
Welcome!

We are so glad you are here!

We will get started shortly. 
In the meantime, we invite you to 

intentionally enter this space.

Silence your cell 

phone

Grab a snack and 

coffee, tea or water

Contribute to our 

gratitude board

Review today’s 
agenda in your folder

Stretch

Take a bio break

Help yourself to 

hand sanitizer

Review the lunch 

options in your folder

Healthy Start Regions 1, 2, & 3 Regional Meeting 
Monday, April 24 from 9:00 am-4:30 pm ET
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Healthy Start Region 4 Regional Meeting 
Monday, April 17 from 9:00 am-4:30 pm ET















Icebreaker

9:00-9:15

Rochelle Logan, DrPh, MPH, CHES

Kristal Dail, MPH

Division of Healthy Start and Perinatal Services 

(DHSPS)

Opening Plenary

9:15-10:15

Kenn L. Harris

Healthy Start TA & Support Center 

Jemea Dorsey & Janina Daniels, MHSA, CWC 

The Center for Black Women’s Wellness

Michael Warren, MD, MPH

Maternal and Child Health Bureau (MCHB)

CDR Johannie Escarne, MPH

DHSPS

Rochelle Logan, DrPh, MPH, CHES

DHSPS

Mia Morrison, MPH

DHSPS

Beryl Polk, PhD, MS, CPM, CCM

Mississippi Department of Health

Shelby Weeks, MHS & Tonya Daniels

North Carolina Department of Health

Kristen Shealy, MSPH, MPA

South Carolina Department of Health

Data & Evaluation Plenary

10:15-11

Maura Dwyer, DrPH, MSPH, MPA

DHSPS

Break from 11-11:15 am



AIM CCI Plenary

11-11:45 

Valerie Newsome Garcia, PhD

AIM CCI Program

Skill-building Sessions Part 1

11:45-12:45 

Anana Johari Harris Parris

The Self Care Agency

Donna Mertens, PhD

Gallaudet University

Kay Matthews

Shades of Blue

Rachael Glisson, MPH & Kate Teague

Education Development Center 

Lunch Break from 12:45-1:45

Skill-building Sessions Part 2

1:45-3:30 
Same as above

Quick Break from 3:30-3:45

Overview & History of the CAN 

Plenary

3:45-4:30

Danette McLaurin Glass

First TEAM USA

Kenn L. Harris

TASC

Adjourn at 4:30

Optional Group Discussion: Staff 

Recruitment & Retention

4:30-5:15 

N/A

Optional Fatherhood 

Coordinator Meetup

7-8

N/A



•
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https://www.youtube.com/watch?v=j5W73HaVQBg

https://www.youtube.com/watch?v=j5W73HaVQBg
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AHSI Evaluation/Data 



AHSI Overview 

AHSI Recruitment

AHSI Fatherhood

https://vimeo.com/793508175

https://vimeo.com/796807220

https://vimeo.com/796494553

https://vimeo.com/793508175
https://vimeo.com/796807220
https://vimeo.com/796494553






Division of Healthy Start and Perinatal Services 
Welcome 

Healthy Start Regional Meetings 2023

Johannie Escarne

Senior Advisor, DHSPS
Maternal and Child Health Bureau (MCHB)



Office of the Director
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Lee Wilson                                
(Division Director)

Johannie Escarne     
(Senior Advisor)

Aaron Lopata  
(Senior Medical 

Officer)

Michelle Loh 
(Management 

Analyst)

Dawn Levinson 
(Deputy Director)

Lisa Hund                 
(Senior Policy 

Analyst)



Healthy Start Branch
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Healthy Start Branch

• Benita Baker                
(Branch Chief)

• Management Analyst 
(Vacant) 

Technical Assistance & 
Comprehensive Services Team 

• Rochelle Logan                   
(Team Lead)

• Kristal Dail          
(TASC/Nutrition)

• Melodye Watson     
(IHE/Mental Health)

• Cardors Barnes 
(TASC/Mentoring)

• Mary Emmanuele     
(RN/Clinical Health Services)

• Mabatemije Otubu                
(RN/Clinical Health Services/ 
Hypertension)

• Simone Esho                      
(Doula)

• India Hunter                       
(Health Equity Scholar)

Planning, Oversight & Program 
Operations Team

• Mia Morrison                     
(Team Lead)

• Kevin Chapman 
(TASC/Domestic Violence)

• Brandon Wood         
(Fatherhood/Fiscal Operations)

• Shontelle Dixon      
(Reproductive Justice)

• Keri Bean            
(Homelessness)

• Zaire Graves                          
(Health Equity)

• Efiok Ekorikoh
(Rural Health)

• Ardandia Campbell-Williams        
(Technical Writing)

Data & Evaluation Team 

• Ada Determan                   
(Team Lead)

• Dianna Frick                           
(MH Evaluation PM, Mapping 
Tool)

• Maura Dwyer                          
(HS Evaluation PM)

• Sarah "Lina" Barrett      
(HSMED PM, HS Data Mailbox, 
HSMED and DGIS data)

• Peter LaMois
(CAREWare PM, Mapping Tool, 
HSMED and DGIS data)



Maternal and Women’s Health Branch
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Maternal & Women's Health 
Branch

• Kimberly Sherman    
(Branch Chief)

• Management Analyst 
(Vacant)

Quality Improvement, Data & 
Evaluation Team

• Team Lead                     
(Vacant)

• Vanessa Lee               
(ACIMM DFO & Catalyst PO)

• Cassandra Phillips           
(AIM & AIM-CCI PO & AIM 
Data Center COR)

• Kimberly Burnett-Hoke                  
(Hotline & HS Evaluation 
COR)

• Physician/Medical Officer 
(Vacant)

Systems Improvement Team

• Team Lead                  
(Vacant)

• Martha "Sonsy" Fermin                   
(MHI, MDRDB, FASD PO)

• Lud Abigail Duchatelier-
Jeudy                                 
(MHI & Catalyst PO, ACIMM 
COR)

• Sandra Sayegh                  
(MHLIC & MHI PO)

• Sarah Meyerholz
(MHI PO & ACIMM)



DHSPS FY23 Appropriations 

State Maternal Health Innovation ($55M)

Healthy Start ($145M)

Screening and 
Treatment for Maternal 

Depression ($10M)

Alliance for Innovation 
on Maternal Health 

($15.3M) 

Integrated Maternal 
Health Services 

($10M)

Maternal Mental 
Health Hotline ($7M)

24



DHSPS FY23 Funding Opportunities
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Program Name Number of 

Awards

Award Amount Closing Date

Alliance for Innovation on Maternal 

Health (AIM) Capacity 

29 Up to $200,000 May 9, 2023

Alliance for Innovation on Maternal 

Health (AIM)

Technical Assistance (TA) Center

1 Up to $3 Million May 9, 2023

Integrated Maternal Health Services 

(IMHS)

5 Up to $1.8 Million May 24, 2023

Screening and Treatment for 

Maternal Mental Health and 

Substance Use Disorders

14 Up to $750,000 June 2, 2023

State Maternal Health Innovation 

Program 

22 Up to $2 Million June 2, 2023

Healthy Start Initiative - Enhanced 10 Up to $1 Million TBD



Current and Future Work 

26



Contact Information 

Johannie Escarne

Senior Advisor, Division of Healthy Start and Perinatal Services 

Maternal and Child Health Bureau (MCHB)

Health Resources and Services Administration (HRSA)

Email: jescarne@hrsa.gov

Phone: 301-443-5692

Web: mchb.hrsa.gov

27

mailto:jescarne@hrsa.gov
http://mchb.hrsa.gov/


Connect with HRSA

Learn more about our agency at: 

www.HRSA.gov

Sign up for the HRSA eNews

FOLLOW US: 

28

http://www.hrsa.gov/
https://facebook.com/HRSAgov/
https://twitter.com/hrsagov
https://www.instagram.com/hrsagov/
https://www.linkedin.com/company/us-government-department-of-health-&-human-services-hrsa/
https://www.youtube.com/user/HRSAtube


Division of Healthy Start & Perinatal Services Updates   
Grantee Regional Meetings

Rochelle Logan, DrPH, MPH, CHES  Mia Morrison, MPH

Supervisory Public Health Analyst Supervisory Public Health Analyst

Division of Healthy Start and Perinatal Services Division of Healthy Start and Perinatal Services 



Division Updates

A
G

E
N

D
A

• Mission Informed Work: White House Blueprint for Addressing the Maternal 

Health Crisis 

• DHSPS’s Response to the Blueprint
▪ Community Based Doula Supplement

▪ Catalyst for Infant Health Equity

▪ Healthy Start Cuff Kit Pilot Program 

▪ Benefits Bundle Pilot Program 

• Lessons Learned from Engagement Activities

▪ IHE Convenings

▪ Grantee Listening Sessions

▪ Request for Information

• Future Priorities

▪ Divers for Infant Mortality  

30



Mission Informed: White House Blueprint

31



Maternal Health Actions Goal 4

Expand and Diversify the Perinatal Workforce 

Our maternal health workforce is under-resourced and not 

representative of our country’s diversity. Given the known 
benefits of culturally appropriate care, recruiting and training 

providers from diverse communities is paramount. To address 

the gaps in our perinatal workforce, we will increase the 

number of physicians, licensed midwives, doulas, and 

community health workers in underserved communities.

32



Community Based Doula Supplement 

33

Community Based 

Doulas Supplement:

The purpose of this 

supplement is to increase 

the availability of doulas in 

Healthy Start service areas, 

which are those 

communities most affected 

by poor infant and 

maternal health outcomes



Doula Supplement: What We’re Learning From the Field

34

INNOVATION
NEEDS

ASSESSMENTS
COLLABORATIONCULTURAL 

RESPONSIVENESS



Maternal Health Actions Goal 5.2
Address the social determinants of maternal health. 

Fund community-based organizations to support projects to 

expand maternal mental health access, develop community 

needs assessments in consultation with pregnant and 

postpartum individuals in local communities, increase access 

to effective digital tools to expand and enhance maternal 

health care, and expand models that train maternal health 

care providers and students on how to address implicit bias 

and racism and screen for social determinants of health. 

35





Catalyst for Infant Health Equity

Purpose

• To support the 
implementation of existing 
action plans that apply 
data-driven policy and 
innovative systems 
strategies to reduce IM 
disparities and prevent 
excess infant deaths.

Objectives

• Action Plan Implementation

• Strategic Partnerships

• Outcome Evaluation

Goals

• To decrease and ultimately 
eliminate disparities in IM 
across racial/ethnic groups 
by achieving steeper 
declines for groups with the 
highest rates; and

• To continue reducing 
overall infant mortality (IM) 
rates in the United States.

37



Maternal Health Actions Goal 5.1
Strengthen Economic and Social Supports for People Before, 

During, and After Pregnancy 

Streamline enrollment in benefit programs for housing, child 

care, financial assistance, and food by building better linkages 

between these programs so that pregnant and postpartum 

women can more easily obtain services that address their 

needs outside the doctor’s office

38



Benefits Bundle Pilot 

39

The Benefits Bundle project represents 

a joint effort between HRSA/MCHB and 

the Office of Management and Budget 

(OMB)/United States Digital Service 

(USDS). Other partners include USDA, 

DOE, HUD, and ACF, all working to 

improve the experiences of low-income 

families navigating the years from birth 

to age five (0-5).



Benefits Bundle Pilot 

40

What is the goal of the Benefits 
Bundle Pilot?

The goal of the Benefits Bundle 
Pilot is to support Healthy Start 
(HS) grantees in adopting and 
implementing peer-, community-
and/or workforce-based models 
to improve family experiences in 
benefits navigation and beyond.

CCDF 
(Child Care Subsidy)

WIC

TANFMEDICAID

HOUSING



Maternal Health Actions Goal 1.7

• Improve quality of care provided to pregnant and 

postpartum women with or at risk for hypertensive 

disorders of pregnancy by disseminating self-measured 

blood pressure monitoring tools and resources for 

obstetrical providers, primary care professionals, and the 

pregnant and postpartum women they serve. 

41



Blood Pressure Cuff Kit Pilot Project

42

HS Cuff 
Kit Pilot 
Project

Healthy 
Start 

Grantees

Healthy 
Start TA & 
Support 
Center

Cuff Kit™
Pilot 

Program

Purpose
To ascertain the 

value of providing 

Blood Pressure 

Cuff Kits to Healthy 

Start communities.



Cuff Kit Pilot Project

43

Objectives:

• To measure the value of having a BP 
cuff in the house to support the HS 
participant in monitoring their BP.

• To support the HS participant in 
tracking and sharing BP readings with 
care providers. 

• To determine how having a BP cuff in 
the home may result to broader 
utilization (e.g., partners, parents). 



Lessons Learned: Infant Health Equity Convenings 

44
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How Do We Improve? Advancing MCH resources across all 
communities with a focus on health equity

What Barriers Do We Face? Investing resources, improving 
community health and addressing inequities created by systemic 
and structural racism

What Is the Data Telling Us? Engaging communities in data 
collection efforts to drive advancements in equity and measure 
progress.

What Did We Learn? What Actions Can We Take? Final convening for 
all MCH community members

1

2

3

4
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Action Steps for Strengthening the MCH Workforce

51
51

Create a pipeline from the 
community to MCH careers 
to ensure the workforce is 
representative of service 

area

Create systems of support 
for MCH staff 

Ensure pay equity for the 
MCH workforce



Action Steps for Addressing Upstream Drivers of Inequity

52
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Prioritize and amplify 
mothers, fathers, and 

communities’ lived 
experiences

Break down silos and 
expand programmatic reach 

beyond clinical settings

Expand efforts to address 
non-clinical needs, including 

economic/occupation 
segregation, housing 

instability, food insecurity, 
transportation



Action Steps for Revising Funding Practices

53
53

Bolster support for 
community-based, 
community-driven 

organizations

Strengthen 
relationships between 

the community and 
funding institutions

Create systems of 
accountability 



Action Steps for Enhancing Data Collection and Utilization

54
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Invest in resources to 
expand the current 
understanding of 

maternal and infant 
health outcomes

Rethink what kind of 
data to collect

Strengthen utilization 
of data

Strengthen community 
engagement in data 

collection



Lessons Learned: Grantee Listening Sessions 

Increasing Grantee Flexibility

Addressing Social and Structural 
Determinants of Health

Reducing Grantee Burden

55



Grantee Listening Sessions – Increasing Grantee Flexibility 
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Community Level 

Flexibility to address the main 

drivers of infant mortality within 

the project area and target 

population

Participant Level

Flexibility to customize the types 

and intensity of services



Grantee Listening Session – Addressing SSDOH
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Increased emphasis around 

activities that address 

racism and bias

Increased emphasis on 

upstream interventions

Increased emphasis on 

addressing SSDOH for 

Healthy Start participants 



Grantee Listening Sessions- Reducing Grantee Burden

58

Consider requirements for 

number served - quality 

over quantity

Consider strategies to 

support Healthy Start staff 

retention

Reduce data collection 

and reporting burden

Clarify program 

requirements (e.g., clinical 

funding, CAN activities)



Healthy Start Request for Information – Initial 

Takeaways

• Recommendations for HRSA:

• Increase the emphasis on addressing SSDOH impacting Healthy Start 

communities:

• Need for multiple strategies (e.g., educating providers, housing, transportation, 

public/private partnerships, mental health, CANs). 

• Support Healthy Start programs to address racism and bias in health care 

through education and training, family engagement and developing cross-

sector partnerships. 

• Consider the needs of rural and border communities in Healthy Start program 

design.

• Recognition of the value in a single Healthy Start data base and the challenges 

switching to a new database may pose for some grantees.

• Recommendations on improvements to CAREWare.  

59



Continued Priorities – Addressing the Key Drivers of Infant 

Mortality

60
60



Continued Priorities – Addressing the Key Drivers of Infant Mortality
Causes of Infant 

Mortality (examples)

Community Action Networks

Screening Navigation Education Clinical Care/Support 

Services

• Chronic diseases (e.g., 

hypertension, diabetes)

• Obesity

• Infections

• Insurance status

• Chronic conditions

• Referrals to providers

• Addressing barriers to 

accessing prenatal care 

(e.g., transportation)

• Importance of prenatal 

care

• Prenatal care schedule

• Prenatal care 

• Clinical care

• Midwifery 

• Alcohol, tobacco and 

other Drugs (ATOD)

• Mental health 

conditions

• Intimate partner 

violence (IPV)

• Screening for drug use

• Depression screening

• IPV screening

• Referral to behavioral 

health (e.g., mental health 

therapy)

• Tobacco cessation

• Substance use disorder 

treatment

• Resources and services for 

IPV (e.g., legal, emergency 

housing)

• Perinatal depression

• ATOD cessation

• Healthy relationships

• Behavioral health

• Unsafe sleep practices

• Preventable injuries

• Discussions with trusted 

Healthy Start staff

• Referrals for pack and plays

• Housing

• Preconception education

• Parenting education

• Racism and 

discrimination

• Toxic, chronic stress

• Discussions with trusted 

Healthy Start staff

• Linkage to culturally 

responsive care and 

support

• Social/peer support: group 

classes/gatherings

• Doula services

• Culturally responsive care

• Environmental toxins

• Exposure to air pollution 

and lead

• Lead screening • Housing

• Legal

• Lead exposure prevention

• Tenant rights

• Treatment for lead 

exposure

• Occupational therapy 61



Future 

Priorities  

62

• Strengthening approaches 

to address upstream factors  

impacting perinatal health

• Investing in organizations 

that are the trusted experts 

in their communities

• Strengthening family and 

community engagement

• Increasing flexibility

• Reducing grantee burden



Connect with HRSA

Learn more about our agency at:

www.HRSA.gov

Sign up for the HRSA eNews

FOLLOW US: 

63

http://www.hrsa.gov/
https://public.govdelivery.com/accounts/USHHSHRSA/subscriber/new?qsp=HRSA-subscribe
https://public.govdelivery.com/accounts/USHHSHRSA/subscriber/new?qsp=HRSA-subscribe
https://facebook.com/HRSAgov/
https://twitter.com/hrsagov
https://www.instagram.com/hrsagov/
https://www.linkedin.com/company/us-government-department-of-health-&-human-services-hrsa/
https://www.youtube.com/user/HRSAtube




Mississippi’s Title V Journey 2022-2023
April 17-18, 2023



MCH Priorities Identified
• Reduce Maternal Morbidity and Mortality

• Reduce Infant Mortality

• Improve Access to Care and Family-Centered Care

• Increase Breastfeeding, Healthy Nutrition, and Healthy Weight 

• Improve Oral Health 

• Increase Access to Timely, Appropriate, and Consistent 
Health/Developmental Screenings 

• Assure Medical Homes for CYSHCN

• Improve Access to Mental Health Services Across MCH Populations

• Ensure Health Equity by Addressing Implicit 
Bias/Discrimination/Racism



Examining MCH Population Domains

Women/Maternal Health: Improve health outcomes for all 
women, especially those who are or seek to be pregnant

• Reduce maternal morbidity and mortality
• SPM 10: Percent of severe maternal morbidity events related to hypertension [NEW]

• SPM 16: Nulliparous, term singleton, vertex (NTSV) cesarean rate [NEW]

• Improve access to care
• NPM 1: Percent of women (18-44) with a preventive medical visit in the past year

• ESM 1.5: Promote the use of the Mississippi Quitline and Baby and Me Tobacco 
Free to assist women in quitting smoking during pregnancy [NEW]

• Improve oral health
• NPM 13.1: Percent of women who had a preventive dental visit during pregnancy

• ESM 13.1.1: Number of pregnant and postpartum women who received oral 
health education – 0, performance hampered by COVID



Perinatal and Infant Health: Improve health outcomes 
for infants born in MS, being especially those in under-
resourced communities, born to youth, and born to 
women of color.
• Reduce infant mortality

• NPM 5A: Percent of infants placed to sleep on their backs
• NPM 5B: Percent of infants placed to sleep on a separate approved 

sleep surface
• NPM 5C: Percent of infants placed to sleep without soft objects or 

loose bedding
• ESM 5.1: Number of safe sleep educational books and resources 

distributed to families in all birthing hospitals – 9,560, performance 
hampered by COVID

Examining MCH Population Domains



Perinatal and Infant Health: Improve health outcomes for 
infants born in MS, being especially those in under-resourced 
communities, born to youth, and born to women of color.

• Improve access to family-centered care
• SPM 17: Percent of women (18-44) on Medicaid with a preventive medical visit in the 

past year [NEW]

• Increase breastfeeding, healthy nutrition, and health weight
• SPM 12: Percent of women who are enrolled in WIC and initiate breastfeeding [NEW]

• NPM 4: (A) Percent of infants who are ever breastfed; (B) Percent of infants breastfed 
exclusively through 6 months

• ESM 4.1: Number of hospitals certified as Baby Friendly to increase the percent 
of births occurring in Baby Friendly hospitals – 22 hospitals, exceeding target

Examining MCH Population Domains



Child Health: Improve health outcomes for children (1-21)

• Increase access to timely, appropriate and consistent health and 
developmental screenings

• NPM 6: Percent of children (9-35 months) who received a developmental screening 
using a parent-completed screening tool in the past year

• SPM 14: Number of children (9-35 months) who receive developmental screening 
using a parent completed tool during an EPSDT visit [NEW]

• ESM 6.2: Number of health professionals and parents/families who receive 
training on developmental screening and/or monitoring [NEW]

• SPM 13: Percent of infants with a hearing loss who received confirmation of hearing 
status by 3 months of age [NEW]

• SPM 15: Percent of newborns and infants diagnosed with a genetic or metabolic 
condition who were screened and referred for diagnosis timely [NEW]

• SPM 3: Percent of children on Medicaid who receive a blood lead screening test at 
age 12 and 24 months of age – 3.8%, performance hampered by COVID

Examining MCH Population Domains



Child Health: Improve health outcomes for children (1-21)

• Improve access to family-centered care
• SPM 21: Percent of children with and without special healthcare needs who have a 

medical home [NEW]

• Increase breastfeeding, healthy nutrition, and health weight
• SPM 11: Percent of children (2-5) who have a BMI at or above the 85th percentile

[NEW]

• Improve oral health
• NPM 13.2: Percent of children (1-17) who had a preventive dental visit in the past 

year

• ESM 13.2.1: Number of children (0-3) who had a preventive dental visit with 
referred dentist – 0, provisional data

• ESM 13.2.2: Number of referrals of children (0-3) for a preventive dental visit by 
MSDH nurses – 424, performance hampered by COVID

• ESM 13.2.3: Number of trainings completed by medical providers on use of 
fluoride varnish in the primary care setting – 8, provisional data

Examining MCH Population Domains



Adolescent Health: Improve health outcomes for adolescents 
(12-17)

• Improve access to care
• NPM 10: Percent of adolescents (12-17) with a preventive medical visit in the past 

year.

• ESM 10.2: Number of MSDH county health departments who provide integrated 
health services, including family planning, HIV/STI services, cancer screening, 
and sexual health counseling to adolescents (12-17) [NEW]

• Increase breastfeeding, healthy nutrition, and health weight
• NPM 8.2: Percent of adolescents (12-17) who are physically active at least 60 

minutes per day

• ESM 8.2.1: Percent of junior high schools and high schools that complete the 
School Health Index (SHI) Self-Assessment and Planning Guide – 20.6%

Examining MCH Population Domains



Children with Special Health Care Needs (CYSHCN): improve 
health outcomes for CYSHCN (0-21)

• Assure medical home for CYSHCN
• NPM 11: Percent of children with and without special health care needs (0-17) who 

have a medical home

• ESM 11.1: Number of providers receiving education or technical assistance about 
the need and importance of a medical home and/or family-centered care – 0, 
performance hampered by COVID

• SPM 18: Percent of children with and without special health care needs who received 
services necessary to make transitions to adult health care [NEW]

Examining MCH Population Domains



Cross-cutting/System Building: Improve health outcomes 
by reducing disparities, overcoming barriers to health, and 
addressing unmet needs

• Ensure health equity by addressing implicit bias, discrimination, and 
racism

• SPM 20: Number of MCH programs that have developed a written plan to address 
health equity [NEW]

• Improve access to mental health services across MCH populations
• SPM 19: Adolescent suicide rate [NEW]

Examining MCH Population Domains



Healthy Start Support

• Assist in identifying health care partners

• Training in capacity building via leveraging partnerships with 
FQHCs

• Supporting access to materials for provider and consumer 
education

• Repository of Best/Evidenced Based Measures adopted by 
funded Healthy Start Programs (if not developed)

• Strategies to reduce health disparities among populations

• Understanding the challenges programs have post-COVID-19
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NC Department of Health and Human Services 

Title V Update

April 17, 2023
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• Healthy Start Baby Love Plus

• Healthy Start Corps

• Triad Baby Love Plus

78

NC Healthy Start Sites
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Behavioral Health & Resilience Child & Family Well-Being Strong & Inclusive Workforce

We need to offer services 
further upstream to build 

resiliency, invest in 
coordinated systems of care 

that make mental health 
services easy to access
when and where they are 
needed and to reduce the 
stigma around accessing 

these services.

We will work to ensure that 
North Carolina’s children grow 
up safe, healthy and thriving in 
nurturing and resilient families 
and communities. Investing 
in families and children’s 

healthy development builds 
more resilient families, 

better educational outcomes 
and, in the long term, a 

stronger society.

We will work to strengthen the 
workforce that supports 

early learning, health and 
wellness by delivering 

services to North Carolina. 
And we will take action to be 
an equitable workplace that 

lives its values and ensure that 
all people have the opportunity 
to be fully included members 

of their communities.

NCDHHS Priorities

These priorities and our work across the department are grounded in whole-person health, driven by equity, 
and responsive to the lessons learned responding to the greatest health crisis in more than a generation. 
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Child behavioral health
Bring together programs and data to support children’s behavioral health needs in their 
communities

Child welfare
Strengthen the services and supports available across NC for our most

vulnerable children and families 

Nutritional insecurity for children & families
Increase access to heathy, nutritious food through innovative strategies

Maternal & infant health
Equitably improve women’s health and birth outcomes

Child & Family Well-Being
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In 2020, infant deaths accounted for 63% of all child 
deaths in NC.

KEY STRATEGIES

Reproductive life planning

Prenatal and perinatal services, including doula services 
and group prenatal care

Ensuring appropriate level of care for newborns and 
pregnant women

Evidence-based home visiting and parenting education

https://webservices.ncleg.gov/ViewDocSiteFile/71090

81

Maternal and Infant Health

Child & Family Well-Being
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A statewide guide to improve maternal and infant health and 

the health of all people of reproductive age

Based on the “12-Point Plan to Close the Black-White Gap in 

Birth Outcomes: A Life-Course Approach” (Lu, et al.)

Encompasses infant mortality, maternal morbidity and mortality, 

and the health of all women and men of reproductive age

Key differences from 2016-2020 plan:  

Increased emphasis on health equity
− Highlights the challenges of structural racism and the 

social drivers of health 

Establishes greater accountability 
− Puts an evaluation plan in place to better track outcomes

− Includes four overarching indicators that focus on reducing 

health inequities in maternal and infant health

Strives to use more inclusive language, representative of all NC 

families 

https://wicws.dph.ncdhhs.gov/phsp/
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Updated Perinatal Health Strategic Plan: 2022-2025

https://wicws.dph.ncdhhs.gov/phsp/
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• WRAL released the documentary “Critical Term: 
Why Are Black Mothers and Babies Dying?”

• Available to watch at: 
https://www.youtube.com/watch?v=vWvpwaf_Rsg

• Powerful documentary highlights not only the 
stories of birthing people, but also of doulas 
working throughout the state with members of our 
Perinatal Health Equity Collective featured in their 
work. 

• Supports our efforts for increased supports for 
pregnant individuals, such as doula services, as a 
way to improve birth outcomes and decrease 
disparities

83

Recent documentary featuring NCDHHS staff and partners highlighting 
perinatal disparities

https://www.youtube.com/watch?v=vWvpwaf_Rsg
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NC Title V 2021-2025 Priority Needs

Women/Maternal Health

1. Improve access to high quality integrated health care services

2. Increase pregnancy intendedness within reproductive justice framework

Perinatal/Infant Health

1. Improve access to high quality integrated health care services

3. Prevent infant/fetal deaths and premature births

Child Health

4. Promote safe, stable, and nurturing relationships

5. Improve immunization rates to prevent vaccine-preventable diseases

Adolescent Health

6. Improve access to mental/behavioral health services

CYSHCN

7. Improve access to coordinated, comprehensive, ongoing medical care for CYSHCN

Cross-Cutting/Systems Building

8. Increase health equity, eliminate disparities, and address social determinants of health
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2020 NC Title V Needs Assessment Framework
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• SDOH - #impactEQUITYNC

• Perinatal Regionalization
• Neonatal and Maternal Levels of Care Action Teams

• Preconception Health

86

COIIN Ongoing Efforts
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Collaboration dedication to promoting health equity for 
North Carolinians through public policies, programs, 
and administrative practices

Health Equity Impact Assessment (HEIA)

Partners:

87

#impactEQUITYNC

• NC Child

• March of Dimes

• UNC Collaborative for 

Maternal & Infant 

Health and Jordan 

Institute for Families

• NC Division of Public 

Health 

• NC Office of Minority 

Health and Health 

Disparities  
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What is the HEIA?

The Health Equity Impact 
Assessment (HEIA) provides a 
structured process to guide the 
development, implementation and 
evaluation of policies and programs 
in order to promote health equity 
and ultimately reduce 
disparities. 





SOUTH CAROLINA DHEC

HEALTHY START MEETING 

UPDATE

Kristen Shealy, MSPH

Deputy Director, MCH Bureau



Women/Maternal Health Measures/Strategies

NPM 1: Preventive 

Medical Visit

ESM 1.1: Number of downloads of the family services directory

ESM 1.2: Percent of counties with low utilization of preventive health visits among women that are 

served by a CHW

NPM 2: Low Risk 1st C-

sections

ESM 2.1: Percent of SC birthing facilities that adopt evidence-based safety bundles

ESM 2.2: Pilot the CDC Locate Model in a Level III hospital

ESM 2.3: Percent of birthing facilities that receive education on providing post-birth messaging to 

women at risk of maternal morbidity and mortality

ESM 2.4: Develop and disseminate annual topic-specific data briefs centered around SC MMMRC 

Committee findings

SPM 1: Postpartum Check-up

Perinatal/Infant Health Measures/Strategies

NPM 3: VLBW Born in 

Level III Hospitals 

ESM 3.1: Publish report on data trends and disparities in VLBW births at Level I and Level II 

facilities

ESM 3.2: Number of providers that complete training on non-punitive conversation re: substance use

ESM 3.3: Percent of Medicaid prenatal care providers screening pregnant women for smoking, 

alcohol and drug use, domestic violence and depression using the SBIRT tool



NPM 4: Breastfeeding 

(A-Ever; B-Exclusive)

ESM 4.1: Conduct a SWOT analysis with lactation support professionals to strengthen statewide 

breastfeeding efforts

NPM 5: Sleep 

Environment

ESM 5.1: Number of culturally appropriate translations of material created for populations at risk 

of infant mortality

ESM 5.2: Number of participants that complete financial literacy curriculum among MCH program

settings

SPM 1: Breastfeeding Duration

Child Health Measures/Strategies

NPM 6: Developmental 

Screening

ESM 6.1: Collaborate with partners to develop a state-wide developmental screening registry

ESM 6.2: A) Percent identified as having a birth defect through the SCBDP who are referred to 

Babynet, and B) percent of referrals who are eligible have scheduled an intake appointment

NPM 8.1: Physical 

Activity

ESM 8.1: Percent of school districts participating in professional development opportunities that

promote physical activity for all students before, during, and after the school day

NPM 13.2: Preventive 

Dental Visit

ESM 13.2: Number of new partnerships to improve coordination between oral health services and 

well child visits



Adolescent Health Measures/Strategies

NPM 9: Bullying ESM 9.1: Publish a white paper describing the impact and cost of bullying on families, stratified

by race/ethnicity and related equity metrics

NPM 10: Preventive 

Medical Visit

ESM 10.1: Number of telehealth providers that adopt a standard of care for adolescents

ESM 10.2: Percent of school districts that offer telehealth services and access to students

CYSHCN Measures/Strategies

NPM 11: Medical 

Home

ESM 11.1: Percent of SC AAP members trained on NBS abnormal notification and referrals

ESM 11.2: Conduct a point in time survey of DHEC’s CYSHCN to assess barriers and identify any
racial/ethnic disparities in establishing a medical home

NPM 12: Transition ESM 12.1: Percent of pediatric providers who use telehealth to assist CYSHCN transition to adult

care

Cross-Cutting Measures/Strategies

SPM 3: Implement CDC’s Hear Her Campaign

SPM 4: Develop a social marketing/awareness campaign to increase families’ efficacy to access available resources and 
services across the state



HEALTHY START AND TITLE V COLLABORATIONS

5-year and annual 
MCH Needs 
Assessments

State Action Plan-
related activities

Local and state-wide 
workgroups and 

committees

Grant funding 
opportunities
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