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AGREEMENT FUNDING APPLICATION 

POLICY COMPLIANCE AND CERTIFICATION 

Please enter the agreement or contract number for each of the applicable programs 

MCAH 2Q241 Q BIH 2Q241Q AFLP ____ _ PEl 24-1 Q 

The undersigned hereby affirms that the statements contained in the Agreement Funding Application 

(AFA) are true and complete to the best of the applicant's knowledge. 

I certify that these Maternal, Child and Adolescent Health (MCAH) programs will comply with all 

applicable provisions of Article 1, Chapter 1, Part 2, Division 106 of the Health, and Safety code 

(commencing with section 123225), Chapters 7 and 8 of the Welfare and Institutions Code 

(commencing with Sections 14000 and 142), and any applicable rules or regulations promulgated by 

CDPH pursuant to this article and these Chapters. I further certify that all MCAH related programs will 

comply with the most current MCAH Policies and Procedures Manual, including but not limited to, 

Administration, Federal Financial Participation (FFP) Section. I further certify that the MCAH related 

programs will comply with all federal laws and regulations governing and regulating recipients of funds 

granted to states for medical assistance pursuant to Title XIX of the Social Security Act (42 U.S.C. 

section 1396 et seq.) and recipients of funds allotted to states for the Maternal and Child Health 

Service Block Grant pursuant to Title V of the Social Security Act (42 U.S.C. section 701 et seq.). I 

further agree that the MCAH related programs may be subject to all sanctions, or other remedies 

applicable, if the MCAH related programs violate any of the above laws, regulations, and policies with 

which it has certified it will comply. 

Official authorized to commit the Agency to an MCAH Agreement 

Name (Print) 

Nathan Magsig 

MCAH/AFLP Director 

Name (Print) 

Ge Vue 

Original Signature 

-rl = 

Revised 3/1/2024 

Title 

Chairman of the Board of Supervisors of the County of Fresno 

Date 

Title 

MCAH Director 

Date 

ATTEST: 
BERNICE E. SEIDEL 
Clerk of the Board of Supervisors 
County of Fresno, State of California 

By 'T(~~lLLneputy 
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California Department of Public Health (CDPH) 
Maternal, Child and Adolescent Health (MCAH) Division 

Local MCAH Scope of Work (SOW) 
 

The Local Health Jurisdiction (LHJ), in collaboration with the CDPH/MCAH Division, shall strive to develop systems that protect and improve the 
health of California’s women of reproductive age, infants, children, adolescents and their families. 
 
The development of the Local MCAH SOW was guided by several public health frameworks including the ones listed below. Please consider 
integrating these approaches when conceptualizing and organizing local program, policy, and evaluation efforts.  
 

o The Ten Essential Services of Public Health and Toolkit 
o The Spectrum of Prevention 
o Life Course Perspective and Social Determinants of Health 
o The Social-Ecological Model 

 
All Title V programs must comply with the MCAH Fiscal Policy and Procedures Manual and the Local MCAH Program Policies and Procedures 
Manual. 
 

Certification by 
MCAH Director: 

Name: Ge Vue 

 

Title: MCAH Director/Division Manager 

Date: 6/28/2024 

 
I certify that I have reviewed and approved this Scope of Work. 

 

Note: The Title V Maternal and Child Health Block Grant provides core funding to California to improve the health of mothers and children. The 
Title V Block Grant is federally administered by the Health Resources and Services Administration. 

CDPH/MCAH may post SOWs on the CDPH/MCAH website. 

  

https://new.express.adobe.com/webpage/GWO7d9HBy0oIg?#downloadable-10-ephs-framework
https://spark.adobe.com/page/Qy1veOhGWyeu5/
https://www.preventioninstitute.org/sites/default/files/uploads/1PGR%20Spectrum%20of%20Prevention.pdf
https://www.cdc.gov/about/sdoh/index.html
https://www.cdc.gov/violenceprevention/about/social-ecologicalmodel.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fviolenceprevention%2Fpublichealthissue%2Fsocial-ecologicalmodel.html
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Section A: General requirements and activities for all LHJs 

Aligns With  General 
Requirement(s) 

 Required Local Activities Time 
Frame 

Deliverable Description 

CDPH/MCAH 
Requirement 

Local MCAH 
Annual Report 

A1 
Complete and submit an Annual Report each fiscal year to 
report on Scope of Work activities. 

Annually, 
each fiscal 
year 
 
 

The Annual Report will report on progress 
of program activities and the extent to 
which the LHJ met the SOW goals and 
deliverables and how funds were 
expended. 

Title V 
Requirement 

Toll-Free Line A2 
Provide a toll-free telephone number or “no cost to the 
calling party” number (and other appropriate methods) 
which provides a current list of culturally and linguistically 
appropriate information and referrals to community health 
and human resources for the public regarding access to 
prenatal care. 

Annually, 
each fiscal 
year 

Include on Local MCAH budget during the 
AFA cycle.  

Report in Annual Report: 

• List toll-free telephone number 

Title V 
Requirement 

MCAH Website A3 
Share link, if available, to the appropriate Local MCAH Title 
V Program website. 

Annually, 
each fiscal 
year 
 

Report in the Annual Report: 

• List the URL for the Local MCAH 
Title V program website 

Title V/  
CDPH/MCAH 
Requirement 

Workforce 
Development and 
Training  

A4 
Attend required trainings/meetings as outlined in the MCAH 
Program Policies and Procedures. 

Annually, 
each fiscal 
year 
 

Report attendance in Annual Report: 

• MCAH Directors’ meeting(s) 

• SIDS Coordinators’ meeting 

CDPH/MCAH 
Requirement 

MCAH Director A5 
Maintain required MCAH Director position and recruit and 
retain qualified Title V program staff by as outlined in the 
MCAH Policies and Procedures. 

Ongoing 
 

The LHJ must submit a Local MCAH Director 
Verification form annually during the AFA 
process and resubmit with any changes.  

CDPH/MCAH 
Requirement 

Community 
Resource and 
Referral Guide  

A6 
Develop a comprehensive MCAH resource and referral 
guide of available health, mental health, emergency 
resources, and social services. 
 

By end of 
2025 
 

Report in Annual Report: 

• Submit/upload a copy or link to the 
existing resource and referral guide 

CDPH/MCAH 
Requirement 

Protocols A7 
Develop and adopt protocols to ensure that MCAH clients 
are enrolled in health insurance, are linked to a provider and 
access preventive visits. 

Annually, 
each fiscal 
year 
 

Report on protocols in the Annual Report. 
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Title V 
Requirement 

Conduct Local 
Needs Assessment 

A8 
Conduct a Local Needs Assessment to acquire an accurate, 
thorough picture of the strengths and weaknesses of the 
local public health system. 
 

Once in 
five-year 
cycle 

Complete Local Needs Assessment 
deliverable documents provided by 
CDPH/MCAH. 
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Section B: Domain specific requirements and activities 
 

CDPH/MCAH 
Requirement 

Infant –  
Sudden Infant Death 
Syndrome/Sudden Unexpected 
Infant Death (SIDS/SUID) 

B1 
Required for Infant Domain - all LHJs 
Provide SIDS/SUID grief and bereavement services and supports 
through home visits and/or mail resource packets to families 
suffering an infant loss. 

Annually, 
each fiscal 
year 
 

Report on SIDS/SUID 
services and supports in 
the Annual Report. 

CDPH/MCAH 
Requirement 

Infant –  
Sudden Infant Death 
Syndrome/Sudden Unexpected 
Infant Death (SIDS/SUID) 

B1.a. 
Submit Public Health Services Report Form of a sudden, 

unexpected infant death to the CDPH/MCAH. 

Annually, 
each fiscal 
year 
 

 

CDPH/MCAH 
Requirement 

Infant –  
Safe Sleep 

B2 
Required for Infant Domain - all LHJs 
Promote the latest AAP Safe Sleep guidance and implement 
Infant Safe Sleep Interventions to reduce the number of SUID 
related deaths. 

Annually, 
each fiscal 
year 
 

Report on safe sleep 
activities in the Annual 
Report. 

CDPH/MCAH 
Requirement 

Child Health - Developmental 
Screening 

B3 
Required for Child Domain - all LHJs 
Partner with CDPH/MCAH to identify, review and monitor local 
developmental screening rates. 

Annually, 
each fiscal 
year 
 

Report on developmental 
screening activities in the 
Annual Report. 

CDPH/MCAH 
Requirement 

Child Health – Family Economic 
Supports 

B4 
Required for Child Domain - all LHJs 
Link and refer families in MCAH programs to safety net and 
public health care programs such as Family Planning, Access, 
Care, and Treatment (PACT), Medi-Cal, and Denti-Cal. 

Annually, 
each fiscal 
year 
 

Report on family 
economic support 
activities in the Annual 
Report. 

CDPH/MCAH 
Requirement 

Children and Youth with 
Special Health Care needs 
(CYSHCN) 

B5 
Required for CYSHCN Domain - all LHJs 
Link and refer children in families served by Local MCAH 
programs to services if results of a developmental or trauma 
screening indicates that the child needs follow-up.  

Annually, 
each fiscal 
year 
 

Report on screening and 
referral activities in the 
Annual Report. 

CDPH/MCAH 
Requirement 

Children and Youth with 
Special Health Care needs 
(CYSHCN) 

B6 
Required for CYSHCN Domain - all LHJs 
Outreach to and connect with your local or regional family 
resource center to understand needs of CYSHCN and their 
families and the resources available to them. Get Connected - 
Family Resource Centers Network of California (frcnca.org) 

Annually, 
each fiscal 
year 
 

Report on outreach 
activities in the Annual 
Report. 

https://frcnca.org/get-connected/
https://frcnca.org/get-connected/
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CDPH/MCAH 
Requirement 

Infant –  
Infant Mortality Reviews  

B7 
Required for funded LHJs only 
LHJs funded for infant mortality reviews will implement 
activities in accordance with Local MCAH Program Policies and 
Procedures. 
 

Annually, 
each fiscal 
year 
 

Report on activities in the 
Annual Report. 

CDPH/MCAH 
Requirement 

Black Infant Health (BIH) 
Program 

B8 
Required for BIH funded LHJs only 
LHJs funded for BIH will implement the BIH Program in 
accordance with BIH Policies and Procedures.  

Annually, 
each fiscal 
year 
 

Report on BIH activities in 
the Annual Report. 

CDPH/MCAH 
Requirement 

Adolescent Family Life Program 
(AFLP) 

B9 
Required for AFLP funded LHJs only 
LHJs funded for AFLP will implement the AFLP Program in 
accordance with AFLP Policies and Procedures. 

Annually, 
each fiscal 
year 
 

Report on AFLP activities 
in the Annual Report. 
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Section C: Local Activities by Domain 

At least one activity must be selected or the LHJ must develop at least one activity of their own in the Women/Maternal Health Domain 
 

Women/Maternal Health Domain 
Women/Maternal Priority Need: Ensure women in California are healthy before, during and after pregnancy. 

Women/Maternal Focus Area 1: Reduce the impact of chronic conditions related to maternal mortality. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy 

Measure) 

NPM 1: Well-woman visit (Percent of women with a preventive medical visit in the 
past year). 
ESM 1.1: Percent of local health jurisdictions that have adopted a protocol to ensure 
that all persons in MCAH Programs are referred for enrollment in health insurance 
and complete a preventive visit. 
 

Women/Maternal State Objective 1:  
By 2025, reduce the rate of pregnancy-related deaths (up to 1 year after the end of pregnancy) from 18.6 deaths per 100,000 live births (2020 CA-

PMSS) to 12.2 deaths per 100,000 live births. 
Women/Maternal State Objective 1: Strategy 1: 

Lead surveillance and investigations of pregnancy-related deaths (up to 
1 year after the end of pregnancy) in California. 

Women/Maternal State Objective 1:  Strategy 2: 
Partner to translate findings from pregnancy-related mortality investigations into 

recommendations for action to improve maternal health and perinatal clinical 
practices. 

Local Activities for Women/Maternal Objective 1: Strategy 1: Local Activities for Women/Maternal Objective 1: Strategy 2: 

w 1.1.1 
 

☐Partner with CDPH/MCAH on dissemination of data findings, 
guidance, and education to the general public and local partners, 
including perinatal obstetric providers. 
 
What is your anticipated outcome?  
      
 

w 1.2.1  
 

☐ Partner with CDPH/MCAH on dissemination and translation of recommendations 
to improve maternal health and perinatal clinical practices, including quality 
improvement toolkits to reduce disparities. 
 
What is your anticipated outcome? 
      
 

w 1.1.2 
 

☐Other local activity (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 

w 1.2.2 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
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If you have additional local activities, please add a row. 
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Women/Maternal Health Domain 

Priority Need: Ensure women in California are healthy before, during and after pregnancy. 
Women/Maternal Focus Area 2: Reduce the impact of chronic conditions related to maternal morbidity. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy 

Measure) 

NPM 1: Well-woman visit (Percent of women with a preventive medical visit in the 
past year). 
ESM: The number of Local Health Jurisdictions (LHJs) that report developing or 

adopting a protocol to link clients (women 22-44) to a provider to access a 

preventive visit. (Objective 4) 

 

Women/Maternal State Objective 2:  
By 2025, reduce the rate of severe maternal morbidity from 110.5 per 10,000 delivery hospitalizations (2021 PDD) to 88.8 per 10,000 delivery 

hospitalizations.   
Women/Maternal State Objective 2: 

Strategy 1: 
Lead surveillance and research related 

to maternal morbidity in California. 

Women/Maternal State Objective 2:  Strategy 2: 
Lead statewide regionalization of maternal care to ensure women 

receive appropriate care for childbirth. 

Women/Maternal State Objective 2:  Strategy 
3: 

Partner to strengthen knowledge and skill 
among health care providers and individuals on 

chronic conditions exacerbated during 
pregnancy. 

Local Activities for Women/Maternal 
Objective 2: Strategy 1 

Local Activities for Women/Maternal Objective 2: Strategy 2 Local Activities for Women/Maternal Objective 
2: Strategy 3 
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w 2.1.1 
 

☐Partner with CDPH/MCAH on 
dissemination of data findings, 
guidance, and education to the 
general public and local partners. 
 
 
What is your anticipated outcome? 
      
 
 

w 2.2.1 
 

☒Partner with local Regional Perinatal Programs of California 
(RPPC) Director to understand efforts to establish Perinatal Levels 
of Care and quality improvement efforts. 
 
Activities: 

• Attend and participate in the Central Valley Regional 
Perinatal Programs of California (RPPC) Leadership 
Meetings and corresponding workgroups. 
 

• Partner with Central Valley RPPC in planning and 
participation in the Central Valley Perinatal Symposium.  
 

• Engage in collaborative quality improvement efforts with 
Central Valley RPPC to address such issues as Preeclampsia 
and Gestational Diabetes.  
 

• Engage Central Valley RPPC leaders in efforts to eliminate 
disparities in infant and maternal morbidity and mortality 
through there participation in the Fetal and Infant Mortality 
Case Review Team/Community Action Team.  

  
 
What is your anticipated outcome? 

• Increased community awareness, targeted quality 
improvement actions, and access to the appropriate 
Perinatal levels of Care to ultimately reduce adverse 
maternal, fetal, and infant outcomes.  

 

w 2.3.1 
 

☐Partner with CDPH/MCAH to pilot test 
educational materials addressing chronic health 
conditions during pregnancy and disseminate to 
consumers and providers. 
 
 
What is your anticipated outcome? 
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w 2.1.2 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

w 2.2.2 
 

☐ Perinatal Service Coordinator (PSC) will collaborate with Women 
Infant Children (WIC), RPPC, CDPH/MCAH, Medi-Cal, and other key 
partners to ensure integration of resources and a coordinated 
delivery system for women during and after pregnancy. 
 
 
What is your anticipated outcome? 
      
 
 

w 2.3.2 
 

☐ For Black Infant Health (BIH) funded sites 
only, disseminate culturally responsive materials 
to inform Black women on chronic health 
conditions. 
 
 
What is your anticipated outcome? 
      
 
 

w 2.1.3 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      

w 2.2.3 
 

☐Other local activity (Please Specify/Optional):  
      
 
What is your anticipated outcome? 
      
 
 

w 2.3.3 
 

☐Other local activity (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Woman/Maternal Health Domain 
Priority Need: Ensure women in California are healthy before, during and after pregnancy. 

  Women/Maternal Focus Area 3: Improve mental health for all mothers in California. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy Measure) 

NPM 1: Well-woman visit (Percent of women with a preventive medical visit in 
the past year). 
ESM: The number of Local Health Jurisdictions (LHJs) that report developing or 

adopting a protocol to link clients (women 22-44) to a provider to access a 

preventive visit. (Objective 4) 

 

Women/Maternal State Objective 3:  
By 2025, increase the receipt of mental health services among women who reported needing help for emotional well-being or mental health 

concerns during the perinatal period from 54.2% (2021 MIHA) to 56.9%.   
Women/Maternal State Objective 3:  Strategy 1: 

Partner with state and local programs to 
disseminate information and resources to reduce 
mental health conditions in the perinatal period. 

Women/Maternal State Objective 3:  Strategy 2: 
Partner to strengthen knowledge and skill among 
health care providers, individuals, and families to 
identify signs of maternal mental health-related 

needs. 

Women/Maternal State Objective 3:  Strategy 3: 
Partner to ensure pregnant and parenting women 

are screened and referred to mental health 

services during the perinatal period. 

 

Local Activities for Women/Maternal Objective 3: 
Strategy 1 

Local Activities for Women/Maternal Objective 3: 
Strategy 2 

Local Activities for Women/Maternal Objective 3: 
Strategy 3 

w 3.1.1 
 

☒Partner with local programs responsible for the 
provision of mental health services and early 
intervention programs to promote mental health 
services in the perinatal period. 
 
 
What is your anticipated outcome? 
Provide health education materials and resources 
during the perinatal period for better birth 
outcomes.   
 
 

w 3.2.1 
 

☐ Perinatal Service Coordinators (PSCs) will ensure 
providers, local health plans, and other partners in 
their communities are aware of mental health 
requirements at roundtable discussions or through 
other communications. 
 
 
What is your anticipated outcome? 
      
 
 
 

w 3.3.1 
 

☐Implement and utilize standardized and 
validated mental health screening tools for 
pregnant and parenting women in MCAH 
programs. 
 
 
What is your anticipated outcome? 
      
 
 

w 3.1.2 
 

w 3.2.2 
 

w 3.3.2 
 

☐Lead the development of a county maternal 
mental health algorithm that outlines a referral 
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☐Partner with local mental health service 
providers to improve referral and linkages to 
mental health services. 
 
 
What is your anticipated outcome? 
      
 
 

☐Partner with local Mental Health Services Act 
(MHSA)/Prop. 63 funded programs to increase 
available services to women during perinatal period. 
 
 
What is your anticipated outcome? 
      
 
 

system and the services available to address 
maternal mental health and identify systems gaps. 
 
 
What is your anticipated outcome? 
      
 
 

w 3.1.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

w 3.2.3 
 

☐Partner with CDPH/MCAH to disseminate mental 
health promotional messages that educate women 
and families to recognize early signs and symptoms 
of mental health disorders. 
 
 
What is your anticipated outcome? 
      
 
 

w 3.3.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

w 3.1.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

w 3.2.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

w 3.3.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Woman/Maternal Health Domain 
Priority Need: Ensure women in California are healthy before, during and after pregnancy. 

Women/Maternal Focus Area 4:  Ensure optimal health before pregnancy and improve pregnancy planning and birth spacing. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy 

Measure) 

NPM 1: Well-woman visit (Percent of women with a preventive medical visit in the past year). 
ESM: The number of Local Health Jurisdictions (LHJs) that report developing or adopting a protocol to link clients (women 22-44) to a 
provider to access a preventive visit. (Objective 4) 

Women/Maternal State Objective 4: 
By 2025, increase the percent of women who had an optimal interpregnancy interval of at least 18 months from 73.1% (2021 CCMBF) to 76.4%. 

Women/Maternal State Objective 4:  Strategy 1: 
Partner to increase provider and individual 

knowledge and skill to improve health and health 
care before and between pregnancies. 

Women/Maternal State Objective 4:  Strategy 2: 
Lead a population-based assessment of mothers 

in California, the Maternal and Infant Health 
Assessment Survey (MIHA), to provide data to 

guide programs and services. 

Women/Maternal State Objective 4:  Strategy 3: 
Lead efforts to improve local perinatal health 

systems utilizing morbidity and mortality data and 
implement evidence-based interventions to 

improve the health of pregnant individuals and 
their infants.   

Women/Maternal State Objective 4:  Strategy 4: 
Fund the DHCS Indian Health Program (IHP) to 

administer the American Indian Maternal Support 
Services (AIMSS) to provide case management and 

home visitation program services for American 
Indian women during and after pregnancy. 

Local Activities for Women/Maternal Objective 
4: Strategy 1 

Local Activities for Women/Maternal Objective 
4: Strategy 2 

Local Activities for Women/Maternal Objective 4: 
Strategy 3 

No Local Activities 

w 4.1.1 
 

☐Partner with CDPH/MCAH to disseminate and 
promote best practices and resources from key 
preconception initiatives. 
 
 
What is your anticipated outcome? 
      
 

 
 

w 4.3.1 
 

☐Partner with Perinatal Service Coordinators 
(PSCs) to identify barriers in access to care in 
medically underserved areas and collaborate with 
local health plans to reduce barriers. 
 
What is your anticipated outcome? 
      
 
 

 

w 4.1.2 
 

☐Coordinate with CDPH/MCAH to identify 
uninsured populations and conduct outreach and 
awareness of health insurance options. 
 
 
What is your anticipated outcome? 
      

w 4.2.2 
 

☐Partner with CDPH/MCAH to disseminate 
MIHA data findings and guidance to the public 
and local partners. 
 
 
What is your anticipated outcome? 
      

w 4.3.2 

☐ Outreach coordination to underserved 
populations and provide information and 
education on topics to improve health outcomes 
for parents, infants, and their families (e.g., social 
media, resource fairs). 
 
What is your anticipated outcome? 
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w 4.1.3 
 

☐Partner with CDPH/MCAH to promote 
preconception/inter-conception health programs. 
 
 
What is your anticipated outcome? 
      
 

w 4.2.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 
 

w 4.3.3 
 

☐ Monitor the health status of the MCAH 
population including disparities and social 
determinants of health and work with local 
leadership to address identified issues. 
 
 
What is your anticipated outcome? 
      
 
 

w 4.1.4 
 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
 
 

w 4.2.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 
 

w 4.3.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 

 

  



 

15 
02/15/2024 

Woman/Maternal Health Domain 
Priority Need: Ensure women in California are healthy before, during and after pregnancy. 

Women/Maternal Focus Area 5:  Reduce maternal substance use. 

Performance Measures  
(National/State Performance Measures and 

Evidence-Based Strategy Measure) 

 
NPM 1: Well-woman visit (Percent of women with preventive medical visit in the a past year). 
ESM: The number of Local Health Jurisdictions (LHJs) that report developing or adopting a protocol to link 
clients (women 22-44) to a provider to access a preventive visit. (Objective 4) 

Women/Maternal State Objective 5: 
By 2025, reduce the rate of maternal substance use from 20.8 per 1,000 delivery hospitalizations (2021 PDD) to 19.7 per 1,000 delivery 

hospitalizations. 
Women/Maternal State Objective 5:  Strategy 1: 

Lead research and surveillance on maternal 
substance use in California. 

Women/Maternal State Objective 5: Strategy 2: 
Partner at the state and local level to increase prevention and treatment of maternal opioid and other 

substance use. 

Local Activities for Women/Maternal Objective 5: 
Strategy 1 

Local Activities for Women/Maternal Objective 5: Strategy 2 

w 5.1.1 
 

☐Coordinate with CDPH/MCAH to disseminate 
data findings, guidance, and education to the 
general public and local partners. 
 
 
What is your anticipated outcome? 
      
 
 

w 5.2.1 
 

☒Identify county specific resources on treatment and best practices to address substance use and 
collaborate to improve referral and linkages to services. 
Dr. Linscheid has connections with the CA Bridge Navigator Program. Two Substance Abuse Navigators 

(SAN) at Community Regional Medical Center (CRMC) emergency department are point persons to assist 

patients in accessing medical assisted treatment and mental health services. 

Dr. Linscheid will assist in distributing the Perinatal Substance Use Disorder (SUD) brochures to OB and 

Family Practice colleagues. 

 
 
What is your anticipated outcome? 
Every local hospital will encourage their perinatal staff to utilize California Maternal Quality Care 
Collaborative (CMQCC’s) interactive online Mother & Baby Substance Exposure Initiative Toolkit to learn 
the best practices for improving outcomes for substance exposed mothers and babies.  
 

Regional Perinatal Programs of California (RPPC) will assist in distribution of the Perinatal SUD brochures 

to local hospitals and as needed, review the following information with staff:  a) reporting guidelines, 

referral process, and plan of safe care; b) local treatment options; and c) linkage to community resources. 
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w 5.1.2 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

w 5.2.2 
 

☐Other local activity (Please Specify/Optional):  
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Section C: Local Activities by Domain 

At least one activity must be selected or the LHJ must develop at least one activity of their own in the Perinatal/Infant Health Domain 
 

Perinatal/Infant Health Domain 
Perinatal/Infant Priority Need: Ensure all infants are born healthy and thrive in their first year of life. 

Perinatal/Infant Focus Area 1: Improve healthy infant development through breastfeeding. 
Perinatal/Infant Focus Area 2: Improve healthy infant development through caregiver/infant bonding. 

Performance Measures  
(National/State Performance Measures and 

Evidence-Based Strategy Measure) 

NPM 4a: Percent of infants who are ever breastfed. 
NPM 4b: Percent of infants breastfed exclusively through 6 months. 
ESM 4.1: Number of online views/hits to the "Lactation Support for Low-Wage Workers". 
SPM 1: Preterm birth rate among infants born to non-Hispanic Black women. 

 

Perinatal/Infant State Objective 1: 
By 2025, increase the percent of women who report exclusive in-hospital breastfeeding from 69.2% (2021 GDSP) to 72.5%. 

Perinatal/Infant State 
Objective 1: Strategy 1: 

Lead surveillance of 
breastfeeding practices and 
assessment of initiation and 

duration trends. 

Perinatal/Infant State Objective 1: 
Strategy 2: 

Lead technical assistance and training to 
support breastfeeding initiation, 

including the implementation of the 
Model Hospital Policy or Baby Friendly in 
all California birthing hospitals by 2025. 

Perinatal/Infant State Objective 1: Strategy 
3: 

Partner to develop and disseminate 
information and resources about policies and 

best practices to promote breastfeeding 
duration, including lactation accommodation 

within all MCAH programs. 

Perinatal/Infant State Objective 1: 
Strategy 4: 

Partner with birthing hospitals to 
support caregiver/infant bonding. 

Local Activities for 
Perinatal/Infant Objective 

1: Strategy 1 

Local Activities for Perinatal/Infant 
Objective 1: Strategy 2 

Local Activities for Perinatal/Infant 
Objective 1: Strategy 3 

Local Activities for Perinatal/Infant 
Objective 1: Strategy 4 

p 1.1.1 
 

☐Monitor and track 
breastfeeding initiation and 
duration rates and 
disseminate data to 
community and local 
partners. 
 
 
What is your anticipated 
outcome? 

p 1.2.1 
 

☐Promote breastfeeding education to 
prenatal women in local MCAH 
programs. 
 
 
What is your anticipated outcome? 
      
 
 

p 1.3.1 
 

☒Partner to develop and disseminate 
information and resources about policies and 
best practices to promote extending 
breastfeeding duration, including lactation 
accommodation within local MCAH 
programs. 
 
Activities:  

• Partner and participate in Fresno 
County Breastfeeding Collaborative.  

p 1.4.1 
 

☐Partner with Regional Perinatal 
Program of California (RPPC) 
Directors to work with local birthing 
hospitals on messaging related to 
infant bonding with an emphasis on 
a client-centered approach. 
 
 
What is your anticipated outcome? 
      



 

18 
02/15/2024 

      
 
 

 

• Plan and participate in the Annual 
Breastfeeding Conference. 
 

• Plan and attend annual 
Breastfeeding Walk.  
 

• Link and send appropriate home 
visiting staff through Certified 
Lactation Counselor Training.  
 

• Partner with WIC Regional 
Breastfeeding Liaison to develop and 
disseminate educational materials on 
breastfeeding and lactation 
accommodations.   
 

• Distribute information and resources 
through home visiting programs, at 
outreach events, and community-
based organizations.  

 
What is your anticipated outcome? 

• Increased provider and public 
awareness and understanding on the 
benefits of breastfeeding and 
lactation accommodations.  
 

• Greater reach and engagement of 
the target population, including 
expectant mothers, families, and 
communities, through multiple 
channels of communication and in-
person interactions. 
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p 1.1.2 
 

☐Other local activity 
(Please Specify/Optional): 
       
 
 
What is your anticipated 
outcome? 
      
 
 

p 1.2.2 
 

☐Partner to disseminate information to 
the community regarding evidence-
based breastfeeding initiation guidance. 
 
 
What is your anticipated outcome? 
      
 
 

p 1.3.2 
 

☐Other local activity (Please 
Specify/Optional):       
 
 
What is your anticipated outcome? 
      
 
 

p 1.4.2 
 

☐Partner with community leaders 
to promote infant bonding, skin to 
skin training and outreach activities 
to dads, partners, and caretakers. 
 
 
What is your anticipated outcome? 
      
 
 

p 1.1.3 
 

☐Other local activity 
(Please Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 

p 1.2.3 
 

☐Partner with Regional Perinatal 
Programs of California (RPPC) Directors 
to track and assess implementation and 
technical assistance needs of birthing 
hospitals related to the implementation 
of Model Hospital Policy or Baby 
Friendly. 
 
 
What is your anticipated outcome? 
      
 

p 1.3.3 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

p 1.4.3 
 

☐Other local activity (Please 
Specify/Optional):       
 
 
What is your anticipated outcome? 
      
 
 

p 1.1.4 
 

☐Other local activity 
(Please Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 
 

p 1.2.4 
 

☐Other local activity (Please 
Specify/Optional):       
 
 
What is your anticipated outcome? 
      
 
 

p 1.3.4 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

p 1.4.4 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
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If you have additional local activities, please add a row. 
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Perinatal/Infant Health Domain 

Perinatal/Infant Priority Need: Reduce infant mortality with a focus on eliminating disparities. 
Perinatal/Infant Focus Area 3: Reduce Black Infant Mortality. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy 

Measure) 

NPM 4a: Percent of infants who are ever breastfed 

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

ESM 4.1: Number of online views to the "Lactation Support for Low-Wage 

Workers Report" 

SPM 1: Preterm birth rate among infants born to non-Hispanic Black women. 

Perinatal/Infant State Objective 2: 
By 2025, reduce the rate of infant deaths from 4.1 per 1,000 live births (2021 BSMF/DSMF) to 4.0. 

*Note: Even though the objective has been surpassed, California has chosen to keep the target at the same level (4.0) for now because this might have been a statistical 
fluctuation and we want to ascertain if it is an actual stable trend. 

Perinatal/Infant State Objective 2: Strategy 1: 
Lead research and surveillance related to fetal and 

infant mortality in California. 

Perinatal/Infant State Objective 2: 
Strategy 2:  

Lead planning and development of 

evidence-based practices and 

lesson learned for reducing infant 

mortality rates. 

Perinatal/Infant State Objective 2: Strategy 3: 
Lead the California SIDS Program to provide grief and 
bereavement support to parents, technical assistance, 

resources, and training on infant safe sleep to reduce infant 
mortality. 

Local Activities for Perinatal/Infant Objective 2: 
Strategy 1 

No Local Activities Local Activities for Perinatal/Infant Objective 2: Strategy 3 

p 2.1.1 
 

☒ Monitor and track fetal and infant mortality utilizing 
the National Fatality Review-Case Reporting System (NFR-

CRS) and disseminate data to community and local 
partners. 
 
What is your anticipated outcome? 
Shared with community partners and stakeholders such 
as Babies First (Healthy Start) Community Advisory 
Network, County Medical Providers, CPSP Providers, 
PEI/BIH Community Advisory Board, sub-contracted 
MCAH providers.  
 
 

p 2.2.1 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 

p 2.3.1 
 

☒Promote and disseminate information and resources related 
to SIDS/SUID risk factors and reduction strategies. 
 
 
What is your anticipated outcome? 
New staff will receive training on safe sleep to increase 
understanding of SIDs and other sleep related infant deaths. 
Staff will use teaching materials to promote safe sleep and 

share resources to promote safer sleep in the community.  

New MCAH home visiting staff will receive training on Cribette 
distribution and distribute cribettes to clients as needed. 
 
Provide MCAH home visitors Safe Sleep flipbooks with updated 
2022 
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AAP Guidelines.  

p 2.1.2 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

 p 2.3.2 
 

☒Disseminate Safe to Sleep® campaign and Safe Sleep 
strategies that address SIDS and other sleep-related causes of 
infant death. 
 
 
What is your anticipated outcome? 
Wide-spread community awareness and knowledge of safe 
sleep strategies and dissemination of safe sleep materials in the 
community 
 
Provide updated Safe Sleep flipbooks to CBO’s who teach Safe 
Sleep. 
 
 

p 2.1.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 

  
p 2.3.3 
 

☐Partner with Regional Perinatal Programs of California (RPPC) 
to work with birthing hospitals to disseminate Sudden Infant 
Death Syndrome/Sudden Unexpected Infant Death (SIDS/SUID) 
risk reduction information to parents or guardians of newborns 
upon discharge. 
 
 
What is your anticipated outcome? 
      
 

p 2.1.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 

 p 2.3.4 
 

☒Partner with local childcare licensing, birthing facilities, 
clinics, Women Infant Children (WIC) sites, and medical 
providers to provide SIDS/SUID and Safe Sleep education. 
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What is your anticipated outcome? 
Promotion of best practices for Safe Sleep education beginning 

in the prenatal period.  

SIDs coordinator will participate in the Central Valley Safe Sleep 

Coalition meetings whose goal is to standardize and promote 

Safe Sleep education in the Central Valley.    Continued 

collaboration with SIDS Coordinators throughout the valley to 

promote safe sleep. 

      
 
 

p 2.1.5 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

 p 2.3.5 
 

☒ Provide SIDS/SUID grief and bereavement services and 
supports through home visits and/or mail resource packets to 
families suffering an infant loss. 
 
What is your anticipated outcome? 
Families will report feeling supported and having a better 
understanding of their grief.     
Conduct annual reviews of grief materials, adding new 
resources as needed.  
 
 

  p 2.3.6 
 

X Other local activity (Please Specify/Optional):  
Improve Grief and Loss support for families who have 
experienced an infant loss by: 

 

• Participate in trainings on Grief/Loss and support for 
families. 

•  Attend CA SIDS council meetings and trainings, 

Northern Regional CA SIDS meetings and National SIDS 

meetings. 
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• Work closely with Fresno Angel Babies to link families 

for grief support. 

 
 
 
What is your anticipated outcome? 
Collaboration with other state and national SIDS coordinators. 
Increased access to latest SIDS research and education 

materials.  Improved grief support for parents. 

 
 

If you have additional local activities, please add a row. 
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Perinatal/Infant Health Domain 

Perinatal/Infant Priority Need: Reduce infant mortality with a focus on eliminating disparities. 
Perinatal/Infant Focus Area 4: Reduce preterm births. 

Performance Measures  
(National/State Performance Measures and Evidence-Based 

Strategy Measure) 

NPM 4a: Percent of infants who are ever breastfed 

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

ESM 4.1: Number of online views to the "Lactation Support for Low-Wage Workers 

Report" 

SPM 1: Preterm birth rate among infants born to non-Hispanic Black women. 

Perinatal/Infant State Objective 3: 
By 2025, reduce the percentage of preterm births from 9.1% (2021 BSMF) to 8.4%. 

Perinatal/Infant State 
Objective 3: Strategy 1: 

Lead research and 
surveillance on disparities in 

preterm birth rates in 
California. 

Perinatal/Infant State Objective 3: 
Strategy 2: 

Lead the implementation of the 
Black Infant Health (BIH) Program 
to reduce the impact of stress due 

to structural racism to improve 
Black birth outcomes. 

 

Perinatal/Infant State Objective 3: 
Strategy 3: 

Lead the implementation of the 
state general fund effort, Perinatal 
Equity Initiative (PEI), to support 

local initiatives to support birthing 
populations of color. 

Perinatal/Infant State Objective 3: 
Strategy 4: 

Lead the development and dissemination of 
preterm birth reduction strategies across California. 

Local Activities for 
Perinatal/Infant Objective 

3: Strategy 1 

Local Activities for Perinatal/Infant 
Objective 3: Strategy 2 

Local Activities for Perinatal/Infant 
Objective 3: Strategy 3 

Local Activities for Perinatal/Infant Objective 3: 
Strategy 4 

p 3.1.1 
 

☐Monitor and track local 
preterm birth rates and 
disseminate data to 
community and local 
partners. 
 
 
What is your anticipated 
outcome? 
      
 
 

p 3.2.1 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 
 

p 3.3.1 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
What is your anticipated outcome? 
      
 
 

p 3.4.1 
 

☐Partner with local birthing hospitals, and 
community stakeholders to disseminate social 
media campaigns about preterm birth reduction 
strategies. 
 
 
What is your anticipated outcome? 
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p 3.1.2 
 

☐Other local activity 
(Please Specify/Optional):  
      
 
 
What is your anticipated 
outcome? 
      
 
 

p 3.2.2 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 
 

p 3.3.2 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

p 3.4.2 
 

☒Develop and disseminate preterm birth reduction 
materials and resources to the community and 
agencies providing services to moms and babies. 
 
Anticipated Activities: 

• Collaborate with local media outlets, such 

as newspapers, radio stations, and 

television channels, to feature stories or 

public service announcements related to 

preterm birth reduction.  

• Organize/Participate in community 
outreach events such as health fairs, 
workshops and presentations to 
disseminate preterm birth reduction 
materials and engage directly with the 
target population. 

 
 
What is your anticipated outcome? 

• Increased public awareness and 
understanding of preterm birth, its risk 
factors, and prevention strategies through 
the dissemination of information via local 
media outlets and community outreach 
events. 

• Greater reach and engagement of the target 
population, including expectant mothers, 
families, and communities, through multiple 
channels of communication and in-person 
interactions. 
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p 3.1.3 
 

☐Other local activity 
(Please Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 
 

p 3.2.3 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 
 

p 3.3.3 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

p 3.4.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Section C: Local Activities by Domain 

At least one activity must be selected or the LHJ must develop at least one activity of their own in the Child Health Domain 
 

Child Health Domain 

Child Priority Need: Optimize the healthy development of all children so they can flourish and reach their full potential. 
Child Focus Area 1: Expand and support developmental screening. 

(National/State Performance Measures and 
Evidence-Based Strategy Measure) 

NPM 6: Percentage of children, ages 9 through 35 months, who received a developmental screening using a 
parent-completed screening tool in the past year. 
ESM 6.1: Percent of children enrolled in CHVP with at least one developmental screen using a validated 
instrument within AAP-defined age range (10 months, 18 months, or 24 months’ time points) during the 
reporting period. 

Child State Objective 1: 
By 2025, increase the percentage of children (ages 9 through 35 months) who received a developmental screening from a health care provider 

using a parent-completed screening tool in the past year from 25.2% (NSCH 2022) to 32.4%. 
*Please note: We are waiting for the incoming NSCH oversample before updating this target. 

Child State Objective 1: 
Strategy 1: 

Partner to build data 
capacity for public health 
surveillance and program 

monitoring and evaluation 
related to developmental 

screening in California. 

Child State Objective 1: Strategy 2: 
Partner to improve early childhood 

systems to support early 
developmental health and family well-

being. 

Child State Objective 1: Strategy 3: 
Partner to educate and build capacity among 

providers and families to understand 
developmental milestones and implement best 

practices in developmental screening and 
monitoring within MCAH programs. 

Child State Objective 1: Strategy 4: 
Support implementation of 
Department of Health Care 

Services (DHCS) policies regarding 
child health and well-being, 

including developmental screening. 

No Local Activities Local Activities for Child Objective 1: 
Strategy 2 

Local Activities for Child Objective 1: Strategy 3 Local Activities for Child Objective 
1: Strategy 4 

 
 

ch 1.2.1 
 

☐ Partner with local stakeholders and 
partners, such as the local First 5 
program, Help Me Grow system (if 
available in your jurisdiction), or Home 
Visiting Community Advisory Board to 
identify key local resources for 
developmental screening/linkage. 
 
 

ch 1.3.1 
 

☒ Partner with early childhood and family-
serving programs (including CHVP, AFLP, BIH) to 
assess current policies and practices on 
developmental screening and monitoring 
developmental milestones and determine 
whether additional monitoring or screening 
should be incorporated into the programs.  
 
Activities:  

ch 1.4.1 
 

☐Build capacity by partnering with 
local Medi-Cal managed care 
health plans to educate and share 
information with providers about 
Medi-Cal developmental screening 
reimbursement and quality 
measures.  
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What is your anticipated outcome? 
      
 
 

• Partner with home visiting community-
based organizations (CBO) and 
Department of Public Health (DPH) 
Partners serving families and assess 
current policies and practices on 
developmental screening and monitoring 
developmental milestones to be 
incorporated into programs. 
 

• Provide training and education to CBO, 
DPHN partners and providers in the 
community. 
 

• Initiate implementation plan to increase 
the percentage of children who receive 
developmental screenings and referred 
to appropriate services.  

 
What is your anticipated outcome? 

• Assessment report on current 
developmental screenings policies and 
practices.  
 

• Tracking of training and education 
provided on developmental screenings. 
 

• Increased partner and public awareness 
on the importance of developmental 
screenings. 
 

• Enhanced skills in assessing for 
developmental delays, early intervention, 
and referring appropriately amongst all 
home visiting programs.  

 

What is your anticipated 
outcome? 
      
 
 

 
 

ch 1.2.2 
 

ch 1.3.2 
 

ch 1.4.2 
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☐Lead the development of a 
community resource map that links 
referrals to services. 
 
 
What is your anticipated outcome? 
      
 
 

☐Partner with providers to educate families in 
MCAH programs about specific milestones and 
developmental screening needs. 
 
 
What is your anticipated outcome? 
      
 
 

☐Track County Medi-Cal managed 
care health plan developmental 
screening data. 
 
 
What is your anticipated 
outcome? 
      
 
 

 
 

ch 1.2.3 
 

☐ Implement a social media campaign 
or other outreach to educate families 
on the importance of well-child and 
other preventive health visits. 
 
 
 
What is your anticipated outcome? 
      
 
 

ch 1.3.3 
 

☐Partner with Help Me Grow (HMG) and other 
key partners to educate providers and families 
about developmental screening 
recommendations and tools. 
 
 
What is your anticipated outcome? 
      
 
 

ch 1.4.3 
 

☐Other local activity (Please 
Specify/Optional):  
      
 
 
What is your anticipated 
outcome? 
      
 

 
 

ch 1.2.4 
 

☐Other local activity (Please 
Specify/Optional):       
 
 
What is your anticipated outcome? 
      
 
 

ch 1.3.4 
 

☐Partner with Women Infant Children (WIC) to 
disseminate developmental milestone 
information, educational resources, and tools. 
 
 
What is your anticipated outcome? 
      
 
 

ch 1.4.4 
 

☐Other local activity (Please 
Specify/Optional):  
      
 
 
What is your anticipated 
outcome? 
      
 
 

 
 

ch 1.2.5 
 

ch 1.3.5 
 

ch 1.4.5 
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☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated 
outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Child Health Domain 

Child Priority Need: Optimize the healthy development of all children so they can flourish and reach their full potential. 
Child Focus Area 2: Raise awareness of adverse childhood experiences and prevent toxic stress through building resilience. 

Performance Measures  
(National/State Performance Measures 
and Evidence-Based Strategy Measure) 

NPM 6: Percentage of children, ages 9 through 35 months, who received a developmental screening using a 
parent-completed screening tool in the past year. 
ESM 6.1: Percent of children enrolled in CHVP with at least one developmental screen using a validated instrument 
within AAP-defined age range (10 months, 18 months, or 24 months’ time points) during the reporting period. 

Child State Objective 2: 
By 2025, increase the percentage of children (ages 0 - 17 years) who live in a home where the family demonstrated qualities of resilience (i.e., met 

all four resilience items as identified in the NSCH survey) during difficult times from 85.1% (NSCH 2022) to 84.5%. 
Child State Objective 2: Strategy 1: 

Partner with CDPH Essentials for Childhood 
and other stakeholders to build data 

capacity to track and understand 
experiences of adversity and resilience 

among children and families. 

Child State Objective 2: Strategy 2: 
Partner to build capacity and expand programs and 
practices to build family resiliency by optimizing the 
parent-child relationship, enhancing parenting skills, 

and addressing child poverty through increasing 
access to safety net programs within MCAH-funded 

programs. 

Child State Objective 2: Strategy 3: 
Support the California Office of the Surgeon General and 

DHCS’ ACEs Aware initiative to build capacity among 
communities, providers, and families to understand the 

impact of childhood adversity and the importance of 
trauma-informed care. 

Local Activities for Child Objective 2: 
Strategy 1 

Local Activities for Child Objective 2: Strategy 2 Local Activities for Child Objective 2: Strategy 3 

ch 2.1.1 
 

☐Identify and examine local county data 
sources for childhood adversity, childhood 
poverty, and social determinants of health 
affecting child health and family resilience. 
 
 
What is your anticipated outcome? 
      
 
 

ch 2.2.1 
 

☐ Assess current MCAH program practices to 
promote healthy, safe, stable, and nurturing parent-
child relationships within MCAH programs. 
 
 
What is your anticipated outcome? 
      
 
 

ch 2.3.1 

☒ Participate and promote within local county agencies 
the Surgeon General’s ACEs trainings.  
 
Trainers will train home visiting staff. 
Train new staff when onboarding to PHN 
Will follow up with Network of Care and Maternal Wellness 

Collision (MWC) or train the trainer course. 

Activities: 

• Organize a trauma-Informed Care Training for 
parents and caregivers that utilizes a 
comprehensive training curriculum that covers the 
basics of Adverse Childhood Experiences (ACEs), 
the science of the mind, and the importance of 
trauma-informed care. 

• Provide parents and caregivers educational 
materials with practical tips and strategies to boost 
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their child's growing brain, recognize signs of stress, 
and address their child's emotional needs. 

• Conduct pre- and post-training surveys to assess 
parents and caregivers knowledge, skills, and 
confidence in applying trauma-informed care 
principles and use result on survey to improve 
future curriculums  

 

 
What is your anticipated outcome? 

• Increased awareness and understanding among 
parents and caregivers about the impact of Adverse 
Childhood Experience and the importance of 
trauma-informed care. 

• Enhanced knowledge and skills among parents and 
caregivers to create supportive and loving home 
environments that promote children's emotional 
well-being and resilience. 

• Greater confidence among parents and caregivers 

in recognizing signs of stress in their children and 

addressing their emotional needs using trauma-

informed approaches. 

FCDPH MCAH program staff and Home Visitors will increase 
their knowledge of ACES and impacts on families being 
served by MCAH programs. 
Recertify home visiting staff to ACEs. 
 
 
 

ch 2.1.2 
 

☐ Identify opportunities to expand data 
collection on key child adversity and family 
resilience measures. 
 
 
What is your anticipated outcome? 

ch 2.2.2 
 

☐ Research and share information on statewide 
initiatives that address social determinants of health 
and strengthen economic supports for families. 
 
 
What is your anticipated outcome? 

ch 2.3.2 
 

☐ Share information to support the Surgeon General and 
DHCS’ efforts on trauma screening and training for health 
care providers. 
 
 
What is your anticipated outcome? 
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ch 2.1.3 
 

☐Other local activity (Please 
Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

ch 2.2.3 
 

☐Incorporate policies and practices to strengthen 
economic supports, including improving access to 
safety net programs, for families within MCAH 
programs. 
 
 What is your anticipated outcome? 
      
 
 

ch 2.3.3 
 

☐ Identify resources and training opportunities locally on 
ACEs and trauma-informed care for local programs. 
 
What is your anticipated outcome? 
      
 
 
  

If you have additional local activities, please add a row. 

  



 

35 
02/15/2024 

Child Health Domain 

Child Priority Need: Optimize the healthy development of all children so they can flourish and reach their full potential. 
Child Focus Area 3: Support and build partnerships to improve the physical health of all children. 

Performance Measures  
(National/State Performance Measures and 

Evidence-Based Strategy Measure) 

NPM 6: Percentage of children, ages 9 through 35 months, who received a developmental screening using a 
parent-completed screening tool in the past year. 
ESM 6.1: Percent of children enrolled in CHVP with at least one developmental screen using a validated 
instrument within AAP-defined age range (10 months, 18 months, or 24 months’ time points) during the 
reporting period. 

Child State Objective 3: 
By 2025, increase the percentage of children (ages 1 - 17 years) who had a preventive dental visit in the past year from 81.1% (NSCH 2022) to 82.6%.    

Child State Objective 3: Strategy 1: 
Support the CDPH Office of Oral Health in their efforts to increase access to regular preventive dental visits for children by sharing information with MCAH 

programs. 

Local Activities for Child Objective 3: Strategy 1 

ch 3.1.1 
 

☐Other local activity (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 

  



 

36 
02/15/2024 

Child Health Domain 

Child Priority Need: Optimize the healthy development of all children so they can flourish and reach their full potential. 
Child Focus Area 3: Support and build partnerships to improve the physical health of all children.  

Performance Measures  
(National/State Performance Measures and Evidence-

Based Strategy Measure) 

NPM 6: Percentage of children, ages 9 through 35 months, who received a developmental screening 
using a parent-completed screening tool in the past year. 
ESM 6.1: Percent of children enrolled in CHVP with at least one developmental screen using a 
validated instrument within AAP-defined age range (10 months, 18 months, or 24 months’ time 
points) during the reporting period. 

Child State Objective 4: 
By 2025, decrease the percentage of fifth grade students who are overweight or obese from 41.3% (2019) to 39.3%. 

Child State Objective 4: Strategy 1: 
Partner to enable the reporting of data on childhood 

overweight and obesity in California. 
 

Child State Objective 4: Strategy 2: 
Partner with WIC and others to provide technical assistance to local MCAH programs to support 

healthy eating and physically active lifestyles for families. 

Local Activities for Child Objective 4: Strategy 1 Local Activities for Child Objective 4: Strategy 2 

ch 4.1.1 
 

☐ Contingent upon CDPH/MCAH procuring sub-State-
level data on child overweight and obesity, utilize 
guidance to inform local-level prevention initiatives. 
 
What is your anticipated outcome? 
      
 

ch 4.2.1 
 

☐ Partner with local WIC, local Center for Healthy Communities Programs and Initiatives, local 
Education initiatives, and local CDPH/MCAH programs and initiatives, stakeholders, and partners to 
identify resources and best practices and tools on healthy eating and share with families in MCAH 
programs. 
 
 
What is your anticipated outcome? 
      
 
 

ch 4.1.2 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

ch 4.2.2 
 

☐Partner with Women Infant Children (WIC), and other local programs to refer and link eligible 
families to WIC and other healthy food resources. 
 
 
What is your anticipated outcome? 
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ch 4.1.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

ch 4.2.3 
 

☐Partner with CDPH/MCAH to utilize the Policies, Systems, and Environmental Change Toolkit to 
improve physical activity, nutrition, and breastfeeding within the local health jurisdiction. 
 
 
What is your anticipated outcome? 
      
 
 

ch 4.1.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

ch 4.2.4 
 

☐ Share the child MyPlates and related messaging with families and providers to promote healthy 
eating in children. 
 
 
What is your anticipated outcome? 
      
 
 

ch 4.1.5 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 

ch 4.2.5 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 

 

Child Health Domain 

Child Priority Need: Optimize the healthy development of all children so they can flourish and reach their full potential. 
Child Focus Area 3: Support and build partnerships to improve the physical health of all children.  
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Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy Measure) 

NPM 17: Medical home. 
ESM 17.1: Percent of children enrolled in home visiting who received the last 
recommended visit based on the American Academy of Pediatrics (AAP) 
schedule. 

Child State Objective 5: 
By 2025, increase the percentage of children (ages 1 – 17 years) who had a preventive medical visit in the past year from 70.0% (NSCH 2022) to 

TBD% 

Child State Objective 5: Strategy 1: 
Support local MCAH programs in ensuring children and their families have 

access to preventive and primary medical care. 
 

Child State Objective 5: Strategy 2: 
Partner to build data capacity and program monitoring and evaluation to 

evaluate availability and access of regular, routine medical care for children 
and families in California. 

Local Activities for Child Objective 4: Strategy 1 Local Activities for Child Objective 4: Strategy 2 

ch 5.1.1 
 

☐ Link and refer families in MCAH programs to safety net and public health care 
programs such as Family Planning, Access, Care, and Treatment (PACT), Medi-
Cal, and Denti-Cal. 
 
What is your anticipated outcome? 
      
 

 
No Local Activities 

ch 5.1.2 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
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Section C: Local Activities by Domain 

At least one activity must be selected or the LHJ must develop at least one activity of their own in the CYSHCN Health Domain 
 

Children and Youth with Special Health Care Needs (CYSHCN) Domain 

CYSHCN Priority Need 1: Make systems of care easier to navigate for CYSHCN and their families. 
CYSHCN Focus Area 1: Build capacity at the state and local levels to improve systems that serve CYSHCN and their families. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy Measure) 

NPM 12: Percent of adolescents with and without special health care 
needs who receive services necessary to make transitions to adult 
health care. 
ESM 12.1: Number of Local MCAH programs that implement a Scope 
of Work objective focused on CYSHCN public health systems. 

CYSHCN State Objective 1: 
By 2025, maintain the number of Local MCAH programs (44) that chose to implement a Scope of Work objective focused on CYSHCN public health systems and 

services. 
 

CYSHCN State Objective 1: Strategy 1: 
Lead state and local MCAH capacity-building efforts to 

improve and expand public health systems and services 
for CYSHCN. 

CYSHCN State Objective 1: Strategy 2: 
Lead program outreach and assessment within State 

MCAH to ensure best practices for serving CYSHCN are 
integrated into all MCAH programs. 

CYSHCN State Objective 1: Strategy 3: 
Partner to build data capacity to 

understand needs and health disparities in 
the CYSHCN population. 

Local Activities for CYSHCN Objective 1: Strategy 1 Local Activities for CYSHCN Objective 1: Strategy 2 No Local Activities 

cy 1.1.1 

☐ Conduct an environmental scan focused on CYSHCN 
and their families, which could include strengths, 
opportunities, needs, gaps, and resources available in 
your county or region. 

 
What is your anticipated outcome? 
      
 
 

cy 1.2.1 
 

☐ Create or update a resource guide or diagram to 
help families, providers, and organizations understand 
the landscape of available local resources for CYSHCN. 
 
 
What is your anticipated outcome? 
      
 
 

 

cy 1.1.2 cy 1.2.2 
 

☐Other local activity (Please Specify/Optional):       
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☐Improve coordination of emergency preparedness and 
disaster relief support for CYSHCN and their families. 

What is your anticipated outcome? 
      
 
 

 
What is your anticipated outcome? 
      
Increased number of children in MCAH FCDPH 
children’s home visitation programs who are enrolled 
in CCS will receive a joint consultation with CCS staff 
and MCAH PHN case manager. 
 
 

 

cy 1.1.3 
 

☐Conduct a local data/evaluation project focused on 
CYSHCN. 
 
 
What is your anticipated outcome? 
      
 

cy 1.2.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

 

cy 1.1.4 
 

☐Create or join a public health taskforce focused on the 
needs of CYSHCN in your county or region. 
 
 
What is your anticipated outcome? 
      
 
 

cy 1.2.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

 

cy 1.1.5 
 

☒Partner with your county CCS program to improve 
connections and referrals between CCS and Local MCAH. 
 
Activities:  

cy 1.2.5 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
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• Collaboration between Fresno County MCAH and 
CCS on mutual clients including data sharing, plan 
of care, and case management.  
 

• Increase staff resources dedicated to partnership 
and referral process.  

 
What is your anticipated outcome? 

• Improved quality of data and, case management 
services, and care coordination between local 
MCAH and CCS. 
 

• Improved navigation and access to systems of 
care for CYSHCN and their families. 
 
 

If you have additional local activities, please add a row. 
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Children and Youth with Special Health Care Needs (CYSHCN) Domain 

CYSHCN Priority Need 1: Make systems of care easier to navigate for CYSHCN and their families. 
CYSHCN Focus Area 2: Increase access to coordinated primary and specialty care for CYSHCN. 

Performance Measures  
(National/State Performance Measures and Evidence-Based 

Strategy Measure) 

NPM 12: Percent of adolescents with and without special health care needs who receive 
services necessary to make transitions to adult health care 
ESM 12.1: Number of Local MCAH programs that implement a Scope of Work objective 
focused on CYSHCN public health systems 

CYSHCN State Objective 2: 
By 2025, increase the percent of adolescents with special health care needs (ages 12 – 17) who received services necessary to make transitions to 

adult health care from 18.4% to 20.2%. (NSCH 2016-20) 
CYSHCN State Objective 2: Strategy 1: 

Partner on identifying and incorporating best practices to ensure 
that CYSHCN and their families receive support for a successful 

transition to adult health care. 

CYSHCN State Objective 2: Strategy 2: 
Fund DHCS/ISCD to assist CCS counties in providing 

necessary care coordination and case management to 
CCS clients to facilitate timely and effective access to 

care and appropriate community resources. 

CYSHCN State Objective 2: 
Strategy 3: 

Fund DHCS/ISCD to increase 
timely access to qualified 

providers for CCS clients to 
facilitate coordinated care. 

Local Activities for CYSHCN Objective 2: Strategy 1 No Local Activities No Local Activities 

cy 2.1.1 
 

☐Conduct an environmental scan in your county and/or region 
to understand needs, strengths, barriers, and opportunities in 
the transition to adult health care, supports, and services for 
youth with special health care needs.  
 
 
What is your anticipated outcome? 
      
 
 

 
 

 
 

cy 2.1.2 
 

☐Develop a communication and/or outreach campaign focused 
on transition from pediatric care to adult health care, including 
supports and services for youth with special health care needs.  
 
 
What is your anticipated outcome? 
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cy 2.1.3 
 

☐Create/join a local learning collaborative or workgroup 
focused on the transition to adult health care and supports and 
services for youth with special health care needs. 
   
 
What is your anticipated outcome? 
      
 
 

cy 2.1.4 
 

☐Other local activity (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Children and Youth with Special Health Care Needs (CYSHCN) Domain 

CYSHCN Priority Need 2: Increase engagement and build resilience among CYSHCN and their families. 
CYSHCN Focus Area 3: Empower and support CYSHCN, families, and family-serving organizations to participate in health program planning and implementation. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy 

Measure) 

NPM 12: Percent of adolescents with and without special health care needs who receive 
services necessary to make transitions to adult health care. 
ESM 12.1: Number of Local MCAH programs that implement a Scope of Work objective 
focused on CYSHCN public health systems. 

CYSHCN State Objective 3: 
By 2025, maintain the number of local MCAH programs (17) that chose to implement a Scope of Work objective focused on family engagement, 

social/community inclusion, and/or family strengthening for CYSHCN. 
 

CYSHCN State Objective 3: Strategy 1: 
Partner to train and engage CYSHCN and 

families to improve CYSHCN-serving systems 
through input and involvement in state and 

local MCAH program design, implementation, 
and evaluation. 

CYSHCN State Objective 3: Strategy 2: 
Fund DHCS/ISCD to support continued 

family engagement in CCS program 
improvement, including the Whole Child 

Model, to assist families of CYSHCN in 
navigating services. 

CYSHCN State Objective 3: Strategy 3: 
Support statewide and local efforts to increase resilience among 

CYSHCN and their families. 

Local Activities for CYSHCN Objective 3: 
Strategy 1 

No Local Activities Local Activities for CYSHCN Objective 3: Strategy 3 

cy 3.1.1 
 

☐ Collaborate with a local Family Resource 
Center or other CYSHCN-serving community 
organization to develop a training for LHJ staff 
on best practices for working with families of 
CYSHCN. 
 
What is your anticipated outcome? 
      
 

 cy 3.3.1 

☐ Implement a project focused on mental health for 
parents/caregivers of CYSHCN (examples: connecting families in the 
NICU to home visiting or other Local MCAH programs, provider 
outreach to integrate maternal mental health screening into NICU 
follow-up visits or other pediatric specialty visits). 

What is your anticipated outcome? 
      
 

https://frcnca.org/get-connected/
https://frcnca.org/get-connected/
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cy 3.1.2 

☐ Provide training to a local Family Resource 
Center or other CYSHCN-serving community 
organization on how to access Local MCAH 
programs and resources. 

What is your anticipated outcome? 
      
 

 cy 3.3.2 

☐ Implement a project focused on social and community inclusion 
for CYSHCN and their families (examples: creating a youth with 
special health care needs advisory group to improve community 
inclusion, partner with Parks and Rec or other non-traditional 
partners to make public spaces and events more inclusive). 

What is your anticipated outcome? 
      
 
 

cy 3.1.3 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 

 cy 3.3.3 
 

☐ Partner with child welfare to address health needs (including 
mental health) of children and youth in foster care. 
 
 
What is your anticipated outcome? 
      
 
 

cy 3.1.4 
 

☐Other local activity (Please 
Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 

cy 3.3.4 
 

☐ Integrate trauma-informed and resilience-building practices 
specific to CYSHCN and their families into local MCAH programs. 
 
 
 
What is your anticipated outcome?  
      
 
 

https://frcnca.org/get-connected/
https://frcnca.org/get-connected/
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cy 3.1.5 
 

☐Other (Please Specify/Optional):  
      
 
 
 
What is your anticipated outcome? 
      
 
 

cy 3.3.5 
 

☐Other (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Section C: Local Activities by Domain 

At least one activity must be selected or the LHJ must develop at least one activity of their own in the Adolescent Health Domain 
 

Adolescent Domain 

Adolescent Priority Need 1: Enhance strengths, skills and supports to promote positive development and ensure youth are healthy and thrive. 
Adolescent Focus Area 1: Improve sexual and reproductive health and well-being for all adolescents in California. 

Performance Measures  
(National/State Performance Measures and 

Evidence-Based Strategy Measure) 

NPM 10: Percent of adolescents, ages 12 through 17, with a preventive medical visit in the past year. 
ESM 10.1: Percent of AFLP participants who received a referral for preventive services. 

Adolescent State Objective 1: 
By 2025, increase the proportion of sexually active adolescents who use condoms and/or hormonal or intrauterine contraception to prevent 
pregnancy and provide barrier protection against sexually transmitted diseases as measured by: 

• percent of sexually active adolescents who used a condom at last sexual intercourse from 55% to 58% 
• percent of sexually active adolescents who used the most effective or moderately effective methods of FDA-approved contraception from 

23% to 25%. 
Adolescent State Objective 1: Strategy 1: 

Lead surveillance and program monitoring and 
evaluation related to adolescent sexual and 

reproductive health. 
 

Adolescent State Objective 1: Strategy 2: 
Lead to strengthen knowledge and skills to 

increase use of protective sexual health practices 
within CDPH/MCAH-funded programs. 

Adolescent State Objective 1: Strategy 3: 
Partner across state and local health and education systems to 

implement effective comprehensive sexual health education 
in California. 

Local Activities for Adolescent Objective 1: 
Strategy 1 

Local Activities for Adolescent Objective 1: 
Strategy 2 

Local Activities for Adolescent Objective 1: Strategy 3 

a 1.1.1 
 

☐Utilize California Adolescent Sexual 
Health Needs Index (CASHNI) to target 
adolescent sexual health programs and 
efforts to youth facing the greatest 
inequities in health and social outcomes. 
 
 
What is your anticipated outcome? 
      
 

a 1.2.1 
 

☐For non-AFLP funded county agencies, partner 
with local AFLP agencies and/or other community 
partners to promote healthy sexual behaviors and 
healthy relationships among expectant and 
parenting youth. 
 
What is your anticipated outcome? 
      
 
 

a 1.3.1 
 

☐ For non- ASH Ed funded county agencies, partner with 
local ASH Ed funded agencies and/or other community 
partners to ensure local implementation of sexual health 
education that is aligned with the California Healthy Youth 
Act (CHYA) to young people facing the greatest inequities in 
health and social outcomes. 
 
 
What is your anticipated outcome? 
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a 1.1.2 
 

☐Utilize and disseminate California’s 
Adolescent Birth Rate (ABR) data report to 
the public and local partners. 
 
 
What is your anticipated outcome? 
      
 
 

a 1.2.2 
 

☒ Build capacity of local MCAH workforce to 
promote protective adolescent sexual health 
practices by disseminating information, resources, 
and training opportunities. 
 

Activities:  

• Collaborate with Local Health Department 
STD program on education, outreach, and 
targets projects such as increased access 
to contraception (vending machine 
project).   
 

• Public health nursing, health education, 
and Comprehensive Perinatal Service 
Program staff to attend adolescent and 
sexual health training. 

 
What is your anticipated outcome? 

• Trained MCAH Work force in protective 
adolescent and sexual health practices. 

 

• Increased understanding of protective 
sexual and reproductive health for 
adolescents  

 

• Utilization of appropriate teaching 
materials that promote protective sexual 
and reproductive health in the community.  
 

• Increased public awareness and access to 
contraception. 

 

a 1.3.2 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
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a 1.1.3 
 

☐Other (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

a 1.2.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 

a 1.3.3 
 

☐Other (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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Adolescent Domain 

Adolescent Priority Need: Enhance strengths, skills and supports to promote positive development and ensure youth are healthy and thrive. 
Adolescent Focus Area 2: Improve awareness of and access to youth-friendly services for all adolescents in California. 

Performance Measures  
(National/State Performance Measures and Evidence-Based Strategy Measure) 

NPM 10: Percent of adolescents, ages 12 through 17, with a 
preventive medical visit in the past year. 
ESM 10.1: Percent of AFLP participants who received a referral for 
preventive services. 

Adolescent State Objective 2: 
By 2025, increase the percent of adolescents 12 -17 with a preventive medical visit in the past year from 59.8% (NSCH 2020-2021) to 83.8%. 

Adolescent State Objective 2: Strategy 1: 
Lead to develop and implement best practices in CDPH/MCAH funded programs to 

support youth with accessing youth-friendly preventative care, sexual and reproductive 
health care, and mental health care. 

Adolescent State Objective 2: Strategy 2: 
Partner to increase the quality of preventive care for adolescents in 

California. 

Local Activities for Adolescent Objective 2: Strategy 1 Local Activities for Adolescent Objective 2: Strategy 2 

a 2.1.1 
 

☐Implement evidence-based screening tools or evidence-informed assessments to 
connect adolescents in Local MCAH programs to needed services. 
 
 
What is your anticipated outcome? 
      
 
 

a 2.2.1 
 

☐ Partner with CDPH/MCAH to disseminate tools and resources to 
improve the quality and accessibility of adolescent health care in 
their communities.  
 
 
What is your anticipated outcome? 
      
 
 

a 2.1.2 
 

☐Lead the development of a community resources map that links referrals to services for 
young people. 
 
 
What is your anticipated outcome? 
      
 
 

a 2.2.2 
 

☐Other (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

a 2.1.3 
 

a 2.2.3 
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☐Partner to disseminate adolescent preventive care recommendations to improve the 
quality of adolescent health services. 
 
 
What is your anticipated outcome? 
      
 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

a 2.1.4 
 

☐Implement referrals to youth-friendly preventive care, mental health care, and sexual 
and reproductive health care, including the California’s Family Planning, Access, Care and 
Treatment program. 
 
 
What is your anticipated outcome? 
      
 
 

a 2.2.4 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 

  



 

52 
02/15/2024 

Adolescent Domain 

Priority Need: Enhance strengths, skills and supports to promote positive development and ensure youth are healthy and thrive. 
Adolescent Focus Area 3: Improve social, emotional, and mental health and build resilience among all adolescents in California. 

Performance Measures  
(National/State Performance Measures and 

Evidence-Based Strategy Measure) 

NPM 10: Percent of adolescents, ages 12 through 17, with a preventive medical visit in the past year. 
ESM 10.1: Percent of AFLP participants who received a referral for preventive services. 

Adolescent State Objective 3: 
By 2025, increase the percent of adolescents aged 12-17 who have an adult in their lives with whom they can talk to about serious problems 

from 76.7% (NSDUH 2018-2019) to 79.7%. 

Adolescent State Objective 3:  Strategy 1: 
Lead to strengthen resilience among expectant and 
parenting adolescents to improve health, social, and 

educational outcomes. 

Adolescent State Objective 3: Strategy 2: 
Partner to identify opportunities to build protective factors 
for adolescents at the individual, community, and systems 

levels. 

Adolescent State Objective 3: Strategy 3: 
Partner to strengthen knowledge and skills 

among providers, individuals, and families to 
identify signs of distress and mental health related 

needs among adolescents. 

Local Activities for Adolescent Objective 3: 
Strategy 1 

Local Activities for Adolescent Objective 3: Strategy 
2 

Local Activities for Adolescent Objective 3: 
Strategy 3 

a 3.1.1 
 

☐Partner with CDPH/MCAH to utilize evidence-based 
tools and resources, such as the Positive Youth 
Development (PYD) Model, to build youth resiliency to 
improve health, social, and educational outcomes 
among expectant and parenting youth. 
 
 
What is your anticipated outcome? 
      
 
 

a 3.2.1 
 

☐ Conduct a Positive Youth Development (PYD) 
Organizational Assessment to build agency capacity 
to engage and promote youth leadership and youth 
development. 
 
 
What is your anticipated outcome? 
      
 
 
 

a 3.3.1 
 

☐Identify local needs and assets relating to 
adolescent mental health. 
 
 
What is your anticipated outcome? 
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a 3.1.2 
 

☐Lead or participate on an Adolescent Family Life 
Program’s (AFLP) Local Stakeholder Coalition (if AFLP 
exists in the county). 
 
 
What is your anticipated outcome? 
      
 
 

a 3.2.2 
 

☐Establish or join a local youth advisory board to 
incorporate youth voice and feedback into local 
MCAH health programs and initiatives. 
 
 
What is your anticipated outcome? 
      
 
 
 

a 3.3.2 
 

☐Partner with or join local adolescent health 
coalitions and co-develop a plan to improve 
adolescent mental health and well-being. 
 
 
What is your anticipated outcome? 
      
 
 

a 3.1.3 
 

☐Other local activity (Please Specify/Optional): 
      
 
 
What is your anticipated outcome? 
      
 
 

a 3.2.3 
 

☐Partner with local community agencies to 
understand and promote efforts to improve youth 
engagement and leadership opportunities. 
 
What is your anticipated outcome? 
      
 

a 3.3.3 
 

☐ Partner to disseminate training opportunities 
and resources related to adolescent mental 
health and well-being. 
 
 
What is your anticipated outcome? 
      
 
 

a 3.1.4 
 

☐Other (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

a 3.2.4 
 

☐Other (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

a 3.3.4 
 

☐Other (Please Specify/Optional):  
      
 
 
What is your anticipated outcome? 
      
 
 

If you have additional local activities, please add a row. 
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1. Black Infant Health Program Service Overview 

 
The Contractor agrees to provide to the California Department of Public Health (CDPH) the services 
described herein. 
 

The BIH Program is a specialized CDPH MCAH program under the local MCAH system and helps to 
address MCAH SOW - Women/Maternal Domain: Focus Areas 1-5: Ensure women in California are 
healthy before, during and after pregnancy. Perinatal/Infant Domain: Ensure all infants are born healthy 
and thrive in their first year of life. Focus Area 2: Reduce infant mortality with a focus on reducing 
disparities. The goals in this SOW incorporate local problems identified by the Local Health Jurisdiction’s 
(Agency’s’) 5-Year Needs Assessments and reflect the Title V priorities of the MCAH Division.  

 

All BIH sites are required to comply with BIH Policy and Procedures (P&P) and the MCAH Fiscal Policy 
and Procedures Manual https://www.cdph.ca.gov/Programs/CFH/DMCAH/Pages/Fiscal-
Documents.aspx in their entirety. In addition, all BIH Sites shall work towards maintaining group model 
fidelity by adhering to the policies and procedures, delivering services as intended, implementing 
strategies to maximize participant retention, fulfilling all deliverables, attending required meetings and 
trainings, and completing other MCAH-BIH reports as required.   
 

Certification 

by MCAH 

Director: 
 

Name: Ge Vue, RN, PHN 

 
Title: MCAH Director 

Date: 7/1/2024 
 
I certify that I have reviewed and approved this Scope of Work 

 
 

The CDPH Maternal, Child and Adolescent Health (MCAH) Division places a high priority on outcomes 
that disproportionately impact the Black Birthing community in California due to systemic racism. The 
BIH site agrees to implement all activities in this Scope of Work (SOW). Central to the efforts in reducing 
these disparities, listed below are the goals that are the hallmark of the program:   
 
1. Improve infant and maternal health of Black Women and/or Birthing People by promoting health 

knowledge and healthy behaviors 
2. Increase the ability of Black Women and/or Birthing People to develop effective stress reduction 

strategies 
3.  Increase awareness of the Black-White health disparities and social inequities for Black Women 

and/or Birthing People and infants 
4. Empower Black Women and/or Birthing People and build resiliency 

5. Promote social support and healthy relationships 

6. Connect Black Women and/or Birthing People with services 

7. Engage the community to support Black Birthing families’ health and well-being with education and 
outreach efforts  
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2. Service Location (s) 

 
The services shall be performed at [Enter Contractor address or description of the service area]. 
West Fresno Regional Center (142 E. California Ave, Fresno, CA 93706) 

 
3. Service Hours 

 
The services shall be provided during normal Contractor working hours, Monday through Friday, and 
evenings or weekends as needed to meet the needs of participants except for official holidays. 

 
4. Services to be Performed 

 
The Contractor agrees to provide the services presented in this Scope of Work (SOW) from the 
California Department of Public Health, Maternal, Child and Adolescent Health Division 
(CDPH/MCAH) for implementation of the BIH Program. The funded Contractor is referred to as 
“Agency” in this SOW. 



Agency Name:  Click or tap here to enter text.  Fiscal Year: 2023-2026 
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To achieve its goals, the BIH Program is a client-centered, strength-based group intervention with complementary 1:1 support that 
embraces the life course perspective and promotes social support, empowerment, skill building, stress reduction and goal setting. Each 
BIH Site shall also make all efforts to implement the program with fidelity, collect, and enter participant and program data into the 
electronic Efforts to Outcomes (ETO) data system and engage community partner agencies. 

 

Black Infant Health Program 2023 Model Components    

   

The Black Infant Health (BIH) Program will provide services in designated sub-county service areas throughout the 14 counties with the 
greatest number of Black women and/or birthing people in California. A service area is defined as a contiguous geographical area with a 
minimum of 440 eligible Black women and/or birthing people.  MCAH will fund up to 26 service areas.  Each service area will be required 
to provide a minimum of 9 in-person prenatal group series and 4 in-person postpartum group series per fiscal year. No virtual groups 
should be conducted without utilizing the virtual guidance in the policies and procedures.  Agencies may also serve participants through 
1:1 support.  Each service area is required to provide services to a minimum of 160 participants, with a maximum of 35% in 1:1 support.    

 
Model Components   

  

• Minimum Required Groups per Fiscal Year (nine prenatal and four postpartum per service area)  
• Minimum Participant Reach (160 participants served; 72 prenatal, 32 postpartum, and 56 1:1 
       support per service area)  
• Minimum Population Size (440 Black women and/or birthing persons per service area)   

 
All BIH Sites are required to comply with the following staffing matrix per service area according to the BIH 2023 Request For 
Supplemental Information (RSI) BIH RSI Instructions to ensure fidelity and standardization across all sites: 

 

Staffing Requirements 
 

BIH Coordinator/Program Manager 1.0 FTE 

FHA/Group Facilitator 3.0 FTE 

Mental Health Professional 1.0 FTE 

Outreach Liaison 1.0 FTE 

Data Entry 1.0 FTE 

Public Health Nurse   1.0 FTE 

Child Watch 1.0 FTE 

http://www.cdph.ca.gov/programs/bih/Documents/BIH%20RSI%20Content%20Instructions%202-10-15%20final.pdf
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Per the BIH P&P, the following criteria applies to participants enrolled in the 1:1 support intervention: 

Eligibility: 

• African-American 

• 16 years of age or older 

• Pregnant through 6 months postpartum 
 

Services: 

• For those 18 years of age and older, they are offered BIH Group model services before consenting to the BIH 1:1 support  
Intervention. 

• Has been provided with her rights and responsibilities for program participation, completed Assessment 1 or postpartum entry 
assessment, documentation of a case management interaction/1:1 support intervention, received 1 referral for services. 

• May receive services until infant is 1 year of age. 
 

Contained within the BIH SOW, under the Measures (Process and Outcome) cells, there are Source Keys that are designed to provide a 
reference for reporting purposes.  The “E” Source Key refers to information that is based on participant-level program data included and 
maintained in ETO. The “N” “Source Key refers to narrative information provided in quarterly reports or site surveys. 

It is the responsibility of the Agency to meet the goals and objectives of this SOW. Agencies that enter into agreement with the Division to 
provide MCAH-related services, and accept the Division funding, are legally required to provide the full level of services, outlined in the 
program SOW, regardless of the proportion of funding provided by the Division. The Agency shall strive to develop systems that protect and 
improve the health of California’s women of reproductive age, infants, children, adolescents, and their families. All sites should have policies 
that facilitate the promotion of health equity.  

It is the responsibility of an Agency to solicit technical assistance and guidance from MCAH if performance issues arise. If a program does 
not meet the goals and objectives outlined in this SOW, the Policies and Procedures (P&P) and the implementation measures for 
accountability*, and if the compliance standards are not met in a timely manner, the Agency may be placed on a Performance 
Improvement Plan (PIP). After implementation of the PIP, if the Agency does not demonstrate substantial growth, or fails to successfully 
meet the goals and objectives of this SOW, MCAH may temporarily withhold cash payment pending correction of the deficiency; 
disallowing all or part of the cost of the activity or action out of compliance; wholly or partly suspending or terminating the award; or 
withholding further awards.” Continued participation in the BIH program beyond the current fiscal year is also subject to successful 
performance in meeting participant reach requirements and implementing the agreed upon activities. 
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*BIH Implementation Accountability Measures: 

• Minimum staffing pattern is not adhered to 

• Number of prenatal groups started is less than the required number in a four-month interval 

• Number of prenatal group series started with less than 8-12 participants 

• Average number of days to enter data (all forms) is greater than 10-12 business days or 90% percent of all forms are not entered on 
time 

• LHJs that fall below the 80% number served by the end of a fiscal year 
 

The development of this SOW is a collaborative process and was guided by several public health frameworks including the Ten Essential Services of 
Public Health and the three (3) core functions of assessment, policy development, and assurance; the Spectrum of Prevention; the Life Course 
Perspective; the Social-Ecological Model, and the Social Determinants of Health. Please consider integrating these approaches when 
conceptualizing and organizing local program, policy, and evaluation efforts. 

 
o The Ten Essential Services of Public Health and Toolkit 

o The Spectrum of Prevention 

o Life Course Perspective AMCHP 

o Social Determinants of Health 

o The Social-Ecological Modelhttp://www.cdc.gov/violenceprevention/overview/social-ecologicalmodel.html 

o Strengthening Families 

 

All activities in this SOW shall take place from receipt of funding beginning July 1, 2023, to June 30, 2026, contingent on availability of funds and 
spending authority. 

 

 

 

 

 

https://www.cdc.gov/publichealthgateway/publichealthservices/essentialhealthservices.html
https://spark.adobe.com/page/Qy1veOhGWyeu5/
https://www.preventioninstitute.org/sites/default/files/uploads/1PGR%20Spectrum%20of%20Prevention.pdf
https://mchb.hrsa.gov/training/lifecourse.asp
https://amchp.org/
http://www.cdc.gov/socialdeterminants/
https://www.cdc.gov/violenceprevention/about/social-ecologicalmodel.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fviolenceprevention%2Fpublichealthissue%2Fsocial-ecologicalmodel.html
http://www.cdc.gov/violenceprevention/overview/social-ecologicalmodel.html
https://cssp.org/our-work/project/strengthening-families/
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For each fiscal year of the contract period, the Agency shall submit the deliverables identified below. All deliverables shall be submitted to the 
MCAH Division to your designated Program Consultant in accordance with the BIH P&P Manual and postmarked or emailed no later than the due 
date. 

Deliverables for each FY  Due Date for each FY  

Annual Progress Report August 15 

Coordinator Quarterly Report:  

Reporting Period From To Due Date 

1) First Report   July 1, 2024 September 30, 2024 October 30, 2023 

2) Second Report October 1, 2024 December 31, 2024 January 30, 2025 

3) Third Report  January 1, 2025 March 31, 2025 April 30, 2025 

4) Fourth Report (this will serve 
as annual report) 

 

April 1, 2024 June 30, 2024 August 29, 2024 
 

 

See the following pages for a detailed description of the services to be performed.
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Scope of Work 

 

Goal 1: Effectively administer and oversee the BIH Program. 
 

1.1 Meet BIH implementation activities and reporting requirements by completing and submitting required reports.  
 

Major Functions, Tasks, and 
Activities 

Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

1.1.1. Implement program activities as  
defined in the BIH P&Ps, SOW, Data 
Collection Manual (DCM), data 
collection forms, Group Curriculum and 
MCAH Fiscal P&Ps. 

Annually,   
each fiscal 
year 

Director, 
Coordinator/ 
Program 
Manager 

1.1.1. Submit Agreement Funding Application 
(AFA) timely. (N) 

1.1.2. Complete a Quarterly Report that 
complies with MCAH/ BIH guidance. 
The fourth quarter report will serve as 
the annual report.  

Quarterly  Coordinator/   
  Program  
  Manager 

 1.1.2.    Submit as directed by   
MCAH/BIH (N) 

1.1.3. Coordinate to complete, review and 
approve the BIH budget prior to 
submission. 

Annually,  
each fiscal 
year 

 Director,    
 Coordinator/  
 Program  
 Manager 

1.1.3.   Submit Agreement Funding Application 
               (AFA) withini 45 days of release. (N) 
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1.2. Establish Agency infrastructure and capacity to meet BIH requirements by meeting hiring needs and timelines. 
 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

1.2.1. Meet staffing pattern and minimum 
qualification requirements for all 
staff roles. 
 

Ongoing, 
Annually, 
each fiscal 
year 
Quarterly 

Director, 
Coordinator/ 
Program 
Manager 

1.2.1. Submit organization chart and duty 
statements with AFA and as requested 
by MCAH/BIH to 

             BlackInfantHealth@cdph.ca.gov. 
 

             Complete required staff profiles on 
             SharePoint and keep up to date. (N) 

1.2.2.  Recruit, hire and maintain culturally  
            competent staff that reflect 
            the community being served to  
            implement a BIH Program that is  
            relevant to the unique  
            traditions/heritage of Black   

              Birthing People, and the community. 

Ongoing Director, 
Coordinator/ 
Program 
Manager 

1.2.2.  Percent of direct contact staff that 
reflect the population being served. 
(N) 

1.2.3. Report all BIH staff changes. Within five 
(5) 
business 
days of 
staffing 
change 

Director, 
Coordinator/ 
Program 
Manager 

1.2.3. Notify MCAH/BIH within five (5) 
business day of any staff vacancy and 
five (5) days before hire of 
Coordinator/Program Manager by 
submitting an email to 
BlackInfantHealth@cdph.ca.gov. 

1.2.4. Develop, implement, and update, as 
requested by MCAH/BIH, a 
Professional Development Plan to 
support and build the capacity of all 
staff through assessment, 
supervision, and professional 

              development 

Ongoing, 
Annually 

Director, 
Coordinator/ 
Program 
Manager 

1.2.4. Submit Professional Development Plan 
to MCAH/BIH upon request. (N) 

mailto:BlackInfantHealth@cdph.ca.gov
mailto:BlackInfantHealth@cdph.ca.gov
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1.3  Ensure staff capacity to implement the BIH Program by facilitating and tracking attendance at all required trainings. 
 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

1.3.1.  Ensure all required staff complete 
refreshed curriculum training. 

By end of year 
1 

Director, 
Coordinator/ 
Program 
Manager 

1.3.1  Maintain records of staff  
           attendance at trainings and submit  
           to MCAH/BIH upon request. (N) 

1.3.2. Attend mandatory MCAH/BIH 
             sponsored in-person or virtual 

trainings, conference calls, meetings 
and/or conferences as scheduled by 
MCAH Division.  

Ongoing, 
Monthly, 
Quarterly, 
Annually 

Staff as 
required by 
MCAH/BIH 

1.3.2. Maintain records of staff 
attendance at trainings and 
submit to MCAH/BIH upon 
request. (N) 
 

1.3.3.  Attend non-mandatory trainings that 
            support the goals of BIH. 

As needed Staff as 
directed by 
Coordinator 
or Program 
Manager 

1.3.3.  Maintain staff attendance records 
of all trainings and submit to 
MCAH/BIH upon request. (N) 

1.3.4.  Develop plan to assess the ability of 
staff to effectively perform their 
assigned tasks, including regular 
observations of group facilitators 

 

At least twice 
per fiscal year 

Coordinator/ 
Program 
Manager 

1.3.4.   Maintain completion records of at 
least of at least two (2) group 
observation feedback forms by 
BIH Coordinator for every pair of 
group facilitators. (N) 

1.3.5.   Perform regular observations of 
assessments conducted by FHAs, MHPs 
and/or PHNs. 

Quarterly Coordinator/ 
Program 
Manager 

1.3.5.   Maintain completion records of 
observations conducted for FHAs, 
MHPs and PHNs. (N) 

1.3.6. Identify staff training needs and ensure 
those needs are met 
 

Quarterly Coordinator/ 
Program 
Manager 

1.3.6. Describe plan to ensure that staff 
development needs are met in 
quarterly report. (N) 
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1.3.7.   Ensure that all key BIH staff 
participates in on-going training or 
educational opportunities designed to 
enhance cultural sensitivity and 
responsiveness through webinars, 
trainings and/or conferences. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

1.3.7.  Describe how cultural sensitivity 
training has enhanced Agency 
staff knowledge and how that 
knowledge is applied in Annual 
report. (N) 

1.3.8.   Ensure that all new and key BIH staff 
attend the Annual MCAH Sudden 
Infant Death Syndrome (SIDS) 
Conference to receive the latest 
American Academy of Pediatrics (AAP) 
guidelines on infant safe sleep 
practices and SIDS risk reduction 
strategies.  

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

1.3.8.  Describe how staff utilized  
             information from the MCAH SIDS 

conference with participants in 
Annual report. (N) 

1.3.9.    Attend local SIDS collaborative 
workgroups with community partners 
to enhance awareness of Black SIDS 
rates and to develop SIDS risk 
reduction strategies. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 
Core staff 

1.3.9.  Document strategies and action 
plans related to SIDS risk 
reduction strategies developed 
from SIDS collaborative 
workgroup meetings in Annual 
report. (N) 
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1.4   Meet BIH data collection requirements by facilitating access to data collection system, SharePoint, software,  

                security, and proper oversight of data entry and core personnel. 
 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

1.4.1. Ensure all direct Agency and 
subcontractor service staff have 
access to BIH Efforts to Outcomes 
(ETO) Data Management System 
and SharePoint site by submitting 
request to MCAH/BIH. 

Ongoing, 
Within five 
(5) 
business 
days of 
any 
staffing 
change 

Director,  
Coordinator/ 
Program 
Manager 

1.4.1.  Submit request for access to ETO and 
SharePoint for direct staff to 
BlackInfantHealth@cdph.ca.gov 

1.4.2. Collect and enter all BIH participant 
program information and outcome 
data timely and accurately per 
guidance in the Data Collection 
Manual (DCM) using BIH required 
forms at required intervals. 

Enter data 
within ten 
(10) business 
days of 
collection 

Staff as 
required by 
MCAH/BIH 

1.4.2.  BIH PA: Timeliness of data entry report 
            (E) 
  

1.4.3.  Ensure all staff receive updates  
            related to ETO changes and forms. 

Ongoing Coordinator/  
Program 
Manager, Data 
Entry Lead 

1.4.3.  Maintain attendance records of BIH 
data calls, receipt of data alerts and 
other guidance via email or posted on 
SharePoint. 

mailto:BlackInfantHealth@cdph.ca.gov
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1.4.4.   Ensure that a staff member with 
advanced knowledge of the BIH 
Program, data collection, and ETO is 
selected as the BIH Site’s Data Entry 
lead and participates in all data and 
evaluation calls and works to ensure 
timeliness of data entry and data 
quality. 

Ongoing Coordinator/  
Program 
Manager 

1.4.4.  Maintain attendance records of 
participation in role-specific 
calls/trainings for the Data Entry Lead. 

1.4.5.   Store participant level data forms on 
paper or scanned copies per security 
guidelines in P&P for a minimum of 
four years (prior three years plus 
current FY). 

Ongoing Coordinator/    
Program 
Manager      

1.4.5.  Maintain Participant level Data forms 
            for a minimum of four years (prior three 
            years plus current FY). 

1.4.6.   Conduct and report on audits of 
recruitment, enrollment, and service 
delivery paper forms against ETO 
records.  Audit sample must include 
at least 10% of recruitment records 
and 10% of enrollment records and 
should include all staff collecting 
data.  

Quarterly Coordinator 
and Data Entry 
Lead 

1.4.6.  Maintain verification of data in paper 
            forms matches information in ETO for 
            all samples. 

1.4.7.   Ensure that all staff that collect and 
enter data into the BIH data system 
have completed the ETO training 
video series available in the BIH 
SharePoint site. 

Ongoing Coordinator/    
Program 
Manager      

1.4.7. Maintain attendance records of  
            participation in ETO training video  
            series for all staff. 
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1.4.8.  Ensure that all staff that have ETO  
            access are currently in the SharePoint  
            roster by completing the Quarterly  
            Roster Assessment (QRA). 
 

Quarterly Coordinator/    
Program 
Manager      

1.4.8.  Completion of QRA on SharePoint. 

1.4.9. Ensure all data collection and 
reporting processes comply with 
CDPH information privacy and 
security policies as directed in the 
BIH Policies and Procedures (P&Ps) 
before installing and using ETO. 

Ongoing Daily Director, 
Coordinator/    
Program 
Manager      

1.4.9. Maintain record of information privacy 
and security policies from CDPH. 
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Goal 2: Establish and maintain a structure to support recruitment, outreach, referrals and enrollment in designated service 
areas of Black women and Birthing People. 

Eligibility for Group Services: 

• Black, 18 years of age and older, and less than 30 weeks pregnant for prenatal group services, or up to six 
months postpartum for postpartum group services.  

Eligibility for Case Management/1:1 Support Services: 

• Black, 16 years of age, pregnant or up to 6 months postpartum. 

• Group attendance is not required. 

All Participants will attend in-person group or 1:1 support services  

All Participants may receive services up to 1 year postpartum 
 

2.1. Target services to areas where there is demonstrated need and Agency capacity to implement BIH. 
 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

2.1.1. Define geographical service area for 
program recruitment for in-person 
services. 

06/19/23 Director,  
Coordinator/ 
Program 
Manager 

2.1.1. Submit the defined geographical 
service area and justification to 
MCAH/BIH for approval. 

2.1.2. Develop and implement a Participant 
Recruitment Plan (standardized intake 
process) according to the target 
population and eligibility guidelines in 
MCAH/BIH P&P and submit upon 
request. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

2.1.2. Number and percent of recruited and 
referred women that were eligible for 
Group (based on age and pregnancy 
status) based on their recruitment 
date, in FY 2023-24. € Quarterly 
Implementation Dashboard 

2.1.3. Develop and implement a Participant 
Recruitment Plan (standardized intake 
process) according to the target 
population and eligibility guidelines in 
MCAH/BIH P&P and submit upon 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

2.1.3. Number and percent of recruited and 
referred women that were eligible for 
Case Management (based on age and 
pregnancy status) based on their 
recruitment date, in FY 2023-24. € 
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request. Quarterly Implementation Dashboard 

2.1.4. Identify and establish formal and 
informal collaborative relationships 
with local Medi-Cal Managed Care, 
Commercial Health Plans, WIC, and 
local agencies in the community to 
support recruitment and referral 
processes. 

 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

2.1.4. Total number of service providers that 
made referrals to the BIH Program in 
FY 2023-24. € BIH PA: Recruitment 
during a specified time period report. 

2.1.5. Obtain rights and responsibilities form 
and provide signed or verbal 
acknowledgement for all participants. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

2.1.5. Number and percent that has a 
recruitment and a rights and 
responsibilities (consent) touchpoint 
in ETO in FY 2023-24. € Quarterly 
Implementation Dashboard 

2.1.6. Conduct outreach activities and build 
collaborative relationships with local 
WIC providers, CPSP Coordinators, 
social service providers, health care 
providers, the faith-based community 
and other community-based partners 
and individuals to increase and 
maximize awareness opportunities to 
ensure eligible women are referred to 
BIH. 

Ongoing,  
Quarterly, 
Annually 

Coordinator/ 
Program 
Manager, COL 

2.1.6.  Total number (overall and by type) of 
outreach activities completed by all 
staff during FY 2023-24. (N) 

2.1.7. All BIH Agencies will establish referral 
mechanisms that will facilitate 
reciprocity with partner agencies as 
appropriate. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

2.1.7.  Maintain list of partner agencies and 
submit with Annual Report. (N) 
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2.1.8. All BIH Agencies will utilize social media 
campaigns developed by local agencies 
and/or MCAH to increase community 
awareness while conducting outreach 
activities during community events and 
participant engagement activities. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

2.1.8.  Maintain list of social media platforms 
and submit with Annual Report. (N) 

2.1.9. For BIH Group Sessions, all BIH 
agencies will recruit Black women 18 
years of age and older, and less than 30 
weeks pregnant for in-person prenatal 
group  services, or up to six months  
postpartum for in-person postpartum 
group services. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

2.1.9. Number and percent of recruited and 
referred women that were eligible for 
Group (based on age and pregnancy 
status) based on their recruitment 
date, in FY 2023-24. (E) Quarterly 
Implementation Dashboard 

 

2.2.0. Enroll participants in a group within 45 
days of enrollment. 

 

Ongoing Coordinator/ 
Program 
Manager, BIH 
Staff 

2.2.0. Number and percent of enrolled 
women who attended a prenatal 
group session within 30- 45 days of 
enrollment. (E) – BIH PP: Prenatal 
Group Dose Report; BIH PP: 
Postpartum Group Dose Report 

2.2.1. Begin groups with the minimum 
required number of participants per 
the BIH P&P. 

Ongoing Coordinator/ 
Program 
Manager, BIH 
Staff 

2.2.1. Percent of prenatal group sessions in a 
series that were attended by at least 5 
participants, ideally 8-12.  (E)  - BIH PP: 
Group Attendance by Session. 

2.2.2. All BIH participants (enrolled in BIH 
Group) will receive services outlined in 
the BIH P&P to be considered served. 

 

Ongoing Coordinator/ 
Program 
Manager, BIH 
Staff 

2.2.2.  Number and percent of active 
participants that are served during the 
FY 23-24(E).  Quarterly 
Implementation Dashboard 

  2.2.3. For 1:1 support, all BIH Agencies will 
             recruit Black teens at least 16 years 
             of age and adult women, pregnant or    
             up to 6 months postpartum. 

Ongoing, 
Annually 

Coordinator/ 
Program 
Manager 

  2.2.3. Number and percent of recruited and 
              referred women that were eligible for 
              1:1 support (based on age and 
              pregnancy status) based on their 
              recruitment date, in FY 2023-24. (E) 
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             Quarterly Implementation Dashboard 

  2.2.4. All BIH participants (enrolled in the BIH 
             1:1 support intervention) will receive 
             services outlined in the BIH P&P to be 
             considered served. 

Ongoing, 

Annually 
Coordinator/ 
Program 
Manager 

  2.2.4.  Number and percent of active 
              Participants that are served during the 
              FY (E). Quarterly Implementation 
              Dashboard 
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Goal 3: All BIH Agencies will ensure participant retention strategies are in place.  

 

3.1 Develop participant retention strategies as they relate to program implementation components. 

 
Major Functions, Tasks, and Activities Time Line Staff 

Responsibility 
Performance Measure and/or Deliverables 

3.1.1. All BIH Agencies will develop 
participant retention strategies in the 
areas of outreach/recruitment, 
enrollment, 1:1 support, group 
sessions and program completion.  

Ongoing  
 

BIH Staff   3.1.1.  Submit Participant Retention 
              Strategies with Quarterly and Annual 
              Report. (N) BIH PP: Prenatal Group  
              Dose Report; BIH PP: Postpartum 
              Group Dose Report (E)  
 

3.1.2. Ensure location of group services is 
within the designated service area, 
safe, accessible, culturally affirming, 
and have dedicated child watch staff 
and space when group sessions are 
conducted. 

Ongoing BIH Staff   3.1.2.  Describe process to ensure that 
              location for group services meet 
              MCAH/BIH guidelines and submit with 
              Annual Report. (N) 

3.1.3. Ensure participants have access to 
transportation assistance via Uber/Lyft 
or other door-to-door services. 

Ongoing BIH Staff    3.1.3.  Number and percent of enrolled 
              women who have been dismissed 
              from BIH with a completed participant 
              satisfaction survey during the FY. (E) 
              BIH PP: Participant Satisfaction Report 

3.1.4. Ensure all group sessions include full 
meals for participants. 

Ongoing BIH Staff    3.1.4.  Number and percent of enrolled 
              women who have been dismissed 
              from BIH with a completed participant 
              satisfaction survey during the FY. (E) 
              BIH PP: Participant Satisfaction Report 
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3.1.5. Ensure group motivators including but 
not limited to gift cards, pack and 
plays, items to support fitness, infant 
feeding supplies, breastfeeding 
supplies, diapers, etc. are provided to 
program participants. 

Ongoing 
 

BIH Staff  3.1.5. Submit participant retention strategy 
successes and challenges with Annual 
Report. (N) 

3.1.6. Designated staff will conduct 
participant satisfaction surveys after 
group sessions and at program 
completion to obtain feedback related 
to improvement of retention 
strategies. 

Ongoing 
 

BIH Staff 3.1.6. Number and percent of enrolled 
            women who have been dismissed 
            from BIH with a completed participant 
            satisfaction survey during the FY. (E) 
          BIH PP: Participant Satisfaction Report 
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Goal 4: All BIH Agencies will increase and expand community awareness of BIH. 
 

4.1   Collaborate with other BIH Agencies regarding outreach activities including the use of social media. 
 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

4.1.1. All BIH Agencies will increase and 
expand community awareness of BIH 
by collaborating with other BIH 
agencies and individually as an agency 
on communication outreach activities, 
including the use of social media. 

Ongoing  
 

BIH Staff 4.1.1.  Total number (overall and by type) of  
            outreach activities completed by all 
            staff during FY 2023-24. (N) 

4.1.2. Conduct outreach activities and build 
collaborative relationships with local 
WIC providers, CPSP Coordinators, 
social service providers, health care 
providers, the faith-based community 
and other community-based partners 
and individuals to increase and 
maximize awareness opportunities to 
ensure eligible women are referred to 
BIH. 

Ongoing BIH Staff 4.1.2.  Describe the types of community 
            partner agencies contacted by Agency 
            staff. (N)  

4.1.3. All BIH Agencies will establish referral 
mechanisms that will facilitate 
reciprocity with partner agencies as 
appropriate. 

Ongoing BIH Staff    4.1.3.  Describe outreach activities 
              performed to reach target population. 
              (N)  
 

4.1.4. All BIH Agencies will utilize social media 
campaigns developed by MCAH to 
increase community awareness while 
conducting outreach activities.  

Ongoing 
 

BIH Staff  4.1.4. Document type, frequency and 
number of social media activities 
conducted and submit with Quarterly 
and Annual Report. (N) 
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4.1.5. Develop and update, as needed, a local 
service referral and resource directory. 

Ongoing 
 

Coordinator/ 
Program 
Manager, BIH 
Staff 

4.1.5. Maintain service referral and resource 
directory and submit to MCAH/BIH 
upon request. 

 
           Ensure referral sources are up to date 

in ETO. 
 

4.1.6. Increase information sharing with other 
local agencies providing services to 
Black Birthing People and children in 
the community and establish a clear 
point of contact. 

Ongoing COL 4.1.6. Number of agencies where the COL has 
a documented point(s) of contact and 
with whom information is regularly 
exchanged. Submit with Annual 
Report. (N) 
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Goal 5: Engage the Black community to support Black Birthing families’ health and well-being with education and outreach efforts. 
 

5.1 Increase and expand community awareness of Black Birth outcomes and the role of the Black Infant Health Program. 
 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

5.1.1. All BIH Agencies will coordinate with 
the Perinatal Equity Initiative (PEI) 
(where applicable) to implement a 
Community Advisory Board (CAB) to 
Inform the community about disparate 
birth outcomes among Black Birthing 
People by delivering standardized 
messages describing how the BIH 
Program addresses these issues. 

 

Ongoing  
 

Coordinator/ 
Program 
Manager, BIH 
Staff 

5.1.1.  Submit CAB meeting materials (roster, 
            stakeholder types, attendance, agenda, 
            minutes) with BIH quarterly report. (N) 
 

5.1.2. Create partnerships with community 
and referral agencies that support the 
broad goals of the BIH Program, 
through formal and informal 
agreements. Ensure efforts are 
focused on Black birthing people and 
families in the community in need of 
services and are confronting disparities 
caused by systematic oppression and 
marginalization, implicit bias, and 
discrimination. 

 

Ongoing Director, 
Coordinator/ 
Program 
Manager 

5.1.2.  Number, format, and outcomes 
            associated with community outreach 
            activities conducted by BIH Coordinator 
            and/or MCAH Director during FY 2023- 
            24 (E/N)  
 
 

5.1.3. Develop and implement a community 
awareness plan that outlines how 
community engagement activities will 
be conducted. 

Ongoing 
 

BIH Staff  5.1.3. Document type, frequency and 
number of social media activities 
conducted and submit with Quarterly 
and Annual Report. (N) 
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5.1.4. Develop and implement activities 
related to multi-level community 
engagement and awareness with 
referral partners to identify service 
gaps in the Agency target area. 

 

Ongoing 
 

Coordinator/ 
Program 
Manager, BIH 
Staff 

5.1.4. Maintain service referral and resource 
directory and submit to MCAH/BIH 
upon request. 

 

5.1.5. Collaborate with local MCAH programs 
and other partners such as Medi-Cal to 
identify strategies, activities and 
provide technical assistance to: 

• Improve access to health care 
services  

• Increase utilization of well-woman 
and postpartum visits 

• Identify Preterm Birth (PTB) 
reduction strategies 

• Increase the utilization of 
preconception health services. 

 

Ongoing Coordinator/ 
Program 
Manager, BIH 
Staff 

5.1.5. Document collaborative activities with 
local MCAH programs and other 
partners and submit with Annual 
Report. (N) 

5.1.6. Collaborate with local MCAH programs 
and Regional Perinatal Programs to 
improve maternal and perinatal 
systems of care. 

 

Ongoing Coordinator/ 
Program 
Manager, BIH 
Staff 

5.1.6. Document collaborative activities with 
local MCAH programs and Regional 
Perinatal Programs and submit with 
Annual Report. (N) 

5.1.7. Participate in collaboratives with 
community partners to review data 
and develop strategies and policies to 
address social determinants of health 
and disparities. 

Ongoing Coordinator/ 
Program 
Manager, BIH 
Staff 

5.1.7. Document collaborative activities that 
address social determinants of health 
and disparities and submit with Annual 
Report. (N) 
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5.1.8. Produce flyers or educational materials 
as needed using BIH funds to support 
community awareness efforts, ensuring 
materials are properly branded with 
the State BIH log and funding tagline 
“Funded by the California Department 
of Public Health.”    

Ongoing Coordinator/ 
Program 
Manager, BIH 
Staff 

5.1.8.  Maintain MCAH/BIH approval on file 
for all flyers, education, and outreach 
materials, including community 
awareness efforts developed.  
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Goal 6: All BIH Agencies will provide resources to assist in improving the health of pregnant and parenting Black Women and/or 
birthing people and their infants, including the management of chronic stress. 

 

6.1 Provide all participants with additional services that support health and wellness while enrolled in the BIH Program. 

 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

6.1.1. Assist participants in understanding 
behaviors that contribute to overall 
good health, including: 

• Stress management 

• Sexual health 

• Healthy relationships 

• Nutrition 

• Physical activity 

Ongoing, 
Quarterly  
 

BIH Staff   6.1.1.  Document additional activities (e.g., 
              Champions for Change cooking  
              demonstrations) conducted that  
              promote health and wellness of BIH 
              participants and their infants at least 
              once per quarter. (N) 
 

6.1.2. Ensure that participants are enrolled in 
health insurance and are receiving 
risk-appropriate perinatal care. 

 

Ongoing BIH Staff   6.1.2.  Number and percent of enrolled 
              participants that have received a  
              referral for health insurance. (E) BIH 
              PA: Referral Status Report (New) 

6.1.3. Provide participants with health 
information that supports a healthy 
pregnancy. 

 

Ongoing BIH Staff    6.1.3.  Describe collaborative efforts with 
              March of Dimes, MotherToBaby and 
              other agencies that provide health 
              education, preterm birth reduction 
              materials and resources. (N) 

6.1.4. Provide participants with health 
education materials that address 
preterm birth reduction strategies, 
such as the MCAH-BIH prematurity 
awareness and Provider sheet tip 
sheet. 

Ongoing BIH Staff    6.1.4.  Describe collaborative efforts with 
              March of Dimes, MotherToBaby and 
              other agencies that provide health 
              education, preterm birth reduction 
              materials and resources. (N) 
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6.1.5. Identify participants’ health, dental and 
psychosocial needs and provide 
referrals and follow-up as needed to 
health and community services. 

Ongoing BIH Staff    6.1.5. Number and percent of enrolled 
             women who have a known referral 
             status for every documented referral at 
             time of exit from the program (among 
             women dismissed from BIH). (E) BIH  
             PA: Referral Status Report NEW 
 

6.1.6. Provide information and health 
education to participants who report 
drug, alcohol and/or tobacco use. 

Ongoing BIH Staff    6.1.6. Number and percent of enrolled 
             participants that have received a 
             referral for drug, alcohol and/or  
             tobacco use. (E) 

6.1.7. Assist participants with completion of 
the birth preference form that outlines 
specific labor/delivery and birthing 
requests to be conveyed to their 
prenatal care provider.  

Prior to 
delivery 

BIH PHN   6.1.7. Number and percent of active 
             participants with a birth preference 
             form (relative to number of days 
             enrolled in the program).  (E) Quarterly  
             Implementation Dashboard 

6.1.8. Promote and support a reproductive 
life plan and family planning by 
providing information and education 
on birth spacing and interconception 
health during group sessions and 1:1 
support Meetings. 

 

Ongoing BIH Staff    6.1.8. Number and percent of enrolled 
             participants that have discussed 
             reproductive life planning during 1:1  
             support meetings. (E) 
 

6.1.9. Ensure that participants are attending 
postpartum visits and well-woman 
check-ups as scheduled. 

Ongoing BIH Staff    6.1.9.  Number and percent of participants 
              who attend a 4-6 week postpartum 
              checkup with a medical provider. (E) 
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6.2.0. Help participants understand the 
characteristics of healthy relationships 
and provide resources that can help 
participants deal with abuse, 
reproductive coercion, or birth control 
sabotage. 

Ongoing BIH Staff    6.2.0. Describe collaborative efforts with 
             Violence Prevention Organizations 
             such as Futures without Violence to 
             determine service capacity to 
             adequately meet needs identified by 
             participants and Agency staff 
             providing case management services. 
             (N) 

6.2.1. Ensure that all BIH participants will be 
screened for Perinatal Mood and 
Anxiety Disorders (PMAD) and those 
with positive screens will be given a 
referral to mental health services. 

6-8 weeks 
postpartum 
and as 
necessary. 

BIH MHP   6.2.1. Number and percent of active 
             participants with an EPDS (relative to 
             number of days enrolled in the 
             program).  (E) Quarterly  
             Implementation Dashboard 

6.2.2. Assist participants with increasing 
knowledge of infant safe sleep 
practices, SIDS, Sudden Unexplained 
Infant Death (SUID) risk reduction. 

 

Ongoing BIH Staff    6.2.2. List and describe health education 
             materials provided to participants 
             related to safe sleep practices and SIDS 
             reduction. (N) 
 

6.2.3. Provide participants with health 
education materials addressing the 
benefits of breastfeeding. 

Ongoing BIH Staff    6.2.3. Number and percent of enrolled 
             participants that have discussed 
             breastfeeding/infant feeding during 1:1 
             support meetings. (E) 
 
             Number and percent of enrolled  
             participants that have received a 
             referral for breastfeeding or lactation. 
             (E) BIH PA:  Referral Status Report (New) 

6.2.4. Assist participants with completing 
home safety checklist. 

 

Prior to 
delivery 

BIH PHN   6.2.4. Number and percent of active 
             participants with a safety checklist 
             (relative to number of days enrolled in 
             the program).  (E) Quarterly  
             Implementation Dashboard 
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6.2.5. Teach participants about the 
importance of stress reduction and 
guide them in applying stress reduction 
techniques (yoga, deep breathing, or 
meditation). 

 

Ongoing BIH Staff   6.2.5. Summarize participant successes and 
             challenges in utilizing stress reduction 
             techniques. (N) 

6.2.6.  Facilitate the administration of the 
stress scale and ask questions about 
stress management focused on the 
participant’s ability to be resilient and 
manage chronic stressors presenting 
during pregnancy. 

Ongoing BIH Staff   6.2.6. Number and percent of active 
             participants with a baseline and follow- 
             up assessment (relative to number of 
             days enrolled in the program).  (E) 
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Goal 7: Educate the public about the factors leading to the disparities in Black maternal and infant birth outcomes by providing 
consistent and culturally responsive information and promoting enrollment in the California Department of Public Health - Black 
Infant Health Program (CDPH-BIH). 
 
7.1         Create and/or maintain a statewide public awareness campaign to inform the State about Black birth outcome inequities and/or  
               the root causes of these inequities. 
 

Major Functions, Tasks, and Activities Time Line Staff 
Responsibility 

Performance Measure and/or Deliverables 

7.1.1. Develop public awareness materials 
that are focus tested with targeted 
community. 

 

Ongoing 
 

BIH Staff, 
Coordinator/ 
Program 
Manager 

7.1.1. Provide a report that describes  
           outreach engagement plan in the  
           community.  
 
           Share ongoing progress in     
           developing/maintaining the campaign  
           during quarterly BIH Statewide Media  
           Campaign meetings/reports. 
 
            Agency Program Coordinator to review 
            all staff/contractor/subcontractor  
            deliverables and methodologies to 
            ensure materials: 

• honor the unique 
history/traditions of people of 
Black descent 

• reflect/include the targeted 
community 

• are culturally responsive and 
engaging applicable to all Black 
birthing people, regardless of 
enrollment status in the CDPH- 
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BIH program 

• Agency to share final campaign 
deliverables and methodologies 
with the State for final review and 
approval. (N) 

7.1.2. Hire and maintain culturally 
competent 
staff/contractors/subcontractors to 
develop campaign materials that are 
relevant and respectful to the cultural 
heritage of Black women and the 
community. 

Ongoing Coordinator/ 
Program 
Manager 

7.1.2.  Describe process of recruiting and  
             hiring  
             staff/contractors/subcontractors. (N) 
 
             Include resumes of  
             staff/contractors/subcontractors with 
             submission of AFA packet. (N) 
 
             Submit all  
             staff/contractor/subcontractor  
             changes to the State for review (N) 
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