups: 
  

i. Strengths of the MCH Population in Washington State 
  
Washington State has strengths that impact and keep its population healthy.  The Governor 
shows a personal interest in the health and well being of the MCH population.  As Attorney 
General of Washington, she helped lead the Global Tobacco Settlement which restricted tobacco 
company’s efforts targeted at children and youth, and created funding for public health initiatives 
in Washington, including such OMCH activities as the Healthy Youth Survey (HYS). The 
Governor created the Department of Early Learning (DEL), a new state agency, tasked with 
providing education services and support to young children and their families.  OMCH partners 
with DEL in many of its activities with young children and their families.  Throughout the recent 
economic recession the governor has reiterated that maintaining services to the MCH population 
is a priority and has worked to minimize the impact on the MCH population due to budget cuts. 
 
Washington’s adult female population is relatively well educated and employed.  Fifty eight 
percent of women ages 18-44 reported some college in 2008 and 61% of all women 15-44 
reported working in 2008, with 37% working full time.  Even through the recent recession 
Washington State has maintained a lower unemployment rate than the nation as a whole, 9.7% in 
May 2010 for US population vs. 9.1% for Washington. As employment is the main way most 
Washington residents receive their health insurance, fewer people are likely to be insured. This, 
in turn, may have a direct influence on access and utilization of health care for the MCH 
population. In a series of focus groups conducted in 2006-2007 among Washington resident 
women, main findings included the fact that most women understood the need for and how to 
stay healthy.  As women are, by and large, the main caregivers to young children and youth, an 
educated, employed and insured women population is the foundation for better outcomes among 
the other MCH populations as well. 
 
Washington State also benefits from a “culture of collaboration” among the many groups which 
work with the MCH population.  Connections between the OMCH, other state agencies such as 
DEL, Office of the Superintendent of Public Instruction (OSPI) and the Department of Social 
and Health Services (DSHS) are well established, close and on-going.  OMCH also works with 
the state’s Local Health Jurisdictions (LHJs) in coordinating services, funding activities and 
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assurance activities.  Finally, OMCH collaborates with outside stakeholders such as educational 
institutions, private non-profit organizations and the MCH population itself.  All of these 
collaborations, many of which will be discussed in further detail in other sections of this 
document, leverage the strength of efforts across the entire MCH population. 
 

ii. Needs of the MCH population 
 
While Washington State’s MCH population has some strengths which cut across all three groups, 
there are some weaknesses that likewise cut across all the groups.  The most obvious one is the 
present economic downturn which has impacted, to some degree, the three population groups in 
terms of more unemployment or underemployment among members of the population, and 
decreased access to publicly funded services at the time when demands on those services are 
increasing. 
 
Prior to the recent economic downturn, Washington State began experiencing a reduction in the 
number of primary care providers who can see patients in the MCH population.  This is 
especially acute in obstetric services at a time when the number of deliveries in Washington has 
been increasing.  Also of concern for the MCH population is the decreasing interest in the 
remaining providers to take on low-income patients, especially those covered by Medicaid.  All 
of these issues have become more pronounced as the economic downturn cuts resources and as 
the pool that needs to make use of them increases. 
 

b. Health Status of Each State MCH Population Group: 
 

i. Pregnant Women, Mothers and Infants 
 
There were 90,270 births to Washington residents in 2008, the year for which OMCH has the 
most recent complete data.  Non-Hispanic whites made up the largest percent, 63.1%, and 
Hispanics, the second largest, 19.2%. Since 1998, the percent of births to non-Hispanic whites 
has decreased from 73.7% while births to Hispanics have risen considerably from 13.1%. These 
numbers will have a considerable impact on the future demographics of Washington State. 
 
The overall birth rate for Washington State has increased by a small amount since 1998 from 
62.2 to 66.9 births per 1,000 females in 2008.  The teen birth rate (age 15-17 years) has 
undergone a substantial decrease between 1998 and 2008 from 42.5 to 32.1 per 1,000 females.  It 
should be noted, however, that the rate of 32.1 is an increase over recent years, such as in 2005 
when the rate was as low as 30.7 per 1,000.  Between 1998 and 2008, births to women over 30 
years of age are up, with the greatest increases in the 30-34 year cohort (from 103.0 to 120.2 per 
1,000 females) and the 35-40 year cohort (from 47.4 to 59.1 per 1,000 females).  Increased births 
to older women may impact pregnancy outcomes related to increased maternal age, such as birth 
defects.  
 
Also between 1998 and 2008, pregnancy rates, have increased a small amount, from 82.6 to 85.2 
pregnancies per 1,000 females.  Over the same decade, there has been a marked decrease in teen 
pregnancy rates, from 41.1 to 26.7 per 1,000. Unintended pregnancies remain high, with 
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approximately half of all pregnancies to Washington residents over the past decade being 
unintended. 
  
Cesarean deliveries have increased over the last decade accounting for 31% of all births in 
Washington in 2008.  Nationally, Washington ranks 15th in total C-section rates.  The percent of 
Washington residents who underwent a primary C-section without having a previous history of 
C-section was 21.5.  The Healthy People 2010 goal is 15.5.  Washington State OMCH, along 
with external partners, is engaged in a process to reduce un-necessary C-sections and improve 
overall quality of care. 
  
Being overweight or obese continues to be a health concern in the state’s pregnant women. 
About 42% of women were either overweight or obese prior to pregnancy in 2008.  In 2008, 
47% of women gained more weight while pregnant than recommended by Institute of Medicine 
standards. The negative impact of being overweight or obese on pregnancy outcomes and future 
maternal health is a public health concern that needs to be addressed. 
  
First trimester prenatal care initiation remained low, 77.1%; the Healthy People 2010 goal is 
90%.  The rates of women receiving late (defined as having initiated care in the 3rd trimester) or 
no prenatal care rose slightly from 5.5% in 2007 to 5.7% in 2008. Women on Medicaid continue 
to have lower first trimester care rates than women not on Medicaid, 66.6% vs. 87.0%, and 
higher rates of late and/or no care, 8.4% vs. 3.1%, than women who did not receive Medicaid.   

   
While overall smoking rates among pregnant women were low, there was a significant disparity 
in these rates among women who did receive Medicaid and those who did not, with those 
receiving Medicaid smoking more, 17% vs. 6%.  When further limited to women who qualified 
for Aid to Families with Dependent Children (AFDC) or Temporary Assistance for Needy 
Families (TANF) the disparity was starker, with 37% of these women smoking during pregnancy.  
The Healthy People 2010 goal is to increase abstinence from smoking among pregnant women to 
99 percent, and to increase smoking cessation during the first trimester of pregnancy to 30 
percent. Washington has not met the abstinence goal and cannot measure the second goal. 

 
Over a six month period in 2006 and 2007, DOH contracted with Gilmore Research Group to 
conduct seven focus groups with women 18-29 years, and four focus groups with primary health 
care providers. We recruited women from communities using random digit dialing of Gilmore 
databases, and from women responding to postings asking for participants. We also recruited 
practitioners from among a random sample of providers from a DOH database. Staff developed 
detailed discussion guides for both the women’s and provider focus groups.  Initially, women 
were asked, “What does it mean to be healthy?”  After their unaided responses, they were asked 
to rank a list of healthy living messages developed by the DOH.  Providers were asked what 
preconception care meant to them, what elements it should include, their experiences providing 
preconception care and barriers to providing screening and care. Focus groups were audio-taped 
and transcribed, and themes were identified from the transcripts.  The findings from the focus 
groups were as follows: 
 
 Women’s Focus Groups: 
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• Most women were aware of what healthy living means; some questioned its import 
especially outside of pregnancy 

• Overall, women ranked getting plenty of rest, eating a variety of foods, and seeing a health 
care provider regularly as most important for healthy living 

• Overall, women considered avoiding tobacco use, seeing a dentist, drinking in moderation, 
taking a multivitamin, and seeing a provider if depressed as less important  

• Smokers felt women “must want to quit to be successful” and must try several times to be 
successful 

• Several themes emerged – prevalence of drugs in women’s lives, unintended pregnancies, 
lack of role models for trusting and respectful relationships 

• Women cross-checked multiple sources for information – mom, friends, TV, Internet to 
determine whether to seek health care  

• Smokers and non-smokers gave similar responses  
 

 
 Provider’s Focus Groups: 
 
• Most providers associated preconception health with women who are actively trying to 

conceive 
• They thought women rarely seek this care and that those who do are middle-upper class and 

well educated 
• They considered providing many of the elements of preconception care to be a priority, and 

to be general primary health care 
• Providers thought low income women, women with high risk behaviors, chronic medical 

conditions, significant family history and past adverse outcomes were most in need of 
preconception care 

• Many providers were more on preventing unintended pregnancy and were less likely to cover 
preconception elements. 

• Providers prioritized elements most likely to negatively affect birth outcome: tobacco, 
alcohol & drug use.  

• Providers saw adequate sleep and stress management as lower priority 
• Providers reported taking good family history and referring for genetic counseling as needed 
 
 The following conclusions were drawn from the findings:  
 

Conclusions and Next Steps 
 

• Women understand what healthy living means, but find healthy behaviors difficult to 
maintain  

• Health promotion activities will need to consider stress, lack of time, and cost for success 
• Providers currently doing some preconception work 
• Interconception care may initially be more acceptable due to identified risks and parental 

motivation  
• Providers need reimbursement options and more time to counsel women 
• Tools, including up to date referral resources and checklists, would be useful 
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• DOH is beginning work with existing programs to integrate preventive care across lifespan.  
  
Relevant findings of the focus groups are mirrored in the data about the status of mothers and 
pregnant women in Washington from quantitative data sources.  The general good level of 
knowledge of what a healthy lifestyle is and what is needed to achieve it may be reflected in the 
overall lower rates of adverse pregnancy outcomes, such as infant mortality seen in Washington 
State. Also reflecting surveillance data on pregnant women’s use of services such as first 
trimester prenatal care, were the provider’s observations that low-income women were not 
getting the prenatal care they needed compared to upper middle class and educated women. The 
theme of unintended pregnancies from the focus groups is reflected in data over the past decade 
showing that approximately half of all pregnancies to Washington residents were unintended. 

 
Washington State’s overall infant mortality rate (IMR) ranked as the lowest in the United States 
in 2006.  Between 2004 and 2006, of the 39 states for which the National Center for Health 
Statistics (NCHS) reported an African American IMR, Washington State’s IMR among African 
Americans was the lowest in the nation. Among Hispanics during the same time period 
Washington ranked second lowest of 41 states for which the NCHS reported a Hispanic IMR.  In 
2008, however, the overall IMR was noted to have made a one-year jump, from 4.8 per 1,000 
infants in 2007 to 5.4 per 1,000 infants. The increase was identified in neonatal deaths.  Although 
Washington State has outperformed other states in race/ethnic specific IMR rates, there still 
persists within Washington State a noticeable disparity in the IMR for both African Americans 
and Native Americans.  Both of those groups have higher IMRs than the state’s other 
racial/ethnic groups.  In addition, while Washington State’s overall IMR has been decreasing, the 
IMR for Native Americans and Alaska Natives resident in Washington State has actually 
increased since 1994. This increasing racial gap in IMR is concerning and requires more 
attention. 

 
In 2008, the LBW rate for singletons was 4.7 percent, representing 4,127 births in Washington 
State, compared to a national rate of 6.5 percent in 2006, the most recent year for which national 
data are available. The total Washington LBW rate (which includes multiple births) was 6.3 
percent or 5,711 births in 2008, compared to a national rate of 8.3 percent in 2006.  The total 
Washington LBW rate increased significantly from 5.3 percent in 1990 to 6.3 percent in 2008. 
The singleton LBW rate also changed significantly from the 1990 rate of 4.3 percent to 4.7 
percent in 2008.  Singleton LBW births were significantly higher among women ages 15-19 and 
40- 44 compared to women in other reproductive age groups and higher among black women 
compared to women of other races and ethnicities.  The National Healthy People 2010 objective 
is to reduce the total LBW rate to no more than 5.0%. Washington has not yet met this objective. 
 
Total preterm delivery (includes multiple births) in Washington increased from 8.4% in 1993 to 
10.5% in 2008. During the same period, singleton preterm delivery increased from 7.6% to 9.0%.  
Nationally, total and singleton preterm delivery have also increased. In 2006, 12.8 percent of 
total births in the U.S. were preterm, and 11.1 percent of singleton births in the U.S. were 
preterm. Washington has not met the Healthy People 2010 objective to reduce total preterm birth 
to no more than 7.6 per 100 births 
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Data presented on pregnancy, birth, birth outcome and infant mortality are  available at the 
community level and has been used for the Home Visiting Needs Assessment application. 
  

ii. Children and Youth  
 
According to the 2007 National Survey of Children’s Health (NSCH), 85.8% of Washington 
children were reported to be in excellent or very good health.  This percent was not statistically 
different from the nationwide percent of 84.4%. In the State of Washington 84.2% children had 
one or more routine preventive health care visits in the previous year.  This was significantly less 
than the nationwide percentage of 88.5%.  However for preventive dental care Washington State 
was significantly better than the nation as a whole, 81.3% vs. 78.4%.  Consistency of insurance 
for Washington kids, defined as not losing coverage in the previous year, was reported by the 
NSCH to be 85.6%, which was not statistically significantly different from the nationwide 
percent of 84.9%. 
 
In the field of mental health care, 62.4% of Washington kids who needed mental health services 
in the previous year did receive them, which was not statistically significantly different from the 
national rate of 60.0%.  The same was true of receiving care in a medical home, with 59.9% of 
Washington kids receiving care in that setting vs. 57.5% nationwide.  In the percent of kids 
receiving a standardized developmental screening in a routine health care visit in the previous 
year, Washington did perform better, 25.6%, than did the nation as a whole, 19.5% 
 
Children in Washington State were much less likely to live with a smoker than were kids in the 
nation as a whole, 19.1% to 26.2%. 
 
These data from the NSCH are from the 2007 survey and may not reflect the current situation for 
children in the State of Washington in 2010. 
 
The National Immunization Survey (NIS) found that Washington kids, 19-35 months of age were 
significantly more likely to be up to date with the 4:3:1:3:3 (4DTaP: 3 Polio: 1 MMR: 3 Hib: 3 
Hepatitis B) series of shots than were kids nationwide, 77.7% vs. 68.4%.   Washington is also 
more successfully getting its children a “birth” dose (within 3 days of birth) of Hepatitis B 
vaccine than is the nation as a whole, 72.6% vs. 55.3%.  At present Washington State is not 
meeting the Healthy People 2010 goal of having 80% of 19-35 month old kids covered by the 
4:3:1:3:3 core series of vaccines.  Among single antigen series Washington State is only meeting 
the 90% goal of immunization among 19-35 month olds with MMR, at 91.2% being covered 
with one MMR vaccination. 
 
Dental carries, despite the better than national average access to care reported in the NSCH, 
continues to be the most prevalent disease among Washington’s children.  The 2005 Washington 
State Smile Survey found that 59% of kids 6-8 years old surveyed had decay experience on 
either their primary and/or permanent teeth.  Twenty one percent of kids 6-8 years old had 
experienced rampant decay, defined as having 7 or more teeth decayed, missing or filled.  HP 
2010 sets a goal of 42% of kids 6-8 having dental carries experience.  Washington is not meeting 
this goal.  Racial and ethnic disparities in dental carries experience were found among 
Washington children, with Asian, American Indian/Alaskan Native and Hispanic kids having 
statistically significantly more dental carries experience than White non-Hispanic children,  68%, 
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77% and 72%, respectively vs. 55%.  These same three groups also experienced more rampant 
dental carries experience than non-Hispanic White kids, 27%, 37% and 30%, respectively vs. 
16%.  Preschool kids enrolled in Head Start or State Early Childhood Education and Assistance 
Program (ECEAP) programs for the low income reported that 45% of these kids had experienced 
some tooth decay.  The HP 2010 goal for dental decay among 2-4 year olds is 11%.  While the 
HP 2010 standard is set for the general population, and the Smile Survey examined kids who 
tended to be lower income, and therefore understood to be a higher risk for dental decay, the 
discrepancy between the Washington rate and the HP 2010 goal is still quite large and represents 
an area of needed improvement for Washington State. These data are from the 2005 WA Smile 
Survey.  
 
  
Washington’s children and youth are, like children across the nation, experiencing elevated rates 
of obesity and overweight compared to previous generations.  Data from the Washington Healthy 
Youth Survey (HYS) in 2008 showed that about 11% of 8th, 10th and 12th graders were obese 
and another 14%-16% were overweight based on self reported height and weight.  African 
American, Native American/Alaska Native, Pacific Islanders and Hispanic children in the 10th 
grade were more likely to be obese than their non-Hispanic white classmates. However, obesity 
among Washington adolescents has remained stable since 2002. 
   
Nationally, the percentage of children and adolescents who are defined as overweight has more 
than doubled since the early 1970s. In 2007, about 13 percent of 10th graders nationally were 
obese, and 16 percent were overweight.  Obesity is a leading indicator for Healthy People 2010, 
one objective being to reduce the proportion of children and adolescents who are overweight or 
obese to 5 percent by 2010.  Washington’s rates were higher than this target.  
The percent of those overweight (those at or above a BMI in the 85th percentile; National 
Performance Measure (NPM) #14) in younger children, age 2 to 5 years, who receive WIC 
services has risen since 2001 from 22.7% to 30.3% in 2008. 
  
In 2008, between 40% to 62% of grade 6, 8, 10, and 12 students, got the recommended amount 
of physical activity of at least 60 minutes on five or more days a week. Around 50% of grade 8, 
10, and 12 students watched television, play video games, or used the computer for fun for three 
or more hours a day on an average school day. The Institute of Medicine recommends that 
children’s screen time be limited to less than 2 hours per day. 

 
In dietary choices among children, data from the HYS showed that between 22% and 28% of 8th, 
10th, and 12th grade students ate at least five servings of fruit and vegetables a day.  Soda 
consumption among teens had decreased since the previous survey, with fewer 10th and 12th 
graders reporting having drunk two or more sodas in the previous day:  In 2006 78% and 76%, 
and in 2008 75% and 69%, respectively. 
  
The HYS found that older youth are less likely to enjoy school. In 2008, 28% of 6th graders 
reported they almost always enjoyed school compared to 17% in 8th grade, 14% in 10th grade and 
11% in 12th grade.  Between 18% and 23% of 6th, 8th and 10th grade students reported they 
skipped a whole day of school in the past month.  For 12th graders, 30% have skipped a day in 
the past month. 

30 of 389



 
Students in Washington generally reported feeling safe at school: between 81% and 88% of 6, 8, 
10 and 12th graders reported so.  Bullying remained an important factor in many children’s 
school lives, however, with 30% of 6th, 29% of 8th, 23% of 10th and 16% of 12th grade students 
having reported that they were bullied in the previous 30 days. Between 8 and 11% reported they 
were cyberbullied (bullied via a cell phone or the Internet) in the past month. Physical fighting 
increased from 2006 for grades 8, 10, and 12. In 2008, 31 % of Grade 6 students, 37 % of Grade 
8 students, 32% of Grade 10 students, and 24 % of Grade 12 students reported being in a 
physical fight in the past year. Fighting at school in the past month was reported by between 31% 
and 37% of 6th, 8th and 10th grade students and 24% of 12th graders.   
  
Nearly all youth surveyed in the HYS reported wearing a seatbelt when in a motor vehicle either 
most of the time or always.  However, 6% of 10th and 12% of 12th graders reported that in the 
past month they drove after drinking alcohol and between 19% and 24% of 8th, 10th and 12th 
graders reported that in the past month, they rode in a car with a driver who had been drinking 
alcohol. 
  
Depression was evident in the school age population with between 19% and 24% of 8th, 10th, and 
12th graders having experienced depressive feelings in the previous year.  Between 7% and 9% 
of youth from the same grades had attempted suicide in the past year. Suicide is the 2nd leading 
cause of death for Washington youth 10-24. On average, two youths kill themselves each week 
and there are 17 hospitalizations of youth due to a suicide attempt. Future suicide prevention 
efforts in the state will be impacted by recent funding cuts. 
   
Alcohol remained the most commonly used drug by school aged children in Washington with 
4% of 6th, 16% of 8th, 32% of 10th  and 41% of 12th graders reporting current alcohol use (any 
use in the past 30 days).  Binge drinking, defined as having consumed 5 or more drinks in a row, 
is a particularly risky behavior at any age, but especially among youth and adolescents.  In 
Washington, 26% of 12th graders and 18% of 10th graders had reported engaging in binge 
drinking within the past two weeks.  The Healthy People 2010 goal for binge drinking among 
high school seniors is set at 11%.  Washington State high school seniors are not meeting that 
goal. 
 
Fourteen percent of 10th and 20% percent of 12th graders reported current cigarette use. 
Meanwhile the use of other tobacco products has also increased.  Healthy People 2010 goals for 
this age group are no more than 16% of youth smoking.  While the 12th grade cohort does not 
meet this goal, 10th grade is meeting HP 2010 goals. Cigar smoking is now as high as cigarettes 
and three quarters of youth who use tobacco are using multiple tobacco products. Washington 
State is not meeting the Healthy People 2010 goal of reducing smokeless tobacco use to less than 
1% in its high school aged population.  After June 30, 2011 there is no identified and sustainable 
source of funding to continue the Tobacco Prevention funding.  
  
Reported current marijuana use among this same age group appeared to be higher than reported 
tobacco use with 19% of 10th and 23% of 12th graders saying they had used marijuana in the past 
30 days. The Healthy People 2010 goal of reducing marijuana use to less than 0.7% is not being 
met in Washington.  
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The abuse of prescription drugs has also been on the increase among Washington’s adolescents.  
In 2000, there were 22 state funded admissions for teens seeking treatment for prescription 
opioid abuse.  By 2008 that number had grown to 360.  In 2008, 10% of 10th and 12% of 12th 
graders reported using a prescription pain killer to “get high” in the past 30 days.  Most of them 
got the prescription narcotics from a friend or their own prescription.  The significant decrease 
from 2006 for 8th and 10th graders in the availability of school staff to discuss substance-related 
problems is a concern. About one-third of students reported in 2008 they had no counselor or 
other staff person to talk to about substance use issues. That number will continue to decrease 
due to funding cuts.  
  
In 2010, a change in the law will allow the HYS to ask about teen sexual health behaviors for the 
first time since 1995. This will enable us to better target Sexually Transmitted Infections (STI) 
and teen pregnancy prevention efforts in the state. 
  
Health behaviors and status are associated with academic achievement. Based on a joint study of 
DOH, the State Board of Health and OSPI using HYS data, students who smoke, drink alcohol, 
use marijuana, are obese, eat insufficient fruits and vegetables, are depressed and have excessive 
screen time are at risk academically (make grades below As and Bs in school). The more health 
risk factors a student has the less likely they are to make grades As and Bs in school. 
 
 

iii. Children With Special Health Care Needs (CSHCN) 
 
  
Based on the National CSHCN survey in Washington State an estimated 14% of children and 
youth age 17 and under have a special health care need.  This translates to around 220,000 
children and youth statewide.  In Washington State, African American and children who report 
multiple races have a higher prevalence of having special health care needs, 21.4% and 20.0% 
vs. 14.8%, respectively compared to non-Hispanic whites. Asian and Hispanic children, on the 
other hand, had a lower prevalence compared to non-Hispanic whites, 6.7% and 7.8% to14.8%, 
respectively.  Within Hispanic households a much smaller percentage of children had special 
health care needs in households where Spanish was the dominant language, 4.4%, than where 
English was the dominant language, 12.3%.  Generally, lower income households, under 200% 
of the Federal Poverty Level (FPL), appeared to be more likely to have CSHCN than were more 
affluent households, 14.2 % in <100% of FPL, 17.7% in 100-199% FPL, 13.6% in 200-399% 
FPL, and 13.1 in those with 400% + of FPL. 
  
Many of the risk factors identified in the HYS for children in general, are even more prevalent in 
this population.  Among 10th graders, CSHCN were more likely to have been bullied in the 
previous 30 days (35% vs. 19) been in a physical fight in the previous 12 months (44% vs. 27%) 
and more likely to have attempted suicide in the past year (19% vs. 6%) than children without 
special health care needs.  CSHCN were also more likely to have engaged in behaviors such as 
drinking and driving (10% vs. 5%) and riding in a vehicle with someone who had been drinking 
(32% vs. 22%) in the previous 30 days, than children without special health care needs. 
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CSHCN had similar access to a medical home to those without special health care needs.  
Among those with a medical home, CSHCN were more likely to have a personal doctor (92% vs. 
85%) and to have had preventive care in the previous year (93% vs. 75%) than those without 
special health care needs. However, among those with a medical home, CSHCN were less likely 
to have easy access to a specialist or needed equipment (77% vs. 91%) than children without 
special health care needs. 
  
In 2008, OMCH surveyed primary care providers who see adult patients in Washington. The 
purpose of this survey was to learn about ways to increase and improve adult health care services 
for young adults with special health care needs, like childhood onset chronic illness or 
developmental disabilities. Sampled providers included physicians, nurse practitioners, and 
physician assistants in rural and urban areas of the state. OMCH also surveyed physicians with a 
combined pediatrics and internal medicine specialty. 
 
Principle findings of the survey were summarized as follows: 
 

Barriers in caring for patients with childhood onset chronic illness or developmental 
disability 

 
Financial and Documentation Barriers 
 

• Lack of adequate compensation for caring for young adults with special needs, 
particularly those with Medicaid. Some respondents dealt with this barrier by limiting the 
number of patients with Medicaid from their practice or not accepting patients with 
Medicaid at all. 

• Non-reimbursement for required paperwork and documentation, specifically for patients 
with Medicaid. 

• Internal medicine physicians reported the largest barriers to accepting young adults into 
their practice were lack of insurance, Medicaid paperwork, or Medicaid reimbursements. 
Of the providers surveyed, Physician Assistants and Nurse Practitioners reported the least 
barriers. 

 
Other barriers 
 

• Lack of provider experience, support, time, or lack of collaboration with specialists for 
caring for these patients with higher needs. 

• Lack of transportation for patients to get to and from appointments. 
• Lack of caregiver knowledge and involvement. 

 
Providers’ needs 
 

• Assistance from other professionals such as specialists, social services providers, and 
mental health providers. The need for mental health providers was mentioned frequently 
by providers in the Eastern part of Washington. 

• Care coordinators in their office 
• Community resources 
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• Adequate reimbursement 
 

What’s currently working 
 

• Education, training, or experience of providers 
• Involved families and caregivers 
• Making practice changes, like providing longer appointment times and other 

accommodations to patients 
• Ability to access professional resources through the Internet or fact sheets 

 
 Based on the information from this survey, transition of young adults from pediatric to 
adult care may be improved by increasing parent-provider relationships in the medical home, 
provider reimbursement, and provider training – all areas DOH and partners are working to 
improve. Survey respondents noted the key role parents and families play in improving transition 
and care.  The comments made by providers on the need for more access to specialist services for 
their patients mirror the findings in the CSHCN Medical Home Data Monograph, which found 
that while CSHCN were able to find a medical home they were much less likely to be able to 
access specialized care or needed equipment. 
 
In 2007, the CSHCN Program applied for and received new categorical funding that focused on 
children with epilepsy and in 2008 on children with autism and other developmental disabilities.  
Both grant applications required separate Needs Assessments which showed additional 
challenges facing children with these diagnoses.  Specific results of those Needs Assessments 
will not be repeated here, but are driving targeted work by grant staff and include significant 
efforts of regular CSHCN program staff to make an impact for families with children with these 
diagnoses.  
 
4. MCH Program Capacity by Pyramid Levels 
 
The State of Washington has many services available for the MCH population to support and 
meet their needs on an individual level as well as on the community and population levels.  Most 
of these services are not provided directly and/or solely by the Washington State Department of 
Health (DOH), nor the OMCH, but rather are provided through collaborations and partnerships 
with other state agencies and outside stakeholders and partners. Inter-agency cooperation is 
especially close with the Washington State Department of Social and Health Services (DSHS), 
which along with the private health care system provides much of the direct patient/client 
services to the MCH population; the Office of the Superintendent of Public Instruction (OSPI), 
which oversees K-12 public education and works with the state’s 295 school districts to administer 
education programs; and the Department of Early Learning (DEL), a relatively new agency, which 
oversees efforts in early childhood education and development.  In addition to information 
supplied by programs within OMCH and external stakeholders the MCH Services Report was 
used as a source for information supplied on services described below. 
  
In the recent economic downturn, many of the services outlined in this section have been cut or 
are under threat of cuts, or even outright elimination.  As elsewhere in the nation, these capacity 
reductions are likely to continue in Washington as long as the current budgetary issues and 

34 of 389



economic doldrums continue.  Most recent forecasts have not indicated a significant growth in 
state revenue to support these services at previous pre-recession levels, nor even in many cases, 
at present reduced levels.  This is at a time when demand for these services has reached record 
levels. 
 

a. Direct Health Care Services 
  
Most of the direct health care services, provided for the MCH population originate with agencies 
and organizations outside of DOH. 
  

i. All MCH Population 
 

Safety net clinics, defined by the Institute of Medicine as “those providers that organize and 
deliver a significant level of health care and other health-related services to uninsured, Medicaid, 
and other vulnerable populations”, in Washington State come in various forms including, public 
health clinics run by local health jurisdictions (LHJs), rural health clinics (RHCs), migrant 
clinics, tribal health clinics as well as free, charity or sliding fee clinics.  Each of these serves the 
MCH population to varying degrees and forms an important bridge by which gaps in care to the 
MCH population get filled.  In recent years, with the economic downturn, demands on these 
clinics have risen. However, funding has been decreasing for many of them.  Even before the 
most recent crisis, many LHJs did not operate their own public health clinics, and since the 
recession began, LHJs with health clinics have had to reduce services or even close clinics in 
spite of increased demand for their services.  Many of the services described in this section are or 
were provided in the State’s safety net clinics so reduction in their ability to see patients impacts 
the way by which the OMCH provides support to the state’s MCH population. 
  
Washington has had a stable population of immunization providers for the last several years.  
Approximately 1200 clinic sites, representing 3,000 to 4,000 physicians, participate in the state’s 
universal vaccine system.  In 2009, the H1N1 pandemic tested our state’s infrastructure of 
immunization providers.  Not only did our current 1200 provider sites step-up to administer the 
H1N1 vaccine, but an additional 1500 sites volunteered to participate in making the vaccine 
available to the community. 
 
  

ii. Pregnant Women, Mothers and Infants 
  
OMCH works to assure access to prenatal medical care for pregnant women. Working with the 
obstetric provider community, MICAH identifies the barriers and concerns that medical care 
providers have.  These include inadequate provider availability; uneven geographic distribution 
of providers; adequate provider compensation and easy billing systems and high patient load. 
Over the past several years, Washington has experienced a decline in the number and type of 
providers who practice obstetric care. The resulting inadequate provider supply is due in part to a 
decrease in the number of family practice physicians doing obstetric care and to obstetricians 
doing less obstetric care for a variety of reasons such as malpractice premiums and quality of life 
concerns. This is making access to early prenatal care more difficult.  Washington has 
experienced a decline in the percentage of women receiving prenatal care in the first trimester. 
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As the number of births increased 12% from 2000-02 to 2007-08, the number of obstetric 
providers decreased by 13% during the same time periods. In 2008, 595 individual OB-GYN 
providers delivered babies in WA.  That year there were 90,270 resident births.  State Medicaid 
has addressed the billing issue of fee bundling of obstetric services.  This had been identified by 
providers as a major issue in their provision of care. OMCH continues to explore other options 
for interventions. 
 
Many women in Washington State do not have health care insurance thus limiting primary and 
preventive care for women prior to and in between pregnancies. For example, the state’s Basic 
Health Plan is at capacity and has been cut, leaving a long waiting list. Better preconception and 
interconception care is necessary to improve the health of women and their birth outcomes. 
There are not enough community health clinics to cover the need and family planning clinics 
provide very limited scope of primary care. There are few options for chronic disease follow up 
for women without health insurance. 
  
The First Steps program provides direct maternity support services (MSS).  First Steps, 
collaboration between DOH and DSHS, has as its goal to help low income pregnant women 
receive the health and social services they need. MSS are delivered in the pregnant woman’s 
health care setting.  These services are provided by nurses, dieticians, behavioral health 
specialists and community health workers and focus on improving pregnancy and early parenting 
outcomes and increase the mother’s self sufficiency.  Services are limited to no more then 15 
hours of intervention. First Steps Providers have come from both LHJs and private or not for 
profit providers.  With the budget cuts to LHJs, many have stopped this service. 
  
Twenty genetics clinics provide prenatal or reproductive services, 12 in Western Washington and 
8 in Central or Eastern Washington. Fourteen genetics clinics provide adult services, 7 in 
Western Washington and 7 in Central or Eastern Washington. 
 

iii. Children and Youth 
 

The 2007 National Survey of Children’s Health reported that 84.2% of children received at least 
one preventive care visit in the past year compared to 77.5% in 2003. 
School Based Health Centers (SBHC) are present in a few school districts in the state, primarily 
in Seattle and greater King County.  These programs provide a range of health services to 
students enrolled in the schools regardless of income or ability to pay. The services include 
family planning and STIs testing and treatment services.  In the current year, OMCH was able to 
directly fund two SBHCs which coordinate with medical homes for children who enrolled in the 
SBHC. A third SBHC is funded only for immunization services by OMCH.  Budget reductions 
have put on hold OMCH’s effort to expand the number of SBHCs it funds. 
   

iv. Children with Special Health Care Needs (CSHCN) 
 
The State CSHCN program provides limited diagnostic and treatment funds to fill gaps in 
medically necessary services for children with no or inadequate coverage as identified by 
CSHCN Coordinators in the local health jurisdictions and by the specialty metabolic clinic. 
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Specialty clinics for PKU and other metabolic disorders are based out of Seattle, with outreach to 
Spokane, Wenatchee, Yakima, Tri-Cities, Bellingham, and Everett throughout the year.  Each 
outreach location hosts the specialty providers to see patients a few times a year; otherwise, 
families travel to Seattle. 
 
 Challenges to provision of services 
  
There are shortages of both primary and specialist care providers in large geographic areas of 
Washington State due to the demographic distribution of the population of Washington State.  
Washington has large regions that are either sparsely populated and/or chronically economically 
depressed.  Most of these areas are east of the Cascades, in Southwest Washington, along the 
coast and up into the Olympic Peninsula.  (See Appendix with links to maps of service and 
provider shortages.)  Washington State, like many other states, suffers from the same issues with 
getting health care practitioners to provide services on a continual and regular basis in rural and 
economically depressed areas.  Recruitment and retention of qualified health care providers 
remains an issue in these underserved areas in Washington State.  
 
There are not enough pediatric audiologists to serve Washington State, and the majority are 
located in Western Washington along the I-5 corridor.  Patients in Central and Eastern 
Washington and on the Olympic Peninsula have fewer options and longer travel distances to 
access these services. This shortage tends to hamper the state’s early hearing screening program.   
 
CSHCN Program efforts on the epilepsy grant have identified shortages in pediatric neurologists 
across the state and particularly in rural areas.  Autism grant activities have emphasized the 
current burden on limited autism diagnostic teams within the state that are unable to provide 
timely differential diagnostic services due to the large volume of referrals from all parts of the 
state. 
 
Low income individuals may also have problems accessing health care even where there is no 
shortage of providers.  This is due to providers’ reluctance, or even refusal, to accept these 
individuals as patients due to decreasing reimbursements for services.  
 
Genetic counselors have noted that some patients cancel or decide not to schedule genetic 
counseling appointments upon learning that these services require pre-authorization.  Many 
clinics/institutions offer financial assistance for those in need, though some patients are unaware 
of that assistance.  Many factors influence the ability to pay for genetic testing.  They include 
varied policies and procedures for pre-authorization; variations in criteria insurers use to 
determine medical necessity; and the requirement to use laboratories that are preferred providers, 
even if they do not offer the test(s) indicated.  Also, some labs require full payment up front for 
genetic testing.  This is a barrier for many patients and providers, even when insurance may, in 
the future, partially or fully reimburse the cost of testing.  All of these issues related to paying for 
genetic testing create barriers and unequal access to services. 
 
Medicaid periodically requests consultation from OMCH’s Genetics Services manager to 
determine the medical necessity of pediatric services. Also, some prenatal services needs need to 
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be approved within a very short time. When the Medicaid approval process is too slow, the 
Genetics Services manager works with Medicaid to try to resolve any issues. 
  
For women of childbearing age, many insurance companies cover BRCA 1 & 2 testing 
(hereditary breast/ovarian cancer). Washington’s Medicaid program recently agreed to do so, but 
there have been problems in implementing the new coverage. Washington residents are ineligible 
for some services due to questions about legal residency.  Provision of direct services to them, 
other than emergency services, may be difficult or impossible. 

 
A study conducted by OMCH found that CSHCN were much less likely to have easy access to a 
specialist or special equipment than were children who did not have special needs, indicating a 
gap in equity of availability of care between the two groups.  However, the commitment of the 
members of the Medical Home Leadership Network (MHLN) to provide health care to children 
and youth with special needs remains strong, despite low reimbursement. 
 

b. Enabling Services 
  
As with other levels of services, Washington’s recent budget issues have directly and seriously 
impacted the amount and kind of support and funding OMCH has been able to provide for 
enabling services.  In addition to reduced state support, local non-profit organizations with which 
the OMCH partners, are receiving reduced philanthropic and charitable donations.  Once again, 
as demand for services is rising in the MCH population, the very services needed are being pared 
back.   
  
A sample of enabling services available to the MCH populations is as follows:  
  

i. All MCH Population  
 

DSHS is the primary state agency that provides health coverage for low income Washingtonians, 
including those in the MCH population groups. DSHS administers Medicaid eligibility 
determination and payments, State Children's Health Insurance Program (SCHIP) eligibility and 
payments, as well as Washington State’s Basic Health program eligibility for low income 
children.  Medicaid eligibility for infants and children (0-18 years of age) goes up to  200% FPL, 
for pregnant women it goes up to 185% of FPL.  For SCHIP the eligibility of infants and 
children begins at 200% of FPL and goes up to 300 % o FPL.  SCHIP in Washington is not 
available for pregnant women.  Washington’s Basic Health is available for purchase to 
Washington residents who fall between 0-200% of FPL and are not otherwise eligible for 
Medicaid or Medicare, not institutionalized nor attending school nor on a student visa.  But, there 
is currently a very long waiting list for Basic Health. The state provides a program for workers 
with disabilities, the Health Care for Workers with Disabilities (HWD) program which helps 
people who meet Federal requirements for having a disability, age 16-64, at or below 220% of 
FPL and are employed at least part-time, purchase health insurance from the state.  HWD 
premiums are held below 7.5% of the worker’s monthly income.  
 

ii. Pregnant Women, Mothers and Infants 
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In preparation for the Home Visiting Needs Assessment, OMCH is collecting data on the 
numbers of families served by programs and services targeted at the MCH population. 
  
MICAH works with WithinReach, a private non-profit agency, to help pregnant women get 
information and connect to programs and resources. WithinReach acts as a warehouse of 
information where pregnant women can find out about prenatal care, making healthy choices 
during pregnancy, breastfeeding, birth control after pregnancy, and other related topics.  Through 
collaboration with MICAH, the pregnancy section of WithinReach’s ParentHelp123.org Web 
site has recently added information and links.  WithinReach developed several counter cards 
directing women to contact WithinReach’s Department of Health-funded, Family Health Hotline 
(1-800-322-2588) or ParentHelp123.org. to find out about health and nutrition programs and 
community resources. The cards are distributed to providers and designed to sit on the counter in 
providers’ offices so clients can take them home.  Information on these counter cards is available 
at http://withinreachwa.org/ordermaterials_qty (scroll down).  WithinReach also developed and 
implemented a web-based search tool for finding First Steps Maternity Support Services/Infant 
Case Management providers by geographic location. This will help to link women to MSS/ICM 
providers. However, while this mechanism is successful in linking women to services, it is 
impacted by declining numbers of prenatal care providers, MSS providers and other local 
services. 
 
MCH oversees the First Steps Maternity Support Services Program, which provides support 
services to low income pregnant and post-partum women. In 2010, there was a 20% reduction to 
the First Steps budget. This decreased the number of services available to Medicaid eligible 
women. As part of the cut, the program underwent some redesign, implementing a prenatal risk 
screening tool to determine a client’s level of service. MSS providers participated in developing 
and testing the risk screening tool. 
  
MSS coordinates with the WIC program to ensure women receive consistent breastfeeding 
messages and coordinated services. For example, WIC provides in-depth breastfeeding 
assessment and MSS supports home visits. MSS and WIC also coordinate to support providers 
with local trainings (including the MSS breastfeeding web training). 
MSS screens pregnant and postpartum women for breastfeeding intent and knowledge, and 
provides health messages and support.  Breastfeeding has been identified by OMCH as an 
important tool in combating the high rate of obesity in children in Washington State. 
 
The Linking Actions for Unmet Needs in Children’s Health  (LAUNCH) project, a grant funded 
program, provides and supports evidence-based interventions in one Washington community, 
Yakima.  DOH conducted an RFP process to choose the participating community.  There are five 
required service areas:  home visiting, developmental screening, integrating primary care and 
behavioral health, mental health consultation, and parent/family training.  This is meeting a need 
identified in Yakima’s needs assessment. Lessons learned in Yakima will be shared with other 
communities around the state.  However, the lack of funding limits us from implementing 
programs across the state. Funding is limited as well as is the capacity of staff to provide variety 
of evidence based interventions in both rural and urban settings.  These interventions are being 
provided by a broad variety of local community providers in both Spanish and English. 
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Healthy Child Care Washington (HCCW) has offered Child Care Health Consultation through 
highly trained public health nurses. The nurses provide education and consultation to licensed 
child care providers on heath and optimal child development and safe and quality environments.  
Cuts in funding at the state and local levels have impacted ability to provide health consultation 
to all licensed child care providers within a community. A current and emerging challenge is 
how child care consultation now needs to coordinate and collaborate with other types of 
consultation needed by child care providers and related to young children’s health and child 
development. Two examples of other consultation are child care mental health consultation and 
infant/toddler consultation. Given staffing capacity is limited in all those areas, our challenge is 
to determine how we can optimize the continuum of health consultation needed. 
  

iii. Children and Youth 
 

As with pregnant women, mothers and infants, in preparation for the Home Visiting Needs 
Assessment OMCH is collecting data on the numbers of families served by programs and 
services targeted at the child and youth population. 
 
The Access to Baby and Child Dentistry (ABCD) program, which focuses on preventive and 
restorative dental care for Medicaid-eligible children from birth through age five, provides a 
system of referrals for dental care.  The program is run by LHJs in most counties and by local 
Oral Health Coalitions in others.  It is primarily funded through money received from the Oral 
Health program in OMCH.  In the current budget year, 10% of the funding was cut. 
  

iv. Children with Special Health Care Needs (CSHCN) 
  
Washington State residents with a special health care need and their families and caregivers have 
available a wide range of services from a variety of organizations.  The Washington State Fathers 
Network provides fathers, as well as other family members and care providers, of CSHCN with 
resources, support groups, social events and information about and for CSHCN and their 
families. The Father’s Network, funded by Washington’s CSHCN program and private 
charitable organizations, uses a variety of media to distribute information.  Washington State 
Parent to Parent (P2P) provides help to CSHCN and their families including peer support and 
mentoring, resources as well as information dissemination.  It helps make connections between 
families with CSHCN who have similar conditions and/or are from similar ethnic backgrounds.  
P2P, a program of the Arc of Washington, works closely with CSHCN Coordinators, medical 
home teams, feeding teams and other services provided by DSHS and the OMCH CSHCN 
program.  The CSHCN program also provides some funding to P2P. The CSHCN Program 
partners with the Family to Family Health Information Center to provide families with 
information about services and supports such as respite care, working with schools, and how to 
apply for reimbursement.   The Adolescent Health Transition Project provides information and 
resources to help youth and young adults with special needs transition to adult health care.  It 
also provides information about other services that support a successful transition to other 
aspects of adult life.  Family centered care has been and continues to be a central tenet of the 
OMCH CSHCN program.  These services represent a key partnership and link between families 
and individuals with special health care needs, the organizations and individuals who provide 
services for them and the OMCH CSHCN program and are greatly valued by all involved.  
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Each Medical Home Leadership Network team continues to be comprised of a primary care 
provider, CSHCN Coordinator (public health nurse at the local level), Family Resources 
Coordinator from the state Birth to Three Program, and a parent representative to facilitate 
community-based care for CSHCN. 
  
Primary care providers, especially those in family practice, are actively participating in a DOH-
supported medical home collaborative to address issues around building medical homes.  The 
challenge will be to maintain the quality of family-centered care and assuring the components of 
pediatric medical homes are maintained. 

 
Despite state budget issues impacting many of the CSHCN Program partners, parent support 
organizations for CSHCN continue to actively provide parent and family support to families of 
CSHCN.  Parent to Parent continues to have many Ethnic Outreach Coordinators to assist non-
English speaking families access the care they need. 
  

c. Population Based Services 
 
OMCH has a solid working relationship with the public health nurses in the LHJs and strong 
interest in documenting outcomes.  OMCH is also strengthening partnerships with WA Chapter 
of the American Academy of Pediatricians, the Washington Academy of Family Physicians, and 
other professional organizations through the Developmental Screening Partnership Workgroup. 

 
i. Pregnant Women, Mothers and Infants 

 
The Early Hearing Loss Detection, Diagnosis, and Intervention Program (EHDDI) screens 
newborns before hospital discharge for hearing loss. Screening and follow-up work is conducted 
in hospitals across the entire state by community providers and tracked by DOH staff.  Newborns 
who screen positive are given referrals for further testing and treatment if necessary.  In 2009, 
the year for which the most recent data are available, 81,303 newborns were screened, 
representing approximately 96% of eligible infants in the state. Screening is not legally mandated 
so participation is voluntary. All but the three military hospitals in the state report screening 
results to DOH. In the past year the EHDDI program underwent a cut in its budget and one FTE 
was eliminated, which may impact the amount of follow-up in the future.  
  
Newborns in the State of Washington are screened for 24 congenital disorders.  In 2008, 99.2% 
of all eligible newborns were screened. Screening is conducted regardless of ability to pay, 
although it can be refused by a parent.  Affected infants are connected with specialty preventive 
care.  Screening is available statewide, with the WA State DOH public health laboratory in 
Shoreline, Washington, conducting the actual testing. 
  
There are thirty Genetics Clinics in Washington State (21 in Western Washington and 9 in 
Central or Eastern Washington), providing fairly good geographical coverage, though some 
families still need to travel long distances.  Appointment wait times at most clinics are minimal.  
Some clinics serve a specific sub-population (i.e. prenatal, cancer, PKU) while others serve all 
ages/specialties.  GSS contracts with six institutions serving nine clinics.  Seven clinics serve 
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prenatal, pediatric, and adult patients, while two serve adult-only.  One institution provides 
outreach pediatric services to rural clinics.  Most or all clinics will see patients regardless of their 
ability to pay, including all that contract with DOH.  Interviews we conducted with genetic 
counselors (GCs) in 2009 highlighted some barriers related to reimbursement.  Provider 
recognition was a commonly discussed barrier.  Many insurance companies do not recognize 
genetic counselors as providers because they are not licensed.  In 2009, a change in the law led to 
licensure which is currently being implemented.  Many GCs hope it will help improve 
reimbursement. 
  
Washington State has a universal vaccination policy and as such provides vaccine to all 
Washington children, from birth to age 18 at no cost to the recipient. In the 2009 state legislative 
session, this program came under threat from state mandated cuts. In the 2010 Washington 
Legislative session, a new law was enacted to save the state’s universal vaccine purchasing and 
distribution system.  This system helps reduce barriers to access to vaccines by bringing together 
federal and state funds to purchase all routinely recommended vaccines for all children through 
age 18.  Still, the bad economic situation is causing problems in the health care sector that could 
result in a decreasing number of immunization providers.  This could create access problems.  
Currently, more than 80% of childhood vaccines are administered in private health care in 
Washington.  Lack of sufficient reimbursement for immunization services and increasing 
accountability requirements threaten to decrease provider participation and provision of 
immunization services.  This issue continues to be on the top of the issues that the Washington 
Chapter of the American Academy of Pediatrics is addressing 
  
Children’s Health Immunizations Linkages and Development (CHILD) Profile, is Washington 
State’s health promotion and immunization registry system.  CHILD Profile materials are age-
specific and are mailed every three to six months to Washington families with children from 
birth to age six.  The material covers a broad variety of health topics and is available in a variety 
of languages.  CHILD Profile regularly evaluates its materials for usefulness, accuracy, and 
timeliness.  

 
WithinReach provides a number of health education materials to Washingtonians. Its materials 
for pregnant women include items on prenatal nutrition, exercise and gaining weight during 
pregnancy and breastfeeding. The website is popular and receives many hits.  Activities were 
implemented to advertise this resource to medical providers as well as pregnant women and 
families. 

 
EHDDI program staff has developed a number of educational resources that are available on its 
website.  For parents, the following materials were developed: service guides for re-screen 
facilities and pediatric audiology clinics; a “County Resources Guide” that lists relevant services 
by county; brochures about the newborn hearing screen (“Can Your Baby Hear?  Your Baby’s 
First Hearing Screen”) and pediatric audiology services (“If Your Baby is Referred for a Hearing 
Evaluation”); and a parent notebook for parents of children diagnosed with hearing loss 
(“Hearing Loss Resource Guide for Families of Children with Hearing Loss”).  Brochures are 
available in English and Spanish.  The parent notebook is available in Spanish, Russian, Somali, 
and Braille. 
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ii. Children and Youth 
  

The Oral Health Program gave funding to all 35 Local Health Jurisdictions (LHJs) to provide 
sealants, either directly or through contracting or coordinating services with community dental 
providers. The WA State Sealant Guidelines require that providers working in school sealant 
programs cover all the eligible children (including the uninsured) and report sealant activities 
back to the LHJs. Up to last year, however, providers were not complying to the Guidelines. 

  

OMCH works with the Rural and Community Health Office and the Environmental Health 
Division to coordinate injury prevention activities including youth suicide prevention, family 
violence, Safe Kids and other injury prevention activities. 

 

WithinReach provides a number of health education materials to Washingtonians. Their 
materials for children include coloring pages on immunizations, school lunch, injury prevention, 
washing hands, going to the dentist and other materials designed to begin educating young 
children on healthy behaviors. 

 

MICAH is working with the University of Washington to refine the Take it Seriously, Sex, 
Abstinence and the Media (TISSAM) media literacy curriculum. They are working to design and 
build a website and a portable TISSAM curriculum package that will allow the implementation 
of this curriculum to be sustained with limited resources.  Teen pregnancy is also of concern 
since after a long and sustained decrease in the rate, it has begun to increase again in recent 
years. 

The WA State metabolic screening laboratory, in addition to providing screening to newborns, 
offers genetic screens to children and adolescents for appropriate conditions. 

 
iii. Children with Special Health Care Needs (CSHCN) 

  
The CSHCN Program, together with state, community, and family partners, promotes 
community-based services which are accessible, coordinated, family-centered, and culturally 
competent. Examples include the following activities for the program’s Epilepsy and Autism 
grants: 

1. Resources--Distributing “Epilepsy Care Organizers” and an “Autism Guidebook for 
Washington State”.  Developing and disseminating tips and tools for families about the 
Medical Home Leadership Network, Adolescent Health Transition Project, Center for 
Children with Special Needs, and CSHCN Program’s websites. 

2. Partnerships--Promoting the development of family-professional partnerships at the 
community level. 

3. Local Health Departments--Promoting the CSHCN Coordinators’ involvement in 
activities that link families to appropriate services in their local communities through 
contracts. 
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The CSHCN program works closely with autism and epilepsy grant partners to assure 
sustainability of grant activities such as the maintenance of the care organizers and guidebooks 
after the end of the grant periods. 
 
Through epilepsy and autism grant activities, the CSHCN Program has built on current 
partnerships and developed new relationships with organizations such as the Epilepsy 
Foundation Northwest, Regional Epilepsy Centers, Educational Service Districts, and School 
Nurses on epilepsy issues and autism diagnosis and treatment centers, developmental 
pediatricians, and school psychologists on autism issues to pursue common goals.  
 

d. Infrastructure Building Services 
 
i.  Evaluation and research 

 
The Washington OMCH has an in-house assessment section which undertakes most of the needs 
assessment and evaluation duties for the office.  This section, with 12.4 FTEs, provides data, 
analysis, research, surveillance, and consultative support and management of all assessment 
activities within OMCH. To ensure that OMCH activities are data driven, MCHA works 
collaboratively with its sister OMCH sections. MCHA assigns epidemiologists as liaisons and 
advisors to all OMCH sections. These epidemiologists routinely meet with their assigned 
section’s staff and manager to discuss and interpret data related to specific program. Together 
they review data on past performance and set future objectives and targets for the program. This 
assures that the program’s objectives and targets are based on data trends across multiple years. 
It also helps focus the programs activities where they can have the most impact. 
 
MCHA also has a lead epidemiologist for the MCH Block Grant application process. The 
MCHA grant lead periodically meets with program staff and managers to discuss and interpret 
performance and outcome data related to each program. In addition, the MCHA Block Grant lead 
consults and works in collaboration with staff from non-MCH programs and outside state 
agencies to solicit additional data needed to complete the grant application and report. 
MCHA sees the consultation and collaboration described above as critical to OMCH’s 
overarching goal of protecting and improving the health of the MCH population of Washington 
State. 
 

Specific MCHA activities include leading the Five Year Needs Assessment process, reporting 
performance measures and health indicator status data; administering ongoing surveys such as 
the Pregnancy Risk Assessment Monitoring System (PRAMS) and the Healthy Youth Survey (a 
biennial survey of 6th, 8th, 10th and 12th graders in public schools), conducts surveillance through 
a variety of mechanisms such as collecting and analyzing data from child death reviews, cluster 
investigations, and birth defects surveillance; and implementing State Systems Development 
Initiative activities. MCHA also designs and implements other surveys as needed and responds to 
data requests from OMCH, other areas of the Department of Health, local health jurisdictions, 
other state agencies and other external stakeholders. The OMCH Assessment unit participates in 
the Graduate Student Intern Program and mentors graduate practicum students as well as other 
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workforce development programs such as Council of State and Territorial Epidemiologists 
(CSTE) fellowships as part of its regular functioning. 

 

ii.  Planning, creation and promotion of comprehensive systems of services 
 

OMCH, through MICAH, has been involved in the creation of an early learning initiative, the 
Early Childhood Comprehensive Systems (ECCS).  The aim of the ECCS project is to support 
Washington’s early childhood systems development. When ECCS work began, Washington 
State had no significant early learning governance or infrastructure.  Children’s health and 
mental health efforts had actually been moving backward. While Washington State’s early 
learning structure is in its infancy, and its service capacity levels are still far from sufficient, 
roles and responsibilities are evolving and shifting. ECCS will need to be patient, flexible, 
strategic, and proactive while moving forward in the context of evolving new structures and 
investments. Washington State’s outcome-based early childhood systems framework, Kids 
Matter, was created through a two-year planning process from 2003-2005. Public and private 
partners in early childhood across Washington State helped develop and support the use of Kids 
Matter. The purpose of Kids Matter is to help create and sustain a statewide early childhood 
comprehensive system which meets the needs of children and families, improves outcomes, and 
assures that all children are healthy and ready for school. Kids Matter addresses the following 
areas of early childhood systems: 

1. Access to Health Insurance and Medical Homes 
2. Social, Emotional and Mental Health 
3. Early Care and Education/Child Care 
4. Parenting Information and Support; all in the context of Family Support principles. 
 

Kids Matter has helped Washington State move forward by developing a useful framework, 
supporting collaboration, and connecting the components of a currently fragmented system. Kids 
Matter supports collaboration and integration at both state and local levels, engaging multiple 
public and private partners. The plan connects the components by keeping children and families 
as the focus; encouraging state agencies and organizations to work with each other, facilitating 
cross-system collaboration such as between health and education; guiding state policies and 
actions to support local communities; and supporting and encouraging public-private 
collaboration. 
 

In the creation of the Kids Matter framework, the OMCH undertook a significant effort to 
demonstrate its ability to create infrastructure for the establishment and maintenance of a 
significant public health system which included a broad range of partners and collaborators in a 
complex program.  In the creation of this framework OMCH identified seven key elements of 
infrastructure: 

1. Governance 
2. Funding 
3. Provider Supports/Professional Development 
4. Standards 
5. Monitoring and Accountability  
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6. Family Leadership 
7. Communication 

 
These elements serve as a framework for OMCH in future systems creation and assurance models.  
They demonstrate that the OMCH has the capacity to build a systems infrastructure incorporating 
all of these elements, even in a less than ideal fiscal climate.  The Office could, in theory, use this 
framework in the future to undertake a similar infrastructure development project. 

The OMCH has a number of methods by which it interacts with the Local Health Jurisdictions 
(LHJs) which are Washington’s local service delivery agents to assure that systems and services 
exist statewide for the MCH population.  Regional teams, composed of personnel from the 
OMCH meet on a quarterly basis with LHJs to provide technical assistance and guidance.  The 
OMCH director attends meetings and interacts with the Community Health Leadership Forum 
(CHLF), an organization of LHJ managers responsible for community health programs, to 
maintain a high-level contact between the LHJs and the Office.  The Consolidated Contract 
process, by which LHJs receive Title V Block Grant money from the State, also provides an 
important mechanism the State uses to track and advise on the expenditure of resources for 
providing services to the MCH population.  At present the Consolidated Contract administrative 
team is working on implementing a system whereby LHJs are responsible to report outcome data 
to show that their funded programs are having a positive effect on the targeted MCH population.  
The target year for the implementation of the outcome measures is at present 2013.  Finally, the 
DOH’s Health Systems Quality Assurance office (HSQA) plans to implement a program to 
present a series of Public Health guidelines to LHJs as the basis to create a certification program.  
The certification process would assure that these LHJs comply with a basic set of public health 
standard when they provide services and make referrals to services for the entire population they 
serve, including the MCH population. 
 

iii. Standards development 
 

Washington State’s governmental public health system has an active standards measurement and 
assurance process called Public Health Standards (PHS). Washington developed its own sets of 
standards and periodically undergoes a formal assessment against those standards. The standards 
have traditionally covered a wide range of activities including surveillance, assessment, health 
promotion as well as administrative capacity.  As part of the process, several sections in OMCH 
have undergone the formal assessment.  In 2009, Washington became a beta test site for the 
national public health standards. 
 
GSS consulted with HSQA to assist in implementing licensure for genetic counselors, to take 
effect Aug 1, 2010. 
 

iv. Pregnant Women, Mothers and Infants 
  
OMCH, through its MICAH section, worked with WithinReach to help improve its ability to 
provide services and referrals to needed care or programs by enhancing pregnancy health and 
resource information on WithinReach’s ParentHelp123.org website and developing a search tool 
for Maternity Support Services providers that will be housed on the same website.  MICAH also 
helped improve the Family Health Hotline call script to improve referrals of eligible callers to 
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Maternity Support Services.  For providers, the section worked with WithinReach to inform 
medical providers, Maternity Support Services Providers, and Community Service Offices about 
how they can use WithinReach to link their clients to resources to support a healthy pregnancy 
and by identifying options for reaching more pregnant women and providers with pregnancy 
health and resource information. 
 
The MCH’s Statewide Perinatal Advisory Committee composed of physician and nurse members 
of each regional perinatal center, professional organizations and consumer groups make up the 
Perinatal Advisory Committee, assists the OMCH in identifying and prioritizing statewide 
perinatal concerns and providing consultation and recommendations. The work of the committee 
is accomplished through regular meetings and through time limited subcommittee work groups 
as needed.  Currently, the Perinatal Advisory Committee is working on the following priority 
issues: Maternal Mortality reporting enhancement with Center for Health Statistics; 
MD/Licensed Midwife Workgroup to facilitate communication/ OB transport to hospital; access 
to obstetrical care; improve quality of statewide labor and delivery services. This committee is 
voluntary and most of the experts have limited time to devote to activities. Often this makes 
project progress slower than desired.  MCH relies on this group for definitive clinical expertise 
as MCH does not employ a physician consultant.   

 
Washington has four regional perinatal network contractors.  Each of the four regional programs 
provides a licensed healthcare professional with expertise in neonatal and /or perinatal nursing or 
medicine to facilitate, coordinate, and support perinatal quality improvement activities and 
produce best practice materials. These regional networks provide OMCH with access to obstetric 
hospitals in the state. Funding is strictly allocated towards quality improvement activities but not 
professional education. Some regional improvements have occurred in areas such as: better birth 
certificate completion, HIV rapid testing, and carbon monoxide testing of women who smoke 
during pregnancy.  There has been no measurable impact on overall quality and birth outcomes 
statewide. 

 
EHDDI program staff have developed a number of provider resources, available on its website, 
to improve services: Best Practices guidelines for newborn hearing screening, audiologic 
evaluation, and early intervention services, a “Care Plan for Infants with Hearing Loss,” 
equipment checklists for Otoacoustic Emissions (OAE) and Auditory Brainstem Response 
(ABR) hearing screening equipment, and multiple facts sheets about risk factors for hearing loss. 
 

v. Children and Youth 
  
The Oral Health unit in OMCH has helped to set up a referral service of dental providers to see 
very young children through the ABCD program.  The unit hired a person to oversee the 
coordination and expansion of school based dental sealant programs statewide, increasing the 
number of children receiving sealants, a proven method of reducing dental carries. 
  

MICAH has been working to design and build a website and a portable TISSAM (Take it 
Seriously, Sex, Abstinence and the Media) curriculum package that will allow it to sustain the 
implementation of this curriculum with limited resources. 
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vi. Children with Special Health Care Needs (CSHCN) 
 

1) The OMCH CSHCN program worked with the state Medicaid agency, the Newborn Screening 
Program, and WIC to ensure coverage for therapeutic formulas. 
Specifically, the CSHCN Program worked with Washington State Department of Social and 
Health Services (DSHS), Medicaid Purchasing Administration on outreach and quality assurance 
activities for Apple Health, a state government initiative to streamline the process of applying for 
state-funded coverage for children. 
2) In supporting communities the CSHCN program maintains a network of CSHCN 
Coordinators and interagency collaborations to provide forums for system improvement that 
include families as partners; and provide learning opportunities about local, state and national 
systems for CSHCN.  
3) In coordination of health components of community-based systems, the OMCH CSHCN 
program contracts with Neurodevelopmental Centers (NDCs) to support community-based 
collaborations among NDCs, local health agencies, and other partners. 
4) Through a contract with Seattle Children’s Hospital, the online resource directory on the 
www.cshcn.org website was revised. This revision allowed improved availability of resource 
information for needs such as child care, respite, audiology, and other identified needs. 
Resources were also developed for families of children with epilepsy and autism. 
  
The OMCH CSHCN program completed Form 13 submitted with the Title V MCH Block Grant 
and indicated that all 6 of the measures rated a score of 3, with the measure completely met for a 
total score of 18, the maximum. 
 
Working with the University of Washington and other providers, CSHCN has completed the 3rd 
edition of Nutrition Intervention of Children with Special Health Care Needs which gives 
providers guidelines for nutrition intervention with their patients who are CSHCN. 
 
The EHDDI program contracted with Neometrics to build an updated tracking and surveillance 
system, which will go live soon.  Efficiencies in the new system should help decrease workloads 
for EHDDI follow-up staff.  Revisions to the web-based reporting system for pediatric 
audiologists will make it easier for them to enter data about diagnostic evaluations. 

 
Through grant activities, the CSHCN Program has built on current partnerships and developed 
new relationships with organization such as the Epilepsy Foundation Northwest, Regional 
Epilepsy Centers, and Educational Service Districts, to pursue common goals.  
 

vii. Workforce Development 
  

In workforce development the Oral Health program is taking a lead in two areas: 
• training dental professionals to work with individuals with moderate to mild cognitive, 

behavioral and/or physical disabilities (Targeted Oral Health Collaborative Services Systems 
or TOHSS Grant),  and  

• training dental residents in rural and/or underserved urban areas.   
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Both initiatives are in conjunction with the University of Washington, School of Dentistry and 
represent partnerships with that organization to expand oral health and dental services to the 
entire MCH population, specifically with the TOHSS Grant and the CSHCN population, as well 
as the larger state population. 
  
The OMCH Assessment unit participates in the Graduate Student Intern Program (GSIP) and 
mentors graduate practicum students as well as other workforce development programs such as 
CSTE fellowships as part of its regular functioning.   
  
Individuals within OMCH also participate in trainings intended to build expertise and capacity of 
the office in such topics as survey creation and program evaluation.  These trainings are often 
conducted or coordinated by the OMCH Assessment unit. 
  
In the creation of Kids Matter, one of the seven key elements, as mentioned above, in the 
formation of a system infrastructure was program support and professional development. 
  
Washington is instituting new RN credentialing requirements that will impact public health 
nurses at the local level.  The CSHCN Program will assist these RNs in identifying and meeting 
the requirement to assure a qualified workforce.  Additionally, the CSHCN Program is working 
closely with the CHLF group to begin looking at outcomes through the Omaha System for the 
children and families served by OMCH, including CSHCN.  The challenge lies in obtaining 
consistency and commitment from the diverse LHJs. 
 
5. Selection of State Priority Needs 
 
Overview  
 
The OMCH used the process that was conducted in the 2005 Needs Assessment (NA) to build on 
the 2010 NA.  After internal discussion and consideration, OMCH decided that the nine priorities 
identified in the 2005 NA were still valid and accurately reflected the basic priorities of the 
Office.  Rather than conduct a process that started from the beginning, the Office decided to 
conduct an internal discussion and engage stakeholders on the initial set.  Both internal and 
external discussions revealed that the nine priorities were sound but not specific enough.  The 
Office made the decision to identify sub-priorities within the nine priorities to further specify 
priority strategies and activities.  Thus current priorities are similar to priorities identified in 
2005 NA conducted at OMCH as follows: 
 
a. List of Potential Priorities:  
 
The OMCH nine priorities continue to be: 
 

1. Adequate nutrition and physical activity 
2. Lifestyles free of substance use and addiction 
3. Optimal mental health and healthy relationships 
4. Health equity 
5. Safe and healthy communities 

49 of 389



6. Healthy physical growth and cognitive development 
7. Sexually responsible and healthy adolescents and women 
8. Access to preventive and treatment services for the maternal and child population 
9. Quality screening, identification, intervention and care 

 
b. Methodologies for Ranking/Selecting Priorities:  
 
The process for the original selection of the nine priorities is described in detail in the report that 
Washington State submitted with its 2005 NA application and will not be repeated here in detail. 
Briefly, the process entailed establishing cross office workgroups based on the following 
populations: women of childbearing age, infants, children and adolescents.  Each workgroup was 
comprised of staff from all of the sections in the Office.  The workgroups developed logic 
models based on what attributes were needed to optimize health in each subpopulation.  In all, 
the four workgroups identified and developed logic models for 31 major attributes (i.e. substance 
use, access to care, healthy behaviors, etc).  MCHA then reviewed the 31 priorities with the 
Management Team and saw clear patterns across subpopulations.  The 31 priorities were 
collapsed into ten.  Stakeholder groups were then engaged for their perspective. As a result, some 
modifications were made and the final nine were set.  Because the process was designed around 
the major MCH population groups, they are all covered by each of the priorities.  It should be 
noted that the nine priorities decided on were neither explicitly ranked by importance nor priority 
but are presented as equally important to the Office’s activities.   
 
In the process of updating the needs assessment for submission with this year’s MCH Title V 
Block Grant application, the OMCH took the opportunity to re-engage internal and external 
stakeholders.  Their input helped to guide the process and aided in the identification of sub-
priorities, but did not result in a fundamental change in the nine priorities defined in 2005.   
 
The breadth of the nine priorities cover aspects which touch on all of  MCH populations, women 
of childbearing age, pregnant women, mothers, infants and early years, children, including 
CSHCN, and adolescents. These priorities address the promotion and maintenance of health and 
well-being not only at the individual service level but also take into account the larger social 
environment in which Washington’s MCH population lives.  While assuring that vital personal 
health services needed by the MCH population aren’t neglected, this expanded focus allows the 
Washington State OMCH to address and advocate for larger population based interventions 
potentially benefiting from the advantage of greater leverage of resources that this allows. 
 
When approaching the question of how to identify new sub-priorities within the nine existing 
priorities, the Office decided to engage in a two step process by interviewing internal staff, 
primarily the managers of the five sections within the OMCH and then conducting an on-line 
survey of stakeholders identified by OMCH program staff. A copy of the on-line survey is 
included in the supporting documentation. The staff interviews provided qualitative while the on-
line survey provided quantitative information of outcomes. The results of the two processes were 
then reconciled by MCH Assessment staff to determine where the managers and stakeholders 
agreed on priorities and approaches. Assessment staff then presented information to managers, 
both quantitatively, qualitatively, and combined.  Below, results for both quantitative and 
qualitative analyses are presented. 
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Findings of survey and interview process 
 
Priority #1 Adequate nutrition and physical activity 
 
The on-line survey offered five choices on where to prioritize efforts in this priority area and 
survey respondents ranked them as follows:  (choice followed by percent of survey respondents 
selecting it) 
 

1. Increase access to healthy foods- 34% 
2. Increase the number of schools that provide daily quality physical education -21% 
3. Increase breastfeeding-18% 
4. Promote workplace policies that encourage physical activities and good nutrition-17% 
5. Reduce food insecurity-8% 
6 Other 2% 
 

Internal program interviews stressed the importance of healthy weight and activity for all women 
and children (including CSHCN), working to keep weight gain for pregnant women within the 
Institute of Medicine’s guidelines, and the promotion of extending the duration of breastfeeding 
by improving breastfeeding support in the workplace 
 
Priority #2 Lifestyle free of substance abuse and addiction 
 
The on-line survey offered six choices. Responses were as follows 

1. Prevent youth from initiating tobacco use-29% 
2. Prevent alcohol use among youth-20% 
3. Prevent illegal drug use among youth-18% 
4. Prevent alcohol abuse during pregnancy and among women of reproductive age-16% 
5. Prevent tobacco abuse during pregnancy and among women of reproductive age-10% 
6. Prevent illegal drug use during pregnancy and among women of reproductive age-6% 
7. Other 1% 
 

Internal program interviews stressed the need to educate providers on best and promising 
practices related to helping women develop improved health behaviors related to tobacco, 
alcohol and drug use.  They also stressed educating women about healthy behaviors and 
resources available to support those behaviors and the need for youth development to avoid 
tobacco, alcohol and drug use. 
 
Priority #3 Optimal mental health and healthy relationships 
 
The on-line survey offered six choices.  Responses were as follows 

1. Promote healthy social and emotional development of children-37% 
2. Promote healthy attachment between infants and parents-26% 
3. Prevent depression and suicides among children and youth-11% 
4. Prevent youth bullying especially to those with disabilities-9% 
5. Prevent maternal depression-8% 
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6. Prevent intimate partner violence-7% 
7. Other 2% 

 
Internal program interviews stressed the need for improvement of linkages between early 
childhood systems and school systems and the need for improvement of screening for social 
emotional development in early childhood. 
 
Priority #4 Health Equity 
 
The on-line survey asked about health equity in two parts, first about which group should be 
targeted for work in improving health equity and then secondly on which particular outcome 
should be targeted in trying to reduce health inequity 
 
Part one of the question were as follows 

1. Developmental stages (e.g., infants, adolescents)-52% 
2. Children with special needs-25% 
3. Racial/ethnic groups (e.g., African American, Hispanic, Native American)-10% 
4. Rural populations-13% 
5. Sexual minorities-0% 

 
Internal program interviews stressed a specific emphasis on Native American and African 
American populations, especially low income people and adolescents within those populations.  
They also stressed an overall reduction in health disparities among children and youth with 
special health care needs (CYSHCN) and other children and youth. 
 
Part two of the question is as follows: 

1. Access to quality care-44% 
2. Obesity-29% 
3. Low Birth Weight-6% 
4. Infant Mortality-1% 
5. Other 20% 

 
Internal program interviews stressed the need to facilitate access to health services and promote 
quality health services among vulnerable populations, targeting systems which affect multiple 
disparities. 
 
Priority #5 Safe and healthy communities 
 
The on-line survey offered five choices.  The results were as follows 

1. Build communities that strengthen families and prevent child abuse and neglect-46% 
2. Promote healthy babies-31% 
3. Promote violence free communities-13% 
4. Promote safe drinking water and good indoor air quality-8% 
5. Promote injury free communities-2% 
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Internal program interviews stressed the need to use data already collected, or being collected, 
such as the Adverse Childhood Events Study (ACES) module, and the Healthy Child Care 
Washington (HCCW) survey, to monitor trends in child abuse and neglect in various 
populations. They also stressed the need to raise awareness of domestic violence awareness 
among pregnant women and their providers, as well as increase emergency preparedness for 
vulnerable populations. 
 
Priority #6 Healthy physical growth and cognitive development 
 
The on-line survey offered six choices.  The results were as follows 

1. Prepare parents to help their children achieve their full potential-23% 
2. Promote high quality child care centers and preschools-23% 
3. Promote appropriate preventive care for infants, children, adolescents and women of 

reproductive age-22% 
4. Improve school readiness-13% 
5. Promote healthy behaviors among adolescents-8% 
6. Promote healthy behaviors among pregnant women-8% 
7. Other 3% 

 
Internal program interviews stressed the need to lay the appropriate groundwork by starting with 
a healthy pregnancy.  In addition, they stressed the need to improve school readiness, 
emphasizing the health aspect of readiness, the need for standardized developmental 
testing/screening and the need to educate providers about developmental screening. Finally, they 
stressed working with the healthcare system to appropriately reimburse developmental screening. 
 
Priority #7 Sexually responsible and healthy adolescents and women 
 
The on-line survey offered seven choices.  The results were as follows. 

1. Promote education on safe and effective contraception, STD prevention, vaccination and 
birth spacing-26% 

2. Reduce unintended pregnancies-22% 
3. Promote access to family planning services-12% 
4. Promote comprehensive sex education among youth-17% 
5. Promote healthy sexual relationships-10% 
6. Reduce adolescent pregnancies-9% 
7. Promote access to screening for STIs-4% 

 
Internal program interviews stressed the need to prevent unintended pregnancies and promoting 
healthy birth intervals as well as improving youth self esteem and understanding of external 
influences on their decisions about sexuality. 
 
Priority #8 Access to preventive and treatment services for the MCH population 
 
The on-line survey offered four choices.  The results were as follows 

1. Promote access to preventive care-41% 
2. Reduce barriers to mental health treatment-27% 
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3. Increase insurance coverage for children and women of reproductive age-24% 
4. Increase the proportion of women who get screened for and help with pregnancy risks-

5% 
5. Other 3% 

 
Internal program interviews produced extensive responses to this priority.  The main theme of 
the responses was to facilitate access to health services for the MCH population, especially 
access to primary care, prenatal care and the promotion of immunization through the entire 
lifespan, not just childhood immunizations.  Main mechanisms mentioned to achieve this were 
the promotion of a medical home model of health delivery as well as making sure the MCH 
population has access to adequate insurance.  There was special mention of assuring CSHCN had 
access to these services and help in transitioning from pediatric to adult care at the appropriate 
time. 
 
Priority #9 Quality screening, identification, intervention and care coordination 
 
The on-line survey offered five responses.  They were as follows: 

1. Promote timely and adequate preventive care-35% 
2. Increase the availability of medical homes for children-24% 
3. Increase early screening and identification of  birth defects, developmental delay and 

chronic illness in children-22% 
4. Increase screening of children’s social emotional development-12% 
5. Increase screening of maternal depression-6% 
6. Other 1% 

 
Similar to priority #8, internal program interviews had a large number of responses.  Most 
responses were about providing health care services, early screening and on-going care 
coordination.  Specifically mentioned were promotion of quality health services for women and 
infants, especially in vulnerable populations, and promotion of on-time, quality immunization 
throughout the lifespan.  Screenings of children for genetic disorders and other health conditions 
were also stressed.  Organization of community based services to facilitate their use by families 
with CSHCN, integration of CSHCN into a medical home where they will receive ongoing and 
comprehensive care and involvement of families as decision makers at all levels of care were 
mentioned as important elements.  Finally, programs such as Bright Futures and partnerships 
such as the HCCW working with Washington child care providers were addressed by program 
staff as directions for the Office to take in the next 5 years. 
 
Key Informant Interview and Results 
  
Following the completion of the internal program interviews and the on-line survey, Office staff 
discovered that the electronic contact lists provided by some of the programs to solicit 
participation in the on-line survey had not gone out as broadly as had been intended.  As a result,  
a significant number of external stakeholders were not solicited for their views.  As the Office 
was preparing to distribute the survey out to the broader group, the state’s budget crisis worsened 
and more specific target dollar cuts became known.  Given the short time frame and the need to 
engage key stakeholders in the possible cuts, the Office decided not to distribute the survey 
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further but to engage key stakeholders in a key informant interview process focused on 
identifying what stakeholders valued and needed most from the Office in order to help inform 
budget cuts.  A key informant interview was then undertaken, using a telephone interview 
methodology.  Details of the key informant interview methodology are discussed in Section 1 of 
this document. 
  
The responses to this second round of interviews were more general than were the responses to 
the on-line survey as the telephone survey instrument itself consisted of five open-ended 
questions. Sixty-nine key informants were identified and invited to participate representing local 
health jurisdictions, parents, providers and others.  Fifty-one of invitees (74%) completed the 
interview. Assessment staff analyzed the data using qualitative methods.  A number of general 
themes emerged from the process and were reported back to OMCH program staff.  The 
interviews asked about roles, areas of improvement and the future direction for the Office.  What 
emerged from the interviews was the general feeling by stakeholders that the Office needs to 
continue its lead role in the promotion of health in the MCH population, relying on the 
promotion of best practices, backed up by data and on-going surveillance.  The OMCH was seen 
as having a key role in the coordination of various external stakeholders and other governmental 
(State, Local and Federal) agencies to promote and advance the health of Washington’s MCH 
population.  OMCH roles also were identified as the dissemination of up to date information on 
health status, services and policies for the MCH population of Washington State.  Stakeholders 
stressed the importance of OMCH’s promoting prevention as the primary way to improve the 
MCH population’s overall health and to taking advantage of new programs and opportunities 
which will come as part of the newly passed Federal health care reform law.  Stakeholders also 
expressed concern about funding issues, especially budget reductions, and how they could work 
with the OMCH to ameliorate those as much as possible. 
 

c. Priorities Compared with Prior Needs Assessment:  
 
As described above, OMCH used the results of the 2005 NA to focus the 2010 NA.  OMCH 
decided that the nine priorities identified in the 2005 NA were still valid and accurately reflected 
the basic priorities of the Office.  Thus current priorities are similar to priorities identified in 
2005 NA conducted at OMCH as follows: 
 
 
Two other processes were initiated that will also influence the final set of priorities for the Office 
in the coming years.  As a result of the continued and projected budget problems, Washington 
State’s public health leadership is developing a “Reshaping Public Health for Washington State” 
agenda. The work is expected to be completed in the next several months. It is expected to 
describe the core strategies and activities of governmental public health for the future. 
 
The Community and Family Health Division, which OMCH is part of, is also undergoing a 
strategic planning process. This process is driven by a number of factors, including budget and 
new legislative and executive directives.  Part of the strategic planning process will be to look for 
new efficiencies across Offices and new ways to integrate work.  For example, OMCH is looking 
at the life course approach as a better ways to prioritize its work.  At the same time, the Office 
Community and Wellness Prevention, which manages the chronic disease programs is moving 
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away from disease management to more prevention. These two changes require the two offices 
to better integrate their work. 
 
With all of the budgetary and policy changes OMCH is experiencing and anticipates over the 
next few years, the Office will focus its attention on preserving and enhancing core strategies 
that cross the nine priorities instead of defining sub-priorities that drill down into each of the nine 
priorities separately.  These cross priority strategies will focus on the Infrastructure and 
Population-Based Services levels of the pyramid.  For example, stakeholders valued the work 
that OMCH does in convening people to develop strategies and solve problems.  OMCH will 
continue to focus attention on that strategy as evidenced by the cross Office work on universal 
developmental screening.  Although we will continue to focus our efforts within the established 
priorities, we will also look for strategies and interventions that cross priority areas in their 
impact. 
 
 d. Priority Needs and Capacity:  

 
OMCH supports cross-agency work in assessing service availability statewide with activities 
such as the Home Visiting Needs Assessment; looking at needs, extant capacity and gaps in 
capacity to serve the MCH population at the state, regional and local level. The priorities 
identified in the Title V MCH Block Grant 5-year Needs Assessment process are addressed 
though multiple activities representing various parts of the MCH Pyramid.  Many of the 
activities address multiple priorities such as: 
  
Enabling: 
 
The First Steps MSS program provides services which cross many of the OMCH’s priorities 
including providing referral to care and treatment such as prenatal care, drug and alcohol 
treatment, nutrition services, family planning services, screenings for risk factors such as family 
violence, inadequate housing and other factors which could effect the health, welfare or safety of 
the infant or his/her mother.   First Steps also offers childbirth education classes, transportation 
and interpreter services and other supporting services. 
 
Population-based: 
 
CHILD Profile is a vital tool by which information that speaks to the nine priorities is 
communicated to parents of young children statewide.  Topics included in CHILD Profile 
mailings touch on issues that range from good nutrition, information on parental smoking 
cessation, information on where to access family support materials, information  on injury 
prevention as well as how to apply for health insurance, where to get information on 
environmental health issues (e.g., lead screening and radon screening) and other services.  The 
information is geared toward the age of the child whose parent is receiving the information, and 
as best as possible, in the native language of that parent, so that the information’s relevancy is 
high. All of the priorities identified by OMCH are addressed in some capacity by CHILD Profile.   
 
Infrastructure building: 
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Kids Matter is another initiative which addresses the priorities identified by the OMCH on 
different levels of the services pyramid.  The system set up by Kids Matter represents a 
significant investment in infrastructure to provide services to and support the healthy 
development of kids in Washington.  Kids Matter has undertaken to promote activities that touch 
on all of the nine state priorities and all of the MCH populations and touch on all four of the 
service levels. Some of the initiatives that Kids Matter works to implement include getting kids 
into medical homes to receive appropriate care, treatment and developmental screenings and 
ensure that they have access by aiding with enrollment in publicly funded care programs.  
Providing referrals and support to parents who might need it.  Promoting the creation of 
standards in early child education/care developing a more competent and capable workforce to 
ensure a more ready child population.  These various activities speak to providing direct services, 
enabling services as well as population based services.  Finally the entire process of creating the 
Kids Matter initiative, as stated before, represents a significant increase in the State’s 
infrastructure to provide these services to the MCH population 
  
The Healthy Child Care Washington (HCCW) program trains and deploys local public health 
nurses to provide consultation to day care centers in their jurisdiction for a variety of health 
topics including child development, infectious diseases, immunization practices, etc. 
 
OMCH also provides activities that focus on specific priority areas. Some examples include: 

 
Adequate nutrition and physical activity 
 
Infrastructure: 
CSHCN work on nutrition, teaching nutritionists about working with CSHCN.   
 
Work with Office of Community Wellness and Prevention on childhood obesity policies  
 
Infrastructure: 
Surveillance of drug, alcohol and tobacco use by youth through the Healthy Youth Survey. 
 
Optimal mental health and healthy relationships 
Infrastructure: 
Internal OMCH work on developing an outcome measure for this priority, reported as SPM 
09 in previous Block Grant Cycle.  This work has led to the new SPM 05 on early childhood 
adverse events, increasing capacity to monitor trends in this field.  
 
Work with the Mental Health Transformation workgroup developing policies and 
infrastructure for the MCH population regarding mental health services 
 
Health equity 
 
Enabling: 
Contract with Tacoma Pierce County Health Department to develop outreach programs to 
African American women to participate in First Steps 
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Infrastructure: 
Work with American Indian Health Commission for Oral Health, maternal and infant health 
and immunization rates  
 
TOHSS Grant work to educate dental providers on serving the Special Needs population 
 
Internal work to improve capacity reported as SPM 10 in previous Block Grant Cycle.  
 
Safe and healthy communities 
 
Infrastructure: 
Work with the Injury prevention workgroup the develop policies and capacity to reduce 
injuries to the MCH population 
 
Collaboration between OMCH and Rural and Community Health and Environmental Health 
or coordinate injury prevention activities  
 
Support local Child Death Review teams in the reviews of child deaths 
 
Extensive collaboration between parent and family groups and the CSHCN program to 
improve care and access and physical environment in the community  

 
Healthy physical growth and cognitive development 
 
Enabling: 
Project LAUNCH is engaged in promoting healthy early childhood development through its 
activities in Yakima  

 
Sexually responsible and healthy adolescents and women 
Population based: 
TISSAM sex education program  
 
Infrastructure: 
Healthy Youth Act which assures that if a school provides sexual health instruction, the 
school must assure that the instruction is comprehensive, medically accurate, and complies 
with a basic set of standards.  
 
Access to preventive and treatment services for the maternal and child population 
 
Enabling: 
The Access to Baby and Child Dentistry (ABCD) program works to provide access to dental 
care for babies and very young children  

 
Quality screening, identification, intervention and care 
 
Population based: 
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Genetic testing and counseling services supported by GSS  
 
Infrastructure: 
Developing a universal developmental screening infrastructure that crosses private providers, 
child care centers and other partners 
 
Partnerships between OMCH and provider associations such as the Perinatal Advisory 
Committee work to improve services including screening, intervention and care.  

 
 e. MCH Population Groups:  
   
The breadth of the nine priorities cover aspects which touch on all of  MCH populations, women 
of childbearing age, pregnant women, mothers, infants and early years, children, including 
CSHCN, and adolescents. The priorities are set up such that they are not, by in large, population 
specific so that, for example, the priority on adequate physical activity and nutrition, is relevant 
to all of the population groups, the same with the priority on quality screening, identification, 
intervention and care coordination.   
 

e. Priority Needs and State Performance Measures:  
 
Out of the on-going needs assessment process adopted by the Washington  State OMCH after the 
2005 NA, some new State Performance Measures (SPM) have been identified and will be 
submitted for inclusion into the 2011 Block Grant, along with some already extant SPMs which 
OMCH will continue to monitor. 
 
Three of the present SPMs which will be brought forward into the 2010 Application as they are 
now are: 
 

• SPM 01 The percent of pregnancies that are unintended.  It will remain SPM 01 for the 
next 5 year cycle. 

• SPM 06 Percent of children 6-8 years old with dental carries experience in primary and 
permanent teeth. It will be called SPM 02 in the next cycle. 

• SPM 10 Identify health disparities, develop and implement interventions to address 
disparities, and evaluate the effectiveness of interventions in achieving health equity. 

 
One will be brought forward with the same overall goal but with new benchmarks  
 

• SPM 07 Strengthen statewide system capacity to promote health, safety and school 
readiness of children birth to kindergarten entry.   

 
• It will now be called SPM 04 The degree to which state has assisted in planning and 

implementing comprehensive, coordinated care in order to develop an integrated system 
of care for children, birth to eight.  

 
There are also four new SPM which OMCH will be reporting on for the new five year grant 
cycle 
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• Native American Infant Mortality 
• Developmental Screening 
• Adverse Childhood Experiences (ACES) 

 
These SPM, both new and those being brought forward speak to the nine priorities that OMCH 
has identified.  We think this is a good measure of how well the OMCH is doing to address 
identified priorities and, by extension, how well OMCH is doing in serving the needs of the 
MCH population. 
 
The various SPM relate to one or more of the priorities. 
 
The SPM01 reporting on unintended pregnancies relates to priority #7, sexually responsible and 
healthy adolescents and women, and is included due to the high rate of unintended pregnancies. 
  
The percent of children with dental carries (SPM 02) is being continued as an SPM as dental 
caries continues to be the most prevalent chronic disease in children.  This is true despite the fact 
they are completely preventable with adequate care.  This SPM will address priority areas #8, 
access to preventive and treatment services, and #9, quality screening, identification, intervention 
and care coordination. 
  
Developmental screening (SPM 03) is being chosen as an SPM since it supports the early 
detection and diagnosis of conditions which will lead to better outcomes with a reduction in 
morbidity and long term sequelae.  It also shifts resources toward primary prevention rather than 
secondary or tertiary treatment.  This performance measure relates to priority #9, quality 
screening, identification, intervention, and care coordination. 
  
SPM 04, the degree to which state has assisted in planning and implementing comprehensive, 
coordinated care in order to develop an integrated system of care for children, birth to eight, is 
being chosen as an SPM as it measures the Office’s ability to work with outside collaborators to 
form an integrated system, where none existed before, to prepare children to succeed in school 
and other aspects of their lives.  This SPM will address priority 5 safe and healthy communities, 
priority #6, healthy physical and cognitive development, priority 8, access to preventive and 
treatment services and priority #9, quality screening, identification, intervention and care. 
  
Adverse childhood events are being included (SPM 05) due to research which points to many 
chronic conditions and adverse health outcomes being linked to stressors and negative factors 
experienced in childhood.  This SPM is related to many of the priorities including #3, optimal 
mental health and healthy relationships, #5 safe and healthy communities and #6 healthy 
physical growth and cognitive development. 
  
Health disparities is being identified as an SPM (SPM 06) as, while the general health of 
Washington State is relatively good, not all residents share equally in this.  There are distinct 
racial/ethnic disparities in health in the MCH population as well as disparities linked to low 
socioeconomic status, sexual orientation and gender.  This SPM corresponds directly to priority 
#4, health equity. 
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Native American infant mortality is being chosen (SPM 07) because, despite the fact Washington 
State leads the nation with the lowest infant mortality rate, Native Americans in Washington 
State have not equally shared in that accomplishment.  In fact, their IMR has risen since 1994, 
the only racial/ethnic group in which that has taken place.  This measure relates to priorities 4, 
health equity, 8, access to preventive and treatment services and 9 quality screening, 
identification, intervention and care coordination.  There are also links to priorities 5, safe and 
healthy communities and 2, lifestyles free of substance use and addiction due to specific risk 
factors associated with this population. 
  
Along with the SPMs being submitted with the Block Grant application, other indicators reported 
in the Block Grant allow the OMCH to monitor its progress in fulfilling its goals identified by 
the nine priorities.  
 

1. Adequate nutrition and physical activity 
 NPM 11 Percent of mothers who breastfeed at 6 months of age   
 NPM 14 Percentage of children, ages 2 to 5 years, receiving WIC services with a  
 BMI at or above the 85th percentile. 
 

2. Lifestyles free of substance use and addiction 
 NPM 15 Percentage of women who smoke in the last three months of pregnancy 
  
3. Optimal mental health and healthy relationships 
 NPM 16 The rate (per 100,000) of suicide deaths among youths aged 15 through  19 
  
4. Health equity 
 National Outcome Measure 02 The ratio of the black infant mortality rate to the white 
 infant mortality rate. 
  
5. Safe and healthy communities 
 NPM 10 The rate of deaths to children aged <14 years caused by motor vehicle 
 crashes per 100,000 children. 
 NPM 16 The rate (per 100,000) of suicide deaths among youths aged 15 through  19 
 NOM 06 The child death rate per 100,000 children aged 1 through 14 
 Health Status Indicator-3A The death rate per 100,000 due to unintentional 
 injuries among children aged 14 years and younger 
 HSI-3B The death rate per 100,000 from unintentional injuries among children aged 14 
 years and younger due to motor vehicle crashes 
 HSI-3C The death rate per 100,000 from unintentional injuries among youth aged 
 16 through 24 years 
 HSI-4A The rate per 100,000 of all nonfatal injuries among children aged 14 years and 
 younger 
 HSI-4B The rate per 100,000 of all nonfatal injuries due to motor vehicle crashes 
 among children aged 14 years and younger 
 HSI-4C The rate per 100,000 of all nonfatal injuries due to motor vehicle crashes 
 among youth aged 16 through 24 years 
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6.  Healthy physical growth and cognitive development 
 NPM 11 Percent of mothers who breastfeed at 6 months of age   
 HSI-1A  Percent of live births weighing less than 2,500 grams 
 HSI-1B  Percent of live singleton births weighing less than 2,500 grams 
 HSI-2A  Percent of live births weighing less than 1,500 grams 
 HSI-1B  Percent of live singleton births weighing less than 1,500 grams 
  
7. Sexually responsible and healthy adolescents and women 

HSI-05A The rate per 1,000 females aged 15 through 19 years with a reported case of 
chlamydia   
HSI-05A The rate per 1,000 women aged 20 through 44  years with a reported case of 
chlamydia   

 NPM 08 The rate of birth (per 1,000) for teenagers aged 15 through 17 
 
8.  Access to preventive and treatment services for the maternal and child population 
 NPM 03 The percent of CSHCN age 0 to 18 who receive coordinated, ongoing, 
 comprehensive care within a medical home 
 NPM 04 The percent of CSHCN age 0 to 18 whose families have adequate private 
 and/or public insurance to pay for the services they need 

NPM 05 The percent of CSHCN age 0 to 18 whose families report the community- based 
service systems are organized so they can use them easily 
NPM 06 The percentage of youth with special health care needs who received the 
services necessary to make transitions to all aspects of adult life, including adult health 
care, work, and independence 

 NPM 07 Percent of 19 to 35 month olds who have received full schedule of age 
 appropriate immunizations against Measles, Mumps, Rubella, Polio, Diphtheria, 
 Tetanus, Pertussis, Haemophilius Influenza, and Hepatitis B 
 NPM 09 Percent of third grade children who have received protective sealants on 
 at least one permanent molar tooth 
 NPM 12 Percent of newborns who have been screened for hearing before hospital 
 discharge 
 NPM 13 Percent of children without health insurance 

NPM 17 Percent of very low birth weight infants delivered at facilities for high-risk 
deliveries and neonates 

 NPM 18 Percent of infants born to pregnant women receiving prenatal care 
 beginning in the first trimester 
 NOM 01 Infant mortality per 1,000 live births 
 NOM 02 The ratio of the black infant mortality rate to the white infant mortality rate. 
 NOM 03 The neonatal mortality rate per 1,000 live births 
 NOM 04 The postneonatal mortality rate per 1,000 live births 
 NOM 05 The perinatal mortality rate per 1,000 live births plus fetal deaths 
 NOM 06 The child death rate per 100,000 children aged 1 through 14 

HSCI 02 The percent of Medicaid enrollees whose age is less than one year during the 
reporting year who received at least one initial periodic screen 
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HSCI 04 The percent of women with a live birth during the reporting year whose 
observed to expected prenatal visits are greater than or equal to 80% on the Kotelchuck 
Index 
HSCI 07A Percent of potentially Medicaid eligible children who have received a  service 
paid for by the Medicaid Program 
HSCI 07B The percent of EPSDT eligible children age 8 through 9 years who have 
received any dental services during the year 
HSCI 08 The percent of State SSI beneficiaries <16 years old receiving rehabilitative 
services from the State CSHCN Program 

  
9.  Quality screening, identification, intervention and care 

NPM 01 The percent of screen positive newborns who received timely follow up  to 
definitive diagnosis and clinical management for condition(s) mandated by their State-
sponsored newborn screening programs 
NPM 02 The percent of CSHCN age 0 to 18 whose families partner in decision making at 
all levels and are satisfied with the services they receive 

 NPM 03 The percent of CSHCN age 0 to 18 who receive coordinated, ongoing, 
 comprehensive care within a medical home 

NPM 06 The percentage of youth with special health care needs who received the 
services necessary to make transitions to all aspects of adult life, including adult health 
care, work, and independence 

 NPM 07 Percent of 19 to 35 month olds who have received full schedule of age 
 appropriate immunizations against Measles, Mumps, Rubella, Polio, Diphtheria, 
 Tetanus, Pertussis, Haemophilius Influenza, and Hepatitis B 
 NPM 09 Percent of third grade children who have received protective sealants on 
 at least one permanent molar tooth 
 NPM 12 Percent of newborns who have been screened for hearing before hospital 
 discharge 

NPM 17 Percent of very low birth weight infants delivered at facilities for high-risk 
deliveries and neonates 

 NPM 18 Percent of infants born to pregnant women receiving prenatal care 
 beginning in the first trimester 
 NOM 01 Infant mortality per 1,000 live births 
 NOM 02 The ratio of the black infant mortality rate to the white infant mortality rate. 
 NOM 03 The neonatal mortality rate per 1,000 live births 
 NOM 04 The postneonatal mortality rate per 1,000 live births 
 NOM 05 The perinatal mortality rate per 1,000 live births plus fetal deaths 

HSCI 01 The rate of children hospitalized for asthma per 10,000 children <5 years of 
age 
HSCI 02 The percent of Medicaid enrollees whose age is less than one year during the 
reporting year who received at least one initial periodic screen 

 HSCI 04 The percent of women with a live birth during the reporting year whose
 observed to expected prenatal visits are greater than or equal to 80% on the 
 Kotelchuck Index 

HSCI 07A Percent of potentially Medicaid eligible children who have received a  service 
paid for by the Medicaid Program 
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HSCI 07B The percent of EPSDT eligible children age 8 through 9 years who have 
received any dental services during the year 
HSI-05A The rate per 1,000 females aged 15 through 19 years with a reported case of 
chlamydia   
HSI-05A The rate per 1,000 women aged 20 through 44 years with a reported case of 
chlamydia   

  
In addition to the reported indices submitted with the annual Block Grant report, OMCH 

is able to monitor and follow trends in Washington’s MCH population to make sure the nine 
priorities are being met through our on-going surveillance and data collection.  These data 
are disseminated by such publications as the MCH Data Report, the Perinatal Indicators 
Report and the various reports based on the Healthy Youth Survey, to name a few.  A more 
comprehensive list of reports and their contents is included in Section 1 of this document. 

 
6. Outcomes Measures – Federal and State:  

 
Washington State’s OMCH has not exercised its option to create State Outcome Measures but it 
does report on each of the National Outcome Measures requested in the Title V MCH Block 
Grant application.  Briefly stated, the National Outcome Measures touch on two main themes, 
death among infants less than one year of age by various subcategories and death rates among 
children between 1 and 14 years of age.  The Washington State OMCH and/or its partners have 
activities which address all of these topics which will be discussed below. 
 
Overall Washington State has a good record on these National Outcome Measures.  It ranks as 
the state with the lowest Infant Mortality Rate (IMR) in the nation.  Washington State also has 
the lowest African American IMR, among states where the African American IMR is calculated 
by the National Center for Health Statistics (NCHS), in the nation.  Its Hispanic IMR ranked 
second lowest among states where the Hispanic IMR is calculated by the NCHS.  In 2009, the 
year for which we have the most recent data, there was a jump in the IMR which was found to be 
due to an increase in the perinatal mortality rate. The postneonatal mortality rate remained 
unchanged in the same time period. At this point, there is no identified cause to the spike in 
IMR/perinatal mortality rate; investigations are on-going. However, despite great efforts at 
disseminating information about the need for pregnant women to care for themselves and a 
particular emphasis on the importance of early prenatal care and significant effort made to 
provide access to that care, over the past few years rates of prenatal care starting in the first 
trimester have fallen in Washington.  This trend is especially evident for low-income women. 
 
The Child death rate for Washington State has been on a steady statistically significant decrease 
since 1990.   
 
National Outcome Measure 01 The infant mortality rate per 1,000 live births 
 
There are considerable resources in OMCH dedicated to the prevention of deaths among 
Washington’s infants.  Some of these resources are targeted to a specific stage of infancy 
(perinatal, neonatal, and postneonatal) while most are dedicated in a more general manner to 
improve outcomes across the stages of development. 
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National Performance Measure (NPM 18), which measures the percent of women accessing 
prenatal care from their first trimester of pregnancy, speaks most directly to the goal of reducing 
infant mortality in Washington.  It is primarily through pre-conception health promotion and 
early access to care that OMCH believes that adverse pregnancy outcomes, including infant 
deaths, can be prevented most effectively.  
 
Services offered or supported by OMCH related to this measure include levels in most of the 
MCH service pyramid, enabling services, population based services as well as infrastructure 
building services.  The Maternal Infant Child and Adolescent Health (MICAH) unit is the lead 
program within OMCH on these issues. Assuring access to prenatal care is incorporated into 
MICAH’s strategic plan and supports the DOH goal of improving the health of Washingtonians 
by improving birth outcomes; and reducing post-neonatal and infant deaths, health disparities, 
and maternal morbidity and mortality. It also fits within the OMCH priority of “Access to 
preventive and treatment services for the maternal and child population.” 
  
MICAH works closely with First Steps to assure appropriate care and intervention in pregnancies 
in low-income women.  First Steps is a program in Washington State that provides support 
services, in addition to prenatal care to low-income pregnant women and infants. It helps low-
income pregnant women get the health and social services they need in order to promote healthy 
birth outcomes and reduce infant morbidity and mortality. Services are delivered by a network of 
both public and private agencies across Washington State. The program is managed by the 
Washington State Department of Social and Health Services (DSHS) with assistance from the 
Washington State Department of Health (DOH). DSHS provides Medicaid funding for all First 
Steps services. OMCH’s MCH Assessment (MCHA) unit monitored prenatal care data and 
provided the data to First Steps participating providers. MICAH and First Steps staff worked 
with communities having the lowest rates of first trimester prenatal care, and/or the greatest 
disparity between Medicaid and non-Medicaid paid births. 
 
WithinReach’s Family Health Hotline (FHH) and ParentHelp123.org website provide 
information on the importance of prenatal care services to all pregnant women and to women and 
families contemplating pregnancy. MICAH is working with WithinReach to enhance the 
information for pregnant women on ParentHelp123.org ; implement an on-line tool that pregnant 
women can use to find First Steps providers near them; educate health care providers about the 
services WithinReach can provide to their clients, and improve the information about First Steps 
given out on FHH. They are also doing research to identify potential outreach methods for use in 
the future. 
  
OMCH is exploring ways to promote Text4Baby, a national initiative that sends free text 
messages to pregnant women with tips and information on how to have a healthy pregnancy. 
Native Americans are at high risk for poor birth outcomes. To address these problems, MICAH 
continues to work with the American Indian Health Commission for Washington State (AIHC) 
to address the serious health disparities that exist among pregnant American Indian and Alaska 
Native (AI/AN) women and their children in Washington. MICAH contracts with AIHC to 
research and analyze barriers to AI/AN participation in First Steps and identify best practices for 
tribal and urban delivery of maternal and infant services. Beginning next year, OMCH will have 
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two state performance measures on health disparities. New State Performance Measure 07, on 
infant mortality among Native Americans reflects OMCH’s partnership with the AIHC. OMCH 
will continue reporting on SPM 10, addressing the entire range of work within OMCH on heath 
disparities. 
 
In addition to providing maternity services and pregnancy management services OMCH works to 
reduce the infant mortality rate by other means as well.  The state’s newborn screening program 
tests all newborns for diseases which can be fatal if left undetected and, therefore, untreated.  On 
January 21, 2010, the national Advisory Committee on Heritable Disorders in Newborns and 
Children (ACHDNC) voted unanimously to add screening for Severe Combined Immune 
Deficiency or SCID -- commonly known as bubble boy disease -- to the core panel for universal 
screening of all newborns in the United States. Babies with SCID appear healthy at birth, but 
without early treatment, most often by bone marrow transplant from a healthy donor, these 
infants cannot survive. The Washington State Public Health Lab has reviewed the excellent work 
of the ACHDNC and believes the case for adding SCID is compelling.  The lab will work closely 
with the pediatric immunology group at Seattle Children’s Hospital and University of 
Washington, who are very supportive of newborn screening.  The group is confident that they 
can provide excellent treatment care for infants detected through screening.  NBS staff has 
already met with DOH leadership and obtained unanimous agreement to recommend that the 
Washington State Board of Health consider adding SCID to the state’s screening panel.   
Although targeted funding for Child Death Review (CDR) ended in 2005, approximately half of 
the Local Health Jurisdictions (LHJs) continue to conduct CDR activities in their counties.  
Deaths due to SIDS are a critical part of those reviews.  OMCH continues to support the LHJs 
activities by providing technical assistance and training and supporting their data collection and 
analysis work. 
 
Immunizations have proven to be a public health success story.  Washington State’s universal 
vaccine policy facilitates the use of vaccines by providing them free to all the state’s children.  
High immunization rates in the general population, as well as direct appropriate immunization of 
infants has brought the infant mortality rate from vaccine preventable diseases to essentially nil.  
OMCH’s immunization program is continuing efforts to reduce the number of religious and 
philosophical exemptions as well as promote the use of the immunization registry.  These efforts 
are expected to further improve the levels of herd immunity, by reducing deliberate and 
unintentional non-vaccination and extending the benefits of vaccination’s protection to those 
infants too young to receive direct immunization or whose medical state validly contraindicates 
vaccination. 
 
National Outcome Measure 02 - The ratio of the black infant mortality rate to the white 
infant mortality rate 
 
OMCH, through MICAH is continuing to focus on efforts to decrease poor pregnancy outcomes 
for populations that are at disproportionately increased risk, including the African American 
community. 

MICAH continues to work with Clark and Pierce counties on projects related to prenatal care 
access. The goal is to increase the percent of pregnant women who enter prenatal care in the first 
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trimester. These projects place a special emphasis on African American, Native American, low 
income, and teenage pregnant women. 

MICAH contracts with Tacoma Pierce County Health Department to provide outreach about 
First Steps services to African American pregnant women. The contractor works with church 
leaders as trusted members of the community to improve referrals to First Steps. They also 
network and engage in provider outreach to community groups that address health issues for 
communities of color. 

 
National Outcome Measure 03 - The neonatal mortality rate per 1,000 live births & 
National Outcome Measure 05 - The perinatal mortality rate per 1,000 live births 
 
The following partnerships represent OMCH’s efforts at reducing peri- and neonatal mortality. 
 
OMCH convenes the Perinatal Advisory Committee (PAC), a group established in 1985 to 
identify and prioritize statewide perinatal needs and concerns.  Through specific workgroups, the 
committee makes recommendations to address perinatal issues and to provide consultation and 
recommend prioritized solutions to the Department of Health. The work of the committee is 
accomplished through ongoing quarterly meetings and through time limited workgroups. The 
PAC is involved in the creation of level of care guidelines that facilities can use to determine the 
type of patient best suited to a facility’s capabilities and scope of care.  Once a year the OMCH 
Assessment unit presents the Perinatal Indicators Report (PIR) to the PAC.  This report relates 
the most recent data available on a range of perinatal issues and helps to guide the committee’s 
actions and policies. 
  
Related to the PAC are the Perinatal Regional Networks (PRN).  DOH contracts with each PRN 
to provide services.  Each PRN is centered on a tertiary level perinatal center and provides 
regionalized services for pregnant women and newborns, especially in cases of high risk 
pregnancies. Each of the four regional programs provides a licensed healthcare professional with 
expertise in neonatal and/or perinatal nursing or medicine to facilitate, coordinate, and support 
perinatal quality improvement within their regions and the state.  Members from each of the four 
regional PRNs serve on the PAC. 
   
Another group OMCH partners with is the Washington State Perinatal Collaborative.  This 
group, formerly known as the C-section Work Group, began in 2008 as a sub-committee of the 
statewide Perinatal Advisory Committee (PAC).  The group was convened by the PAC in 
response to the rise in C-Section rates; both nationally and in Washington State over the past ten 
years.  The Perinatal Collaborative is seeking to understand the reason for rising C-Section rates 
and possible modifiable factors. In addition, the group is looking at factors affecting access to 
Vaginal Births after Cesareans (VBACs), and possible strategies to reduce the number of 
statewide C-Sections by decreasing primary C-sections. The Collaborative teleconferences 
monthly and is currently partnering with hospitals to determine their interest in reducing 
cesarean sections in their facilities.  To date, the Perinatal Collaborative’s work has focused on 
an extensive Quality Improvement hospital survey, literature review including patient decision 
aids, a process evaluation to identify best practice priorities, and webinars that are available to all 
birthing hospitals in the state.  The group sponsored an in-person meeting with Dr. Elliot Main 
whose work focuses on reducing primary c-sections.  The Collaborative believes that variations 
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in practice are impacting the cesarean, VBAC, and induction rates and effecting maternal and 
infant health across the state of Washington.  To address these practice variations, the group is 
working with agencies, hospitals, organizations and the community to encourage birthing 
hospitals to collaborate and address issues such as inductions, trials of labor, appropriate 
admissions, and accessibility to vaginal births after cesareans.  
  
The efforts of groups like the PAC and systems like the PRNs enable Washington to steps 
toward improving the rate reported in NPM 17, the percent of very low birth weight infants 
delivered at facilities for high-risk deliveries.  This measure is part of the Perinatal Indicators 
Report (PIR) and is monitored by the PAC annually when it reviews the PIR.   
 
National Outcome Measure 04 - The postneonatal mortality rate per 1,000 live births 

 
CHILD Profile provides information about shaken baby syndrome, SIDS, and a variety of other 
health promotion prevention messages which are relevant to this stage of development. 
 
National Outcome Measure 06 - The child death rate per 100,000 aged 1 through 14 
 

As described in NPM 10, OMCH continues to support the Child Death Review (CDR) process.  
CDR is a program which does detailed reviews of unexpected deaths to children in the State of 
Washington.  Currently there are 18 local CDR teams.  These teams make policy and practice 
recommendations to reduce the rate of child and youth deaths.  Their recommendations include 
strategies for reducing child deaths due to motor vehicle crashes, a leading cause of mortality in 
this age group. Local CDR teams add data to the multi-state database.  The data gathered by 
local CDR teams will be available to local, state, and national decision makers. CDR team 
recommendations will influence policy and practice aimed at reducing the rate of child and youth 
deaths.  Information and materials on injury prevention are also disseminated via a CDR listserv.  

CHILD Profile health promotion materials provide parents with age-specific information about 
growth, development, safety, nutrition, and other parenting issues through regularly mailed 
newsletters. CHILD Profile sends child passenger safety information along with information to 
parents of children aged 0-6 years.  The information included in CHILD Profile mailings change 
as data are updated so that the most up to date information is disseminated to Washington 
parents. 

The MCH Assessment section continues to monitor child death rates on an annual basis through 
the publication of its MCH Data Report’s chapter on child death.  Included in the report are the 
most recent data, reported by age, ethnicity and gender on rates of child death along with leading 
causes of child death broken out by various age groupings.  This report covers all causes of 
death, not just unexpected deaths or deaths due to injury.  These data are used to inform and 
maintain a surveillance of the issue. 

While death due to disease is less common than death due to injury in this age group, malignant 
neoplasms and congenital malformations do also factor into the leading causes of death, 
especially when the ages are broken down into smaller categories.  As such, state efforts by 
MICAH to ensure access to health insurance and access to care can factor into the reduction of 
deaths in this group. MICAH efforts to expand services to this age group include providing 
resources and referrals to parents looking for health care coverage for their kids, especially via 
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WithinReach.  CHILD Profile distributes information to parents of children up to age 6 on topics 
including how to apply for state sponsored health care coverage for their children.  Access to 
School Based Health Centers, which MICAH supports, can be a source of care and early 
diagnosis for some children who lack other access to care. 
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Appendix: Links to Care Shortages Maps 
 
 
Dental Care: 
http://ww4.doh.wa.gov/gis/pdf/dental.pdf 
 
Primary Care: 
http://ww4.doh.wa.gov/gis/pdf/primary.pdf 
 
Mental Health Care: 
http://ww4.doh.wa.gov/gis/pdf/mental.pdf 
 
Hospital Based Perinatal and Neonatal Care: 
http://ww4.doh.wa.gov/gis/pdf/neon_8.pdf 
 
30 Minute Drive from Hospital Based Perinatal and Neonatal Care: 
http://ww4.doh.wa.gov/gis/pdf/neon_tt.pdf 
 
Physician Scarcity: 
http://ww4.doh.wa.gov/gis/pdf/PSA.pdf 
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 1 

Stakeholder Input Survey 

2010 MCH Needs Assessment 

 

 

Every five years the Office of Maternal and Child Health (OMCH) at the Department of 

Health (DOH) does a needs assessment. This process identifies public health priorities for 

improving the health of mothers and children in Washington State. These priorities guide 

local and state public health activities toward specific goals.  

 

In 2005, we used input from internal and external stakeholders to establish the nine broad 

OMCH priority areas listed below. The 2010 needs assessment will identify sub-priorities 

in each area to focus on from 2010 to 2015.  

 

Your responses to this survey will help identify potential sub-priorities. We have 

provided a few sub-priority examples. Please select your top two sub-priorities in each 

area. If your sub-priority is not one of the examples listed, please select other and enter 

your suggestion. In either case, briefly explain the reason(s) for your choice and the best 

strategy to achieve it.  

 

The information from this survey will be released to the needs assessment steering 

committee. The committee will determine OMCH’s focus over the next five years based 

on survey results and other input. The survey takes about 15 minutes. If you have any 

questions, please contact Shumei Yun at (360) 236-3553 or Email Shumei Yun. 

 

Priority area #1: Adequate nutrition and physical activity 

 

 

Your sub-priority #1:  

 Increase access to healthy foods 

 Reduce food insecurity 

 Increase breastfeeding 

 Promote worksite policies that encourage physical activities and good nutrition. 

 Increase the number of schools that provide daily quality physical education 

 Other _________ 

 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

 

Your sub-priority #2: 
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 Increase access to healthy foods 

 Reduce food insecurity 

 Increase breastfeeding 

 Promote worksite policies that encourage physical activities and good nutrition 

 Increase the number of schools that provide daily quality physical education 

 Other _________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

 

Priority area #2: Lifestyles free of substance use and addiction  

 

 

Your sub-priority #1:  

 Prevent youth from initiating tobacco use 

 Prevent tobacco use during pregnancy and among women of reproductive age 

 Prevent alcohol abuse during pregnancy and among women of reproductive age  

 Prevent alcohol abuse among youth 

 Prevent illegal drug use among youth 

 Prevent illegal drug use during pregnancy and among women of reproductive age 

 Other ___________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Your sub-priority #2:  

 Prevent youth from initiating tobacco use 

 Prevent tobacco use during pregnancy and among women of reproductive age 

 Prevent alcohol abuse during pregnancy and among women of reproductive age  

 Prevent alcohol abuse among youth 

 Prevent illegal drug use among youth 

 Prevent illegal drug use during pregnancy and among women of reproductive age 

 Other ___________ 
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Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Priority area #3: Optimal mental health and healthy relationships  

 

Your sub-priority #1:  

 Prevent maternal depression 

 Prevent depression and suicides among children and youth 

 Prevent intimate partner violence 

 Prevent youth bullying, especially to those with disabilities 

 Promote healthy social and emotional development of children 

 Promote healthy attachment between infants and parents 

 Other________ 

 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

 

Your sub-priority #2:  

 Prevent maternal depression 

 Prevent depression and suicides among children and youth 

 Prevent intimate partner violence 

 Prevent youth bullying, especially to those with disabilities 

 Promote healthy social and emotional development of children 

 Promote healthy attachment between infants and parents 

 Other________ 

 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 
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Priority area #4: Health Equity  

 

Your sub-priority #1 

Please select your target group and outcome. 

Your target group Your target outcome 

 Black 

 Asian 

 Native American 

 Hispanic 

 GLBT 

 Rural  

 Infants 

 Early childhood 

 Adolescence 

 Children with special needs 

 Other ________________ 

 Low birth weight 

 Infant mortality 

 Premature death 

 Obesity 

 Access to quality care 

 Other 

 

 

For other, please enter your suggestions below: 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Your sub-priority #2 

Please select your target group and outcome. 

Your target group Your target outcome 

 Black 

 Asian 

 Native American 

 Hispanic 

 GLBT 

 Rural  

 Infants 

 Early childhood 

 Adolescence 

 Children with special needs 

 Other ________________ 

 Low birth weight 

 Infant mortality 

 Premature death 

 Obesity 

 Access to quality care 

 Other 
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For other, please enter your suggestion below: 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Priority area #5: Safe and healthy communities  

 

Your sub-priority #1 

 Promote injury free communities 

 Promote healthy behaviors 

 Promote safe drinking water and good indoor air quality 

 Promote violence free communities 

 Build communities that strengthen families and prevent child abuse and neglect 

 Other____________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Your sub-priority #2 

 Promote injury free communities 

 Promote healthy behaviors 

 Promote safe drinking water and good indoor air quality 

 Promote communities that encourage disease prevention 

 Promote violence free communities 

 Build communities that strengthen families and prevent child abuse and neglect 

 Other____________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

 

Priority area #6: Healthy physical growth and cognitive development  
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Your sub-priority #1 

 Improve school readiness 

 Promote high quality child care centers and preschools 

 Prepare parents to help their children achieve their full potential 

 Promote healthy behaviors among adolescents 

 Promote healthy behaviors among pregnant women 

 Promote appropriate preventive care for infants, children, adolescent, and women 

of reproductive age. 

 Other____________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Your sub-priority #2 

 Improve school readiness 

 Promote high quality child care centers and preschools 

 Prepare parents to help their children achieve their full potential 

 Promote healthy behaviors among adolescents 

 Promote healthy behaviors among pregnant women 

 Promote appropriate preventive care for infants, children, adolescent, and women 

of reproductive age. 

 Other____________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Priority area #7: Sexually responsible and healthy adolescents and women  

 

Your sub-priority #1 

 Reduce unintended pregnancies; 

 Reduce adolescent pregnancies 

 Promote healthy sexual relationships 

 Promote education on safe and effective contraception, STD prevention, 

vaccination, and birth spacing 

 Promote comprehensive sex education among youth 

 Promote access to screening for sexually transmitted diseases (STDs) 
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 Promote access to family planning services  

 Other________________ 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Your sub-priority #2 

 Reduce unintended pregnancies 

 Reduce adolescent pregnancies 

 Promote healthy sexual relationships 

 Promote education on safe and effective contraception, STD prevention, 

vaccination, and birth spacing 

 Promote comprehensive sex education among youth 

 Promote access to screening for sexually transmitted diseases (STDs) 

 Promote access to family planning services  

 Other________________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Priority area #8: Access to preventive and treatment services for the maternal and 

child population  

 

Your sub-priority #1 

 Promote access to preventive care (e.g. prenatal care, vaccinations, and preventive 

dental care) 

 Increase insurance coverage for children and women of reproductive age 

 Increase the proportion of women who get screened for and help with pregnancy 

risks 

 Reduce barriers  to mental health treatment 

 Other______________ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 
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Your sub-priority #2 

 Promote access to preventive care (e.g. prenatal care, vaccinations, and preventive 

dental care) 

 Increase insurance coverage for children and women of reproductive age 

 Increase the proportion of women who get screened for and help with pregnancy 

risks 

 Reduce barriers  to mental health treatment 

 Other______________ 

 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Priority area #9: Quality screening, identification, intervention, and care 

coordination  

 

Your sub-priority #1 

 Promote timely and adequate preventive care (e.g. Early and adequate prenatal 

care, age-appropriate vaccinations, appropriate preventive dental care, and early 

identification and treatment of medical conditions) 

 Increase the availability of medical homes for children, women and families   

 Increase screening of children’s social emotional development 

 Increase screening of maternal depression 

 Increase early screening and identification of  birth defects, developmental delay, 

and chronic illness in children 

 Other_______ 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 

Your sub-priority #2 

 Promote timely and adequate preventive care (e.g. Early and adequate prenatal 

care, age-appropriate vaccinations, appropriate preventive dental care, and early 

identification and treatment of medical conditions) 

 Increase the availability of medical homes for children, women and families   

 Increase screening of children’s social emotional development 
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 Increase screening of maternal depression 

 Increase early screening and identification of birth defects, developmental delay, 

and chronic illness in children 

 Other_______ 

 

 

Why did you choose this sub-priority?  (Please be brief.) 

 

 

What is the best strategy to achieve this?  (Please be brief.) 

 

 
 39.  Where do you work?  

 

  

      

 -  Local Health Jurisdiction   

 -  Washington State Department of Health   

 -  Other state agency   

 -  Hospital/clinic   

 -  Universities/Research Institute   

 -  Other (please specify):  -  
 

 

 

 40.  Which county do you live in?  

 

 

If you have additional comments, please provide them here: 

 

 

Thank you for your participation. If you have any questions, please contact Beth 

Anderson at (360) 236-3553 or Email: Shumei Yun. You will now be redirected to the 

Department of Health web site. 
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Background and Methods 
 
In 2009 and 2010, the Office of Maternal and Child Health (OMCH) began the process of 
collecting information for the 2010 OMCH Needs Assessment. The OMCH Needs 
Assessment is completed every five years as part of the Title V Block Grant, which is 
funded through the Maternal and Child Health Bureau, Health Resources and Service 
Administration. OMCH is composed of six programs: Maternal, Infant, Child and 
Adolescent Health; Genetic Services; Child Profile and Immunizations, Children with 
Special Health Care Needs, Oral Health, and MCH Assessment. 
 
In spring of 2010, OMCH conducted 51 key informant interviews with program partners, 
contractors, and other stakeholders. The purpose of the interviews was to learn more 
about the needs of OMCH stakeholders and partners, how they view OMCH’s role, and 
improvements that can be made in the office. This information will be used for the 2010 
OMCH Needs Assessment and for making organizational improvements within the 
office.  
 
 
Data Collection 
 
Key informant interviews 
Staff and managers from each OMCH program identified a total of 69 key program 
stakeholders and partners. These individuals included staff, parents, and providers from 
local health jurisdictions, state agencies, local and state organizations, other offices 
within the Department of Health, the University of Washington, hospitals, and clinics.  
 
Riley Peters, PhD, the OMCH Director, emailed the identified stakeholders and partners 
an invitation to participate in the key informant interviews. Each email included a list of 
key informant interview questions and the OMCH priorities. The OMCH priorities were 
initially developed through the 2005 Needs Assessment, and are currently in the process 
of being reviewed for the 2010 Needs Assessment.  
 
Sixteen OMCH staff, representing each OMCH program, followed-up with potential 
participants and conducted the interviews. Stakeholders and interviewers were matched 
through random assignment, determined through a random number generator. All 
interview staff received a brief training before conducting interviews. Training topics 
included guidance on using prompts to facilitate the interview, notetaking, interview 
length, and review of relevant background information. 
 
The interviews were conducted by phone in March and April of 2010. Interviews typically 
lasted between 10 to 35 minutes. None of the interviews were audio recorded. 
Interviewers took notes during the interviews. Out of 69 key informants, a total of 51 
interviews were conducted, for a completion rate of 74%. 
 
Interview questions 
The interview was composed of five questions, which were shared with stakeholders 
before the interview. These questions include: 

1) What do you think the role of the WA State MCH Office should be?  
2) What do you/your organization need from the Office?  
3) What have you valued from the Office in the past?  
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4) How might the Office improve to work more efficiently and/or effectively with 
you/your organization?  

5) What should the future focus/priorities be for the Office that will help you/your 
organization in its mission/work? 

 
 
Data Analysis 
 
Interview notes were entered into Microsoft Word. They were then imported and 
analyzed in NVivo 8, a qualitative analysis software.  
 
Coding 
 
All interview notes were reviewed and coded into themes and sub-themes. Themes were 
developed based on topic and context, using an inductive and iterative process. While 
most of the key informant comments fell into clear topics (for example, convening groups 
or providing data), there was less distinction between perceived roles, stakeholder 
needs, and what stakeholders valued (though suggestions for improvement were more 
easily identified). Comments on roles, needs, values, or suggested improvements did 
not necessarily correspond to the related interview question. For this reason, coding was 
based on topic, not interview question, and relied on context. Comments were coded 
into multiple themes or sub-themes, when applicable. 
 
 
Results  

 
Overview of themes 
 
While stakeholders represented a wide variety of agencies and organizations, the 
comments fell into 10 major themes (Table 1), with the majority of comments in the first 
5 themes (Figure 1).  
 
The theme that was mentioned most often in the interviews was OMCH’s function in 
convening groups and communicating information, followed by providing expertise; data 
and assessment; funding; and policy and advocacy work (Table 1 and Figure 1).  
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1. Convening Groups & Communicating Information
Convenes partners and stakeholders
Communicates information and educates others
Coordinates services and systems

2. Providing Expertise
Best practices
Staff expertise
Tools, materials, and training

3. Providing Data and Assessment

4. Funding - Comments and Issues

5. Providing Policy and Advocacy

6. Broad Comments on Public Health Role and Leadership

7. Appreciation for OMCH Staff

8. Focusing on Prevention

9. Contracts - Comments and Issues

10. Role in Health Care Reform

Table 1. Overview of Major Themes and Sub-Themes
Key Informant Interviews, OMCH

 
 
 

Figure 1. Major Themes, Key Informant Interviews, OMCH

Convening Groups & 
Communicating 

Information

Expertise

Data and 
Assessment

Funding

Policy and Advocacy

Public Health Role 
and Leadership

Appreciation for 
OMCH staff

Prevention

Contracts

Health Care Reform

This chart provides an overview of how comments were distributed by primary themes. It is not exact and is dependent on the 
subjective interpretation of the analysts. Approximately 400 comments were coded into the categories listed above. Each individual 
who had a comment coded into a sub-theme was counted only once, regardless of the number of comments. Please note that each 
category in this chart includes many sub-themes (not shown). This chart only provides information on the number of comments, not the 
quality, usefulness, or depth of the information provided. Please see the Strengths and Limitations section for more information.
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Detail by theme  
 
Quotes from interviewer notes have been included in the section below. Since we do not 
have transcripts of the interviews, the quotes were paraphrased by the interviewer 
during the time of the interview. They do not represent exactly what was said by the 
person being interviewed.  
 
Within each theme, quotes were chosen to represent both the commonly mentioned 
issues as well as the range of comments. Both ‘positive’ and ‘negative’ comments and 
feedback are represented. In general, themes that were mentioned most often have 
more quotes. In addition, the quotes included in this report are those that have broad 
applicability to all or most of OMCH, or even the Department of Health as a whole. 
Quotes that are specific to one MCH population or activity have not been included in the 
examples below.  
 
As you will see, a number of quotes listed below are related to multiple themes. While 
they were coded into multiple themes during the analysis, for this report, quotes are only 
used as an example for a single theme or subtheme.  
 
 
1. Convening Groups and Communicating Information 
The topic mentioned most often during the key informant interviews was OMCH’s role in 
convening partners and stakeholders. Key informants see this role as being unique to 
OMCH, and appreciate the office’s willingness to collaborate and connect to the benefit 
of all partners.  
 

“I love that DOH does not dictate, but pulls partners together and really collaborates - 
everybody gains and the citizens and state as a whole benefits.” 
 
 “[We] value how staff/office encourages collaboration, and builds on others’ current and 
previous work.” 
 
“Value expertise and coordination in bringing together disparate professions and 
backgrounds to work on MCH issues.” 
 
“Spirit of cooperation. Lack of territoriality. True cooperation. Convening groups with 
different funding sources.” 

 
 
At the same time, many believe that OMCH can strengthen relationships, provide more 
follow-through, be more inclusive in their work with partners, and engage with partners at 
a higher level. 
 

“As role of convener – follow through, don’t let things just fizzle out without coming to 
some conclusion or next steps when funding is reduced or capacity to convene is 
reduced.” 
 
“Be a convener- can be more neutral which can help with knotty situations/ turf issues.” 
 
“Currently, we could be missing great opportunities due to silos, lack of collaboration, and 
lack of knowledge about goals. If we knew more, we could do more.” 
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“MCH Office needs to bring stakeholders into the process beyond program planning.” 

 
 
During the interview, key informants mentioned activities that parallel OMCH’s role as a 
convener of stakeholders. One of these roles includes communicating information 
and educating others:  
 

“The Office of MCH provides a way to communicate with many partners.” 

 
“[Need an] alert to things going on instate that impact the health of MCH population.” 
 

 
Overall, stakeholders had many suggestions on how OMCH could improve 
communication. For example, many mentioned that they would like OMCH to have 
additional focus on communicating with and educating the public, partners, legislature, 
and others on maternal and child health issues as well as OMCH’s role in working with 
these issues.  
 

“[We] depend on OMCH for leadership - defining a vision, goals, and objectives and 
selling them to the public, legislators, and stakeholders.”  
 
OMCH should focus on being more active around educating other agencies about 
children’s safety and health issues and all MCH priorities.  
 
“[Need] clear communication about program activities and coordination efforts”  
 
“[Need] feedback. Make sure that someone is circling-back with the group to let people 
know what comes of the process of reorganizing [OMCH], this interview, etc. Asked for 
input at every grant, but never hear back.”  
 
“What’s your role and what’s our role?  By identifying roles and understanding goals, we 
can find new ways to collaborate, identify overlaps, and ensure we’re all working toward 
improved health for all.” 

 
 
A smaller number of interviewees also stated that OMCH’s role includes coordinating 
services and systems across the state. 
 

“Systems development work, convening partners, collaborative spirit, willing to work 
together to improve systems and services for children and families.” 
 
“Provide coordination for existing state wide programs that improve health status of 
families integrate efforts/ programs in MCH.”  

 
 
2. Providing Expertise 
OMCH is viewed by many as an important resource for expertise. Providing information 
on best practices was frequently mentioned as a key role for OMCH, for both now and 
in the future.  
 

“Identify and spread information about Best Practices related to health.” 
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“How does information get from journals and research to practice by general public - we 
all need to figure that out.” 
 
“Whatever we decide - be sure to communicate to local partners and provide information 
on best practice and potential interventions to address the issues.” 

 
 
In addition, stakeholders were very satisfied with the high level of staff expertise and 
guidance provided by OMCH staff.  
 

“Continue acting in role of experts and conveners.” 
 
“[It is] hard to be experts; [we] need that from the state.” 

 
 
Other topics related to resources that were commented upon include providing needed 
tools, materials, and training.  
 

“[OMCH should be a] clearinghouse for information and referral; health information and 
specific health information should be accessible to the public; the public needs to know 
how to find programs that can provide services; brochures with broad program info are 
needed.” 
 
“MCH does a good job of getting information out, but on the ground level they’re not 
always sure what to do with it. It would be helpful to be part of a comprehensive effort.” 
 
“[OMCH needs to work on] coordinating information together.  Federal information 
provided, State information provided, lots of resources available, but not necessarily 
working together to utilize the same resources. How do we bring together information so 
we’re not duplicating efforts?” 

 
 
3. Providing Data and Assessment  
Another frequently mentioned theme was related to data and assessment. 
Stakeholders believe that data collection, needs assessment, data reports, program 
evaluation, and surveillance are a key role for OMCH. Stakeholders appreciate the data 
and reports provided by OMCH, as well as the data and analysis expertise, county-level 
data, data sharing, and technical assistance.  
 

“Data: Need to do statewide data collection, needs assessment, understanding the status 
of children and families across the state, [information] .. about their health and risk factors 
that connect to health and cost of health.” 
 
“Data Reports to help advocates understand issues, develop strategies; data reports ... 
help people drill down into the issues. DOH is the hub, and critical for data.” 
 
“Providing expertise (technical assistance and guidance) and data in these areas to 
LHJs, organizations and coalitions; advise them on areas that should be addressed.” 
 
“Sharing of data between state programs and local level programs – working together 
toward a common goal and using data at both levels.” 
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Suggested improvements include increased partnerships and collaboration with 
researchers, academia, and others, more communication on data that are available, 
examining how data have been used by programs and stakeholders, and improving and 
integrating electronic data collection systems. 
 

“Partnerships with researchers and academia – DOH collects a lot of data but doesn’t 
always have capacity to work with the data- researchers could do this- look at data 
related to levels of service and outcomes; use findings to leverage programs, improve 
programs, improve data collection and data entry.” 

 
“When data are presented and distributed, what happens next?  What is OMCH doing 
with the data, what should stakeholders be doing…?  Knowing who collected data and 
what the next steps are, may present opportunities for collaboration and efficiencies.” 
 
“Improve coordination and integration of data systems.” 
 
“Statewide data collection system-web based if possible.” 

 

 
4. Funding – Comments and Issues 
Another topic mentioned was funding. Stakeholders value the financial support from 
OMCH. They have also felt the effect of decreased funding, and would like to collaborate 
and partner more with OMCH to write grants and identify and ensure stable funding. 
 

“Staff is very creative in the past when funds decrease, i.e., they come up with creative 
ideas and use of resources when they are tight.” 
 
“Partner to write grants – building systems that are stable, comprehensive, collaborative 
across agencies” 
 
“Advocate for funding. If DOH can’t do that, at least provide information that helps build 
the case for funding.”   
 
“…when funds decrease, I need leadership from OMCH on plan B. I expect the state at 
that time to set up meetings or somehow acknowledge lack of funding and provide insight 
on what others are doing. If we lose funding for a county, let’s have a meeting and 
brainstorm how to address, i.e., convene stakeholders over a demise of a program.” 

 
 
5. Providing Policy and Advocacy 
OMCH is valued by stakeholders for their role and work in policy and advocacy. Some 
key informants stated that they would like to see OMCH take a larger and more pro-
active role in policy and legislative change. 
 

“When questions come from the legislature, it is great to have a public/private partnership 
on program development.” 
 
“Be more proactive in working with partners to shape policy vs waiting to be asked.” 
 
“OMCH and all of DOH need to be more vocal with children issues with other levels of 
government and agencies.” 
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6. Public Health and Leadership 
There were a number of comments that could not be easily classified. Often, these 
comments fell into a broader public health role or leadership category: 
 

“[OMCH’s role is] to support positive health for women and children in Washington.”  
 
“Help LHJs think outside the box.” 
 
 “Provide a strong backbone to lead and support providers to do what is right, despite 
politics.”   
 
“Maintain overall picture and unified focus of carrying out services using the resources we 
have in place, despite changes in funding, leadership, etc. Stay focused on providing 
help to the community, don’t get caught up in the changes or “can’t do…”. 

 
“I realize financial constraints facing our state, but we must have a vision and encourage 
innovation…OMCH is not just about survival but about planning and having a 5 year 
vision and planning for it, addressing reasons for this particular vision and selling it.” 

 
 
7. Appreciation for OMCH Staff 
The high quality work and leadership of OMCH staff was mentioned many times. Staff 
are viewed as efficient, knowledgeable, responsive, and having a spirit of cooperation. 
Suggestions for improvement include having updated phone numbers and position 
descriptions so stakeholders can determine the best staff person to talk with. In addition, 
a couple of key informants mentioned that the organizational structure and hierarchy of 
OMCH was a barrier.  
 

“Openness to questions and supportive feedback from program staff.” 
 
“Personnel/people are marvelous, dedicated to kids, and they do everything they can.” 
 
“State government tends to be hierarchical ….that is a barrier. Higher level 
micromanagement prevents [timely] work [from] being done…How MCH uses internal 
personnel can be inflexible…not always, but it does happen.”   

 
 
8. Focusing on Prevention 
OMCH’s role in promoting prevention was mentioned throughout the interviews. 
 

“In an ideal world, funding sources would be restructured to emphasize prevention.” 
 
“Target resources to prevention since its less expensive than treating the disease.” 

 
 
9. Contracts - Comments and Issues 
Contracts were mentioned by stakeholders during the interviews:  
 

“[Appreciates the] spirit of collaboration in development of statement of work in contract 
to keep it realistic.” 
 
“Currently our contracts are re-negotiated every year. To step back and have some 
strategic planning to develop the big picture 5 year view and how each contract fits.” 

387 of 389



Office of Maternal and Child Health Stakeholder Interviews  

June 30, 2010 9 

 
“The last couple of years have seemed like a frenzy to get the contract together – less 
strategic planning. Need more planning about what we do, what each contractor is doing 
– making sure that all contractors are coordinated.” 

 
 
10. Role in Health Care Reform 
OMCH’s role in health care reform was mentioned a number of times, especially in 
regards to future roles.  
 

“Health care reform - look for opportunities - understand it.  Lead in developing policy and 
work with local and state agencies on how to best use this opportunity for MCH 
population benefit.” 
 
“Implementation of health care reform and the policies – potentially there could be a 
greater emphasis on assessment (what impact are we having?).” 

 
 
Strengths and Limitations 
 
Qualitative analysis is always subject to the interpretation and bias of the analysts. In 
order to account for this, as much as possible, we completed a short validation exercise. 
This exercise included 1) comparing the initial coding schemes of two independent 
qualitative analysts 2) revising the coding scheme, as needed 3) recoding a sample of 
interviews, and 4) revising the final coding scheme.  
 
Overall, there was a high level of agreement and overlap between the analysts’ coding. 
Approximately 90% of the items coded had agreement on primary themes. Minor 
revisions to the final coding were made based on the 10% of text that did not have 
primary theme consistency. These revisions consisted mostly of combining two themes 
into one theme. Final coding categories were improved as a result of this exercise, which 
were used for this report.  
 
The main limitation to this study was the reliance on interviewer notes for qualitative 
analysis, instead of interview transcripts. Because there were multiple interviewers, who 
received only a brief training, the quality and format of the notes varied widely. Most 
interviewers provided detailed notes, while a few interviewers summarized responses 
into brief phrases. Due to time limitations, we could not conduct further interviews with 
key informants to clarify or obtain more detailed information. Information provided in the 
abbreviated interview notes contained less detail and richness. Because of this, it was 
more difficult to determine context of the comments and to code into themes. Comments 
from these interviews are less likely to be fully represented in the analysis and this 
report. 
 
In addition, interview notes with less amount of detail have a fewer ‘number’ of 
comments, compared with interview notes with more detail. Because of this, we did not 
provide exact numbers or percentages of comments by theme. Figure 1 provides some 
information on the distribution of comments by theme, however is meant to provide an 
overall idea of the distribution. Figure 1 needs to be interpreted with care, as the 
distribution of comments does not necessarily represent the usefulness, relevance, 
richness of the comments. 
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Ideally, we would have used transcripts from audio recordings for the qualitative 
analysis, or had fewer interviewers with a higher level of training. However, given the 
short timeline, we worked with the resources and time that were available. Qualitative 
methods and analysis are also an unfamiliar topic for many OMCH staff. A previous 
OMCH staff assessment identified training in qualitative methods as the top training 
need. 
 
Another potential limitation to this project is the varying range of familiarity that 
stakeholders and partners may have about OMCH. While it is clear that most of the 
comments were directed specifically to OMCH, they may also reflect the interviewees’ 
perspective and experience with the Department of Health in general, or even other 
state agencies.  
 
 
Summary and Conclusion 
 
In spring of 2010, the Office of Maternal and Child Health conducted 51 key informant 
interviews with key stakeholders and partners. Questions for stakeholders and partners 
included how they view the role of OMCH, what they need and value from the office, and 
improvements that the office can make. Notes from the interviews were analyzed and 
coded into themes and sub-themes.  
 
The majority of information collected during the key informant interviews fell into 10 
primary themes. Around 75% of the comments were coded into the top 5 themes: 
OMCH’s function in convening groups and communicating information, followed by 
providing expertise; data and assessment; funding; as well as policy and advocacy. 
Other themes included general comments on the role of public health, appreciation that 
stakeholders have for OMCH staff, the need for OMCH to focus on prevention, 
comments about contracts, and OMCH’s role in health care reform. 
 
Key informants provided rich information and varying perspectives on how they view 
OMCH, what they value, and improvements they would like to see. In addition to specific 
topics or themes, there were also central phrases that were found through out the 
comments – whether the key informant was discussing funding, data, policy, or another 
topic. These phrases included leadership, inclusion, coordination, communication, 
strategic planning, and looking for new opportunities. These phrases were used in 
comments that described OMCH’s strengths as well as where we can make 
improvements. They represent a ‘way of doing business,’ which can be applied to the 
work done by individual staff as well as broader office and organizational environment. 
This ‘way of doing business’ seems to be valued by stakeholders as much as the 
particular topics in discussion.  
 
Thank you to all partners and stakeholders who participated in the key informant 
interviews.  
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