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I. General Requirements

I.A. Letter of Transmittal

oy

de YN Maternal and Child Health Unit
et Public Health Division
il 6101 Yellowstone Road, Suite 420
Wyoming Cheyenne, WY 82002
Department (307) 777-6921 » 800-438-5795
of Health Fax (307) 777-7215 « www.health.wyo.gov
Thomas O. Forslund Matthew H. Mead
Director Governor

July 16, 2018

Ref: DMM-2018-08

Dorothy Kelley

Grants Management Officer

5600 Fishers Lane

Rockville, Maryland 20852-1750

Dear Ms. Kelley:
Letter of Transmittal
The DUNS number for Wyoming Maternal and Child Health (MCH) Services Block Grant
is 809915796, as requested in the Terms and Conditions issued on November 16, 2004. The core
grant number for Wyoming's Title V Block Grant is B04MC30652.

If you need additional information, please contact me by phone at 307-777-6326, or by e-
mail at danielle.marks@wyo.gov.

Sincerely,

O awalle M, Mot

Danielle M. Marks, MSW, MPH
Maternal and Child Health Unit Manager
Public Health Division

DM/dm

c: Stephanie Pyle, MBA, Senior Administrator, Public Health Division
Debra Wagler, Region VIII, Health Resources and Services Administration.
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I.B. Face Sheet

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

I.C. Assurances and Certifications

The State certifies assurances and certifications, as specified in Appendix F of the 2018 Title V Application/Annual Report
Guidance, are maintained on file in the States’ MCH program central office, and will be able to provide them at HRSA'’s request.
I.D. Table of Contents

This report follows the outline of the Table of Contents provided in the “Title V Maternal and Child Health Services Block Grant
To States Program Guidance and Forms,” OMB NO: 0915-0172; Expires: December 31, 2020.

Il. Logic Model

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

llLA.1. Program Overview

Executive Summary

Program Overview

The Wyoming Title V Program is organized within the Public Health Division (PHD) of the Wyoming Department of
Health (WDH). Structurally, the Maternal and Child Health (MCH) Unit's programs are divided according to the
population groups they serve: women (ages 15-44) and infants (ages 0-1), children (ages 2-11), youth and young
adults (ages 12-24), and children and youth with special health care needs (CYSHCN). This structure aligns well with
the Title V population domain framework and assures dedicated resources within each domain.

The Wyoming Title V Program receives approximately $1,200,000 in federal Title V funding annually. This funding
supports programming for an estimated population of 579,315 (2017 estimate, American FactFinder, U.S. Census)
spanning 97,813 square miles.

The most recent five-year needs assessment resulted in the selection of seven MCH state priorities for 2016-2020.
They include:
e Prevent infant mortality
Improve breastfeeding duration
Improve access to and promote use of effective family planning
Reduce and prevent childhood obesity
Promote preventive and quality care for children and adolescents
Promote healthy and safe relationships in adolescents
Prevent injury in children

The MCH Unit and MCH Epidemiology Program used the six-step Peterson and Alexander Needs Assessment
process to guide the completion of the 2015 five-year needs assessment and subsequent strategic planning. Due to
small staff capacity and limitations related to the Unit’s ability to respond to all MCH population needs, an internal
planning group developed and implemented a scoring matrix to assess each potential priority on magnitude/extent of
the problem, availability of public health strategies, the role of MCH (i.e. MCH responsibility), presence of health
disparities, life course connection, and political will/capacity. MCH involved internal and external stakeholders,
including community stakeholders in 10 of 23 counties, in the review of state health indicators and potential priorities,
requesting input using a variety of methods (e.g. partner surveys, community meetings) throughout the 2-year
process. MCH Epidemiology is working to establish a systematic review of data to continuously identify emerging
issues.

Following selection of state priorities, the MCH program managers researched and selected evidence-based
strategies to address each priority and accompanying National Performance Measure (NPM) or State Performance
Measure (SPM). Each program maintains an action plan which is presented at least annually to WDH leadership as
well as to program partners.

The mission of Wyoming MCH is to improve the health and well-being of Wyoming families and communities by
supporting and collaborating on public health activities that benefit the health of mothers, infants, children, youth, and
young adults, including those with special health care needs. The MCH Unit assures access to community level
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services such as care coordination services for families with children and youth with special health care needs and
home visitation services for all families. Doing so is particularly challenging in a rural/frontier state like Wyoming but
is made easier due to a strong partnership with Public Health Nursing (PHN) at the state and local level.

The MCH Unit leverages partnerships and both federal and non-federal funding to address Wyoming state priority
needs. Although the MCH Unit receives a small Title V award, matching state and other funds, as well as the work
and resources of our partners, increases our capacity to achieve outcomes related to state priority needs.

Through statutory requirement, the MCH Unit and Public Health Nursing (PHN) jointly receive Temporary Assistance
for Needy Families (TANF) funding from a partner agency, the Wyoming Department of Family Services, to support
the implementation of home visiting and breastfeeding support activities. The MCH Unit also benefits from
$2,375,591 in state funds required to meet 1989 maintenance of effort. These state funds primarily support delivery
of home visitation and care coordination services by PHN in all 23 Wyoming counties.

The MCH Unit currently receives and/or utilizes federal funding from the Rape Prevention Education (RPE) grant,
Personal Responsibility Education Program (PREP), State Systems Development Initiative (SSDI), Preventive
Health and Health Services Block Grant (PHHSBG), and Pregnancy Risk Assessment Monitoring System
(PRAMS). The MCH Unit does not manage Wyoming’s Title X and Maternal Infant Early Childhood Home Visiting
(MIECHYV) grants; however, MCH staff partner closely with the grantees. In 2016, the Early Childhood
Comprehensive Systems (ECCS) grant was awarded to a reduced number of states and Wyoming was not funded.

Summary of Priority Needs and Related Activities by Population Domain

Women/Maternal Domain

State Priority Need NPM/SPM Status of NPM/SPM

Prevent infant mortality NPM 14.1: Percent of In 2016, 14.6% of women
women who smoke during | smoked during pregnancy
pregnancy compared to 17.6% in 2012

(National Vital Statistic
Services (VSS)).

Improve access to and SPM 3: Number of In 2017, one hospital
promote use of effective Wyoming birthing hospitals | successfully billed Medicaid
family planning billing Medicaid for for IPP LARC.

immediate postpartum (IPP)
long-acting reversible
contraception (LARC)

In FY17, the Women and Infant Health Program Manager (WIHPM) attended a train-the-trainer session for Smoking
Cessation and Reduction in Pregnancy (SCRIPT). The WIHPM will use data to target training on this evidence-
based program within PHN offices and possibly within federally qualified health centers (FQHCs). The SCRIPT
program will also help to increase referrals to the Wyoming Quitline, a goal shared by the Tobacco Prevention
Program.

Throughout 2017, the MCH Unit participated in the Association of State and Territorial Health Officials (ASTHO)
Increasing Access to Contraception learning community. In partnership with one of the largest birthing facilities in the
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state, the Centers for Disease Control and Prevention (CDC) assigned MCH Epidemiologist piloted a hospital
assessment of procedures/policies/practices related to IPP LARC in order to understand barriers to
implementation. Continued efforts to reduce barriers to access in this pilot will inform the development of a
Wyoming-specific IPP LARC implementation guide.

Perinatal/Infant Domain

Priority

NPM/SPM

Status of NPM/SPM

Prevent infant mortality

SPM 1: Percent of very low
birth weight (VLBW) infants
born in a hospital with a
Level lllI+ Neonatal Intensive
Care Unit (NICU) (VSS)

In 2016, 68% (62/100) of
VLBW infants in Wyoming
were born at facilities with
the appropriate level of care
compared to 51.9% in
2015. The 83.7% target set
by Healthy People (HP)
2020 remains unmet.

Improve breastfeeding
duration

NPM 4a: Percent of infants
who are ever breastfed
(National Immunization
Survey (NIS))

In 2014, 88.3% of infants
were ever breastfed
compared t0 89.7% in
2012.

Improve breastfeeding
duration

NPM 4b: Percent of infants
breastfed exclusively
through 6 months (NIS)

In 2014, 32% of infants were
exclusively breastfed
through 6 months compared
to 27% in 2013.

The Levels of Care Assessment Tool (LOCATe) continued to inform the work of the Women and Infant Health
Program (WIHP) in 2017. Assessment results revealed opportunities for quality improvement efforts with hospitals
(e.g. implementation of patient safety bundles). Six hospitals participated in a Utah Project Extension for Community
Healthcare Outcomes (ECHO) focused on maternal hypertension. The WIHPM also continued to lead the
Coordinated Efforts to Improve Maternal and Infant Health workgroup with a new emphasis in 2017 on the emerging
issue of maternal mortality and the development of Perinatal Quality Collaborative (PQC) infrastructure.

See MCH Success Story for additional details.
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Child Domain

Priority

NPM/SPM

Status of NPM/SPM

Promote preventive and
quality care for children

NPM 6: Percent of children
(9-35 months) receiving a
developmental screening
using a parent-completed
tool in the past year
(National Survey of
Children’s Health (NSCH))

In 2016, 27.6% of children
ages 9 to 35 months
received a developmental
screening using a parent-
completed tool in the past
year. Due to changes in the
NSCH, data are not
comparable between 2016
and 2012.

Prevent injury in children

SPM 2: Rate of
hospitalization for (non-fatal)
injury per 100,000 children
(1-11 yrs) (Wyoming
Hospital Discharge Data)

In 2016, the non-fatal injury
hospitalization rate for
children was 32.3 per
100,000 children ages 1-11
years. Due to the change
from ICD-9 to ICD-10
coding, data from the
previous year are not
comparable.

Reduce and prevent obesity
in children

SPM 5 (formerly NPM 8):
Percent of children (6-11
years) who are physically
active at least 60 minutes
per day (NSCH)

In 2016, 29.3% of Wyoming
children aged 6-11 were
physically active everyday
for 60 minutes or more.
Due to changes in the
NSCH, data are not
comparable between 2016
and 2012.

The Wyoming Child Health Program (CHP) used two methods to increase developmental screenings:
implementation of the Help Me Grow (HMG) model and distribution of Ages and Stages Questionnaire (ASQ)
screening tools to partners. During FY17, the Child Health Program Manager (CHPM) worked with the HMG
Leadership and Sustainability Team to begin implementation of the four Core Components of HMG: Child Health
Care Provider Outreach, Family and Community Outreach, Centralized Access Point, and Ongoing Data Collection
and Analysis. The number of HMG calls a month has increased during the first year of implementation.

In FY17, the CHPM worked closely with Safe Kids Wyoming (SKW) to identify evidence-based strategies for
preventing the top causes of unintentional injury. These strategies were incorporated into the contract with SKW
contract in Fall 2016 and a toolkit was provided to all SKW coalitions and partners in Spring 2017.

In FY17, MCH convened representatives from WDH and Wyoming Department of Education (WDE) to plan
Created on 9/26/2018 at 10:46 PM
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collaborative efforts to improve physical activity among children. Due to reduced staff capacity, MCH leadership
decided to transition NPM8 to a SPM beginning in FY19 in order to reduce reporting burden while still maintaining

partnerships to address the state priority need of reducing obesity in children.

Adolescent Domain

Priority

NPM/SPM

Status of NPM/SPM

Promote healthy and safe
relationships in adolescents

SPM 4: Percent of teens
reporting 0 occasions of
alcohol use in the past 30
days (Wyoming Prevention
Needs Assessment (PNA))

In 2017, 63.8% of Wyoming
High School students
reported zero occasions of
alcohol use in the past 30
days compared to 68.2% in
2016. The target for 2018 is
72%.

Promote preventive and
quality care in adolescents

NPM 10: percent of
adolescents with a
preventive services visit in
the last year (NSCH)

In 2016, 75.7% of
adolescents, ages 12
through 17, had a preventive
medical visit in the past

year. Due to changes in the
NSCH, data are not
comparable between 2016
and 2012.

In late 2016, two staff from WDH received training in Communities that Care (CTC), an evidence-based framework
that uses prevention science to increase protective factors in communities. Due to staff turnover, efforts to bring CTC
to Wyoming to address youth alcohol use are on hold. The new Youth and Young Adult Health Program Manager
(YAYAHPM) will research available evidence-based strategies to meet this state priority need beginning in FY18.

The Personal Responsibility and Education Program (PREP) provides training on Making Proud Choices, Reducing
the Risk, and Understanding Adolescence: Seeing Youth through a Developmental Lens curriculum as strategies to
promote healthy and safe relationships in adolescents.

Since May 2017, the MCH Unit participated in the Association of Maternal and Child Health Programs (AMCHP)
Adolescent and Young Adult Health (AYAH) Collaborative Improvement and Innovation Network (ColIN). The
Wyoming State Team membership includes MCH Unit staff and representatives from Medicaid, Kid Care CHIP
(Children’s Health Insurance Program), WDH, Wyoming Family Voices, Wyoming American Academy of Pediatrics
(WY-AAP), Wyoming Primary Care Association (WYPCA), Optum (Medicaid contractor), youth, and young adults.
The team selected the University of Michigan’s Adolescent Centered Environment Assessment Process (ACE-AP)
as a strategy to improve the quality of the adolescent clinical environment. Four Wyoming clinics were selected to
receive mini-grants from the AYAH ColIN budget and technical assistance from the University of Michigan to identify
and respond to opportunities to improve adolescent well visits.
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Children with Special Health Care Needs (CSHCN) Domain

Priority

NPM/SPM

Status of NPM/SPM

Promote preventive and
quality care in children and
adolescents

NPM 11: Percent of children
with and without special
health care needs having a
medical home (NSCH)

In 2012, 63.5% of children
(ages 0-17) without special
health care needs had a
medical home. In 2012,
42.8% of children (ages 0-
17) with special health care
needs had a medical home.

Promote preventive and
quality care in children and
adolescents

NPM 12: percent of
adolescents with and
without special health care
needs, ages 12 through 17,
who received services
necessary to make
transitions to adult health

In 2016, 17.9% of
adolescents with special
health care needs received
services necessary to make
transitions to adult health
care. 14.3% of adolescents
without special health care

needs received the same
services. Due to changes in
the NSCH, data are not
comparable between 2016
and 2012.

care (National Survey of
Children with Special Health
Care Needs (NS-CSHCN)

In 2017, the MCH Unit implemented the Wyoming Parent Partner Program (PPP) as a strategy to increase access
to medical home. In addition, the CHP began an environmental scan of medical home activities around the state and
subsequently established partnerships with the Clinical Quality Directors of both the WYPCA and the Wyoming
Institute for Population Health. Meetings with the Medicaid Patient Centered Medical Home (PCMH) team have
resulted in increased opportunities for collaboration. The CHPM provided support for a PCMH partner training in
September 2017 and presented on Title V priorities. Due to limited staff capacity and slow progress related to this
complex NPM, the MCH leadership team decided to discontinue the NPM beginning in FY19.

In order to improve transition among children and youth, MCH and partners have reviewed available transition
resources from Got Transition in order to develop a Wyoming specific toolkit for providers and consumers. A
comprehensive training on transition was developed and will be presented to PHNs during a future CSH Program
web-training.
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lllLA.2. How Title V Funds Support State MCH Efforts

Wyoming Title V funding builds the MCH Unit’s capacity to address MCH state priority needs. Funding is leveraged
with state and other federal funds to assure available staff capacity to address each population domain and to
provide epidemiologic support. Without Title V funding, the Wyoming Department of Health (WDH) would
significantly lack workforce capacity and expertise to address MCH state priority needs, needs which align with other
WDH agency-level priorities focused on supporting children’s health, responding to public health problems such as
tobacco use, and strengthening Wyoming's rural health care infrastructure.

Title V funding is blended with other sources to meet programmatic needs. For example in 2017, the MCH Unit
contributed funding to support development of the Family Health phone application, an application primarily funded
by Wyoming Medicaid to increase consumer awareness and management family health recommendations including
well visits and screenings for all ages. While the project was not led by MCH, flexibility in Title V funding allowed for
MCH to support the project due to its alignment with all NPMs. The application’s inclusion of all life stages also
aligned with the core principle of life course. Another example of successful use of Title V funding to support
statewide MCH efforts is the cross-division promotion of Bright Futures, 4th Edition.

lllLA.3. MCH Success Story

The MCH Unit intentionally uses its core principles to guide decision-making and resource allocation. In 2017, the
Women and Infant Health Program (WIHP) used available Maternity Practices in Infant Nutrition and Care (mPINC)
data (core principle: data-driven) to select five areas of focus for a breastfeeding mini-grant and hospital
recognition program named Wyoming 5-Steps to Breastfeeding Success. The program is based on the evidence-
based Baby Friendly Hospital Initiative and the Colorado Can Do 5 Program. The development of the grant
program, and the review of applications were guided by the Breastfeeding Grant Committee, a collaboration (core
principle: engagement) between MCH, Women, Infants, and Children (WIC) Unit and the Chronic Disease
Prevention Program. Each partner shared a commitment toward improving statewide breastfeeding rates. The
mini-grant opportunity was released to all Wyoming hospitals, another step towards building hospital engagement.
The request for applications resulted in four applications. All applications were funded due to leveraged funding
(core principle: sustainability) from Title VV and a grant provided by the Association for State and Territorial Health
Officials (ASTHO) “Improve State Health Agency Capacity for Breastfeeding Promotion and Support” learning
community. Ongoing TA and site visits have ensured that barriers to implementation are addressed and adequate
evaluation data is collected.
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lll.B. Overview of the State

Geographically, Wyoming is the tenth largest state in the United States (U.S.) spanning 97,813 square miles. There
are 23 counties ranging from the Great Plains to the Rocky Mountains. The Wind River Indian Reservation (WRIR),
located toward the center of the state, is home to two federally recognized tribes, the Eastern Shoshone and the
Northern Arapaho.

Wyoming is the least populous state in the U.S. with an estimated population of 579,315 (2017 estimate, American
FactFinder, U.S. Census). The population is predominantly White alone (93.7%). The remaining population is Black
or African American alone (1.7%), American Indian and Alaska Native alone (3.6%), Asian alone (1.4%), Native
Hawaiian and Other Pacific Islander alone (0.2%), some other race (2.2%), and Hispanic or Latino (9.7%) (2016,
American FactFinder). Of the population aged 5 years and older, 92.4% speak only English at home, 7.5% speak a
language other than English, and 5.0% speak Spanish.

Almost one quarter of the population is under 18 years of age. More than 90% of persons over 24 years of age have
a high school education or higher. A quarter of this group have a Bachelor’s degree or higher. The median
household income is $59,143. Persons in poverty are estimated to be 11.6% of the population (2016, American
FactFinder).

Wyoming Counties by Rural, Urban, and Frontier Classification

classification
I Frontier
B Rural
H Urban

Wyoming is a rural/frontier state. Two counties, Laramie and Natrona, each have a town with over 60,000 people and
are considered urban. Seventeen of the remaining 21 counties are considered frontier with less than 6 persons per
square mile. These 17 counties are home to 44% of the population (2010, American FactFinder).

In the recent past, the economy in the state suffered from the weak demand for oil, warmer weather, and increases in
domestic supply for natural gas. However, the most recent unemployment rate (2017, Q3) is 4.0 percent; lower than
the U.S. level of 4.3 percent. Wyoming experienced an overall decline of 0.4 percent (or 1,170 jobs) in total
employment in the third quarter of 2017 compared to the previous year, however Wyoming’s mineral extraction
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industry had a growth of 12.4 percent in the same period; representing 2,230 more jobs (Economic Analysis

Division, WY).

According to America’s Health Rankings (2018), Wyoming'’s strengths include a low percentage of low-risk
cesarean deliveries, low percentage of concentrated disadvantage, and a high prevalence of protective family
routines and habits among children aged 0-17. Per the same Health Rankings report, Wyoming’s challenges include
low immunization coverage among children, high teen suicide rate, and low prevalence of cervical cancer screening.

The top two leading causes of death (n=89) for children between ages 1-24 years in Wyoming are unintentional injury
(n=35; 39.3% of deaths) and suicide (n=18; 20.2% of deaths). Homicide is a distant sixth leading cause with totals
suppressed due to small numbers (Web-based Injury Statistics Query and Reporting System (WISQARS), Centers

Tetal Number of Practicing Obstetricians & Gynecologists

by Wyoming County (2018).

Source; Wyomeng Offae of Bl Health, Moot o Ricoids
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for Disease Control and Prevention (CDC)).

The American Community Survey (2016, U.S. Census)
reports that the percent of Wyoming residents who were
uninsured was 11.5%; higher than the U.S. (8.6%) in the
same year and ranked as 7™ highest in the nation.

According to the Kaiser Family Foundation (as of
December 31, 2016), Wyoming had a total of 39 Primary
Care Health Provider Shortage Area (HPSA) Designations,
with 145,580 residents residing in primary care shortage
areas. There were 29 Dental HPSA designations in the
state with a total of about 70,000 Wyoming residents
residing in these areas. Finally, the state had 22 Mental
Health designations with nearly three-quarters (72%) of
residents living in a mental health shortage area.

Total Number of Practicing Pediatricians by
Wyeming County (2018),
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There are currently 63 physicians practicing Obstetrics and Gynecology (OB/GYN) in Wyoming and 49 practicing
Pediatrics. Ten counties have no OB/GYN and 12 counties have no Pediatrician. There are 202 family practice
physicians in the state, of which 48 practice in Natrona County, 36 in Laramie County, and 14 in Fremont County. Ten

counties have fewer than 5 family practice physicians.
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Results of the recently administered CDC-developed Levels of Care Assessment Tool (LOCATe) found that
Wyoming lacks Level lll facilities for both neonatal and maternal levels of care. This requires families to travel long
distances for health care, miss work, and coordinate care for children left at home.

Health Equity in Wyoming

The definition used for health equity by Healthy People 2020 is the “attainment of the highest level of health for all
people”. Health equity removes barriers such as poverty and discrimination. It equalizes opportunities for good jobs,
a quality education, safe neighborhoods, and access to health care.

Due to the unique nature of the state, a number of barriers to measuring health equity exist. Small population
numbers (particularly for minorities) at the state and county level make stratification by geographic region, race, and
ethnicity challenging. Wyoming continually monitors maternal and child health (MCH) outcomes for minority
populations (primarily for American Indian/Alaskan Native and Hispanic/Latino) through the calculation of calculating
rolling rates and data aggregation. Too often, even with multiple years, numbers are too small to report.

As stated in the 2018 Robert Wood Johnson County Health Rankings & Roadmaps, Wyoming fares well compared
to the nation for children in poverty (12% versus 20%) but the proportion of children in poverty varies widely by county,
with rates ranging from 7% to 20%. When race is examined, American Indian children were the most likely to live in
poverty (> 20%) while White children were at lowest risk (9%).

Wyoming’s overall high school graduation rate (2014-2015 Cohort) was lower than the national rate (79% versus
83%). American Indian youth were about half as likely to graduate from high school (45%) as White youth (82%)
followed by 73% of Hispanic youth (Wyoming State 4-Year Graduation Rates, 2014-2015).

Agency Organizational Structure and Role

The MCH Services Title V Block Grant is managed by the MCH Unit within the Community Health Section (CHS) and
Public Health Division (PHD) of the WDH. The mission of the WDH is to promote, protect, and enhance the health of
all Wyoming residents. The 2014-2018 WDH priorities include:

e Implement Medicaid reform, including improving health outcomes while containing cost and redesigning
waivers to increase access;

e Redesign the mental health and substance abuse system to improve outcomes;

e Focus on Wyoming’s significant public health problems (e.g. suicide and tobacco and alcohol use) to improve
overall health outcomes;

e Maintain Wyoming’s emergency response capability;

e Strengthen Wyoming'’s rural health care infrastructure to ensure access to appropriate, cost-effective, quality
care;

e Enhance the continuum of long-term care options for the elderly to support healthy aging in the most
appropriate setting; and

e Support the health of Wyoming children.

The PHD is working toward public health accreditation and has set several strategic priorities to address the
division’s mission to promote, protect and improve health and prevent disease and injury in Wyoming:

e Promote understanding of the relevance and value of public health;
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Foster programmatic excellence;

Support the integration of public health and health care;
Foster a competent, flexible workforce; and

Build a sustainable, cohesive organization

Several work groups continue to address each of these PHD strategic priorities. For example, the workgroup
working to foster a competent, flexible workforce facilitates completion of an assessment of the Core Competencies
for Public Health Professionals by all staff. This valuable tool helps staff identify opportunities for professional
development related to public health practice.

As part of the accreditation application, WDH is working to complete the required state health assessment (SHA)
and the state health improvement plan (SHIP). A member of the MCH Epidemiology staff is on the leadership team
for the assessment. The goal is to incorporate life course indicators as the foundation of the SHA.

The MCH Unit provides leadership for state and local level efforts that improve the health of the maternal and child
health population. In 2016, the MCH Unit updated its vision, mission, and core principles.

MCH Vision: Wyoming MCH envisions a Wyoming where all families and communities are healthy and thriving.

MCH Mission: The mission of Wyoming MCH is to improve the health and well-being of Wyoming families and
communities by supporting and collaborating on public health activities that benefit the health of mothers, infants,
children, youth, and young adults, including those with special health care needs.

Core Principles for Wyoming MCH:

e Data Driven: MCH Strives to use data, best available evidence, and continuous quality improvement to
guide programs and policies.

e Engagement: MCH strives to address health priorities by empowering, leading, investing in, and advocating
for community-engaged systems with diverse partnership.

e Population Health: MCH strives to achieve optimal health with targeted interventions and policies that link
health outcomes with social determinants of health.

e Health Equity: MCH strives to eliminate health disparities in order to achieve health equity.

e Life Course Perspective: MCH strives to improve MCH services, policies, and practices through a life
course lens.

e Sustainability: MCH strives for sustainability by investing limited resources strategically in public health
interventions that are community-engaged and data driven.

Wyoming’s Title V allocation is based on the total numbers of women of childbearing age (15 to 44 years), infants
and children ages 0 to 18, and the number of individuals ages 0 to 44 living in poverty.

The 2015 MCH Needs Assessment resulted in the selection of seven priorities for 2016-2020:
Prevent infant mortality

Improve breastfeeding duration

Improve access to and promote use of effective family planning

Reduce and prevent childhood obesity

Promote preventive and quality care for children and adolescents

Promote healthy and safe relationships in adolescents

Prevent injury in children
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Medicaid expansion in Wyoming has not been approved by the state legislature. WWyoming has only one insurer,
Blue Cross Blue Shield (BCBS), participating in the Federal Health Insurance Marketplace.

The MCH Unit’s Children’s Special Health (CSH) program offers care coordination and limited gap-filling financial
assistance as the payer of last resort for enrolled clients who meet medical and financial eligibility criteria. In order to
be eligible for assistance, families must first apply for Medicaid, Kid Care CHIP (Children’s Health Insurance
Program) and the Federal Marketplace. The program provides reimbursement to eligible providers for covered
services provided to eligible clients.

State statutes relating to MCH

Three state statutes impact the work of MCH. The Newborn Screening (NBS) statute, Wyoming Statute (Wyo. Stat).
§ 35-4-801 and 802, mandates newborn screening be available to all newborns and that WDH provide necessary
education on newborn screening to hospitals, providers, and families. WDH bills the hospitals/providers per initial
screen. These funds are then used to contract with the Colorado Department of Public Health and Environment
(CDPHE) Laboratory Services Division for analysis and communication of results to the provider and Wyoming
MCH. Additionally, funds are used for contracts with a courier to transport the blood spots to CDPHE and contracts
with specialists to provide follow-up for abnormal screens.

The second statute, Wyo. Stat. § 35-27-101, 102, 103, 104, Public Health Nurses (PHN) Infant Home Visitation
Services, was passed in 2000. The statute directs PHN to contact eligible women to offer home visitation services
as part of the Healthy Baby Home Visitation (HBHV) Program, a program consisting of two models. The initial intent
of the legislation was to expand Nurse Family Partnership (NFP), an evidence-based home visiting model, to all
twenty three counties using Temporary Assistance to Needy Families (TANF) funds. Due to fidelity requirements and
a small birth cohort in some communities, NFP was provided in thirteen counties until State Fiscal Year (SFY) 2017
during which 11 counties implemented NFP. During 2016, MCH and MCH Epidemiology completed a process
evaluation of NFP to determine which counties have the birth cohort and capacity to deliver the model with fidelity.
As of July 1, 2017, five counties (Albany, Campbell, Carbon, Natrona, and Sweetwater) deliver NFP. All counties
deliver the program’s second model, Best Beginnings (BB), a home-grown home visiting model based on the
research-informed Partners for a Healthy Baby curriculum developed at Florida State University.

The third related statute, Wyo. Stat. § 42-5-101, Family Planning and Birth Control, grants WDH with the ability to
provide gap-filling contraceptives. The geography of the state, combined with the small population, poses
challenges for assuring reproductive health services are available in all counties. During the 2017 Wyoming
legislative session, restrictions for spending state general funds on contraceptives were added to the budget through
a footnote. MCH supported gap-filling contraceptive purchases for counties with little to no Title X services in State
Fiscal Year (SFY) 2016 and through SFY 2017 but discontinued support in SFY 2018 in order to reevaluate best
strategies for increasing access to the wide range of contraceptive options. MCH will continue to partner closely with
Wyoming’s Title X grantee, Wyoming Health Council (WHC), to improve access to family planning services.
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lll.C. Needs Assessment

FY 2019 Application/FY 2017 Annual Report Update

Ongoing Needs Assessment Activities

Between 2013 and 2015, the MCH Unit and MCH Epidemiology Program met at least monthly to plan and complete
the required five-year needs assessment. After priority selection and strategic planning finished, the meetings
stopped. In an effort to prioritize ongoing needs assessment activities and provide a forum for ongoing collaboration,
the MCH Unit and MCH Epidemiology Program began monthly meetings in June 2017. In early 2018, the team
developed and released a collaboration survey to assess the strength of MCH partnerships. The survey also
assessed partner awareness of current MCH state priority needs and level of agreement with statements related to
the MCH Unit’s core principles.

MCH program managers are expected to review action plans at least quarterly to review progress and identify and
respond to challenges. MCH program managers present to WDH leadership at least annually on these action plans.
Program managers plan to present to program-specific advisory groups annually in an in-person or virtual format.

MCH Epi is working to better monitor trends and identify emerging MCH issues. Currently, MCH Epi works closely
with Wyoming Vital Statistics Services (VSS) to improve systematic review of selected measures to more quickly
identify changes to trends or areas for concern. Data including Hospital Discharge, Pregnancy Risk Assessment
Monitoring System (PRAMS), Behavioral Risk Factor Surveillance System (BRFSS), National Survey of Children’s
Health (NSCH), and Prevention Needs Assessment (PNA) are reviewed annually upon release, and more in depth
on an ad hoc basis. More systematic review of these data sources is currently planned using Tableau data
visualization software.

The release of new Title V guidance in December 2017 presented an opportunity for MCH leadership to review
current National Performance Measures (NPM) for fit considering staff capacity, the role of MCH, current activities,
current partnerships, and current progress. The team decided to discontinue NPM 11 (medical home), NPM 2 (low-
risk Cesarean delivery), and transition NPM 8 (physical activity) to a State Performance Measure to address the
‘Reduce and Prevent Childhood Obesity’ state priority need.

MCH Population Needs

Women’s/Maternal

PRAMS data indicate a continued reduction in maternal smoking. In 2016, 11.2% of new mothers reported smoking
during the last three months of pregnancy. Despite the reduction in smoking during pregnancy, Wyoming’s rates of
maternal smoking are persistently higher than the US rate. Disparities in maternal smoking exist by maternal race,
education, and income.

Preconception health of Wyoming women is of concern for Wyoming women and their infants. Data from the BRFSS
(2016) indicate that less than half (46.0%) of women of reproductive age (18-44 years) had a healthy Body Mass
Index (BMI).

Data from PRAMS indicate that hypertensive disorders during pregnancy are also of concern for Wyoming mothers.
PRAMS data (2012-2016) revealed that 4.2% of respondents were diagnosed with high blood pressure or

hypertension before their most recent pregnancy. When hypertension during pregnancy was examined, 11.2% of
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Wyoming women reported this condition. Several PRAMS respondents commented on the barriers to high-risk
maternal care in their community.

Due to small numbers it is difficult to monitor trends in Wyoming’s maternal mortality rate; however aggregated data
suggests that the Wyoming maternal mortality rate from 2005-2016 may be higher than the national rate.

Perinatal/Infant

Infant mortality in Wyoming was 5.0 deaths per 1,000 live births in 2015, slightly lower than the US rate. Despite the
overall lower rate, disparities by maternal educational attainment and race persist. Neonatal mortality (death within
the first 28 days of life) accounted for 65% of Wyoming infant deaths. As noted above, preconception health is one
contributing factor to infant mortality in Wyoming. In addition, Wyoming VSS has noted an increase in the number of
sleep related infant deaths in the last two years. PRAMS data from 2016 indicate that 22.1% of infants rarely or
never sleep alone in a crib and 84.9% of infants are put to sleep on their backs.

Wyoming’s 2016 preterm birth (<37 weeks) and low birth weight (LBW) rates of 9.5% and 8.5%, respectfully, are
similar to the national rate. LBW rates are highest among women over 35 years old, in non-metro areas, and who are
uninsured. Preterm rates are highest among women with less than a high school education, over 35 years old, and
who are Native American.

Child

Unintentional injury remains the leading cause of death for children 1-11 years in Wyoming. Because of Wyoming’s
small population and small number of childhood deaths, data on childhood injury outside of fatalities is vital to
informing programmatic efforts. We rely on state hospitalization and outpatient discharge data for non-fatal injury
information. Issues related to Wyoming’s rural and frontier nature have lead to challenges collecting accurate and
consistent non-fatal injury data. In addition, the switch from ICD-9-CM to ICD-10-CM in Wyoming hospitals lead to
difficulty in classifying injury hospitalizations. MCH Epidemiology continues to work to understand reporting across
the state, how the change from ICD-9-CM to ICD-10-CM impacts surveillance efforts, and to work to improve data
quality for injury surveillance efforts.

Thirty percent of Wyoming children (6-11 years) were active for 60 minutes everyday, similar to the US rate (NSCH,
2016). Due to small numbers, Wyoming was unable to observe any disparities in physical activity based on sex,
special health care needs, race, ethnicity, or income.

Only 27.6% of Wyoming parents reported that their child (9-35 months old) received a developmental screening in
the last year (NSCH, 2016). This low screening rate and the low rate of EPSDT (early periodic screening detection
and treatment) screening in Wyoming are concerning.

Adolescent

As seen nationally, the Wyoming teen birth rate continues to steadily decline. However, the Wyoming teen birth rate
(26.2 births per 1,000 women aged 15-19, 2016) remains higher than the national rate (20.3 births per 1,000). In
addition to an overall decline in Wyoming teen birth rates, racial disparities in Wyoming teen birth rates have also
decreased. In 2007, Native American and Hispanic teen birth rates were three and two times higher compared with
the White rate, but have each dropped to below two times higher in 2016.

The Wyoming adolescent suicide rate (21.9 deaths per 100,000, 2004-2016) is almost two times the national rate
and continues to increase. Additionally, Wyoming has a high rate of motor vehicle crash fatalities among teens. Other
risky behaviors among teens have remained fairly constant over the last eight years, including reports of bullying
(70% report no bullying) and marijuana use, about 90% of youth report zero occasions of lifetime use. We have seen
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an increase in teens that have never used cigarettes; up from 73% in 2012 to 79% in 2016 (Wyoming PNA).

Since the loss of the Youth Risk Behavior Surveillance System (YRBSS) in Wyoming, infrastructure and capacity for
data surveillance of the adolescent population specifically around monitoring healthy and safe relationships among
youth and young adults remains low. Wyoming has worked to identify data sources and systems that will fill the gaps
in monitoring the health and wellness of the adolescent population left after the loss of this data source.

Children with Special Health Care Needs

Wyoming Children with Special Health Care Needs (CSHCN) continue to experience disparities in overall health and
access to necessary services. Only 17.9% of Wyoming CSHCN received the necessary services to transition to
adult health care. Wyoming exceeds the nation in CSHCN who receive needed care coordination (75.9% v. 62.3%).
Wyoming CSHCN who qualify are served through the CSH program which provides care coordination.

Emerging Issues

Maternal Mortality

The number of pregnancy related deaths was relatively low for several years, but in 2014 we noticed an increase that
persisted into 2015. Wyoming'’s rate from 2011-2015 was 60/100,000. Data for 2016 indicate a decrease in the
rate.

Infant Mortality
Although infant mortality is an existing MCH priority, two additional issues have been raised, preconception health
and sleep related deaths.

Adolescent Suicide

In 2016, Wyoming had the eighth highest adolescent (12-24 year old) suicide rate (18 per 100,000) in the nation.
Wyoming saw a large decrease in adolescent suicide from 2015 to 2016, 27 adolescent suicides in 2015 to only 16
adolescent suicides in 2016. However, preliminary 2017 numbers show a return to previously higher numbers. Since
2004 the Wyoming rate of adolescent (ages 12-24) suicide has significantly increased from 11 deaths per 100,000
to a high of 27 deaths per 100,000 in 2015 (p<.001), nearly three times higher than the U.S. rate of 10 deaths per
100,000.

Insurance Coverage

The Wyoming legislature has chosen not to expand Medicaid; many families are uninsured as a result. Wyoming’s
premiums are the highest in the nation according to an Urban Institute report from the Robert Wood Johnson
Foundation on Premium increases. Some premiums in Wyoming increased by more than 70% between 2017 and
2018. According to the 2016 NSCH, 5.9% of Wyoming children are uninsured; however, 24.8% of Wyoming children
do not have adequate insurance coverage. The rate is higher among Wyoming children with a special health care
need (29.6%).

Opioids
As with other states, opioid use in pregnant women and neonatal abstinence syndrome (NAS) are an emerging
concern in Wyoming. These issues will be monitored to ensure they are addressed as needed.

Title V Program Capacity Updates

Staffing changes in the MCH Unit in FFY17 including the hiring of a new Title V Director and filling a vacant program
manager position. In FFY18, the MCH unit filled 3 additional vacancies, including 2 program managers and an
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administrative assistant.

Twelve full-time staff work on behalf of the Wyoming Title V program. This includes three MCH Epidemiology staff
and one CDC-assigned MCH Epidemiologist. All staff work at the state office in Cheyenne, WY.

Structurally, the MCH Unit’'s programs are divided according to the population groups they serve: women (ages 15-
44) and infants (ages 0-1), Children (ages 2-11), Youth and Young Adults (ages 12-24), and Children and Youth with
Special Health Care Needs (CYSHCN). This structure assures available capacity to address all population domains.

Currently, MCH does not have a family/parent representative on staff.
Title V Partnerships and Collaborations Updates

Other MCHB investments

MCH applied for and was accepted as a host site for the MCH Title V Summer Internship Program. Two graduate
student interns joined the MCH team in May/June 2018 and will work with MCH, Medicaid and other key
stakeholders to develop a plan to implement Bright Futures, 4th Edition as part of a broader cross-division goal of
improving statewide EPSDT rates.

MCH continues to partner with Parents as Teachers, the Maternal, Infant, and Early Childhood Home Visiting
Program (MIECHV) grantee in Wyoming to build a network of home visiting organizations.

The State Systems Development Initiative (SSDI) supports the data work of Title V by partially funding an MCH
Epidemiologist. SSDI also supports data collection and quality efforts; including partially funding Wyoming Vital
Records participation in the State and Territorial Exchange of Vital Events program, improving quality control in the
Vital Records data collection system, supporting data collection for PRAMS and developing important data linkages.

Other Federal investments
MCH continues to partner with Wyoming’s Title X grantee, WHC, to ensure optimal coordination of activities related
to family planning. The MCH Unit met with the WHC following the release of the Title X grant application.

Other HRSA programs

The Wyoming Primary Care Association (WYPCA) is a key partner in MCH'’s infant mortality reduction and family
planning promotion efforts. The Child Health Program (CHP) partnered with WYPCA to provide training on the new
National Committee for Quality Assurance Patient Centered Medical Home (PCMH) standards released in early
2017.

The Genetics Clinics offered through Title V works closely with the Mountain States Regional Genetics Collaborative,
funded through HRSA’s Genetics Services Branch, to improve services to Wyoming patients requiring genetics care.

State and Local MCH programs

MCH continues to have a direct presence in 22 of 23 counties through an MCH MOU which provides funding to
counties to provide home visiting and other MCH services related to Wyoming MCH priorities. Services are
provided by PHNSs.

Other programs within the Department of Health

In order to improve communication and collaboration between MCH and MCH Epidemiology and ensure that the

MCH needs assessment is an ongoing process, the MCH Unit Manager and MCH Epidemiology Program Manager
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re-instituted monthly staff meetings in 2017.

In late 2016, the MCH Unit Manager and Unit Manager of the Rural and Frontier Health (RFH) Unit began
discussions about possible collaboration. Two key areas of collaboration arose: (1) collaborating to incorporate
telehealth into the provision of regional genetics clinics, and (2) identifying common goals between the MCH
supported Healthy Baby Home Visitation Program and the RFH Unit administered Community Service Block Grant.

The MCH Unit and Wyoming Medicaid actively partner to address infant mortality, improving access to and
promoting the use of effective family planning and promoting preventive and quality care for children and
adolescents.

Tribes

MCH and MCH Epidemiology continue to provide support to members of the Fremont County Fetal and Infant
Mortality Review (FIMR) Advisory Committee (formerly the planning committee) to implement FIMR in Fremont
County, the county where the Wind River Indian Reservation (WRIR) is located.

MCH ftribal nurses serving both the Northern Arapaho and Eastern Shoshone tribes offer gap-filling financial
assistance and care coordination services as part of the CSH Program. CSH Benefits and Eligibility Specialists
provide training and support to the nurses to improve and sustain programming.

The Wyoming PRAMS project continues to sample all births to Native American women. Wyoming PRAMS staff

attend tribal health fairs and work with leadership of the tribal health programs to provide data for review and use in
tribal programs.
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FY 2018 Application/FY 2016 Annual Report Update

Needs Assessment Summary Update

Process Summary: Between 2013-2015, an MCH Planning Group consisting of internal MCH staff (e.g. Title V
Director, Program Managers, MCH Epidemiology staff) involved internal and external stakeholders, including
community stakeholders in 10 of 23 counties, in the review of state health indicators and potential priorities,
requesting input using a variety of methods (e.g. partner surveys, community meetings) throughout the 2-year
process. Potential priorities were assessed according to five key factors: magnitude/extent of the issue, availability
of public health strategies and MCH responsibility, health equity, life course impact, and political will/capacity. The
team also completed the Capacity Assessment for State Title V (CAST-5) for each potential priority and a strengths,
weaknesses, opportunities, and threats (SWOT) analysis for each potential national performance measure (NPM),
the results of which were shared with stakeholders and considered in the selection of final priorities. Wyoming MCH
Priorities were selected and approved by a steering committee in 2015.

During the next year, program managers researched evidence-based strategies to address each priority and
accompanying NPM or State Performance Measure (SPM) and participated in technical assistance (TA)
opportunities at both the regional and national level related to the development of evidence-based strategy
measures (ESMs), a new requirement of MCH 3.0 and current Title V block grant guidance. To further assist the Unit
in strategic planning, a Request for Proposals (RFP) was created and disseminated in search of a consultant to
guide MCH through the strategic planning process and into implementation. Lolina, Inc. was awarded the contract in
early 2016.

Strategic Planning Update: In April 2016, the MCH Unit met twice with Lolina, Inc. to build a foundation for
strategic planning work including assessments of team and individual strengths. Beginning in 2015 and continuing
through early 2016, each program reviewed available research on evidence-based strategies for each MCH priority
and selected NPM or SPM. The programs relied on the ‘Strengthening the Evidence’ tools and where available,
Collaborative Improvement and Innovation Network (ColIN) tools such as change packages and driver diagrams to
provide guidance for strategy selection. On May 9, 2016, MCH programs met with Lolina, Inc. to complete a first
draft of population specific action plans and on May 25, 2016, advisory groups comprising 10-15 stakeholders per
program met to review potential evidence-based strategies and measures and provide feedback.

In July, October, December 2016 and April 2017, each program conducted an internal review of progress on their
respective action plans. The goal is to hold internal action plan reviews quarterly and convene program-specific
advisory groups annually to review and guide each program’s action plans.

MCH Population Needs: Updates to data included in our original needs assessment are included below:

Women’s/Maternal
e 14.1% of new moms reported smoking during the last three months of pregnancy (Pregnancy Risk
Assessment Monitoring System (PRAMS) 2014);
e Among Wyoming reproductive age women (18-44 years), less than half (46.0%) had a healthy Body
Mass Index (BMI) (Behavioral Risk Factor Surveillance System (BRFSS), 2016) (cross cutting); and
e In 2014, 26.0% of pregnant women gained adequate weight during pregnancy; 53.7% gained
excessive and 20.3% gained insufficient weight (PRAMS).

Perinatal/Infant
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Child

In 2016, Wyoming (9.5%) met the preterm (<37 weeks) Healthy People (HP) 2020 goal of 11.4% (Vital
Statistics Services (VSS));

In 2015, 17.8% of Wyoming births were low-risk Cesarean deliveries (VSS); and

Between 2012-2016, the Wyoming infant mortality rate was 4.7 per 1,000 live births compared with 5.8
in the US in 2014 (VSS)

59.4% of children received care in a medical home (National Survey of Children’s Health (NSCH),
2011-2012) (cross cutting);

Among children ages 10-11 years old in Wyoming, 40.6% were reported to be overweight or obese;
73.8% of children 6-11 were reported to have exercised at least 4 out of the last 7 days (NSCH, 2011-
2012) (cross cutting);

Of middle school students in Wyoming, 56.1% reported being bullied on school property, the highest of
any participating state (Youth Risk Behavior Surveillance System (YRBSS) middle school, 2013); and
Leading causes of death among children include: unintentional injury, malignant neoplasms, congenital
anomalies, and homicide (Web-based Injury Statistics Query and Reporting System (WISQARS),
2005-2015).

Adolescent

The teen birth rate in Wyoming is 26.2 per 1,000 teens girls aged 15-19 (VSS, 2016);

8.0% of Wyoming high school students reported intimate partner violence (YRBSS, 2015);

Wyoming adolescents are less likely than the adolescents nationally to self-report being overweight or
obese (28.9% v. 31.5%), and more likely to report meeting the physical activity recommendations of 60
minutes per day, 5 or more days per week (YRBSS, 2015) (cross cutting);

Parents reported that 60% of adolescents 12-17 had experienced at least one adverse childhood
experience in Wyoming (NSCH, 2011-2012);

Wyoming’s suicide rate among teens is more than double the national rate (19.2 compared to 8.7 per
100,000 teens) (VSS and WISQARS, 2004-2015); and

Wyoming’s death rate due to motor vehicle crashes (MVC) is double the national rate (29.7 v. 15.5 per
100,000) (VSS and WISQARS, 2004-2015).

Children with Special Health Care Needs

Only 42.8% of children with special health care needs (CSHCN) received care in a medical home
compared with 63.5% of non-CSHCN (NSCH, 2011-2012); (cross cutting)

CSHCN were less likely to receive a well-child visit in the previous year compared with non-CSHCN
(78.9% v. 87.7%) (NSCH, 2011-2012);

27.1% of CSHCN have a health condition that consistently and often greatly affect their daily activities
(National Survey of Children With Special Health Care Needs (NS-CSHCN), 2009-2010); and

Under half (47.4%) of all CSHCN aged 12-17 received the necessary services for transition to
adulthood (NS-CSHCN, 2009-2010).

Cross-Cutting/Life Course

Cross cutting measures are reported within individual populations

1. State’s Health Care Delivery Environment Updates
Medicaid expansion in Wyoming has not been approved by the state legislature. No efforts to expand
Medicaid took place during Wyoming’'s 2017 session due to uncertainty around the future of the Affordable
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Care Act (ACA).
2. Title V Program Capacity Updates

a. Organizational Structure
An updated organizational structure is attached. The primary updates related to Title V is the
hiring of a new MCH Unit Manager/Title V Director in October 2016, new MCH epidemiologists in
Summer 2016, and a new WIHPM in February 2017. In addition, one CSH Benefits and Eligibility
Specialist now spends 50% of her time supporting the PRAMS program.

b. Agency Capacity Updates
Beginning July 1, 2017, WDH and Wyoming Department of Family Services (DFS) will be combined
under current WDH leadership.

In 2016, the WDH State Epidemiologist position became vacant and was filled in 2017. The new
State Epidemiologist and Public Health Sciences Section Chief is a board certified pediatrician and
trained epidemiologist and was previously an Epidemiologic Intelligence Service Officer in Wyoming
where she worked closely with the MCH Unit and MCH Epidemiology Program. She is also the current
acting State Health Officer.

In 2017, the WDH State Health Officer and PHD Senior Administrator resigned after 5 years with the
department.

MCH continues to have a direct presence in 22 of 23 counties through an MCH MOU which provides
funding to counties to provide home visiting and other MCH services related to Wyoming MCH
priorities.

3. MCH Workforce Development and Capacity Updates

The Youth and Young Adult Health Program (YAYAHP) is hoping to increase the number of paid youth
volunteers supporting MCH programs and the number of youth and young adult members of the Wyoming
Youth Council.

Currently, MCH does not have a family/parent representative on staff. As discussed in the Family/Consumer
Partnership section, family engagement remains a priority and will be a focus in FY18.

MCH Unit staff tenure varies from 35 years to 4 months. It is expected that a couple staff may retire in the next
five years. Staff are encouraged to maintain updated desk manuals to plan for expected and unexpected staff
turnover.

4. Partnership, Collaboration, and Coordination Updates
a. Other MCHB investments

Wyoming was not selected to receive Early Childhood Comprehensive Systems (ECCS) funding in
2016. However, carry-over funds continue to support the work of Help Me Grow (HMG).

MCH continues to partner with Parents as Teachers, the Maternal, Infant, and Early Childhood Home
Visiting Program (MIECHV) grantee in Wyoming to build a network of home visiting organizations.
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The State Systems Development Initiative (SSDI) supports the data work of Title V by partially funding
an MCH Epidemiologist. SSDI also supports data collection and quality efforts; including partially
funding Wyoming Vital Records participation in the State and Territorial Exchange of Vital Events
program, improving quality control in the Vital Records data collection system, and gaining access to
necessary WIC data.

b. Other Federal investments
MCH continues to partner with Wyoming’s Title X grantee, WHC, to ensure optimal coordination of
activities related to family planning. Quarterly meetings are ongoing. Since the last annual report was
submitted, we have begun collaborative efforts to increase access to long-acting reversible
contraception (LARC).

c. Other HRSA programs
The Wyoming Primary Care Association (WYPCA) is a key partner in MCH'’s infant mortality reduction
and family planning promotion efforts. The Child Health Program (CHP) is partnering with WYPCA to
provide training on the new National Committee for Quality Assurance Patient Centered Medical
Home (PCMH) standards released in early 2017.

d. State and Local MCH programs
MCH continues to have a direct presence in 22 of 23 counties through an MCH MOU which provides
funding to counties to provide home visiting and other MCH services related to Wyoming MCH
priorities. Services are provided by PHNs.

e. Other programs within the Department of Health
In order to improve communication and collaboration between MCH and MCH Epidemiology and
ensure that the MCH needs assessment is an ongoing process, the MCH Unit Manager and MCH
Epidemiology Program Manager re-instituted monthly staff meetings in 2017.

In late 2016, the MCH Unit Manager and Unit Manager of the Rural and Frontier Health (RFH) Unit
began discussions about possible collaboration. Two key areas of collaboration arose: (1)
collaborating to incorporate telehealth into the provision of regional genetics clinics, and (2) identifying
common goals between the MCH supported HBHV Program and the RFH Unit administered
Community Service Block Grant.

f. Tribes
MCH and MCH Epidemiology continues to provide support to members of the Fremont County Fetal
and Infant Mortality Review (FIMR) Advisory Committee (formerly the planning committee) to
implement FIMR in Fremont County, the county where the WRIR is located.

The Wyoming PRAMS project continues to sample all births to Native American women. In September
2016, MCH Epidemiology staff and the Director of the Northern Arapaho Recovery program presented
the use of PRAMS data to inform efforts of the Tribal Tobacco Prevention and Control Program.

dg. Public Health and Health professional educational programs and universities

Several MCH and MCH Epidemiology staff participated in graduate level MCH courses at the
Colorado School of Public Health through the MCH-Link Scholarship Program.
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MCH Epidemiology participated in the CDC-University of lllinois, Chicago (UIC) analytic Capacity
Building course. The Wyoming team chose to focus their project for the course on analysis of hospital
discharge data an unintentional injuries in children.
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FY 2017 Application/FY 2015 Annual Report Update

Following the identification of Wyoming MCH Priorities, each population group (Women and Infants, Child, and
Adolescent) met with their specific stakeholders to present the final priorities. Programs began researching
evidence-based strategies to address the Wyoming priorities. This research would later be used to determine
evidence-based strategy measures (ESM).

Wyoming, like our sister Region VIII states, struggled with what evidence-based strategy measures should look like.
A Region VIII conference call was devoted to this topic as states shared their progress and their frustrations. The
Maternal and Child Health Bureau (MCHB) offered a Technical Assistance (TA) meeting in April. This provided much
needed assistance from the experts. It also offered an opportunity for states to share.

A Request for Proposals (RFP) was created and disseminated in search of a consultant to guide MCH through the
strategic planning process and into implementation. Lolina, Inc. was awarded the contract and designed the
strategic planning process into the following steps:

e o Baseline Leadership Team Assessment

e o Vision and Mission Work

e o Strategic Planning Retreat

o o |nitial Population Team Meetings

o o Community Stakeholder Meeting

Baseline Leadership Team Assessment
StrengthsFinder 2.0 is a leadership development and team building tool. It is an online assessment to help
individuals identify, understand, and maximize their unique combination of strengths. Rather than focusing on
weaknesses, the tool helps one to understand, apply, and integrate their individual strengths leading to better
performance, increased work engagement, and improved team identity. StrengthsFinder 2.0 identifies four domains
of leadership strength (executing, influencing, relationship building, and strategic thinking) and 34 themes which are
all critical to the overall effective functioning of a leadership group.
Lolina, Inc. developed an “MCH Baseline Leadership Survey”. The purpose of this survey was to provide Lolina, Inc.
with broader understanding in the following areas:

e o Makeup of the MCH leadership team

o o Assess the current MCH mission and vision

o ¢ Understand to what degree the MCH leadership team believed they have been successful in the 2010-15

Title V Goals and Objectives

e o SWOT analysis

e o Understand to what degree the MCH leadership team believed they have the resources and support to be
successful at achieving the  selected 2016-2020 Title V Priorities and Goals
e Assess how individuals on the MCH leadership team felt about how the team worked together, based on
the Team Emotional and Social Intelligence inventory (http:/theemotionallyintelligentteam.com/tesi.asp, 2016)
e Assess the degree to which individuals on the MCH leadership team felt they possessed individual
leadership qualities, based on “The Five Practices of Exemplary Leadership Model” by Kouzes & Posner
(http://www.leadershipchallenge.com/About-section-Our-Approach.aspx, 2016)

The survey responses provided Lolina, Inc. with a foundational understanding of the MCH leadership team’s assets
and challenges in order to combine the leadership teams’ individual and collective perception of leadership strengths
and gaps in leadership skills and knowledge.

Lolina, Inc. facilitated an interactive three-hour StrengthsFinder session. An overview of StrengthsFinder theory and
structure were presented to the MCH leadership team. In addition, the Team Talent Map was distributed, analyzed,
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and discussed, followed by interactive activities to develop a greater understanding of how the unique personal
strengths profile of each individual translates to team strengths and a high level of performance. Strengths-based
development is an approach that helps individual team members identify how they can purposefully aim their unique
talents so that the team is better equipped to accomplish its goals and performance objectives and respond to
barriers.

Looking at the team as a whole, we learned that MCH is stronger together. Half of the team have strengths in
executing (know how to make things happen) and influencing (can sell the team’s ideas inside and outside the
organization). Almost every team member has some strength in relationship building (the glue that holds the team
together) and in strategic thinking, which keeps the team focused. One essential piece of information from this
experience demonstrates that every person is essential to accomplishing our goals over the next five years.

In consideration of the “Maternal and Child Health Pyramid of Health Services” and a shifting focus toward more
population-based and infrastructure-building services, MCH requested a presentation to refresh the team’s
knowledge and understanding of the meaning of “population health”. Lolina, Inc. prepared and presented “MCH &
Population Health” on April 26, 2016, the first day of the strategic planning retreat. Key elements of this presentation
included:

e o Defining “public health” and the public health system

o o Defining “population health”

o o Reviewing 10 Essential Public Health Services

o o Defining CDC’s “Factors that Affect Health”

o o Reviewing the “Socio-Ecological Model: A Framework for Prevention”

¢ ¢ Discussing the “Maternal and Child Health Pyramid of Health Services”

e o Explaining rationale for a shift in focus toward the pyramid foundation

The purpose of revising the vision and mission statements was to develop a common foundation for the work that will
be implemented in the strategic plan. A vision is intended to be an articulated hope for the future. A mission
statement is an extension of a vision statement that describes what will be done and how it will be done. In concise
terms, a vision inspires a common dream and a mission statement inspires common action and purpose.

Lolina, Inc. facilitated two leadership team discussions to assess the strengths and gaps in what was the current
MCH vision and mission. The MCH Baseline Leadership Assessment identified the current vision and mission of the
MCH Unit needed to be revised in order to be more reflective of the current and future work of the unit. Lolina, Inc.
facilitated a group process to revise the current vision and mission in consideration of the current context of the
Wyoming Department of Health and Title V, as well as the future direction of MCH. In addition, MCH identified the
primary target audience as MCH partner and stakeholders, MCH staff, and the end users and beneficiaries of MCH
services, Wyoming families and communities.

In the MCH vision and mission work session on April 18, 2016 and April 26, 2016, the definition and purpose of a
programmatic vision and mission were reviewed. Through this work, the MCH vision and mission were revised and
core principles were added:

Vision: Wyoming MCH envisions a Wyoming where all families and communities are healthy and thriving.
Mission: The mission of Wyoming MCH is to improve the health and well-being of Wyoming families and

communities by supporting and collaborating on public health activities that will benefit the health of mothers, infants,
children, youth, and young adults.

Page 29 of 287 pages Created on 9/26/2018 at 10:46 PM



Core Principles:

Data Driven: MCH strives to utilize data, best evidence and continuous quality improvement to identify areas of
MCH health inequity and guide MCH interventions for Wyoming.

Engagement: MCH strives to address health priorities by empowering, leading, investing in and advocating for
community-engaged systems with diverse partnerships.

Population Health Focus: MCH strives to achieve optimal health with targeted interventions and policies that link
health outcomes with social determinants of health.

Healthy Equity: MCH strives to eliminate health disparities in order to achieve health equity.

Life Course Perspective: MCH strives to improve MCH services, policy & practice utilizing a life course
perspective.

Sustainability: MCH strives for sustainability by investing limited resources strategically in public health
interventions that are community-engaged & data driven.

The Needs Assessment aligned priorities with either a national or state performance measure. For each
performance measure, MCH staff researched evidence-based strategies. Staff attended a special Maternal Child
Health Bureau (MCHB) Technical Assistance (TA) training focused on evidence-based/informed strategy measures
(ESMs).

Three full days were set aside for the MCH Leadership Team to work together with Lolina, Inc. and begin creating the
Plan. Within the three days, each population group (Women and Infant, Child, Adolescent) met separately with
Lolina, Inc. to review identified strategies. It was agreed that each priority required a strategy that was evidence-
based, had potential for Wyoming, and was achievable within the MCH resources. The result, after assessing
Strengths, Weaknesses, Opportunities and Threats, is as follows:

e Priority: Prevent Infant Mortality

o NPM: % of cesarean deliveries among low-risk first births
= Strategy: Support quality improvement efforts (e.g. patient safety bundles) to identify and
address areas of improvement for hospitals to decrease % low risk cesarean deliveries.
e ESM: Development of facility-specific prevalence data
e ESM: # hospitals implementing data-driven quality improvement efforts
= Strategy: Provide payment disincentives for early elective, non-medically indicated and
low-risk cesarean deliveries (e.g. equalize payment for low-risk vaginal and cesarean births)
e ESM: # hard stop policies developed and distributed by insurers
o NPM: % VLBW infants born in a hospital with a NICU
= Strategy: Use LOCATe results to inform quality of improvement for identified hospitals,
focusing on all levels
e ESM: # hospitals initiating action steps to improve level of care based on receipt of
survey results
= Strategy: Build capacity for development of a perinatal quality collaborative

e ESM: To Be Determined
o NPM: % women who smoke during pregnancy
= Strategy: Work with Tobacco Program and WY Quitline to inform development of
pregnancy and American Indian focused Quitline media materials
e ESM: # maternal smoking'-focused workgroup meetings
e ESM: # pregnant women enrolled in the WY Quitline
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e Priority: Improve access to and promote use of effective family planning
o SPM: # hospitals equipped to provide immediate postpartum long acting reversible contraception

(LARC)
= Strategy: Apply to participate in learning collaborative on LARC
e ESM: Convene stakeholder workgroup
e ESM: Completed application
= Strategy: Work with Medicaid and private payers to increase education on coverage and
reimbursement for immediate postpartum LARCs
e ESM: Bulletin describing coverage and reimbursement created
= Strategy: Develop LARC toolkit and work with the Wyoming Hospital Association (WHA)
for distribution
e ESM: Toolkit created
o ESM: # toolkits distributed

e Priority: Improve breastfeeding duration
o NPM: % of infants who are ever breastfed

= Strategy: Complete environmental scan of available breastfeeding support resources
e ESM: Scan completed

= Strategy: Develop and disseminate a resource directory of local lactation support services

available to new mothers
e ESM: Breastfeeding support resource map and web page with county level data
developed

o NPM: % of infants breastfed exclusively through six months of age

= Strategy: Award mini-grants and provide technical assistance to hospitals for participation

in Baby Friendly Hospital Initiative, or a scaled back version like Can Do Five or Baby Steps
e ESM: Mini-grant program structure developed
e ESM: Mini-grant application finalized and approved
e ESM: # applications received
e ESM: # mini-grants awarded
e ESM: # TA meetings
e ESM: # hospitals demonstrating improvement in delivery of a maternity-care
practice supportive of breastfeeding

= Strategy: Work with WHA to develop hospital recognition program
e ESM: To be determined

e Priority: Promote Preventive and Quality Care for Children and Adolescents
o NPM: # children (10-71months) receiving developmental screen using a parent-completed tool
= Strategy: Support Help Me Grow (HMG) activities to make developmental screens
available to families
e ESM: Contract with 2-1-1 Inc. for HMG services completed
o NPM: % children with and without special health care needs having a medical home
= Strategy: Support practices with TA to develop and implement Family Engagement
policies
e ESM: Environmental scan of medical home in Wyoming completed
= Strategy: Conduct outreach to PLTI families about availability and benefits of the medical
home.
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e ESM: Medical Home module created and implemented into PLTI curriculum
o NPM: % adolescents (12-17 years) with preventive medical visit in past year
= Strategy: Promote Adolescent Champion Model through mini-grants to health care
providers
e ESM: Partnership with University of Michigan developed
e ESM: Mini-grant process developed
e ESM: Request for Applications developed
o NPM: % adolescents with and without special health care needs who received services necessary
to make transitions to adult health care
= Strategy: Develop state level Adolescent Provider Team
e ESM: # meetings of the state level Adolescent Provider Team in the last year (with
Transition sub-committee meeting)
e ESM: # provider champions participating on team
e ESM: # adolescents participating on team

e Priority: Prevent Injury in Children
o SPM: Rate of hospitalization for non-fatal injury per 100,000 children (1-11 years)
= Strategy: Support Safe Kids with targeted best practice interventions to address the three
major causes of injury/hospitalizations in Wyoming
e ESM: # best practice interventions implemented by Safe Kids across the state

e Priority: Reduce and Prevent Obesity
o NPM: % children (6-11 years) physically active at least 60 minutes a day
= Strategy: Support development of a healthy schools coalition with a focus on improving
nutrition, physical activity, and over-all child health
e ESM: # meetings of the Wyoming School Health Coalition
= Strategy: District level school health profile data analyzed to determine current policies
and practices and determine districts for targeted outreach
e ESM: Focus of targeted outreach is identified

e Priority: Promote Healthy and Safe Relationships with Adolescents
o SPM: % of teens reporting 0 occasions of alcohol use in the past 30 days
= Strategy: Implement Communities That Care Program in select Wyoming Communities
e ESM: Implementation plan developed
e ESM: RFA for Communities That Care developed

The above information was presented to each population advisory group. The expectation of the group was to
provide feedback out of their expertise. MCH received support from each group and agreement to participate in
next steps. The next step is to further define the actions entailed within each strategy. This step will also incorporate
other MCH activities which are not within the priorities. Some are legislated. Some have a long history and need to
be re-examined as to their place within MCH.
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Five-Year Needs Assessment Summary
(as submitted with the FY 2016 Application/FY 2014 Annual Report)

1I.B.1. Process

1. Needs Assessment Process

A. Goals, Framework, Methodology

Goal: The goal of Wyoming (WY)’s Five-Year Needs Assessment is to determine MCH priorities that reflect stakeholder
input, are supported by evidence, and for which the program has capacity to address.

Framework: The WY MCH Unit based their needs assessment on the six-step Peterson and Alexander Needs Assessment
Process. The stages are: start-up planning, operational planning, data, needs analysis, program and policy development,
and resource allocation.

The Start-up Planning Stage began in October 2013 with the establishment of the ‘Planning Group’ which consists of
internal MCH staff (Title V director, program managers, and MCH Epidemiology (MCH Epi) staff). This group decided the
goals of the needs assessment, participants, target populations, and a timeline. These initial decisions included the
development of a steering committee comprised of leaders within WDH, state government, and the community.

In the Operational Planning Stage the planning group developed a funnel diagram (see attachment one) to represent the
process of gathering data, review by several individuals/groups, and techniques to narrow the pool of indicators into the
final priorities. The tenants of project management were expanded upon during this stage to identify strategies for achieving
the goals set during the Planning stage.

MCH Epi staff worked concurrently on the Data Stage. They developed a survey of state partners, collected qualitative data
during community meetings, and compiled data from existing state and national sources.

The Needs Analysis Stage occurred in several iterations; in each the depth of data presented to decision makers increased
and the potential priorities decreased through consolidation or deletion.

The process is now in the Program and Policy Development Stage. Advisory groups were reconvened in May 2015 to learn
the final priorities and begin the discussion on strategic planning; planned for fall of 2015.The final stage, Resource
Allocation, will begin in early 2016.

Methodology: MCH cast a wide net to determine priorities to avoid biases in the selection process. Information on potential
priorities was collected in three ways: community meetings across the state, a survey of state partners, and a review of
national and state health indicators of the MCH population. Indicators were divided into three population areas: Women and
Infants (women 15-44 and infants 0-1), Child (1-11), and Adolescent Health (12-24).

Members of the MCH Needs Assessment planning group conducted an initial assessment of each indicator on their
perception of its MCH relatedness, political will, capacity, and potential partnership for each indicator through an online
survey. MCH epidemiologists evaluated each indicator for data availability, comparability, its status as a PHD priority, and as
a topic of discussion during the community meetings.

Indicators were grouped using a modified version of concept mapping. Using cluster analysis, six clusters were identified for
the women and infant group, six for the child group, and seven for the adolescent group. The clusters became potential
priorities.

In each in-person population advisory group the data and strategies were presented by the program manager and the
epidemiologist on the items below. The participants of the advisory group used a scoring matrix to evaluate topic areas on a
scale of 1-3 in the following areas:

e Magnitude/Extent

e Public health strategies available/MCH responsibility
o Health equity

¢ Life course effect

o |everage, political will, capacity
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For additional details on the scoring process, please refer to the MCH Issues Criteria Definitions (see attached). Priorities
with higher scores were those which the advisory group recommended as future MCH priorities.

Following the advisory group meeting, the planning group reviewed the results. The planning group discussed the following
about the advisory group meetings: groupings of topics, topic areas’ names to more accurately reflect the meaning and
discarding of low scoring topic areas.Each member of the population specific planning group scored the updated priorities.
The three members of each population group (program manager, epidemiologist, and CSH staff) ranked each topic within
each priority with the same methods as the advisory group scoring. Results can be found in attachment.

The planning group agreed to choose the top two priorities in each population area. Family Planning and Infant Mortality
Prevention were tied in the second spot; three priorities were chosen for the Women and Infant group. There was concern
about not including injury prevention in the child group as this had been a higher scoring topic among the advisory group. It
was decided that injury prevention would be presented to the Steering Committee and they would make the final decision on
whether to include it.

The steering committee met to review the process for selecting the final priorities. Comments, suggestions, and decisions
made by the steering committee were incorporated into the final priorities.

B. Stakeholder Involvement

Community meetings: Community meetings created a space for the MCH program to perspective on pertinent health
issues across the state. The program used a stratified random sampling method to chose nine counties across the state
based on location, (Northwest, Southwest, Northeast, Southeast, and Central) density (rural, urban, frontier), and health
status (county health rankings). Twelve community meetings, including two on the WRIR were held; a total of 146 community
members participated in the process.

Partner survey: The partner survey solicited feedback from state level stakeholders on four components: barriers and
enabling factors to health in WY, current Title V priorities, proposed Maternal Child Health Bureau (MCHB) straw measures,
and interest in participating in the needs assessment process. The survey was sent to 142 WDH, state, and community
partners with a 60.0% response rate. Qualitative data analysis was conducted to define themes.

Steering committee: The goal of the steering committee was to involve decision makers to guide the needs assessment
development, approve priorities, and hold MCH accountable to the plan. The steering committee is comprised of PHD
leadership, leaders from WDH, and stakeholders from other state departments. The steering committee has approved the
needs assessment process, discussed the creation of the advisory groups, and finalizes the selected priorities. The steering
committee will meet once per year to monitor progress and provide guidance to MCH.

Advisory committee: Each population subgroup developed an advisory committee to participate in the needs assessment
process. Invitees were picked for their statewide perspective and broad focus to prevent region or topic specific preferences
from biasing the choice of priorities. An advisory committee meeting was held in February 2015. At this meeting, MCH staff
presented findings from the community meetings, partner survey, data collection, and a capacity analysis to the group. The
members scored topics on a variety of criteria so the priorities could be ranked and used to inform the final priorities. The
advisory committees were brought back together in May 2015 to receive an update and ask for their participation in the next
steps of the process. Groups will develop strategies to address the selected priorities in preparation for strategic planning.
The advisory group will participate in the strategic planning process and help implement the strategies.

C. Methods

The MCH team used a variety of methods to assess the strengths and needs of each of the six domains. The community
meetings, partner survey and advisory group meeting all provided qualitative data on the strengths and needs of the WY
MCH community. Qualitative analysis of phrase frequency and themes were conducted on the community meeting and
partner survey data. These data were incorporated into further decisions.

Where possible, additional analysis was conducted (see attachment) and presented to the advisory and planning groups for
consideration. The two groups each ranked and scored the topics on specific criteria to determine the final priorities.

D. Data sources

Data collection was an integral step in deciding which health topics to consider as potential priorities. The MCH
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epidemiologists compiled data from a range of sources including Behavioral Risk Factor Surveillance System (BRFSS),
Census, Vital Statistics, Medicaid, Pregnancy Risk Assessment Monitoring System (PRAMS), and the Youth Risk Behavior
Surveillance System (YRBS). For a full list of sources and indicators please see attachment one.

E. Interface between collection of data, finalization of state’s priority needs and development of state’s Action
Plan

The data collected for the needs assessment were used to inform staff, stakeholders, and decision makers of the needs of
the MCH populations in WY. The process of refining the data gathered into final priorities included many iterations of review
by various people and methods. The development of the state action plan will be conducted in the fall with the stakeholders
that identified the priority needs and will include selection of strategies and methods to address the identified priority areas.

1I.B.2. Findings

11.B.2.a. MCH Population Needs
2. Findings
A. MCH Population Needs

Women and maternal health

o 15.7% of new moms reported smoking during the last three months of pregnancy (PRAMS 2011);

¢ A significantly higher proportion of WY (24.3%) women aged 18-44 smoke compared with the US (18.7%) (BRFSS,
2009); (cross cutting)

e Among WY reproductive age women (18-44 years), less than half (42.2%) had a healthy BMI (BRFSS, 2012); (cross
cutting)

e In 2011, only 29.7% of pregnant women gained adequate weight during pregnancy; 46.7% gained excessive and
23.6% gained insufficient weight (PRAMS);

o Lifetime prevalence of rape, physical violence and/or stalking by an intimate partner in WY was reported at 35.8% in
WY, similar to the US rate (NISVS 2010);

e Between 2009-2013, the maternal mortality rate was 18.5 deaths per 100,000 live births (VSS).

Perinatal/infant health

e In 2012, WY (9.0%) met the preterm (<37 weeks) Healthy People (HP) 2020 goal of 11.4% (VSS);

e In 2013, 22.4% of WY births were low-risk Cesarean deliveries (VSS);

¢ PRAMS data from 2011 indicate that 23.5% of WY mothers report always or usually sharing their bed and 82.5% of
women primarily put their children to sleep on his or her back;

e WY exceeds the HP 2020 goal for breastfeeding initiation (87.6%);

e In WY, 84.7% of infants are cared for in a medical home, significantly higher than the nation (61.3%) (NSCH, 2011-
2012); and (cross cutting)

o Between 2006-2013, the WY infant mortality rate was 5.8 per 1,000 live births compared with 6.1 in the US (VSS)

Child health (1-11 year olds)

e 59.4% received care in a medical home (NSCH, 2011-2012); (cross cutting)

e 73% of WY children had a preventive dental visit in the previous year (NSCH, 2011-2012);

e Current insurance usually or always adequately met the needs of 23.4% of WY children (NSCH, 2011-2012);

e Among kids 10-11 years old in WY, 40.6% were reported to be overweight or obese; 73.8% of kids 6-11 were reported
to have exercised at least 4 out of the last 7 days (NSCH, 2011-2012); (cross cutting)

e Of middle school students in WY 56.1% reported being bullied on school property, the highest of any participating
state (YRBS -middle school, 2013); and

e Leading causes of death among this population: unintentional injury, malignant neoplasms, congenital anomalies,
homicide, and suicide (WISQARS, 2004-2013).
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Adolescent health (12-24 year olds)

e Teen birth rate in WY 34.6 per 1,000 teens girls aged 15-19 (VSS, 2012);
e 10.3% of WY high school students reported intimate partner violence compared the same as reported in the US
(YRBS, 2013);

e 17.4% of high school students report current tobacco use; WY teens were significantly more likely to smoke
consistently and heavily than teens nationally (YRBS, 2013); (cross cutting)

e Parents reported that 67.1% of WY adolescents aged 12-17 had adequate insurance (NSCH, 2011-2012);

« WY adolescents are significantly less likely than the U.S. to self-report being overweight or obese (23.5% v. 30.3%),
and more likely to meet the physical activity recommendations of 60 minutes per day, 5 or more days per week
(YRBS, 2013); (cross cutting)

e In WY 78.7% of adolescents reported they had a parent or other adult in their lives with whom they could talk about
serious problems (YRBS, 2013); and

e Parents reported that 60% of adolescents 12-17 had experienced at least one adverse childhood experience in WY
(NSCH, 2011-2012);

o WY’s suicide rate among teens is double the national rate (21.1 compared to 8.0 per 100,000 teens) (WISQARS,
2009-2013); and

o WY’s death rate due to motor vehicle crashes is double the national rate (32.2 v. 16.4 per 100,000) (WISQARS, 200-
2013).

CSHCN

e Only 42.8% of CSHCN received care in a medical home compared with 63.5% of non-CSHCN (NSCH, 2011-2012);
(cross cutting)

¢ CSHCN (11.6%) were more likely to report 0 days of exercise in the last week compared with non-CSHCN (3.8%) in
WY (NSCH, 2011-2012);

o CSHCN were less likely to receive a well-child visit in the previous year compared with non-CSHCN (78.9% v. 87.7%)
(NSCH, 2011-2012);

o 27.1% of CSHCN have a health condition that consistently and often greatly affect their daily activities (NS-CSHCN,
2009-2010); and

o Under half (47.4%) of all CSHCN aged 12-17 received the necessary services for transition to adulthood (NS-CSHCN,
2009-2010).

Cross-cutting
o Cross cutting measures are reported within individual populations
Summary of population specific strengths/needs

Pregnant women, mothers, and infants:

Nearly three quarters of pregnant women receive prenatal care in the first trimester. Alcohol, smoking and inadequate
weight gain are risk factors for preterm and low birthweight babies.

WY met the HP 2020 goal for preterm birth. Infants born preterm often must go out of state to a tertiary facility for care which
creates emotional and financial stress for families. Almost one quarter of mothers co-sleep with their infant. WY has met the
HP 2020 goal for breastfeeding initiation. Focus is now on duration, while continuing to encourage initiation.

Children:

Over 80% of infants are reported to have a medical home, which decreases with age. Insurance is often not adequate for
the child’s needs. Almost half of 10-11 year olds were reported to be overweight or obese. WY has the highest percent of
children reporting being bullied at school and the teen suicide rate is double the national rate. Death due to motor vehicle
crashes is double the national rate. The teen birth rate is higher than the national rate. Over 10% of teens didn’t use a
contraceptive method at last sexual intercourse. Access to contraception may become more limited as Title X clinics are
decreasing around the state.
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CSHCN:

Less than half of WY children were reported to have a medical home and almost a quarter of CSHCN had an unmet need.
Just over 25% of CSHCN have a health condition that affects their daily activities. Less than half received one of the
necessary services for transition. The AHPM has been working with the WAHP and the WDE and has been invited to
participate in groups regarding transition.

Cross-cutting:

Throughout the gathering of data from the community meetings, partner survey, and state/national data sources a common
theme of access to services emerged for all MCH populations. This was related to types and quantity of providers, services
available in a community, and the distance to travel for specialty services.

State’s successes, challenges, gaps and areas of disparity

Women and maternal health - MCH leads a coordinated efforts team to reduce early elective inductions and low risk
cesareans in WY. These efforts were selected as a strategy in the MCHB ColIN to reduce infant mortality. Currently, 22.4%
of deliveries to WY women are classified as low-risk cesareans.

Perinatal/infant health - Infant mortality in WY is similar to the infant mortality rate at the national level (5.8 per 1,000 live
birth compared with 6.1). However, large disparities exist in the state based on geographic and racial differences. The
lowest county infant mortality rate between 2006-2013 was 0.0 and the highest was 12.0 deaths per 1,000 live births. The
rate of infant mortality among American Indian (Al) women in WY is significantly higher than the non-Hispanic white rate.
Infant mortality was selected as a priority for WY. The MCH program is focusing on maternal smoking, preterm delivery, and
risk-appropriate care to address infant mortality. WY is part of the IM ColIN. MCH supports home visitation with PHN and
MIECHYV and has worked to provide a data system that can report on outcomes such as breastfeeding, safe sleep, and
tobacco cessation.

Child health (1-11 year olds) -Three of the five leading causes of death in this age group are injury related which is a
continued focus area for MCH. The program has many ties to local coalitions and the statewide SK campaign. Additionally,
WDH has recently developed an injury prevention program which MCH will work closely with to develop strategies around
injury prevention in children. A similar number of children aged 10 months to 5 years have had a developmental screen in
the previous year in WY and nationally. A significantly lower proportion of WY Medicaid children received at least one screen
in the last year compared with the nation. Working through the Early Childhood Comprehensive System (ECCS) grant, a
strong system of referral and screening is being designed using the Help Me Grow (HMG) framework.

Adolescent health (12-24 year olds) - In this population the rates for death due to suicide and motor vehicle crashes
(MVC) are double the national rates but disproportionate across counties. The rate of teen births is also higher in WY
compared to the U.S. Native American and Hispanic teens are significantly more likely to be teen parents compared with
white non-Hispanic teens in WY. The selected priorities of improving healthy and safe relationships and access to family
planning are aimed at reducing risk behaviors in adolescent and promoting protective factors that reduce these negative
outcomes. Additionally, the priority to promote preventive and quality care for children addresses the need to improve
screening and access to services in this population. The need is apparent in the Medicaid population where only 30%
received a preventive screen in the previous year.

CSHCN - Disparities in most measures exist when comparing children with and without special needs in WY. CSHCN are less
likely to receive care from a medical home, more likely to be overweight/obese, more likely to experience adverse childhood
experiences, and less likely to receive the care they need compared to children without a special health care need. A
strength of the MCH program in WY s its incorporation of CSHCN into all priorities. CSHCN are disproportionately affected in
most of the selected priorities; different strategies may be needed to address the needs of this population when addressing
priorities.

Cross-cutting - In WY 15.7% of mothers smoke during the last trimester; no change in recent years. WY is far from the
Healthy People 2020 goal of 1.4% during this time frame. Many disparities exist in the maternal smoking rates. Native
American women, teens, Medicaid clients, and those without a high school education are at higher risk of smoking during
pregnancy. Nearly one in four WY women (24.3%) of reproductive age smoke. Addressing smoking during pregnancy and
for women of reproductive age was chosen as a strategy in the MCHB ColIN to reduce infant mortality and selected as a
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priority for MCH. MCH has strong working relationships with the WY Quit Tobacco program and Public Health Nursing (PHN)
offices who will be allies in the development and implementation of strategies to address this issue.

Analysis of program: where current efforts work well and where new efforts are needed

The MCH program conducted a capacity assessment (SWOT - straw measures; CAST5 - potential priorities) during the
needs assessment process. This assessment will be combined with current work on identifying evidence-based strategies to
address the priority areas in the strategic planning process. Strategic planning will occur in fall 2015.

1.B.2.b Title V Program Capacity

11.B.2.b.i. Organizational Structure

B. Title V Program Capacity
Organizational Structure

The Wyoming Department of Health (WDH) is one of 47 WY state agencies. MCH frequently works with WDE, DFS, DWS,
Transportation, State Parks, and the University of Wyoming. (Organizational charts for WDH and PHD are attached)

The WDH is located in Cheyenne, WY’s capitol, in the southeastern corner of the state. WDH is divided into four divisions,
Aging, Behavioral Health (BHD), Healthcare Financing (HCFD), and Public Health (PHD). The MCH Unit sits within the
Community Health Section (CHS) of PHD. The other Units within the CHS include PHN, Immunizations, WIC, and Chronic
Disease and Substance Abuse Prevention.

State health agency responsible for the administration of programs

The MCH program and MCH Epi staff are funded by federal and state funds which are included in the maintenance of effort
(MOE) required by Title V. MCH receives the PRAMS, State Systems Development Initiative (SSDI), Rape Prevention and
Education (RPE), PREP and ECCS grants which provide funding for staff and specific programs.

Women/Maternal Health:

Activities supporting Wyoming'’s Infant Mortality ColIN project are covered by state and federal Title V funds. Activities are
organized by the following Learning Networks: smoking cessation, pre and early term birth and risk appropriate perinatal
care. The Coordinated Efforts to Reduce Preterm Birth group has morphed into the Pre and Early Term Birth Learning
Network for the Infant Mortality ColIN and its activities are covered by state and federal Title V funds.

The Maternal High Risk (MHR) program promotes access to care for high risk pregnant women who require care at a Level
Il facility and who meet eligibility criteria. Care coordination with the assistance of PHN and gap-filling resources (e.g. travel
assistance) are offered to eligible clients. This program is funded with federal Title V funds.

Perinatal/Infant Health:

The Healthy Baby Home Visitation Program (known in statute as PHN Infant Home Visitation Services) is a primary service
included in an MCH Services MOU with 22 of 23 counties and is funded by state general funds and TANF funds. Payment
under the contract is made through a fee-for-service reimbursement system for home visits, classes that support home
visitation and trainings.

The Newborn Intensive Care (NBIC) Program promotes access to care for high-risk families and infants who require care at
a Level lll nursery and who meet eligibility criteria. Care coordination with the assistance of PHN and gap-filling resources
are offered to eligible clients. This program is funded with federal Title V funds.

The Fremont County Fetal Infant Mortality Review (FIMR) pilot project is funded with state and federal Title V funds. Funds
support the development of the community-led project. Planning committee members representing Fremont County Public
Health, Indian Health Service (IHS), Eastern Shoshone Tribal Health, Northern Arapaho Tribal Health, Northern Arapaho
WIC, SageWest Healthcare, and Parents as Teachers Home Visitation program participate in monthly planning meetings.
Title V Director, Women and Infant Health Program Manager (WIHPM) and Senior MCH Epi Advisor facilitate and support
planning efforts. Lessons learned are valuable for implementing FIMR projects in other counties.
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The WIHPM position, funded 100% by Title V dollars, directly supervises one staff member, a Benefits and Eligibility
Specialist (BES) also referred to as the Newborn Screening and Genetics Coordinator. The WIHP BES is funded half by Title
V funds and half Newborn Screening Trust and Agency account funds. This position works with the Genetics contractor and
the Cleft Palate clinic.

The WIHPM manages the Healthy Baby Home Visitation Program, Newborn Screening, Genetics Clinics, Coordinated Efforts
to Reduce Preterm Birth, Breastfeeding promotion activities, and is a state trainer for Ages and Stages Questionnaire
(ASQ). She works closely with the other MCH program managers, while also active with the EIC and the MIECHV grantee
work on early childhood systems within WY.

MCH partnered with Prevent Child Abuse Wyoming (PCAWY) to purchase sleep sacks. PCAWY distributed the sleep sacks
to PHN offices to support safe sleep promotion activities.

Child Health:

Injury prevention is a priority of Child Health. MCH uses Title V dollars to contract with SafeKids Wyoming (SKW) to provide
injury prevention statewide. This group provides car seats, training for car seat technicians, and promotes other safety
messages through billboards and fairs, and provides leadership for local level programs. Data is provided to MCH quarterly
and the CHPM sits on the SKW board. MCH staff is active with the Emergency Medical Services for Children program and
provided assistance to Emergency Medical Services (EMS) by purchasing infant and child restraints for EMS transport. Title
V dollars are braided with other WDH funds to support an Injury Prevention Program (IPP) Manager within PHD and a half-
time injury epidemiologist.

The Wyoming Vision Collaborative provides leadership and training, facilitates discussion, and implements the WY plan to
increase vision screening and improve referral processes for early detection of childhood vision problems.

The CHPM position is funded 75% by Title V and 25% from the ECCS grant managed by this position. The ECCS grant is
focused on expanding developmental screening and establishing HMG within WY. This work is closely aligned with Title V
and is applicable to the new MCH priorities. Work on developmental screening through ECCS is supported by the WIHPM
who is a state ASQ trainer and active in the development of HMG in WY.

The dental sealant program utilizes Title V dollars to provide sealants through dental offices for low income children who are
not on Medicaid.

Adolescent Health:

Half of the AHPM position is supported by Title V. The other half is split between the RPE and PREP grants. The AH program
developed a WY Adolescent Health Partnership (WAHP). Title V funds support meetings and trainings for this partnership
which currently includes an adolescent advisor and will support a youth advisory council soon. The AHPM manages the RPE
grant which focuses on primary prevention of interpersonal violence.

Title V dollars purchased contraceptives for counties with little or no access to Title X clinics. Contraceptives are distributed
through PHN clinics. Approximately half of the clients accessing contraceptives are adolescents. The AHPM is a registered
nurse and works with a state pharmacist for this project.

CSHCN:

Title V dollars fund three BESs who assist with coordination of care in the CSH program. State general funds assist families
of children that qualify financially and medically for the program. The three CSH staff assists PHN and families with
coordination of care.

MCH contracts, using Title V funds, with the University of Utah to provide 25 regional Genetics Clinics annually and genetics
consultation to WY physicians. The university is considering the use of telehealth and how that can be supported for the
clinics.

The Cleft Palate Clinics are funded with state general funds to provide a one-stop-shop for infants, children and young
adults to receive coordinated care in one place from a variety of specialists. CSH staff assists the Oral Health Program
Manager (OHPM) with the planning and implementation of the twice-a-year clinic.

Cross Cutting:
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Access to Family Planning is limited; Title X provides services with limited locations and availability. Some PHN clinics offer
contraception, but require MCH funds to maintain the service. Beginning in FY14, MCH, in conjunction with PHN, determined
basic types of contraception needed. The AHPM, with the help of the Medicaid pharmacist, orders and distributes to seven
PHN offices. AH program also supplies 14 counties with pregnancy tests.

Title V dollars support the implementation of PLTI. The goal is to assist parents to become advocates for children and active
members in their community. Training includes communication skills, civic advocacy, and assistance with the development
and implementation of a community project.

WY is carrying forward its Tobacco Cessation priority. The current focus on pregnant women and infants will change to a life
course approach under the new structure. The focus will be on prevention among women of reproductive age requiring work
to begin before pregnancy. In FY14, a new MCH policy ensured that women receiving home visitation services were asked
about smoking status at every visit. Next steps include promotion of the Quitline fax referral.

The MCH epidemiologists work within all population groups. Title V will fund 80% of the MCH CDC Assignee in FY16. The
Epidemiology Program Manager is funded 45% by two federal grants (SSDI and PRAMS) and 55% SGF. A second MCH
epidemiologist is funded 100% SGF. The IPP/PRAMS epidemiologist is funded with 25% Title V and 50% PRAMS with the
remainder through additional injury prevention sources.

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

Capacity was assessed prior to February 2015 and focused on three areas: Structural Resources, Organizational
Resources and Skills/Competencies. The MCH capacity is presented below by the priorities selected.

Women/Maternal Health
Prevent Infant Mortality:

e Structural resources: MCH needs more support from PHD programs around tobacco prevention. More formal
processes/protocols should be created in order to assess improvement toward goals. MCH is active on efforts around
infant mortality prevention and the reduction of adverse birth outcomes through efforts in ColIN, FIMR (at the local
level) and Coordinated Efforts to Reduce Preterm Birth. Formalized processes for this work will be built as the State
Infant Mortality Reduction Team follows guidance outlined by ColIN. Legislation for death review is missing, which
could help move this work even further. MCH partnership with the new Injury Program, within PHD, will advance work
around safe sleep.

¢ Organizational relationships: MCH has established good organizational relationships within PHD but has not
expanded to include OB/GYN providers. Many relevant partners are currently engaged through both ColIN and
Coordinated Efforts. All are equal contributors to the process and motivation is high. Need to identify ways to engage
the provider community.

o Skills/competencies: MCH benefits from a generous mixture of subject matter expertise, public health experience,
and epidemiological skills. The workforce is also well-trained in evidence-based tools such as SBIRT and has access
to a pregnant-specific Quitline curriculum. Th