Il — NEEDS ASSESSMENT

B. The Arkansas Five Year Needs Assessment Document

1. The process for conducting the needs assessment is described below.

a. The Goals and Vision of the Arkansas Needs Assessment were:

Goals: to assess the need for enhancements to:

1) Preventive and primary care services for pregnant women, mothers and infants up to age one;

2) Preventive and primary care services for children;

3) Services for Children with Special Health Care Needs; and

4) Preventive and primary services for women from youth to perimenopausal ages*

*This goal for the health of women was added this year to the overall purposes for the Arkansas
Maternal and Child Health Program. It expands the program intent beyond the usual purposes of
addressing the health of pregnant women and those rearing young families to include women from
youth to perimenopausal ages.

Vision: to assure the conditions in which Arkansas will:

Improve the outcomes and strengthen partnerships through pursuing the 10 steps including engaging
stakeholders, assessing needs and identifying desired outcomes, examining strengths and capacity,
selecting priorities, seeking resources, setting performance objectives, developing action plans,
allocating resources, monitoring project for impact on outcomes, and reporting back to stakeholders.

b. Leadership of the Needs Assessment Process

The leadership of the Arkansas Needs Assessment was vested in a core leadership team called the
Maternal Child Health Planning Team (MCHPT) composed of the Director of the Children with Special
Health Care Needs Program in DHS; the Chief, Deputy Chief, and Associate Chief of the Arkansas
department of Health (ADH) Family Health Branch; its Section Chiefs for Child and Adolescent Health,
Women’s Health, and Health Connections; the MCH Epidemiologist; and the leaders of a few intra-
agency programs (Hometown Health Initiatives, Injury prevention, and others). The MCHPT reached out
to sister Branches of the Center for Health Advancement, sister Centers in ADH, especially Health
Statistics for its data, Health Protection for its plans and purposes related to developing a trauma
system, and the Center for Local Public Health Services to assure that the envisioned services would be
provided in local health units and by Hometown Health Coalitions in counties throughout the state.

c. The needs assessment methodology included ongoing and new steps by the MCH Planning Team
as follows:

1) On an annual cycle, the MCHPT (See inner circles of Figure 2 of the BG Guidance) collects: a) health
status and health system measures required for the Block Grant annual report each year for the past



5 years, to determine whether each one is improving, remaining the same, or getting worse; b)
encounter data showing the numbers and trends for clients served in ADH MCH programs to better
balance the application of resources according to measures and priorities; and c) agency personnel
and budget data to assess the balance of staff deployment among important preventive services.
The Team reviews this information annually with the ADH Director to determine: a) progress of
performance measures towards benchmarks: a) the appropriateness of program balance and
achievements, and b) the assignment of resources. The CSHCN Director reviews that Program’s
information with its leadership in the Division of Developmental Disabilities Services and the
Department of Human Services.

2) For this five-year cycle, the MCHP Team (See outer circle in Figure 2 of the BG Guidance): a)
summarized and prepared these results by each of the four target population groups to be
presented to selected stakeholders; b) obtained information from major stakeholders and
collaborators regarding their priorities for provision of health care to women and children in
Arkansas; c) Examined strengths, needs and capacities as described in Sections 3 and 4; d) Selected
and prioritized performance measures, after reviewing the above information; e) determined with
our collaborators, a set of best-practice activities most suited to achieve these performance
measures; f) documented these needs and priorities, and proposed activities for feedback to and
review by the involved stakeholders; and g) eventually will follow all further steps in the outer cycle
of Figure 2.

d. Methods for assessing the MCH Populations (four in this report) included qualitative and
guantitative assessments by the MCHPT as follows:

1) For pregnant women, mothers and infants:

The basic quantitative population data sources for this group were annual birth and infant death
records, while quantitative estimates and qualitative information were obtained from PRAMS and BRFSS
surveys and literature reviews. The latest available Arkansas health status rates were compared to US
rates and HP 2010 objectives. Five year trends on these rates were assessed. Extensive use of these
materials is reflected in the “White Paper to Reduce Infant Deaths in Arkansas,” and its companion
Background Paper, (Attachments C and D). These documents in draft form were shared with multiple
networks of stakeholders and their related interests discussed extensively. New compilations of PRAMS
survey data from the aggregated surveys of 2000 through 2007 were analyzed in detail. These new
analyses were shared as were the White and Background papers on infant mortality. As the research
evaluation of the ANGELS program unfolded, some findings and conclusions were also included in this
needs assessment.

2) For children:

The basic quantitative population data sources for this group were annual intercensal population
estimates obtained from the Institute for Economic Advancement at the Univ. of Arkansas at Little Rock;



birth and infant death certificates, childhood death certificate ICD9 classifications, hospital discharge
records compiled by the ADH Health Statistics Branch; unintentional injury data obtained from the ADH
Health Statistics Branch; Medicaid listings of children enrolled and served; and other important data on
children collected by the National Survey of Children’s Health, the National Survey on the Health of
Children with Special Health Care Needs, and the National Immunization Survey. Qualitative data were
also available from many of these national surveys. Especially, the Natural Wonders Partnership Council
conducted an extensive effort to assess the needs of children in Arkansas, and published the results in
conjunction with the Arkansas Center for Health Improvement.

3) For children with special health care needs:

The quantitative data sources for this group included Medicaid data for recipients in the Supplemental
Security Income (SSI) and TEFRA categories of coverage; the database of individuals served by the Title V
CSHCN program who do not have Medicaid coverage; and the National Survey on the Health of Children
with Special Health Care Needs. Qualitative data is available from the National Survey on the Health of
CSHCN; the Natural Wonders Partnership Council report; the AR CSHCN Survey; and input received at
Public Forums held at 11 towns across the state.

4) For women from youth to perimenopausal ages (A newly added MCH population):

Population data on women in Arkansas was obtained from the National Center for Health Statistics Web
page. Deaths and causes of deaths to Arkansas women were obtained from death certificates collected
by the Health Statistics Branch of ADH. Teen birth rates were determined from birth certificates, and
infant deaths to teen births were taken from the Arkansas linked birth-infant death files. Insurance
coverage data for women 15-44 were obtained from the U.S. Census Bureau, Current Population Survey.
Data on the provision of health services to teens and older women were obtained from ADH clinic
encounter files, or program numbers from the Reproductive Health Program (family planning), the
Breast and Cervical Cancer Prevention Program, the Maternal and Infant home visiting services provided
by the In-Home Services Branch of ADH, and the Pap smear database collected by Women’s Health
Section in Family Health.

e. The methods for assessing the state capacity included:

1) For direct health care, estimations and counts of populations to be served, combined with a
measure that either gave an estimated count of the direct service provided (e.g. CSHCN, maternity,
family planning, and STD visits recorded in encounters either by ADH, CSHCN or Medicaid;
immunizations given as reflected in national surveys; other services as counted in representative
surveys (PRAMS, YRBS, National Children’s and National CSHCN, surveys); and other estimates of
completeness of service such as initial prenatal visits in the first trimester. These data were
reviewed to detect unmet service needs in counties in the state, where those numbers were
available. For CSHCN, in addition to information obtained from the National CSHCN survey, a survey
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was mailed to families of CSHCN that are served by the state program. A review of data on the State
program database provided information related to numbers of children and youth served with
inadequate or non-existent health care coverage (including primary coverage by private third party
programs, Medicaid and SCHIP).

For enabling services, the MCH Planning Team reviewed Medicaid enrollment data for the Women'’s
Health (Family Planning) Waiver, the Medicaid for Pregnant Women Program, and Medicaid children
covered by EPSDT and SCHIP were where data were obtainable. The Team also reviewed WIC data
on those who were enrolled in the program, and an unduplicated count of clients served.
Coordinated school health information collected from schools and other program components were
also reviewed. For CSHCN, information provided by the Natural Wonders Partnership Council
report, the National CSHCN survey, input received at Public Forums held at 11 sites around the
state, and responses to surveys mailed to families on the Title V CSHCN database were used in
addition to information obtained from the state program’s database related to enabling services
provided by the program.

For population-based services, Newborn Screening, Oral Health, and Injury Prevention, the Team
reviewed data obtained either from the programs themselves or from the many relevant files
managed by Health Statistics Branch of ADH. SIDS death data were collected from autopsy reports
from the State Medical Examiner’s Office. Outreach and public education data were collected from
the Connect Care Program in the Health Connections Section of Family Health.

For infrastructure building services, needs assessment data were obtained from the extensive
reviews of the state done by the Natural Wonders Partnership Council; from formal evaluations
such as those for the Women’s Health (Family Planning) Waiver, and the ANGELS Evaluation; from
ADH agency-wide planning and policy processes, from monitoring data such as encounter forms
documenting services provided by the Agency; from surveys maintained by the ADH such as PRAMS,
BRFSS, YRBS, the Tobacco Survey and others; the HRSA Arkansas Strategic Partnership Session; and
from networking with stakeholders in the state. Additionally, many helpful conversations were held
with MCH professional colleagues in other states.

The data sources used included:

For pregnancy and infant care, the primary data used were taken from the birth and infant death
certificates collected by the Health Statistics Branch of ADH. These included number of births by
maternal race and ethnicity, their birth weights, their gestational ages at birth, the month prenatal
care began, the mother’s pre-pregnancy weight and weight gain, and any reported pregnancy or
newborn medical complications. County of residence of the family and location of hospital of birth
were also obtained from these records, as were causes of infant death and age at death. The
Pregnancy Risk Assessment and Monitoring Survey (PRAMS) was used frequently for both
guantitative and qualitative data, especially for some studies linking PRAMS data to the birth and
infant death record. However, PRAMS is collected as a state-wide probability sample, and therefore
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cannot be used for local databases. While some smoking data could be obtained from these
sources, additional information was obtained on those pregnant women who sought care to stop
smoking from the SOS QuitLine and its Evaluation. Linked birth-infant death records, were matched
with a high order of completeness to Medicaid claims files from the Medicaid for Pregnant Women
Program, and offered a richer data source for details of medical care during pregnancy and the
newborn periods. Hospital discharge records were also matched in this filing system, which is being
used to evaluate the ANGELS program at UAMS. In the ANGELS evaluation, limitations on accuracy
for gestational age, early prenatal care, infants’ names, methods of delivery and a number of other
variables can be assessed and corrected. Counts of individual patients served by program (family
planning, maternity, WIC, immunizations and STI) were available from encounter data collected by
the ADH. These sources also provided more detailed information on timeliness of care, numbers of
visits, contraceptives used and STls diagnosed. Counts and positivity rates for certain laboratory
tests (HIV and Chlamydia) were available from the ADH Laboratory. Counts of pregnant women
using the Healthy Babies Campaign Hotline, obtaining educational materials, and enrollments in
Medicaid were available through the Health Connections Section of ADH. Finally, a lengthy search
of the medical and social literature presented in the Background Study to Support Reducing Infant
Mortality in Arkansas (Attachment D) provided further evidence of the causes of infant mortality,
and promising or evidence based interventions to reduce it.

For the child health care system, the primary data sources included intercensal population
estimates by age, race, ethnicity and county of residence, that were obtained from the Institute for
Economic Advancement at UALR; the birth and infant death records; and Medicaid enrollment and
claims records for clients in Early and Periodic Screening, Diagnosis and Treatment (EPSDT) and the
State Child Health Insurance Program (SCHIP). Medicaid’s enrollment and expenditure data for the
Supplemental Security Income (SSI) Program and the Tax Equity and Fiscal Responsibility Act of 1983
(TEFRA) Program were available to complete the reimbursement information on Children with
Special Health Care Needs (CSHCN). While enrollment data in these programs have been fairly
readily retrieved, breakdowns by EPSDT and SCHIP have not been reliably reported to the MCH
Programs by Medicaid in recent years. The complexity of including all programs and accurately
identifying claims for specific services in all programs simultaneously is recognized as a significant
reporting difficulty. Capacity building efforts are now being more vigorously undertaken, as a
pathway for sharing data with Medicaid has been newly established, involving the Deputy Director
for ADH, and the Medical Director for Medicaid.

For the Children with Special Health Care Needs Program, the primary data sources included the
Medicaid enrollment and claims records for children and youth in the SSI, TEFRA and Alternative
Community Services Home and Community Based Waiver aid categories. Additional data sources
included the Part C Early Intervention database as well as the Title V CSHCN database.

For Women from youth to perimenopausal ages, whose interests were advanced by a planning
process bringing all HRSA programs to the table (The Arkansas Strategic Partnership Session Report,
Nov 2008, provided in Attachment M), a variety of data sources have been used in addition to those



mentioned above. They included: 1) population data from US Census Bureau QuickFacts 2006; 2)
rurality as defined by eligibility for HRSA Rural Health Grants; 3) Arkansas Departments of Parks and
Tourism; 4) US Bureau of Labor Statistics (BLS) unemployment data, 2005; 5) the Arkansas
Economic Development Commission, State Profile, February, 2008; 6) Fortune 500 compiled by
Fortune Magazine, assessed on the Internet, April 30 2007 Issue; 7) BLS, Regional and State
Employment and Unemployment, 2007 release; 8) US Department of Commerce, Regional Economic
Information System, 2007 release; 9) US Census Bureau, 2006, American Community Survey,
accessed on the Internet, March, 2008; 10) United Health Foundation, America’s Health Rankings,
accessed on the Internet February, 2008; 11) HRSA Geospatial Data Warehouse, Arkansas State
Profile, accessed February, 2008 for MUAs; 12) HRSA Geospatial Data Warehouse, Arkansas State
Profile, accessed February, 2008 for HPSAs; and 13) Behavioral Risk Factor Surveillance System, 2006
County Data Report, accessed March, 2008.

g. Linkages for selection of priorities and performance measures

Understanding linkages between assessment, capacity, and stakeholder priorities, taking into
consideration all the parts of these individual assessments, was the responsibility of the MCH Planning
Team (MCHPT) with continual discussion and advice from the Director and Associate Director for
Management and Operations of the Center for Health Advancement. The assignments of priorities
among the national performance measures, and the selection of state performance measures was a very
widespread conversation this year, generally beginning as a proposal from the Core Planning Team and
negotiated with those bringing the most important resource to Arkansans for any particular
performance measure. More than in any past year, the process for “networking the networks” to
establish these planning details was complicated and labor intensive. Central to this effort was the
Natural Wonders Partnership led by the Arkansas Children’s Hospital that linked many existing child
advocacy and child development programs, and conducted a very thorough statewide needs assessment
for children and families. The failure of growth in federal and state funding for clinic services has
necessitated this collaborative effort. At the same time, many federally sustained technical assistance
efforts aided Arkansas planners, including: 1) “System of Care” (SOC) for Children’s Mental Health, 2) the
Early Childhood Comprehensive Systems (AECCS) planning program, 3) the Assuring Better Childhood
Development (ABCD) Technical Assistance Project and its subsequent grants, 4) the CDC’s Coordinated
School Health Initiative and 5) the HRSA Regional Office Technical Assistance effort in Arkansas involving
all Arkansas HRSA programs. These technical assistance and planning supports enabled building these
networks. The leaders of the Center for Health Advancement and the Family Health Branch made
special efforts to link these networks into the choosing of priorities. Ultimately, once the MCH and
CSHCN program staff had designed and proposed these priorities, it was the responsibility of the MCH
Core Team and ADH to review and approve these plans and provide feedback to stakeholders before
submission to the MCH Bureau’s Block Grant Program.

h. Dissemination
Dissemination of the developing documents both for the needs assessment and for the 2010 application
was conducted in several stages. Initially written feedback was sent to all the participants in the



Stakeholders Meeting. This consisted of a summary of the information gathered in the meeting and the
priorities of the participants. Later, several meetings within the Arkansas Department of Health were
conducted using the results of the Stakeholders Meeting to help set priorities and develop objectives. In
addition the Stakeholders Meeting summary about Infant Mortality was shared with the Natural
Wonders subgroup on Infant Mortality. Additional input from the Natural Wonders Partnership Council
was obtained regarding children’s health, as well as ongoing discussions regarding Infant Mortality in the
state. Eventually all the input was summarized and provided to the Senior Staff within ADH as well as
documented in the needs assessment. Additional input from the Senior Staff with their consideration of
the needs assessment and the agency’s Strategic Plan helped shape the 2010 application and the state’s
performance measures. Finally, a Public Hearing took place July 1¥, 2010, where copies of the draft
needs assessment and the draft 2010 application were provided and comment was requested.

i. The strengths and weaknesses of the process for this comprehensive needs assessment can be
described as follows:

1) Strengths of needs assessment process

This needs assessment process was strengthened by the following: 1) the MCH Planning Team (MCHPT)
initially reviewed the previous five years of experience in Arkansas’s MCH programs as reflected in
Annual Reports to the MCH Bureau, and presented summaries of this data to the assembled
stakeholders who then provided input on health priorities for mothers and children; 2) for the past 4 or
5 years, Arkansas health and social services programs and health providers have been generating and
advancing many partnership forums that discuss the health of women and children, some of them with
general and some with targeted aims; 3) Center for Health Advancement, Family Health and CSHCN
program leaders have been actively involved in many of these partnerships; 4) The Natural Wonders
Partnership Council conducted extensive outreach to assess public, professional, and organizational
interests in improving the health of children (through statewide telephone surveys, key informant
interviews, study circles and regional discussions); 5) these partnership forums continue to meet
regularly, creating an ongoing dialogue about needs and actions; 6) the ADH has set several of its major
health priorities to reducing infant death, improving the statewide trauma system as part of reducing
injuries and injury deaths to children, and improving public awareness of the need for preventive health
care and healthful behaviors; 7) earlier, the reorganization of the ADH brought into program leadership
the knowledge and skill of many physicians trained in public health as well as a public health dentist and
a veterinarian; 8) the statistical capacities of the Health Statistics Branch and data assessment capacities
of the Epidemiology Branch of ADH have been greatly strengthened over the last 5 years; 9) early last
calendar year and into this one, MCH and CSHCN Programs convened a large variety of stakeholders
including many from health services, parents and community representatives in Arkansas specifically to
assess needs and priorities for MCH Block Grant funding; and 10) the MCHPT members held many
conversations with fellow MCH Directors among the 5 states in DHHS Region VI, through regional
conferences and during the national meetings of the Association of Maternal and Child Health Programs
(AMCHP).



2) Weaknesses of needs assessment process

Weaknesses in this process were also fairly numerous. First, some weaknesses stemmed from the very
breadth and number of partnership forums that provided (and are still providing) input into strategic
planning for health in Arkansas. The extent of this information required the MCHPT itself, with the
support of ADH leaders, to cull out from a wide variety of interests, specific interventions related to the
levels of the MCH Pyramid, and to select performance measures, define the activities, and project the
desired results in benchmarks that responded to the gathered priorities. Second, an ongoing process
like this required planners to take a “snapshot” of all this information and make predictions of the best
things to do in a very fluid picture. Third, a process like this tends to result initially in ambitious plans
that must be refined and directed to a set of interventions that are both realistic and likely to be
effective. While partnering agencies can reach across the organizational divides between them, true
interdependence of action is still rare, but some duplications of effort can be avoided and new gaps
understood. Fourth, the breadth and complexity of this process burdens the effort to keep stakeholders
well informed of its progress. Fifth, MCH Block Grant funding level has remained flat, and yet the
demands are growing on Block-funded staff to handle these infrastructure issues and still maintain
vigorous gap filling, enabling, and population services. Basically, the real growth in federal support to
develop health systems for women and children has come from expansions of eligibility in Medicaid
State Plans (direct and enabled care); followed by extensions of technical assistance, data collection and
use, partnership building, professional education and advocacy programs by the MCH Bureau; and some
significant special grants from HRSA, CDC and SAMHSA (infrastructure building). Finally, the tasks of the
state-level MCH leaders have become much more complex, while needed reforms to the national health
care system are still unfolding in Congress.

2. Partnership Building and Collaboration Efforts

In the past three years, Arkansas has been continuing its broad child partnerships and forming a sizable
number of new partnerships to address perceived needs in the state. Many are already discussed
above. Below are listed, by name and description, several of the most salient for women and children.
The MCH sub-populations they address are indicated in parenthesis.

a. The Partnership serving Children with Special Health Care Needs (Addresses children with special
health care needs)

In addition to the intitiatives listed below, the following are examples of other partnerships: the
Arkansas Oral Health Coalition is a voluntary not-for-profit organization representing oral health
interests throughout Arkansas. The Coalition provides leadership to formulate and promote sound oral
health policy, increase awareness of oral health issues and assist in promotion of initiatives for the
prevention and control of oral diseases. The mission of the Arkansas Oral Health Coalition is to promote
life-long optimum oral health through primary prevention at the community, healthcare professional
and family levels; through accessible, comprehensive and culturally-competent community-based oral
health care provided through a variety of financing mechanisms; through educational opportunities



throughout life that will allow individuals to make better decisions for their health; and through
informed and compassionate policy decisions at all levels of government. Sibling Support
Group/SibShop is a coalition of program/agency staff from Partners for Inclusive Communities, Title V
CSHCN, Arkansas Children’s Hospital, parents/guardians and provider networks who are committed to
establishing sibling support groups in the state to offer a venue for the siblings of CSHCN to spend time
and develop relationships with other children who are experiencing a similar situation. Recruitment for
adult siblings of individuals with special health care needs to serve as mentors has begun. The
Developmental Disabilities Network is a coalition of three groups who serve individuals with
developmental disabilities (AR Disability Rights Center, Leadership Education in Neurodevelopmental
and Related Disabilities, and the AR Governor’s Developmental Disabilities Council) and regularly work
with the Title V CSHCN program by providing program input, educational opportunities, and, most
recently, have joined with the program in the Needs Assessment process. Ongoing support from the
students is an opportunity for the CSHCN program to obtain expertise when there is no staff or budget
to provide it programmatically. The Arkansas Interagency Transition Project is another partnership
bringing staff from the CSHCN program as an ally with other state partners (Department of Education,
Vocational Rehabilitation, Higher Education, Division of Services for the Blind, and Division of Children
and Family Services) and youth to enhance the transition process for youth with special needs in
Arkansas.

b. System of Care for Children’s Mental Health (Addresses child mental health care systems in
communities)

Funded by grants from Substance Abuse and Mental Health Services Administration (SAMHSA), Arkansas
embarked on a process called “System of Care” (SOC) for Children’s Mental Health. Supported by
enabling legislation (Attachment J) and initial funding by the Arkansas General Assembly in 2007, that
program has been developing a statewide infrastructure to achieve coordination of community-based
services for mental health for children. The Child and Adolescent Service System Program (CASSP) which
pre-existed the legislation served as a framework for the development of the state-wide regional
system. At the time of this writing, two demonstration projects at the community level were in
operation.

c. Natural Wonders Partnership Council (Addresses pregnancy and infant, and child health systems)

“In early 2006, the leadership of Arkansas Children’s Hospital (ACH) convened a small group of
community partners to discuss the continuing problems of poor socio-economic and health outcomes
for children.” So begins the introduction to Natural Wonders, the State of Children’s Health in Arkansas,
2008, 2" Edition. Summarizing tightly, the Natural Wonders Partnership Council (NWPC) engaged: 1)
the public through a phone survey, 2) communities through “study circles” (diverse groups of

community members in many locations), 3) providers through provider focus groups, and 4) selected
experts through key informant interviews. The overall determinants of child health and development
were illustrated in an ecologic model showing “Parenting conditions for positive child health and
development” at the center of concentric circles, surrounded by community settings including day care,



social services, health care, child-oriented culture, financial support to families, social life, and school
(see Attachment E). In the outer circle, the diagram arrays the problems of lack of day care, lack of
[parent] influence and participation, negative market forces, disease and injury, negative media, adverse
cultural development, poverty, socially isolated living, unemployment, deficient law, and harmful
environment.  Reviewing both a very large quantity of data obtained from these inquiries (see
summary, Attachment F), and with the ecological model guiding its analysis, the NWPC developed
recommendations to “Improve Arkansas Children’s Quality of Life and Health.” These recommendations
were grouped into the following categories: 1) prenatal care, infant mortality and teen pregnancy; 2)
immunizations; 3) oral health; 4) reducing risky behavior — injury prevention; 5) tobacco prevention; 6)
obesity prevention; 7) mental health services; 8) service needs or expansions; and 9) capacity building.
Throughout the three years of this work, the NWPC recognized that “minority children bear a

”

disproportionately negative impact in health outcomes, risk factors and service delivery.” The Council
identified as a “distinct priority” the need to improve outcomes for minority children. While many
deliberative groups of the NWPC continue to meet and function as “action teams,” the two most
important to this MCH Block Grant needs assessment are the Infant Mortality Action Team and the
School Health Action Team. Plans for the Infant Mortality Action Team included 1) reducing infant death
by reducing Sudden and Unexplained Infant Deaths (SUID) through initiating death scene investigations
(a new subcommittee is working on this plan), 2) learning more about causes of infant death through
infant death reviews, and 3) efforts to reduce other causes of infant death, largely by developing
parenting and professional education programs. The MCHPT envisions in later years following up on the
new infant death review efforts by renewed interventions such as “Back-to-Sleep,” “Folic Acid” and
“First Ride, Safe Ride” awareness. These promotional efforts could be included in parenting education
programs envisioned by the NWPC, or in preconception-inter-conception services being discussed as
future efforts. One new avenue of implementation is just in its infancy, an initiative called STAR.Health
that has begun work in three rural and poor counties in the Arkansas Delta beginning with outreach
workers.

d. The Arkansas Department of Health Strategic Plan (Addresses pregnancy and infant, and child
health systems)

Beginning in 2008, the Arkansas Department of Health convened a strategic planning group that
developed an overall departmental plan in preparation for presentation to the Governor, and
subsequently the state legislative session of 2009. That plan was summarized in a figure called the
“Strategic Map” (Attachment K). Among the agency’s chief priorities, four major programmatic domains
were put forward: 1) developing a statewide trauma system, 2) reducing infant mortality, 3) improving
oral health, and 4) improving physical activity. Along with the activities in these program domains, the
ADH reaffirmed its commitment to community health services conducted by local health units and to
raising public awareness of the broad contributions made by public health interventions. Spanning these
efforts was the intent to improve health literacy, a set of activities that would support many program
approaches, as espoused by the Center for Health Advancement. Finally, the agency made strategic
commitments to improved administration, especially personnel and financial support. Following the
development of the strategic plan, the agency shared this plan with Governor Beebe. After
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consideration, the Governor adopted and pursued proposals and funding, through a new tax on tobacco
products, for a new trauma system and reducing infant mortality. Within the agency, Executive Staff
and Branch leaders were selected and designated as “champions” for the development of goals,
strategies, and performance measures to follow progress in all areas of development. The Director of
the Center for Health Advancement (CHA) was selected as the champion for Health Literacy, the
Director of the Center for Health Protection (CHP) was selected as the champion for the Trauma System,
the Family Health Branch Chief was selected as champion for the Infant Mortality reduction, and the
Chief of the Office of Oral Health, a dentist, was selected as champion to Improve Oral Health. With
assistance from the CHA Director and the Branch Chief for Tobacco Control and Prevention, the Family
Health Branch and its Section Chiefs articulated proposed actions for reducing infant mortality with
appropriate measures to monitor progress. This interest on the part of the ADH’s top stated priorities,
combined with the interests from Natural Wonders has brought heavy emphasis to reducing infant
death, which will be addressed in our state performance measures.

e. The Arkansas Early Childhood Comprehensive Systems Partnership (Addresses child health and
children with special health care needs)

Funded first in 2007 by an MCH Bureau grant program called Community Integrated Services Systems
(CISS), Arkansas initiated a collaborative effort of ADH and the Department of Human Services (DHS),
Division of Child Care and Early Childhood Educations (DCCECE). Subsequently named the Arkansas
Early Childhood Partnership (AECP), the group developed committees for Parent Education and Family
Support, Social-Emotional Health, Early Care and Education, and Medical Homes. The Medical Homes
Committee was co-chaired by the Family Health Branch Chief of ADH and the Policy Director of Arkansas
Advocates for Children and Families and includes the CSHCN Director. The Medical Homes Committee
helped write the health component of a new Quality Rating Improvement System, which culminated in a
voluntary initiative called “Better Beginnings.” Its explanatory guidance and hand-out materials were
extensively vetted among early childhood education providers. This initiative is being formally “rolled
out” by the DCCECE in coordination with that Division’s licensure program for early childhood education
facilities. The Medical Homes Committee also selected and applied in two Arkansas medical practices a
validated development assessment screening tool, the Ages and Stages Questionnaire (ASQ). The two
“pilot practices” found the tool very helpful. The State Medicaid Program is now considering
elaborating its reimbursement codes to pay separately for the performance of these ASQ screenings as
part of EPSDT/SCHIP. The Medical Homes Committee continues a task to develop a “Tool Kit” aiding
early childhood educators to actually apply the ASQ to their child clients, and to coordinate parents and
the child’s primary care physician to review and follow up on the findings.

f. The Coordinated School Health Initiative (Addresses school age children through a collaborative of
ADH and the Arkansas Department of Education)

Since the mid 1990‘s, CDC has funded Arkansas for a Coordinated School Health (CSH) initiative.
Collaboratively organized by the ADH and the Arkansas Department of Education (ADE), this initiative
has been guided by a CORE Team consisting of staff from the ADH, ADE, DHS and others, and
administratively supported by a staff in ADH that includes positions in the Child and Adolescent Health
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Section of Family Health, and the Life Stage Branch of the Center for Health Advancement, in addition to
other staff employed by the ADE. The Coordinated School Health (CSH) Initiative continues to expand,
having developed activities in 33 school districts. The program has also facilitated the development of
School Wellness Committees, required of all school districts by ADE regulation.

The Tobacco Master Settlement Agreement and other Tobacco Tax funds were legislatively appropriated
through ACT 1220 and other laws that lend support to the CSH effort. In addition, Act 1220 created the
Child Health Advisory Committee which is charged to produce recommendations for improved nutrition
environments and increased physical activity in schools. These recommendations were promulgated in
school regulation (policy frameworks) for all schools, resulting in control of food vending machines in
school settings and increases in physical education classes and daily physical activity inside and outside
the classroom. The schools also began universal screening of children K-12 for body mass index with
letters home to parents expressing the readings and appropriate health recommendations.

g. The HRSA-Facilitated Strategic Planning for Women’s Health (Addresses women from youth to
perimenopausal ages)

In 2008 consultants from the DHHS Region VI (Dallas) Office of HRSA convened in Arkansas a strategic
planning group involving representatives from all HRSA-funded services in the state. This discussion
included representatives from the Office of Oral Health, ADH; Office of Senior Management, ADH; Office
of Rural Health and Primary Care, ADH; Children’s Medical Services of DDDS, DHS; Office of Ryan White,
Part B, ADH; Arkansas Area Health Education Centers, UAMS; Community Health Centers of Arkansas,
Inc.; and Family Health Branch, Center for Health Advancement, ADH. This strategic planning initiative
for women addressed Health Insurance Coverage and Income, Reproductive Health, HIV/AIDS and STDs,
Oral Health, Chronic Disease, and Health Workforce issues. The document describes successes,
opportunities, challenges and barriers. The group developed Goals including A) increased collaboration
among statewide health programs focusing on women’s health, and B) exploring innovative approaches
to workforce education with specific focus on cultural relevance, improve health literacy, improvement
of care coordination, and assistance to patients in navigating the health service system (shown in
Attachment M).

h. Discussions toward a common women’s health performance measure in DHHS Region VI
(Addresses women’s health and pregnancy and infant health)

During its last two meetings, the Region VI Maternal and Child Health Directors’ group discussed a
collaborative effort among the five states to articulate and address one state performance measure in
common. The group achieved general agreement on a women’s health issue to initiate and follow.
Specific discussion of Post Partum Depression, led to a discussion within each state of the use of a
PRAMS Core brief “screener” question to identify respondents reporting symptoms related to
depression (#72 in the Arkansas PRAMS Booklet). At the second meeting, several members discussed
the value of selecting this measure, as maternal depression has serious implications for the young child’s
development, and therefore impacts two lives at early stages. Further discussion ranged over several
other possible measures, and several ways the five states might collaborate. Especially, the need to
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initiate some new service activities was discussed. The group decided to continue the discussion, and
made no specific commitments, thinking that a year of planning would develop a more successful effort
among the states. None of the states have their baseline data in hand yet, as they are awaiting the
CDC’s production of the weighted results.

i. The Arkansas Finish Line Coalition

Led by the Arkansas Advocates for Children and Families (AACF) in the person of its Health Policy and
Legislative Affairs Director, the Arkansas Finish Line Coalition represents the culmination of many
advocacy efforts directed at improving Medicaid services for children. The Finish Line’ chief priority was
to further increase income eligibility levels for children enrolled in the AR Kids B Program (Arkansas’s
SCHIP effort). Legislation was initiated to make this change during the last session of the General
Assembly, but the economic crunch, and a projected shortfall in Medicaid of an estimated $400 Million,
caused that expansion to be put on hold. Never-the-less, the Health Policy and Legislative Affairs
Director has been actively involved in all MCH Block planning, in the Arkansas Early Childhood
Comprehensive System forum (Co-Chairing the Medical Homes Committee), and in the Natural Wonders
Infant Mortality Action Team, among many other roles.

3. The strengths and needs of the Maternal and Child Health Population Groups and Desired
Outcomes

a. Crosscutting strengths and needs across all population groups

Crosscutting Strengths

Arkansas’s greatest resource is its people. As of the intercensal estimate of 2008, Arkansas was home to
2.86 million people, projected to rise to about 3.1 million by mid 2010. For the 2008 population, an
estimated 77% were of white or European ancestry, 16% were of African American descent, 0.8% were
of Native American descent, and 1.2% were of Asian or Pacific Islander descent. Nearly six percent
(5.6%) were of Hispanic ethnicity regardless of race, and this group has shown rapid growth over the last
decade. Arkansas’s economy depends on its great natural wealth in forests, in farmlands in the rolling
piedmont region, and in flat farmlands of the Mississippi Delta. Dairy farms predominate in the
northwest, followed by forested lands in the Ozark and Ouachita mountain parks and all across the
southern extent of the state, supporting tourism, lumber and pulpwood industries. Toward the east,
farmlands raise large commercial crops in soybeans, rice, wheat, and other grains used as animal feed.
In recent years, Arkansas has begun to produce natural gas from its shale oil fields. The state is also well
known for its poultry and meat-producing industries in the northwest, as well as the organizational
offices of the Wal-Mart, Tyson Foods, and JB Hunt Trucking operations. Industrial output includes food
processing, electrical equipment, fabricated and metal products, bromine, and vanadium. While
medium-sized population centers exist in the “four corners” of the state, Arkansas’s main population,
(to an unusual degree among states) and its commercial, health, educational and governmental
activities are located in the center of the state near Little Rock and its environs, situated along the
Arkansas River.
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Little Rock is home to: 1) the Arkansas State Agencies for Health and Human Services; 2) the Medical
Campus of the University of Arkansas for Medical Sciences (UAMS); and 3) the five largest hospitals in
the state, including the Hospital of UAMS, the Veteran’s Hospital, the State Mental and Mental Research
Hospitals, the St. Vincent’s Health System, the Baptist Health System, and a newly developed specialty
hospital — the Arkansas Heart Hospital. Arkansas’s highways radiate out from Little Rock to all corners of
the state. The state enjoys the practices of 1,426 family and general practice physicians, 297
obstetrician gynecologists, and 456 pediatricians. Because of the smallness of the state in both
geography and population, and the central concentration of its population, the state is unusually well
suited to centralized organizations of health and social services. Outside of Little Rock, about 60
medium-sized or smaller hospitals serve their communities, and a total of 47 have obstetrical delivery
services. The Area Health Education Centers (AHECs) are located in the larger regional cities including
Fayetteville, Fort Smith, Jonesboro, Pine Bluff, Helena-West Helena, Texarkana, and Eldorado. Medical
residency training in Family and Community Medicine occurs in the AHECs and the community hospitals
in these cities. Family physicians, largely in private practice, are the most numerous primary care
physicians in the state, and include many licensed physicians who are Doctors of Osteopathy. They
serve in medical centers in the ADH regions alongside specialists in OBGYN, Pediatrics, Internal Medicine
(and some medical subspecialists), Surgery, Radiology, and Pathology. Most of these hospitals would be
considered Level Il or | for Perinatal Services, although their self-designations may differ. One hospital in
the south and one in the northwest each has a subspecialty trained neonatologist. The AHEC program
has been successful in attracting physicians to practice in other small towns in the state. Supported by
state and federal funds, Arkansas is also home to 53 Community Health Centers and 29 Critical Access
Hospitals located in rural areas to enhance the distribution of care. Emergency Medicine specialists staff
many of the larger hospital emergency departments, and hospitalist practices are growing. Nurse
practitioners licensed as Advanced Practice Nurses (APNs) can obtain prescriptive authority, and they
extend the practices of many primary care doctors in Arkansas. In addition, 44 Women’s Health Nurse
Practitioners (WHNPs), mostly APNs, are employed by the Arkansas Department of Health to serve in
Family Planning, Maternity, BreastCare and STD clinics. Nearly all WHNPs “circuit ride” among a number
of local health units to assure statewide availability of clinician services for women.

The most important financial institutions are Arkansas’s health insurance companies. Blue Cross/Blue
Shield, Prudential, and a host of other private insurance carriers function in the state, while the
Medicaid Program is by far the largest single insurer in Arkansas. Arkansas’s Medicaid State Plan,
enjoying a three-dollars-to-one state match with the Centers for Medicare and Medicaid Services (CMS),
provides for generous benefit packages for mothers and children, including coverage for transportation,
case management and other services, and including financial eligibility to 200% of poverty for pregnant
women and children. The WIC program serves mothers and infants in all 93 local health units
throughout the state with incomes up to 185% of poverty.

Arkansas performs metabolic screening and hearing screening for nearly all newborns; provides, as a
collaboration between the local health units and local physicians, immunizations through the Vaccine for
Children’s Program; provides access to STD treatment and prevention services to all counties; assures
surveillance and technical assistance to all communities for infectious disease outbreaks; and provides
ambulatory direct care for all individuals with communicable diseases.
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The highest health policy officer is referred to as the state Surgeon General. This person sits on the
Governor’s Council, and is his chief health advisor. The current incumbent also Directs the Arkansas
Center for Health Improvement (ACHI), a broad collaborative for health policy that includes
representation from ADH, UAMS Colleges of Medicine and Public Health, two large health insurance
networks, and many other health, legislative and business leaders. The Surgeon General also functions
actively with the Arkansas State Board of Health. The Arkansas Department of Health (ADH) is a cabinet-
level agency whose Director also sits on the Governor’s Council. The ADH is a centralized, statewide
health agency comprising five health regions. Regional offices, directed by the Center for Local Public
Health, support and direct the 93 Local Health Units (LHUs) located in the 75 counties so that each
county has at least one Unit. Health workers in these 93 Units are all either employees of the ADH (the
majority), or their local county (the minority). Most organizational policy and procedure is common to
all LHUs, and there is one centralized office for administration including budgeting and human resources
offices. Local Health Units provide environmental health oversight and clinics including family planning,
prenatal care, WIC, immunization and STI Clinics. ADH, however, allows some autonomy for functions at
the regional and local levels, especially flexibility for some details of programs so they work smoothly
with the community. For example, if an LHU has a maternity clinic, the timing during pregnancy of
referrals to local physicians for completion of prenatal care and delivery varies according to local
physician preferences. Arrangements for referral and consultation with local health providers are
guided by LHU administrators, nurse practitioners and nurses as supported by ADH policy and protocol.
The administrators also support a Hometown Health Initiative (HHI) Coalition in each county. The
administrators relate closely to county and municipal government, especially for issues regarding
emergency response and the unit’s real estate.

The University of Arkansas for Medical Sciences (UAMS) in Little Rock is the graduate school for medical
specialties and allied health professionals. UAMS is home to the colleges of medicine, nursing,
pharmacy, public health, and allied health sciences. It houses the residencies in Internal Medicine,
Surgery, Obstetrics/Gynecology and Pediatrics, and the headquarters of the Area Health Education
Centers (AHECs) that train physicians for family practice. Many subspecialty programs provide advanced
training. Among other subspecialty fellowships, the OBGYN Department provides advanced training in
Maternal/Fetal Medicine, and the Pediatrics Department provides advanced training in general
pediatrics research, neonatology, developmental pediatrics, adolescent medicine, and others relevant to
the special needs of Arkansas’s children. The University Hospital of Arkansas and Arkansas Children’s
Hospital (ACH) provide the settings in which the highest levels of hospital and ambulatory care are given
in the state. The Arkansas Children’s Hospital deserves special mention for its full range of specialty and
subspecialty inpatient and ambulatory services for children, its many specialty outreach clinics and its
leadership in health planning through the Natural Wonders Partnership Council. The OBGYN
Department at UAMS in cooperation with neonatology services deserves special mention for its program
towards regionalizing perinatal care called Antenatal and Neonatal Guidelines for Education and
Learning Systems (ANGELS).
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Crosscutting Needs

Giving rise to Arkansas’s greatest needs are the state’s relatively large proportions of the population
that live on subsistence farming, or live in rural and inner city poverty areas. Rural isolation is especially
true in the mountains of the northwest, and in the Mississippi Delta in the east. Fortunately, Arkansas’s
climate has mild winters, but wet and icy roads are often barriers to transportation. Some smaller
counties have two or three towns as population centers that are more cohesive as towns than as a
county. In these situations, health care is more likely to be fragmented. In national health rankings,
Arkansas’s usual place is among the lowest 10 of the 50 states in economic and health status. Health
status disparities are prominent being most evident among African Americans compared to non-
Hispanic whites, but are also shared by other minorities such as residents of Hispanic and Asian-Pacific
Islander origins. The state’s health statistics often reflect a northwest to southeast gradient with the
lowest health status measures in the Mississippi Delta region in the eastern and southeastern part of the
state. These counties have the highest proportion of African American residents and the greatest levels
of poverty. For example, Attachment R depicts infant mortality rates by county for the five-year period
of 2004-2008. The northwest to southeast gradient can be seen in this map. Attachment T shows
important gaps in the availability of primary care physicians, especially in the Delta and the very rural
mountainous areas of the state. Shown in the same attachment, all but two of Arkansas counties are
designated as medically underserved areas or contain a smaller area so designated.

Arkansas’s overall ratio of physicians to the population (202.2/100,000 in 2009) is far lower than the
national ratio (276/100,000; 2005 estimate). The state’s distribution of medical services leaves many
communities greatly underserved for health care. Only now is Arkansas doing a careful assessment of
the staffing and facilities of all hospitals to determine their capabilities to handle emergency needs such
as victims of traffic accidents and other trauma. Outside of the large hospitals in Little Rock and the
medium-sized towns in the “corners” of the state, the ability to handle emergencies is probably limited.
While the state is fortunate to have 53 CHCs, there remain communities with little access, except at
large distances, to primary physician care. Specialty physician care is largely limited to the middle-sized
cities in Arkansas, and subspecialties to only the largest of hospital facilities and medical communities,
e.g. Little Rock. Neonatologists in El Dorado and in the Northwest are the exceptions.

b. Strengths and needs by population subgroups

1) Strengths and needs for pregnant women, mothers and infants

Strengths in services for Pregnant Women and Infants

With the focus on strengths for Pregnant Women and Infants, all Local Health Units (LHUs) have public
health nurses who have basic training and supporting nursing policy to provide care to pregnant women.
They provide basic nursing care and referral to local physicians, or to a neighboring clinic. Among the 75
counties, 49 have weekly prenatal clinics in 54 community sites. These clinics are attended by “circuit-
riding” Women’s Health Nurse Practitioners (WHNPs) who serve as the prenatal clinician. They develop
close referral relationships with local physicians. They also provide Family Planning, STl and Breast and
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Cervical clinic services that will be described in the section on Women’s Health. These WHNPs are
administratively supervised by Patient Care Leaders at the regional level and clinically supervised by a
Board Certified Obstetrician Gynecologist, the Physician Specialist (PS) in the Women’s Health Section.
The Family Health Branch Chief is also a trained obstetrician, though his certification is in Preventive
Medicine. The PS “circuit-rides” to attend specialized clinics and provide direct supervision to the 5
Women’s Health Nurse Practitioner Coordinators in all regions. In turn these Coordinators provide
clinical supervision for the other 39 WHNPs. All WHNPs follow a statewide set of nurse practitioner (NP)
protocols developed jointly with their OBGYN physician leaders in ADH. The OBGYN physicians and the
WHNP Coordinators annually update the Nurse Practitioner Protocols by which they establish their
collaborative practices.

For infants, all LHU nurses are trained in basic child health nursing care, and make referrals to local
family physicians and pediatricians. At the present time, LHU services for infants are provided in WIC
and Immunization clinics, as all poor children, now covered by Medicaid’s ARKids A and B, are referred
to privately practicing primary care physicians (PCPs) and Community Health Centers (CHCs). Physician
direction for child health programs, especially the population based services for children, is provided by
the Deputy Director for the Family Health Branch, a Board Certified Pediatrician who is experienced in
managing public health programs for infants and older children.

No listing of strengths in services to pregnant women in Arkansas can be complete without a discussion
of ANGELS. Funded by Medicaid, guided by the OBGYN subspecialists of UAMS and Neonatal
Subspecialists of UAMS and ACH, the ANGELS program develops evidence-based clinical guidelines for
perinatal care. ANGELS conducts telemedicine “Grand Rounds” every Thursday morning which is
beamed through extensive video hookups to doctors and nurses in hospitals and local health units
throughout the state. During these conferences, a resident will present a patient with an illustrative
health issue, the faculty will discuss that patient with the resident, and questions from local and distant
viewers are entertained. A guideline, drafted by the faculty, is then circulated for input from any
listener. Good discussions identify issues and capabilities found in rural as well as urban and academic
centers arising during the course of caring for patients with these high risk conditions. After this process
of “vetting” new guidelines, they are finalized and shared both on the University’s web page, and on
compact disks distributed to participating doctors and hospitals. Leaders of the ANGELS program are
particularly interested in assuring that high risk mothers and infants receive level of care appropriate to
their need. ANGELS is undergoing an extensive research evaluation, also funded by Medicaid.

Needs to improve services for pregnant women and infants

Arkansas pregnant women give birth to about 40,000 live born infants each year, though this number
has fluctuated between roughly 38,000 and 41,000 in recent years. Using a rule of thumb based on a
normal pregnancy duration of 9 months, we estimate the total number of pregnant women residing in
the state in one of those years to be approximately 53,500 (40,000 X 12 / 9, plus 200 fetal deaths and
rounded). In 2008, Arkansas resident live births numbered 40,489, among which 291 (a provisional
number) suffered an infant death for a rate of 7.4 per thousand live births. In 2006 Arkansas’s infant
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mortality rate, recorded by the National Center for Health Statistics (NCHS) was 8.54 per 1000 during
which year only 4 other states in the US had higher infant mortality rates. This reflects the state’s usual
placement among the unhealthiest 10 states in the country. Infant mortality rates for counties in
Arkansas, aggregated over the five-year period of 2004-2008 (for stability of rate) appear in Attachment
W, and are depicted in Attachment R. In this data set, the counties with the five highest rates were
Prairie (16.8), Crittenden (13.8), Chicot (11.7), Sevier (11.5) and Ashley (11.1). These counties are all
located in the Mississippi Delta region of the state where communities have high concentrations of
poverty and minority residents, and communities are small. While maps of low and very low birth
weight rates may differ from Attachment R by a few counties’ quartile rankings, the overall impact of
these maps is to underline the health status gradient from best in the northwest part of the state, to
worst in the Delta. Attachment X charts the rates of preterm delivery (<37 weeks) and low birth weight
(<2500 grams) by region for the years 2004-2008 in Arkansas. The state’s teen birth rate, 61.6/1,000 in
2008, was fifty percent higher than the US rate, and contributes considerably to its high infant mortality
rate. The adolescent population giving birth will be discussed in the fourth MCH population group added
to this report for Women’s Health. Appendix S presents the ratio of infant mortality rates for African
Americans compared to Whites for the years 2004-2008, illustrating the degree to which minority
Arkansans suffer excess infant deaths.

The state’s infant mortality rate tended to rise from 2000 to 2006, as did the rates of preterm and low
weight births. While neonatal mortality rates in Arkansas approach national rates, the post neonatal
rate for our state is especially high when compared nationally. The birth rate for teens 15-17 years old
has been essentially unchanged the past few years while the rate for those 18-19 years old has
decreased slightly since 2006 (Attachment ZZ). Nonetheless, these rates remain well above comparable
national rates. Alarmingly, the percentage of births with prenatal care begun in the first trimester fell
from 80.1% in 2004 to 76.4% in 2008, shown in Attachment AA. Prominently, the disparities in these
measures for African American births compared to all other demographic groups in the state are
appalling. The causative factors behind these trends and comparisons are discussed at length in the
Background Study to Support the White Paper on Reducing Infant Mortality in Arkansas found in
Attachment D. These unwanted trends are attributable at least in part to the economic downturn in
recent years, but other causes abound and are probably much more durable. For these reasons, the
ADH has determined that reduction of infant mortality is among its very highest priorities for further
effort. Activities flowing from the infant mortality priority are discussed below in subsections organized
by the “layers of the pyramid” assessment with respect to national and state performance measures,
and in the application with respect to activities and benchmarks for progress.

2) Strengths and needs for the health of children
Strengths in primary and preventive health services for children
Many assets relative to health services for children have already been discussed, and others are

discussed in detail under Section B.4, Capacity by Pyramid Levels. In summary, the state is fortunate to
have many organizations and state agencies invested in advancing the lot of children. For example,
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Arkansas Advocates for Children and Families is a key player in promoting policies and practices that
enhance health status of children, particularly those most vulnerable. The state has a well-trained work
force of pediatricians whose medical society, the Arkansas Chapter of the American Academy of
pediatrics, also takes an active posture in promoting child-friendly health policies. Arkansas Children’s
Hospital (ACH), in addition to serving as a top-tier tertiary care center, has in recent years taken on a
much more active role in policy development. ACH has been the driving force behind the Natural
Wonders Partnership, which as previously described, has conducted a statewide assessment and
brought key players to the table around such issues as infant mortality, oral health, and school health.
The Injury Prevention Center at ACH has also played a major role in passage of legislation vital to
childhood safety efforts. Inextricably linked to all of ACH’s initiatives are the faculty members within the
Department of Pediatrics at the University of Arkansas for Medical Sciences.

A number of divisions, branches and sections within the Department of Health (ADH), the Department
of Human Services (DHS), and the Department of Education (ADE) all work hard every day toward the
health and welfare of children in the state. While the role of ADH in direct service provision has been
decreased in recent years, the department is still the sole provider of WIC services and continues to
administer a significant percentage of all vaccinations to children and youth. ADH of course also
operates screening programs at the state level. DHS has organizational units dedicated to Medicaid
services, child care and early education, foster children, and abused and neglected children. ADE has
become extremely involved in health through the Coordinated School Health initiative and recent
selection of sites for school-based wellness centers, as well as in ongoing Act 1220-related anti-obesity
activities.

Beyond the contributions of individual providers, perhaps Arkansas’s greatest asset with respect to child
health is the willingness for individuals and groups to come together toward a common goal. Examples
of collaborations abound (and are detailed elsewhere), such as the Arkansas Early Childhood
Comprehensive Systems project, the System of Care initiative (for mental and behavioral health of
children and youth), the Finish Line Coalition (to enhance health insurance coverage rates), the Natural
Wonders process, ABCD-3, and the Child Health Advisory Committee, to name but a few. ADH also has
formal partnership agreements with a number of “outside” agencies and groups (through MOA'’s,
MOU'’s, contracts, etc.), most of which are critical to continued program operations.

Needs to improve primary and preventive health services for children

With regard to child health status and systems issues in Arkansas, a key topic of interest is availability of
health insurance. According to the US Census Bureau, only 6.2% of Arkansas children had no health
insurance coverage in 2007. This figure is down from 10.5% in 2003 (see Attachment BB). Nonetheless,
when the Natural Wonders telephone survey asked Arkansans in 2007 to name the top problems
affecting children’s health in the state, the most common response (35%) was related to health
insurance. Respondents mentioned lack of coverage, the high cost of coverage, and the lack of
comprehensiveness of many existing insurance plans. Thanks to a progressive Medicaid agency and
many advocates within the state, Arkansas has enjoyed much success in insuring its children. Further
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progress was recently made through passage of state legislation in 2009 that expanded the income
eligibility limit for ARKids B (essentially, the CHIP program) to 250% of the FPL. Unfortunately, this
expansion has yet to be implemented due to state budgetary constraints. Furthermore, problems
related to cost, portability, exclusions due to pre-existing conditions, and services covered, particularly
under private plans, persist as substantial barriers for many parents. Additionally, child advocates
estimate that 10,000 to 15,000 children are eligible for Medicaid/ARKids benefits but for various reasons
are not enrolled. Recent average ARKids A&B enrollments expressed as a percentage of total 0-18
population for each county are displayed in Attachment CC. As expected, lowest rates of Medicaid
enrollment are found in more affluent counties such as Faulkner and Benton (29.7%), while higher rates
are found in eastern, southwestern, and north central counties.

The overall death rate is higher among Arkansas children than U.S. children as a whole (see Attachment
DD). However, significant improvement was noted in 2008, particularly compared to 2004, for children
1-14 years old. Moving to specific problems causing excess morbidity and mortality in Arkansas’s
children, injury ranks high on the list. Not only is unintentional injury the leading killer of children older
than one year, but Arkansas death rates have traditionally been much higher, often 60-90% higher, than
comparable U.S. rates, shown in Attachments EE and FF. However, there is evidence of recent
improvement among 0-14 year olds. Hospitalization rates for non-fatal unintentional injury have also
consistently been more than twice as high as national figures as seen in Attachment GG. These same
trends hold true for deaths due to motor vehicle crashes (shown in Attachments HH and Il), although
rates for both 0-14 year olds and 15-24 year olds improved significantly in 2008. Hospitalizations as a
result of non-fatal motor vehicle crashes declined between 2002 and 2009, but still account for about
15% of all unintentional injury admissions as shown in Attachment JJ. Looking at geographic
breakdowns, the three counties with the highest rates of hospitalization for unintentional injury, Stone,
Sharp, and Independence, are clustered in north central Arkansas, indicated in Attachment KK. By
race/ethnicity, white children have overall higher unintentional injury fatality rates, at about 31/100,000
versus 24/100,000 for African Americans and 22/100,000 for Asians reflected in Attachment LL. Whites
have more motor vehicle crash deaths compared to blacks, at about 22/100,000 versus 13/100,000.
These findings are echoed in hospitalization data showing 8.8/10,000 white children hospitalized for
motor vehicle crash injuries versus 5.7/10,000 black children as in Attachment MM. Nonetheless, black
children die in house fires at about twice the rate of whites (2.4 vs. 1.2/100,000 shown in Attachment
LL). Furthermore, drowning deaths for African American children occur at about a 50% higher rate than
for white children. Accidental poisoning deaths are relatively low for all groups, but highest for white
children. On the other hand, homicide deaths occur about seven times more often among black
children and youth in Arkansas (16/100,000) compared to whites. Firearms accounted for about two-
thirds of homicides among black youth between 2002 and 2006. As for suicide, the rate for Arkansans
10-21 years old is about twice as high among whites (7.9/100,000) as for African Americans (3.7).
Because the total number of suicide deaths among Arkansas teens is fairly small each year, annual rates
are erratic and there is no clear trend. However, self-reported rates of suicidal ideation as collected
through the Youth Risk Behavior Survey are consistently slightly higher among Arkansas youth compared
to the nation, shown in Attachment NN.
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Possible reasons for Arkansas’s excess childhood injury mortality include the rural nature of the state, as
well as lack of rapid access to top-notch trauma care in many regions. A recent (2009) major step
forward was passage of a tax (on tobacco) that will provide about 20 million dollars annually for creation
of a statewide trauma system. This system is expected to be developed over the next two years, and
should result in significant reductions in injury fatalities over time. Other factors contributing to higher
motor vehicle crash deaths are inadequate seat belt usage and inexperienced drivers. The state recently
addressed these concerns through passage of a primary enforcement safety belt law, as well as
graduated driver licensing for adolescents. In addition, state laws were recently enacted to forbid use of
cellular phones by teenage drivers and text messaging while driving for all drivers. Despite these
measures, more work is needed to improve awareness of parents and children about behaviors that
promote safety. Improved access to mental health services and other family supports might decrease
both suicide and homicide rates among adolescents.

A second major preventable cause of childhood morbidity is obesity. Over three-fourths of the Natural
Wonders survey respondents felt that overweight children constituted a moderate or serious problem,
and about one-fourth of those with children expressed concern about their child or their children being
overweight. The propensity for childhood obesity apparently begins early in life. Arkansas WIC data
show a marked increase in rates of overweight and obesity among enrolled children over the last several
years, reflected in Attachments OO and PP. Obese pre-schoolers tend to remain obese into their school
years. Among other provisions, Act 1220 of 2003 mandated annual BMI measurements for K-12
children in Arkansas schools. Although subsequently amended to require measurements only in grades
K, 2, 4, 6, 8, and 10, the law has yielded a massive amount of anthropometric data on children in the
state. Trend data since inception, shown in Attachment QQ, show virtually no change in the combined
percentage of children who are overweight (85"-95" percentile) and obese (>95™ percentile). During
the 2008-09 school year this total was 37.6%. Breakdowns by race/ethnicity show that Hispanics had
the highest combined proportion at 46.9%, followed by African Americans at 41.2%, whites at 35.5%,
and Asians at 29.4%, shown in Attachment MM. Factoring in both ethnicity and gender, Hispanic males
were highest at 50.5%. Counties with the highest proportions of overweight/obese children include Lee
(51.2%), Bradley (47.8%), Phillips (46.9%), Woodruff (45.4%) and Conway (45.3%) reflected in
Attachment UU. With the exception of Conway, these counties are all in eastern Arkansas and have
relatively high African American populations. The counties with the lowest fraction of overweight/obese
children, Madison (31.1%), Crawford (32.9%) and Benton (33.3%), are predominantly white and situated
in relatively more affluent northwestern Arkansas.

Along with other provisions designed to combat childhood obesity, Act 1220 established the Child
Health Advisory Committee. This group has always included a representative from the Department of
Health (most recently from the Family Health Branch) and has seen a number of its recommendations
for schools implemented as policy. These include restrictions on school vending machine contents and
accessibility, enhancements to physical activity and nutrition education, and prohibitions on use of food
as rewards in classrooms. These measures and others have likely been helpful in preventing rates of
overweight/obesity from rising further over the past six years. More work is needed, however,
particularly to promote regular physical activity as a lifelong behavior. YRBS data show that in 2009, less
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than one-fourth of Arkansas high school students participated in daily physical education classes, a
proportion that has been decreasing over time (see Attachment RR).

Although usually not fatal, asthma is another major contributor to morbidity among Arkansas children.
This chronic condition is responsible for many missed school days and a substantial number of
hospitalizations. Statewide, children 0-21 years old were hospitalized for asthma in 2008 at a rate of
8.6/10,000 as seen Attachment KK. Counties with the highest rates of asthma hospitalization included
Phillips (48.9), Lee (31.9), Mississippi (29.7), Ashley (25.3), and Drew (23.9). All of these counties are in
the Mississippi Delta region of eastern Arkansas. Besides having larger proportions of impoverished
children, who may not have sufficient access to high-quality preventive care in many cases, these
counties may also present environmental challenges in the form of agricultural chemicals and abundant
natural airborne allergens. The problem in these counties may be even worse than these figures
suggest, since childhood asthma probably remains under-diagnosed in Arkansas, often being labeled as
pneumonia, bronchitis, or some other respiratory illness. Looking at trends over time, statewide asthma
hospitalization rates for 0-5 year olds do appear to have dropped slightly since 2002, depicted in
Attachment SS. However, the issue of misdiagnosis remains problematic in interpreting these figures.

Breakdowns by race show that (non-Hispanic) black children had the highest hospital admission rate for
asthma at 16.7/10,000, compared to 6.8/10,000 for whites and 3.9/10,000 for Hispanic children (see
Attachment MM). Again, racial disparities probably reflect decreased access to appropriate preventive
care for many minority children, together with poorer housing and other environmental factors
(although genetic factors may play a role as well). In economically stressed families, the pressures of
simply meeting basic daily requirements make proper management and control of a chronic condition
such as asthma all the more difficult. The relatively low admission rate for Hispanic children may
actually be misleading, as some of these children may have extremely limited access to advanced health
care, particularly if they lack any form of health coverage.

Rates of immunization coverage are another key measure of health status among Arkansas children. As
seen in Attachment TT, the proportion of two year olds who had received all recommended doses of
DTaP, Polio, MMR, Hib, and Hepatitis B vaccines climbed to a high of 86.8% in 2006, then dropped to
77.9% in 2008, but rose to 83.0% in 2009. Part of the reason for the apparent drop-off is that data from
private (VFC) providers are included in the 2008 and 2009 figures. Nonetheless, a valid concern is that
parents may now opt out of required immunizations on the basis of philosophical objections alone. If
increasing numbers choose not to immunize, a resurgence of many vaccine-preventable diseases is
inevitable. Looking at county-specific data from 2008 (see Attachment UU), some of the lowest
coverage rates are in counties in northwest and central Arkansas where education and income levels are
relatively high and access to immunizations is not an issue. These include Washington (60.9%), Benton
(65.0%), and Pulaski (65.1%) Counties. The interpretation for these counties is that more parents are
consciously opting out of immunization, in contrast to counties such as Jefferson (64.0%) and Phillips
(65.0%) which have much higher poverty and where true access issues probably do exist.
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Another important health status issue for Arkansas children is dental health. Participants in the
stakeholders’ meeting listed dental care as one of the top priority issues. Few systematic data on
prevalence of dental caries are collected within the state. A sample of 7,100 third grade public school
children in 2003 found that 31% had untreated cavities, and 6% needed urgent dental care. A smaller
sample of high school students found that 81% had evidence of past or current cavities, and 12% needed
immediate attention. Regarding preventive services, convenience samples of third graders suggest that
only about one in six has received sealants on molars, and this proportion has not improved much since
2003, shown in Attachment VV. The ADH Office of Oral Health (OOH) has worked diligently to promote
use of sealants among both parents and providers. The Office has also tirelessly promoted fluoridation
of public water supplies. Although legislative proposals to mandate fluoridation for most water systems
have failed to pass in prior sessions, work continues on similar bills for the 2011 General Assembly. In
the meantime, the OOH continues to work with individual communities and water suppliers to facilitate
introduction of fluoride. As mentioned previously, oral health is also one of the priority health issues
under the ADH Strategic Plan. A major contributor to the problem, access to dental services, is
discussed in the following section.

With regard to adolescents in Arkansas, sexual health is a source of concern. YRBS data suggest that
despite a variety of attempted interventions, rates of high school youth engaging in sexual activity have
changed little over the preceding decade as seen in Attachment WW. Unfortunate consequences of this
activity include sexually transmitted infections, such as Chlamydia. Rates of 15-19 year old females with
reported cases of Chlamydia have risen dramatically in the past one to two years, shown in Attachment
XX. In 2009, 15.2% of sexually active females in this age group seen in ADH clinics screened positive for
Chlamydia. Looking at breakdowns by county, listed in Attachment YY, the highest positivity rates
occurred in Crittenden, Prairie, and Jefferson Counties in eastern Arkansas. Chlamydia screening is
performed routinely in ADH family planning clinics in accordance with American College of Obstetricians
and Gynecologists and CDC guidelines. However, the recent upsurge suggests that expanded screening
may be called for.

3) Strengths and needs for children with special health care needs

Strengths for children with special health care needs

As mentioned elsewhere, the specialty medical care provided by the staff at Arkansas Children’s Hospital
and the University of Arkansas for Medical Sciences is excellent. A new campus of pediatric specialty
services has opened in northwest Arkansas and is filling a tremendous need in that area. Outreach clinics
in other parts of the state for specialty care remain in place with support from the Title V CSHCN
program staff. As a small state, the network of professionals who serve CSHCN and their staff is smaller
as well. This leads to the ability to develop relationships, work together on projects and initiatives and
provide general support for programs to meet needs. An example of such is the project that Eldon
Schulz, M.D., UAMS Section Chief, Developmental Pediatrics and Rockefeller Chair for Children with Special

Healthcare Needs, has proposed to improve the system within the state for early identification of children
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with special needs. With assistance from programs such as the Title V CSHCN program, the project should
decrease the age of initial identification of special needs and improve the entry into early intervention

services.

Needs for children with special health care needs

As a small state, Arkansas’ relatively small Title V CSHCN program maintains staff in 16 offices statewide.
The professional staff includes Registered Nurses and Social Workers who have many years of
experience working with the medical and social needs of the children and youth we serve. This number
has dramatically decreased over the past decade leading to inability of staff to maintain the level of
communication which had been the hallmark of the program in years’ past. This problem was
highlighted in the public forums held around the state during the CSHCN Needs Assessment process. The
predominant need mentioned from both the Public Focus Groups and the Employee Focus Groups was
the need for improved communication. Twenty-three percent (23%) of issues discussed by participants
in the Public Focus involved the need for improved communication which should be addressed by the
Title V CSHCN program. Twenty-one percent (21%) of the issues discussed by participants in the
Employee Focus Group involved the belief that there was not enough information provided to them
from program administration. Other major issues of concern to both the public and employees
providing input were related to the DDS Waiver, Education and School problems, availability of training,
transportation difficulties and respite or the lack of respite.

Professionals informally surveyed also related the need for improvement in the infrastructure necessary
for diagnosis of developmental delays in young children. Developmental screening done at the
prescribed ages in a young child’s life is an area that has been addressed with grant funding through the
ABCD initiative in recent years. The ABCD lll initiative is currently working on developing pilot sites to
collaborate on closing the referral loop which will focus on the referral, access to appropriate treatment
modalities and follow-up information provided to the referring professional. In addition, the CoBALT
Project (Community-Based Autism Liaison and Treatment Project) has been proposed by Eldon Schulz,
M.D., Professor and Chief of Developmental-Behavioral Pediatrics at UAMS College of Medicine and
Arkansas Children’s Hospital. This project will work with community-based physicians and other
pediatric health professionals to complete assessments and possibly diagnose and make referrals for
appropriate intervention services. The CoBALT Project would train and provide ongoing consultation to
physicians and other pediatric health professionals to triage children with suspected Autism Spectrum
Disorders into appropriate services while also serving as a resource for further evaluation deemed
necessary by the community team. Utilization of the community-based evaluation will decrease the
numbers of initial referrals to the University affiliated Developmental Centers and clinics. Decreased
waiting time for those coveted appointments would be available for children whose developmental
issues are more difficult to diagnose. The project, when implemented, should greatly improve the
diagnostic network within the state.
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4)  Strengths and needs for women’s health from youth to perimenopausal ages.

Strengths for women from youth to perimenopausal age

With the focus on strengths for women’s health, the preventive services provided by the Arkansas
Department of Health are centered heavily in the statewide family planning clinics. This year, among
Arkansas’s 75 counties, 86 clinic sites including at least one in each county provided Reproductive Health
(family planning) services. As with prenatal care described above, public health nurses at all 93 local
health unit sites are trained to assist women in need of contraceptive services, and to refer them to local
physicians or nearby family planning clinics at ADH. These clinics, like those for prenatal care, are
attended by “circuit-riding” women’s health nurse practitioners (WHNPs) who serve as the family
planning clinician. These NPs provide family planning services according to ADH nursing policy and to
Nurse Practitioner Protocols. Nursing policy is continuously being reviewed and updated and Nurse
Practitioner Protocols are annually reviewed with the OBGYN physicians employed by the agency and
updated as needed. Two OBGYNs serve as collaborative practice backup for the NPs as required by
nursing licensure regulations. As with prenatal care, these NPs are supervised by Patient Care Leaders in
each of five ADH Regional Offices. The Patient care leaders provide nursing and administrative
oversight, and the OBGYN physicians provide clinical oversight. A Physician Specialist (a Board Certified
OBGYN) travels the state to perform annual direct observations of the five WHNP Coordinators
practices. In turn, the Coordinators provide clinical supervision of the remainder of the WHNPs on a
twice a year basis. These assessments involve direct observation of NPs in the process of treating their
clients, a review of a standard number of the NP’s clinical records, and a face-to-face meeting about the
NP’s progress. These clinical assessments are shared with the region’s Patient Care Director who
performs administrative and nursing supervision. During the course of these clinics a Woman’s Health
Nurse Practitioner may see family planning and prenatal patients, and also see and treat women who
have presented with a concern about a sexually transmitted infection for the STl Program. They also
perform pelvic examinations, Pap smears, and breast examinations for the BreastCare Program. As
BreastCare has grown, the number of women of perimenopausal age being seen by the WHNPs has
increased. The NPs may individually assist these clients with other health concerns such as vaginitis, and
in collaboration with a patient’s physician the management of hormonal therapy for menopausal
symptoms. The NPs are very familiar with health risks of women in this age category, and when they
recognize a chronic illness, refer to local physicians.

Needs for women from youth to perimenopausal age

An estimated 766,174 women of ages 15 to 54 lived in Arkansas in 2008 (NCHS) of whom 563,914 were
of ages 15-44. Among these women an estimated 26% of those 15-44 years and 27% of those 15-44
years were uninsured in that year. In 2008, among women 15 to 54, 1,604 died. The five most common
causes of death to women of this age group were cancer, heart disease, unintentional injuries, suicide,
and stroke. Among women of ages 15-54, the five most common non-perinatal causes of
hospitalization, as reflected in hospital discharge data, were psychosis, uterine procedures (e.g.
hysterectomy), gastrointestinal disorders, chest pain, and urinary tract infections. Also in 2008,
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Arkansas experienced 6 maternal deaths, by traditional maternal death definitions. Beginning in 2009,
Arkansas’s death certificate carried a checkbox allowing a physician to document that the woman’s
death had pregnancy as a contributing factor. In addition, any death of a woman of reproductive age
that could be linked to a birth or stillbirth within a year after the birth event was reviewed for potential
classification as a maternal or pregnancy associated death. In 2008, the number of Arkansas maternal
deaths using the older coding system was 6, compared to 21 in 2009 as determined by the broader
classification and added checkbox data. A careful review by the ADH Health Statistics Branch of these 27
death records indicated that nearly all of the increase in number of female deaths could be explained as
resulting from the change in the classification system and the added checkbox information.

Adolescent pregnancies and births represent additional significant factors related to infant death. Since
abortions are very rare in Arkansas, even for adolescents, the state monitors the rate of adolescent
births, rather than pregnancies. In 2008, the death rate among infants delivered by teens 15-19 was 9.5
per 1000 live births to teens. In 2008, among a total of 40,489 live births, 5,915 occurred to teens of
ages 15 to 19. Those numbers represented an adolescent birth fraction of 14.6% and a rate of 61.6 per
1000 adolescent females. Trends charted in Attachment ZZ show that for adolescents of ages 18 and 19,
the birth rates fell between 2000 and 2003, rose to a slight peak in 2006, and dropped slightly
thereafter. The birth rates for adolescents of 15-17 declined until 2005 and have leveled since. While it
is reassuring that the younger teens have not increased their fertility, in 2008 even the 18 and 19 year-
old mothers experienced an infant mortality rate of 9.2 per 1,000 live births compared to 7.6 for 20-24
year-olds.

During the strategic planning meeting convened by the HRSA office of DHHS Region VI in 2008, further
data were gathered relative to the health of women. These data appear in the Arkansas Strategic
Partnership Session Report, appended as Attachment M.

4. MCH Program Capacity by Pyramid Levels

a. Direct Health Services

1) Direct preventive and primary health services for pregnant women and infants

Family physicians’ and obstetricians’ offices provide most of the prenatal care in Arkansas. Of the
approximately 1,700 family physicians, general practice physicians and obstetrician-gynecologists
(OBGYNs) resident within the state, about 560 delivered one or more infants in Arkansas during 2008
(according to hospital discharge data). In general, family physicians serve the most rural communities,
while the OBGYNs locate their practices in medium-sized towns and cities. The ratio of these physicians
to the population is low by comparison with other states, and private prenatal care is extremely thin or
absent in many communities. These represent locations for “gap-filling” services such as prenatal clinics
in Community Health Centers (CHCs) and especially Local Health Units. Attachment U lists all Arkansas
counties by health region. The community sites where LHUs provide prenatal care are indicated by a
black star. While public health nurses in all counties have basic maternity training and are available daily
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to help pregnant women find care, a full maternity clinic LHU service is not available in all counties. As
of a survey in April of 2010, 54 maternity clinics were conducted in 49 counties. Attachment AAA
depicts by county and quartile the number of prenatal patients served by their LHU. Attachment BBB
tabulates by county the percentage of that county’s resident live births who received late (after the first
trimester) or no prenatal care according to 2004-2008 birth certificate data. Attachment CCC shows by
county and quartile the rates of late prenatal care. The five counties with the highest rates of late
prenatal care were Ouachita (42.6), Sebastian (39.7), Crittenden (38.1), Miller (36.3), and Crawford
(31.0). ADH has local prenatal clinics in each of these counties, however, capacity in these clinics is
limited, and many patients do not seek early care. Where clinics are conducted, public health nurses
determine presumptive eligibility for Medicaid for Pregnant Women and pay attention to the details of
patient education and referrals to WIC, social services, and high risk obstetrical care.

With regard to health care services for pregnant women and infants at risk, much is being done in
Arkansas. The state’s Medicaid program funds a special effort at perinatal risk identification and referral
called Antenatal and Neonatal Guidelines for Education and Learning Systems (ANGELS). This program
addresses regionalization of high risk perinatal care through the development and vetting of statewide
guidelines for medical care, through 1) professional education concerning risk identification and referral,
2) a statewide telemedicine consultation service, and 3) a telephone hotline available to both doctors
and their patients. This program began in 2003 and is still expanding in its service to patients and
doctors over the state. A concentrated effort is being made to see that mothers in preterm labor get
delivered in hospitals with neonatal intensive care services. The ANGELS evaluation is showing success
at increasing the number of very low birth weight babies that are delivered at appropriate levels of care.
The chart in Appendix DDD shows that in 2007, the ANGELS effort was rewarded with downturns in
infant mortality for babies at birth weights between 1500 and 2499 grams. However, some very small
premature babies are still being born in hospitals without maternal and neonatal intensive care.

2) Direct preventive and primary health services for children

An important component of access is availability of health care providers in a given locale. About 19% of
the Natural Wonders survey respondents believed that lack of availability of providers (too distant, or
too few) was one of the top child health problems in the state. Regional differences were noted: only
13% of respondents in central Arkansas (the location of Little Rock, with ample primary and specialty
care services available) felt that the number of doctors caring for children in their area was below
average. Meanwhile, 31% of Southeast Arkansas respondents felt this way, along with 28% in the
Northwest, 27% in the Southwest, and 23% in the Northeast. Similar sentiments were voiced in the
Natural Wonders Study Circles project, in which four out of the five groups reported shortages in their
areas of both providers and facilities. Attachment EEE displays the actual distribution of primary care
physicians (PCPs — including family physicians, general physicians, and pediatricians) in the state. Two
counties (Cleveland and Lafayette) have no resident PCPs, while in most others the ratio of PCPs per
1,000 0-18 year olds is less than 3.0. Better coverage occurs in counties with larger towns and cities,
such as Washington, Craighead, Jefferson, Sebastian, Garland, and Union. Not surprisingly, Pulaski
County, which contains Little Rock, has the best ratio of PCP’s to 0-18 year olds. Looking at pediatricians
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only, Attachments FFF and GGG demonstrate that over half the counties in the state (39) have no
pediatrician, 35 others have varying numbers, and Pulaski County has the most (2.2/1,000 children). Of
the 217 pediatricians in Pulaski County, however, many are subspecialists employed through UAMS and
housed at Arkansas Children’s Hospital. Most counties lacking a single pediatrician would welcome one.
However, the small child population in many of these counties (often <2,000) tends to discourage
pediatric clinicians from opening a practice.

Apart from private practices, some primary care for children is provided through community health
centers. In Arkansas, most CHC's are located in the eastern half of the state as shown in Attachment
HHH. These centers are staffed primarily by family medicine physicians, although a few employ
pediatricians. However, all these clinicians would be included in the numbers and maps described
above.

Direct primary and preventive health services for children are extremely important. Provision of
increased pediatric preventive services was the most popular theme voiced by participants in the child
health stakeholders’ meeting. Specifically, participants wanted to see major increases in EPSDT
assessments conducted by PCPs, including developmental and social-emotional screening. Available
data suggest that children enrolled in Medicaid do utilize at least some of the services available to them,
as over 93% received at least one Medicaid-reimbursed service in 2009 and preceding years, shown in
Attachment lll. On the other hand, only about 85% of enrolled infants received at least one EPSDT
screen in 2009, shown in Attachment JlJ. While it is encouraging that this measure shows an upward
trend, up to six screens are recommended and reimbursed for this age group, so this figure should really
be very close to 100%. The proportion of eligibles receiving even three screens during infancy would
likely be much lower, and much more telling. Numbers of EPSDT screens performed by county for all
ages are displayed in Attachment FFF. Over 228,000 EPSDT screens were reimbursed statewide during
the 2009 calendar year. Since different numbers of EPSDT visits are authorized by Arkansas Medicaid
for different ages (e.g. 6 in the first year, 3 in the second year, none at ages 7 and 9), and due to other
limitations as well, no attempt to provide a true screening “rate” for each county has been made.
However, it is likely that the same counties in which primary care providers are in relatively short supply
would be the ones with the lowest EPSDT screening rates. Physicians who are already overworked
seeing sick individuals are much less able to spend the extended amount of time and effort needed for
preventive care, and they also may not perceive a financial benefit to doing so. Thus, creative
approaches involving physicians/providers, third party payers, medical schools and physician training
programs, ADH, and other child advocates are needed to increase capacity for preventive services.

An alternative location to provide preventive services is in schools. The child health stakeholders
suggested creation of comprehensive school-based wellness centers throughout Arkansas. The Natural
Wonders survey found that 79% of respondents either strongly or somewhat agreed that primary health
services should be provided in schools. The Natural Wonders Study Circles also consistently suggested
establishment of school-based health programs to address a variety of health issues (e.g. poor diet, lack
of exercise, substance abuse, prenatal care, motor vehicle injuries). At this time there are very few
direct clinical services provided in Arkansas schools, apart from those in a few individual schools that
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have taken the lead on their own, such as Central High in Little Rock. However, the excise tax on
tobacco products passed in 2009 will provide for establishment of 8-10 “Wellness Centers” in certain
schools that are already part of the Coordinated School Health (CSH) initiative. (The CSH process is
discussed further under Infrastructure-Building capacity.) The sites for the Wellness Centers are
expected to be announced by July 1, 2010, with startup during the 2010-11 school years. Selected
schools will be expected to provide both medical and mental health services in a system that respects
and fully collaborates with the student’s medical home.

With respect to pediatric subspecialty care, most is centered in Little Rock. There are a few pediatric
subspecialists in a few larger cities, for example, allergists, gastroenterologists, and pulmonary
specialists, but most subspecialty care is provided through Arkansas Children’s Hospital (ACH). ACH is a
tertiary care center that provides advanced services such as extracorporeal membrane oxygenation,
infant and child cardiovascular surgery (including transplants), and care of severe burns. Utilizing
physicians employed by UAMS, the hospital offers a large number of primary care, subspecialty, and
multidisciplinary outpatient clinics. ACH also has a satellite site in northwest Arkansas (at Lowell), and
offers a number of regional specialty clinics (Cardiology, Genetics, etc.) at remote sites around the state
to reduce travel time for patients. Apart from ACH, some patients in border counties who need
subspecialty care are referred to centers in surrounding states. For example, some children from
eastern Arkansas may be referred to LeBonheur Children’s Hospital in Memphis. Infants and children
from northwest Arkansas are sometimes referred to the medical center in Tulsa, and those from the
Texarkana area may be referred to LSU-Shreveport or even Dallas.

Lack of dental services for children is a common theme heard in Arkansas. As mentioned previously, the
child health stakeholders group listed the need for better preventive dental services as a high priority.
Participants wanted to see efforts at dental screening made more accessible. The Natural Wonders
Study Circles and the medical provider focus groups also mentioned lack of dental service providers as a
significant issue. Overall, Arkansas ranks 50" out of 51 states and D.C. in dental providers per capita,
with about 40 dentists per 100,000 people compared to a national average of 60/100,000. Attachment
KKK shows the distribution of general and pediatric dentists in the state. Over 60% of the state’s
dentists practice in just eight counties. Five counties, Newton, Calhoun, Cleveland, Lafayette, and
Lincoln, have no dental providers at all. Another 59 counties have less than 1.5 dentists per 1,000
children 0-18 years old, making these shortage areas as well since general dentists provide virtually all
the care for children in these counties. The remaining 11 counties probably have an adequate supply of
dental providers, with larger population counties such as Pulaski, Sebastian, Garland, and Craighead
having the highest provider/population ratios.

One encouraging trend with respect to dental services is that an increasing percentage of EPSDT
participants have received dental services paid through Medicaid. Attachment LLL shows this
proportion increased from 41.0% in 2004 to 59.3% in 2009. Still, overall access remains poor. Largely in
response to the observations and suggestions collected through the Natural Wonders assessment
process, Arkansas Children’s Hospital has recently purchased and equipped two large mobile dental
units that will travel the state offering both preventive and restorative dental services to children. Other
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co-sponsors of these vans include Delta Dental, Ronald McDonald House Charities, and Tyson Foods. To
address the shortage of dentists, UAMS is reportedly discussing the feasibility of adding a dental school,
admittedly a long-term strategy. Nonetheless, all agree that access will certainly not improve until more
providers exist within the state.

Mental health services for children and adolescents in Arkansas come from a variety of sources. In
larger cities, private practice psychiatrists, clinical psychologists, and an array of other licensed providers
offer counseling services for youth. As elsewhere in the U.S., the supply of child psychiatrists in the state
is extremely thin. Most of these reside in Little Rock, and many are employed through the UAMS
Department of Psychiatry. That department offers both inpatient and outpatient services for disturbed
children, particularly the more severely affected. A number of private inpatient and outpatient facilities
for children and youth exist around the state, many of which receive state support through Medicaid
and other DHS funds (see Attachment MMM). Many of the inpatient programs have specific treatment
plans and units for issues such as substance abuse, sexual offenses, mood disorders, and various forms
of psychosis. As with primary care and dental services, access in general is best for children in larger
urban areas and for those with health plans providing coverage for such services.

3) Direct services for children with special health care needs

The Title V CSHCN program continues to provide “gap filling” assistance in the form of payment for
specialty direct health care. The program no longer sponsors clinics as was done in decades past;
however, the financial assistance to pay for the direct care provided at Arkansas Children’s Hospital and
other specialists around the state is ongoing. During the most recent fiscal year, the program assisted in
payment for acute or specialty care for 965 children and youth. Among the groups covered were
children and youth who have Medicaid coverage through ARKids B (the SCHIP program), but lacked the
coverage for hearing services and hearing aids, orthotics, therapeutic intervention such as physical and
occupational therapy, and assistance with PKU food products. Other assistance was provided to
CYSHCN with mobility issues and the need for wheelchair ramps to their home or lifts in the family van
to assist with transportation. A significant number of the children and youth served were served only to
assist the family in financing the services required to obtain a diagnosis of a new health condition. This
coverage is provided regardless of the later determination of financial ineligibility for ongoing services.
For those children and youth who continue to receive ongoing program financial support for direct
services, coverage is available for assistance with the cost of physician services, inpatient and outpatient
hospital care, radiology, laboratory, prescription medications and medical supplies, and durable medical
care. Continuous screening is done to assure that individuals that are eligible for Medicaid coverage
obtain that coverage. The program currently covers approximately 90 undocumented children and
youth with special needs paying for eligible