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Training Guidelines and Program Descriptions

The American Nurses Association “Public Health Nursing: Scope and Standards of Practice”1 practice guidelines describe the standards of practice, standards of professional performance and provide measurement criteria for public health nursing care.  These standards of public health nursing practice are meant to guide, define, and direct health professional nursing practice in all settings. 
In order to remain consistent and in alignment with these nationally recognized standards of public health nursing practice, the Department for Public Health Administrative Reference “Training Guidelines and Program Descriptions” chapter provides specific training guidance and program overviews for the clinical and community health services provided in local health departments.  
One of the standards of Professional Performance which specifically relates to training and competencies, Education, states “The public health nurse attains knowledge and competency that reflects current nursing and public health practice.”   
The measurement criteria for this standard include the following guidelines:
The public health nurse:
· Participates in ongoing education activities to maintain and enhance the knowledge and skill necessary to promote the health of the population.

· Seeks experiences to develop and maintain competence in the skills needed to implement policies, programs, and services for populations.

· Identifies learning needs based on nursing and public health knowledge, the various roles the nurse may assume, and the changing needs of the population.

· Identifies changes in the statutory requirements for the practice of nursing and public health.

· Maintains professional records that provide evidence of competency and lifelong learning.

· Seeks experiences and formal and independent learning activities to maintain and develop clinical and professional skills and knowledge.

Additional measurement criteria for the Advanced Practice Public Health Nurse include:
The advanced practice public health nurse:
· Uses current research findings and other evidence to expand nursing and public health knowledge, enhance role performance, and increase knowledge of professional issues.

1 American Nurses Association (2007), Public Health Nursing: Scope and Standards of Practice.  Silver Spring, MD: Nursesbooks.org.
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	Abstinence Education
	Adult Preventive
	Arthritis
	Asthma Program

	Description
	Provide education to decrease early sexual activity and teen pregnancy.
	Provides for age-appropriate health screening or services.
	Provides the following CDC approved interventions for arthritis: Arthritis Foundation Exercise Program, Walk with Ease program, Chronic Disease Self-Management Program, Enhance Fitness Program. 
	Provides public and professional asthma education and awareness, in order to decrease asthma morbidity and mortality and improve the quality of life for people with asthma in KY.

	Target
	Adolescents age

10 – 19.
	Adults 21 and above needing access to preventive health services.
	Persons with self-reported or MD diagnosed arthritis. 
	Adults and children with asthma in Kentucky

	Category
	I.B.
	II.
	I.B.
	I.B.

	Laws, Regs
	Title V,

PL 104-193
	KRS 211.180
	
	

	Funding

Sources
	Federal – CDC
	State General & Local
	CDC or Local Funding
	Federal – CDC funding

	Cost Center
	837
	810
	856
	722

	Staff Req.
	Recommend experience with adolescents.
	MD, APRN, PA or RN.

Support: LPN & other appropriately trained health professionals.
	Health Educators, Program Coordinators. Staff must become Certified instructors for the applicable program.
	Varies with level of services: certified asthma educator, RN, health educator

	Training Req.
	A-H Compliant with curricula abstinence education definition as defined by law PL 104-193
	All staff are expected to have appropriate licensure and training for services provided.

	Each program has specific required training either in person or online depending on program.  DPH may also require training on reporting to meet CDC requirements
	Asthma 1-2-3 one hour training – Optional– Asthma Educator Institute –  Healthy Homes Specialist Training required for funded sites.

	Competencies
	Under Development

	Reporting
	Semi and annual progress report in approved format
	PSRS
	Classes taught and reach.  Annual progress report in approved format.
	Special Projects  as approved

	References
	
	
	
	

	Division
	DWH
	PQI / Chronic Disease Branch
	PQI / Chronic Disease Branch
	PQI


* KEY:

Category I.A. = Core service, required by statute or regulation.

Category I.B. = Preventive service for specific populations from appropriated funds.

Category II. = Local option service, provided after mandated services are assured.

TA = Trust and Agency (fees)

GF = General Fund

EHMIS = Environmental Health Management Information System

RS = Registered Sanitarian
CCSG = Core Clinical Service Guide
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	Breastfeeding Peer Counselor Program
	KY Women’s Cancer Screening Program

	Description
	Provides paraprofessional, peer to peer breastfeeding information and support to pregnant and breastfeeding mothers on the WIC Program. 
	Provides breast & cervical cancer screening & follow-up services to promote optimal outcomes for women.

	Target
	WIC Program participants who are pregnant or breastfeeding. 
	All women ages 21–64, without insurance and at 250% or below of federal poverty guidelines.

	Category
	I. B. 
	I.B.

	Laws, Regs
	
	KRS 214.554,

P.L. 101-354,

P.L. 101-183, and 

P.L. 101-340.

	Funding Sources
	Federal WIC Breastfeeding Peer Counselor Grant funding to selected agencies
	Federal - CDC, State General Fund.

	Cost Center
	840
	813

	Staff Req.
	Peer Counselors must have breastfed at least one baby for six months and previously been or currently are a WIC participant.

See further information under the Breastfeeding Peer Counselor Program Description in this section.  
	Clinical Screening: MD, APRN, or PA recommended.  RN with cancer screening certification. 

Nurse Case Manager: (APRN, RN, or LPN)

	Training Req.
	Peer Counselor - Must complete 12 modules of Loving Support Through Peer Counseling. Must have 4 hours continuing education every year. Must attend the WIC Program Peer Counselor Meetings.

Supervisor – Must have completed Loving Support Through Peer Counseling supervisory training and State Agency provided Breastfeeding Peer Counselor Supervisor Training. Must attend WIC Program Peer Counselor Meetings.
	Clinical Screening: Cancer screening training with preceptorship in CBE, Bimanual exam and Pap. 

If nurse has a lapse of one (1) year in providing either service, she/he must contact DPH to determine training needs.
NCM: After completion of modules listed in Cancer Section of CCSG, one (1) One-on-one training of new Nurse Case Mangers (NCM) with DPH Clinical Coordinator prior to assuming NCM role after completion of required TRAIN modules listed in CCSG Cancer Section

Annual Update 

	Competencies
	Under Development

	Reporting
	Breastfeeding Peer Counselor Program 
	PSRS, Special KWCSP reports

	References
	Loving Support Through Peer Counseling (USDA Required Curriculum), WIC and Nutrition Manual, AR
	CCSG

	Division
	MCH
	DWH


*   Refer to front page for a Key to Categories and Abbreviations.
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	Cardiovascular Health Program
	Child Fatality Review
	Colon Cancer Screening Program

	Description
	Provides public & professional awareness, community education, quality improvement & community mobilization to reduce the incidence & complications of cardiovascular disease. 
	Multidisciplinary review of child deaths to identify preventable factors.
	Provide colon cancer screening interventions and outreach and education. 

	Target
	All Kentuckians at risk for CVD with special emphasis on school age youth, women, rural & the African American populations.
	Unexpected or unexplained deaths of children < 18 years of age.
	Uninsured adults 50-64 and others with increased risk factors. 

	Category
	I.B.
	I.B.
	I.B.

	Laws, Regs
	
	KRS 211.684 
	KRS 214.-540-544

	Funding Sources
	Federal – CDC funding for special projects.
	Core Public Health Block Grant
	Public and private funding coordinated through KDPH.

	Cost Center
	832
	818  
	770 Clinical and 738 Outreach and Education.

	Staff Req.
	Varies with level of services: nurse, RD or certified nutritionist, &/or health educator.
	LHDs are required to have a representative on the local team.
	LHDs are required to designate a patient navigator and manage the fiscal funding through any contracted entity.

	Training Req.
	Varies with level of services provided. 
	Recommend MECAN series of online modules and grief counseling modules via TRAIN 
	Patient Navigation and reporting system and program requirements as provided by KDPH staff.

	Competencies
	Under Development
	Under Development
	

	Reporting
	Special project reports
	Coroner Reports & Vital Statistics.
	Data submitted through the state lab system, services in PSRS, participation in monthly conference calls, and site visit audits.

	References
	CCSG
	AR
	

	Division
	PQI
	MCH
	PQI


*
Refer to front page for a Key to Categories and Abbreviations.

TRAINING MATRIX GUIDELINES*

(continued)
	
	Diabetes

	Description
	Provides a variety of diabetes prevention and control efforts. Since funds are not sufficient to support implementation of all aspects of the program statewide, the program is implemented at three levels of activity:

Basic: Provides/coordinates public awareness activities regarding diabetes, prediabetes, and associated community resources; completes/updates a diabetes community assessment and enters information into the KY Diabetes Resource Directory – https://prd.chfs.ky.gov/KYDiabetes Resources/; and provides basic diabetes self-management support services (DSMS).
Enhanced:  All of the above plus - Provides leadership to establish/maintain local coalitions provides/assures access to comprehensive diabetes self-management training (DSME/T); and provides leadership to establish or maintain the Diabetes Prevention Program DPP.   
Comprehensive: All of the above activities within  the service  region plus projects/efforts  of state-level significance such as provision of professional education, participation in the state coalition (KDN), leadership for referral mechanisms and sustainability activities for DSME and DPP programs in KY,

	Target
	Kentuckians with or at risk for diabetes.

	Category
	I.B.

	Laws, Regs
	KRS 390.325-390.339 (Diabetes Educator Licensure Law)

	Funding Sources
	Federal – CDC and State General.

	Cost Center
	809, 841

	Staff Req.
	Clinical/DSME/T providers: RN, RD, LDE  or Certified Nutritionist
Community service providers: Varies with level of service.  Licensure as a Diabetes Educator (LDE) and/or Certification as a diabetes educator (CDE) preferred for Enhanced and Comprehensive levels.

	Training Req.
	Initial Training for DSME/T providers:   A training program including on-line modules plus, in-person and observation. A training program including   are required and available through the Diabetes Program. Contact the Diabetes Program staff at (502) 564-7996 to obtain access to these trainings.

Updates/Continuing Education:

Those with Accredited/Recognized DSME/T programs and those that are Licensed Diabetes Educators (LDE) must have 15 hours of diabetes related CE annually.  Those renewing their CDE by continuing education must obtain 75 hours over a 5 year period.
.

Community-service/DSMS providers: Varies with level of service. 

	Competencies
	Competencies for Diabetes Educators -  http://www.diabeteseducator.org/ProfessionalResources/position/competencies.html

	Reporting
	PSRS, Catalyst Diabetes

	References
	CCSG Nutrition Section of the WIC and Nutrition Manual  Competencies for Diabetes Educators -  http://www.diabeteseducator.org/ProfessionalResources/position/competencies.html

	Division
	PQI


*Refer to front page for a Key to Categories and Abbreviations.

TRAINING MATRIX GUIDELINES*

(continued)

	
	Family Planning

	Description
	Provide FDA approved methods of birth control & counseling to reduce unplanned & mistimed pregnancies.

	Target
	Priority to families 

< 100% poverty.

	Category
	I.B.

	Laws, Regs
	Federal Title X PL 91-572 

	Funding Sources
	Federal Title X.

	Cost Center
	802

	Staff Req.
	Medical: MD, APRN or PA. 

Counseling: RN, LPN or appropriately trained health professional.

	Training Req.
	Mandatory Initial Orientation for all new staff:

· “Inspiring Staff about Family Planning”: TRAIN #1015638;

· WEBCAST “Mandatory Reporting of Child/Adult Abuse, Neglect, Violence and Human Trafficking per Kentucky Statute” TRAIN #1028362.
· Family Planning Basics:  http://fpntc.org/training-and-resources/family-planning-basics
Mandatory Annual:

· MDs, APRNs, RNs, and LPNs - 3.0 hours of training or contact hours each fiscal year; Support staff - one training each fiscal year. 

· MODULE “Kentucky State Laws Regarding Mandatory Reporting & Human Trafficking”: TRAIN #1034386.
· Recommended One Time Training
· Cultural competency training:  TRAIN #1023565 “Culturally Competent Nursing Care:  A Cornerstone of Caring or TRAIN #1042680 “Cultural Competency:  The Impact on Health Equity.

The Annual Family Planning Training Calendar (approved and distributed by the Family Planning Program) lists all family planning trainings available for family planning staff each fiscal year.  

	Competencies
	Under Development

	Reporting
	PSRS

	References
	CCSG

	Division
	DWH



*   Refer to front page for a Key to Categories and Abbreviations.
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	Folic Acid
	Genetics
	HANDS

	Description

	Provides multivitamins with 0.4 mg. of folic acid & counseling to prevent neural tube defects.
	Regional outreach services to provide genetic counseling, diagnosis & education.
	Voluntary home visits to support at risk parents during prenatal period & up to child’s second birthday.

	Target
	Women of childbearing age.
	Anyone with a suspected genetic risk.
	Pregnant women (first time parents) & their infants & toddlers.

	Category
	I.B.
	I.B.
	I.B.

	Laws, Regs
	KRS 200.703 
	
	KRS 211.690 

	Funding Sources
	KIDS NOW Tobacco Settlement Funds
	For selected sites.

Federal – MCH Block, State General
	Phase I Tobacco Settlement and Federal Medicaid

	Cost Center
	802
	802
	853

	Staff Req.
	Nurses, nutritionists, dietitians, health educators or physicians may provide counseling.
	RN Coordinator, works with UK or UL genetic team
	Coordinator: RN, SW or other professional

Supervisor: Licensed RN/SW

Family Support Worker:  high school diploma or GED

Parent Visitor: RN, SW or other professional

RN/SW Visitor: RN or SW

	Training Req.
	Folic Acid training module 
TRAIN #1017232

	Periodic training updates
	Mandatory core, curriculum and advanced training along with annual basic wrap around hours.
Basic computer training recommended.


	Competencies
	Under Development

	Reporting
	PSRS
	PSRS
	HANDS web-based system

	References
	CCSG
	CCSG
	CCSG

	Division
	DWH
	MCH
	MCH


*   Refer to front page for a Key to Categories and Abbreviations.
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	Home Health

	Description
	Provides intermittent health & health related services to patients in their place of residence under MD prescribed plan of treatment.

	Target
	Anyone referred from a physician in need of service as described in 902 KAR 20.081.

	Category
	II.

	Laws, Regs
	902 KAR 20.081, Medicare, Medicaid, CHFS Licensure, HIM-11, HIM-15.

	Funding Sources
	Medicare, Medicaid, insurance & private pay

	Cost Center
	861 through 868

	Staff Req.
	RN coordinator (full time).  Additional qualified & licensed staff as needed.

	Training Req.
	Home health nurses will receive on the job training as applicable to their position. Other training may be provided by the Kentucky Home Health Association or other organizations when workshops are available.  

Training includes:

1. Must Demonstrate clinical competency

2. Medicare and Medicaid home health guidelines regarding qualifications and covered home health services   

3. Medicare Home Health Advance Beneficiary Notices and notice of Medicare Non-Coverage

4. Patient Rights and Confidentiality, acceptance of patients for services  

5. Medicare Conditions of Participation, Medicare PPS & ICD-9 coding

6. State licensure requirements for home health agencies 

7. Role of other disciplines in home health (Aide, PT, ST, OT, MSW)

8. Completion of OASIS (Start of Care, Transfer, Resumption of Care, Follow-up, Significant Change in Condition, and Discharge)

9. Completion of Plan of Treatment, Clinical documentation guidelines

10. Use of point of entry software system if applicable

11. Scheduling visits, Recording physician verbal orders & On-Call responsibilities

12. Supervision of Home Health Aides

13. Coverage, guidelines and all other home health payer sources/programs such as EPSDT Special Services, Model II Waiver, Home and Community Based Waiver

14. Outcome Based Quality Improvement & Quality Management

15. Infection Control/Risk Management in the home setting

Home Health Aides - Minimum of 12 hours in-service annually.

Home health aides must have completed a nurse’s aide course and received certification.  In lieu of the aide certification, the home health agency may provide the training which includes 75 hours of classroom training and 16 hours of supervised practical training. The training must follow regulations per Federal Register, Title 42, Chapter IV, Part 484 Home Health Services. The home health agency must conduct a competency evaluation (by a Registered Nurse) and performance review of each aide no less frequently than every 12 months. In addition, the aide must receive at least 12 hours of in-service training during each 12-month period.  

	Competencies
	Under Development

	Reporting
	HH Billing System

	References
	

	Division
	AFM


*   Refer to front page for a Key to Categories and Abbreviations.
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	Immunizations
	Immunization: Vaccine Coordinator

	Description
	Provides immunizations and immunization education to promote the health of Kentuckians by decreasing the incidence of vaccine preventable diseases.
	Provides immunization education to promote the health of Kentuckians by decreasing the incidence of vaccine preventable diseases and assures the use of quality vaccine.

	Target
	Primarily children & some adults.
	Primarily children & some adults.

	Category
	I.A.
	I.A.

	Laws, Regs
	KRS 214.034 

KRS 214.036 

902 KAR 2:060 
	KRS 214.034 

KRS 214.036 

902 KAR 2:060

	Funding

Sources
	Federal – CDC, State General Fund.
	Federal- CDC, State General Fund

	Cost Center
	800/801
	800/801

	Staff Req.
	Nurses
	Health Educators, Program Coordinators, lay people, RNs, Experienced paraprofessional working under the supervision of professional staff.

	Training Req.
	Requires familiarity with recommendations and references.

· www.cdc.gov/vaccines/pubs/videos-webcasts.htm  

· www.cdc.gov/vaccines/pubs/textbks-manuals-guides.htm
· www.cdc.gov/vaccines/vpd-vac/default.htm

	Requires familiarity with recommendations and references.

· www.cdc.gov/vaccines/pubs/videos-webcasts.htm
·  CDC Vaccine Storage & Handling Toolkit

· www.cdc.gov/vaccines/vpd-vac/default.htm
· In Person training by Immunization Program Field Staff

· DPH Storage & Handling Webinars, conferences, or trainings


	Competencies
	Under Development

	Reporting
	PSRS
	

	References
	Vaccine Preventable Disease
	Vaccine Preventable Disease
KY Immunization Program Provider Manual

	Division
	EPI & HP
	EPI & HP


*   Refer to front page for a Key to Categories and Abbreviations.
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	Lead 

	Description
	Provides blood lead screening to identify elevated blood lead levels & case management/environmental follow-up services for persons with elevated lead levels and lead poisoning.

	Target
	Children 72 months of age and younger & pregnant women.

	Category
	I.A.

	Laws, Regs
	KRS 211.900-211.905 ,

902 KAR 4:090 
KRS 211.994

	Funding

Sources
	Core Public Health Block Grant

	Cost Center
	818 Chap 5

	Staff Req.
	All LHD staff obtaining blood lead specimens 
All nurses performing lead screenings, case management/follow-up services

Environmentalists performing Onsite Visual Investigations and/or Certified Risk Assessments

	Training Req.
	CLPPP Case Coordinators and Case Managers are required to complete the Lead Case Management Training Module 1023366 on TRAIN within 6 months

All LHD staff obtaining blood lead specimens must view CDC’s Blood Lead Collection Guidelines at: http://www.cdc.gov/nceh/lead/training/blood_lead_samples.htm 

ALL LHD staff obtaining blood lead specimens must be familiar with their analyzing labs’ requirements on blood lead specimen collection. (check with the LHD lab)

Annual: Mandatory update trainings when posted 

Certified Risk Assessors are required to complete the lead prevention portion of refresher courses provided by DPH’s Environmental Lead Program.

	Competencies
	
Under Development

	Reporting
	PSRS

	References
	CCSG: Lead Section; Forms and Teaching Sheets/Lead Section, ACH 25, ACH 94; Follow-up/Internal Tracking; Prenatal Section; Preventive Guidelines, Pediatrics Section; and AR Environmental Section

	Division
	MCH


*   Refer to front page for a Key to Categories and Abbreviations.
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	Nutrition
(Community)
	Nutrition
 (MNT)

	Description
	Provides public and professional awareness, community education, and community mobilization to promote optimal nutrition.
	Provides Medical Nutrition Therapy to individuals & groups to promote optimal nutrition.

	Target
	Community through nutrition activities.
	Individuals with a medical problem for which dietary therapy can be beneficial (Medical Nutrition Therapy - MNT).

	Category
	I.B.
	I.B.

	Laws, Regs
	
	KRS 310; 201 KAR 33

	Funding

Sources
	Federal MCH Block, & State General.
	Federal MCH Block, & State General, Medicaid & Medicare, local fees, and other third party payers.

	Cost Center
	805
	805

	Staff Req.
	Varies with level of services: Registered Dietitian, Certified Nutritionist, Nurse, &/or health educator.
	MNT counseling can only be provided by a Registered/Licensed Dietitian or a Certified Nutritionist.


	Training Req.
	Varies with level of service, minimum of 4 hours of Continuing Education annually.
	Annual 15 hours of continuing education required to maintain license or certification.


	Competencies
	Knowledge of Nutrition, and Dietary Guidelines for Americans
	Effective education and counseling skills to facilitate behavior change.  Knowledge of Nutrition, and Dietary Guidelines for Americans.  Ability to evaluate emerging research for application in dietetics practice.

	Reporting
	Community Reporting System
	PSRS

	References
	WIC and Nutrition Manual, AR
	WIC and Nutrition Manual, AR, & Academy of Nutrition  and Dietetics Nutrition Care Manual

	Division
	MCH
	MCH
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	Oral Health: Nursing
	Oral Health: Public Health
Dental Hygiene

	Description
	Provide fluoride varnish application, fluoride supplies, supplements & training & water testing to reduce caries.
	Provide preventive dental services in accordance with Public Health Dental Hygiene Program standards.

	Target
	Children 6 months through 6 years of age for Fluoride Supplement program.

Fluoride Varnish for children birth (eruption of first tooth) through age 5.
	Patients in need of primary dental prevention whose needs meet the scope of practice of a Public Health Registered Dental Hygienist.  

	Category
	I.B.
	

	Laws, Regs
	KRS 211.180(1)(a) 
	KRS 313.040 and 201 KAR 8:562 

	Funding

Sources
	State General Funds for Supplementation Program. Medicaid and Tobacco Settlement Funds for Varnish Program.  
	State General Funds, Medicaid and Local Public Health Tax Funds.

	Cost Center
	712, 846, 818
	733

	Staff Req.
	RN contact, APRN, RN, LPN, RDH, DMD, DDS – Who have completed KIDS Smile Fluoride Varnish training.
	RDH with Certificate as a Public Health Registered Dental Hygienist

	Training Req.
	Kids Smile Fluoride Varnish training. 

Course presentation available upon request.


	Public Health Orientation

Dental Preventive Program Orientation and Training available upon request

	Competencies
	Supplementation: Education of Program as taught by Supervising Nurse

Varnish:  Completion of KIDS Smile Curriculum as presented by the Oral Health Program/Staff. 
	Experience as required by Kentucky Law.  

	Reporting
	PSRS
	PSRS

	References
	AR Addendum to the CCSG, Summer 2014.  
	Addendum to Public Health Programs or the CCSG.

	Division
	MCH
	MCH
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	Osteoporosis
	Physical Activity
	Prenatal

	Description
	Promote or provide evidence-based strategies and interventions which will prevent osteoporosis in individuals over the life continuum and improve falls prevention and reduce fractures related to osteoporosis in the older population at a community level. 
	Promote/ or provide evidence-based strategies and interventions including policy and environment approaches for physical activity across the lifespan.

Reference: The Guide to Community Preventive Services http://www.thecommunityguide.org/pa/index.html
	Assures prenatal services either directly or by referral.

	Target
	Community at large children through adults. 
	Community at large,
	Pregnant women without a secondary payment source for prenatal care; income at or below 185% FPL.

	Category
	I.B.
	I. B.
	I.A.

	Laws, Regs
	
	
	902 KAR 4:100

	Funding

Sources
	Federal PHHSBG funding for targeted approaches
	State General & Local with supplemental federal PHHSBG funding for special projects.
	Core Public health Block Grant & State General Funds.

	Cost Center
	723
	857
	803

	Staff Req.
	Health educators, community lay leaders or others designated by the LHD
	Health Educators, community lay leaders, ,  or others designated by the LHD 
	Medical: MD, APRN, CNM, or PA.

Support: RN, LPN.

OB consultation must be available. 

	Training Req.

	National Osteoporosis Foundation,  and Falls Prevention

http://nof.org/learn/prevention
	*Required Trainings of the specific 857 strategies targeted through federal funding
 
	Initial:  Nurses must complete a DPH approved Prenatal/Postpartum Comprehensive Training within one year of hire/assignment to a health department prenatal clinic.  

Annual:  Nurses who work in a health department prenatal clinic must also complete a DPH approved one day Prenatal/Postpartum Update annually.

	Competencies


	Knowledge of osteoporosis prevention strategies including nutrition, physical activity and falls prevention
	Knowledge of physical activity guidelines and Built Environment (Smart Growth Principles)

Environment and Policy Approaches

Behavioral and Social Approaches

Community Wide Campaigns

	Under Development

	Reporting
	Through approved format for federal funding
	Through approved format for federal funding
	PSRS

	References
	
	
	AR

	Division
	PQI
	PQI
	MCH
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	Reportable Disease
	Resource Persons

	Description
	Provides surveillance, investigation & follow-up/response for reportable conditions and outbreaks of non-reportable conditions (MRSA).
	Provides home visiting, support & referrals to promote healthy mothers and babies.

	Target
	General public with an identified or suspected condition of public health importance.
	Teens enrolled for maternity services.

	Category
	I.A.
	I.B.

	Laws, Regs
	KRS 211.258

902 KAR 2:020
	

	Funding Source
	Federal - CDC & State General.
	Federal – PSBG & State General.

	Cost Center
	800, 801 and 807 plus function code 152
	852

	Staff Req.
	Nurses, Epidemiologists

Environmentalists as needed for suspected/food and waterborne outbreaks.
	Experienced parent or paraprofessional working under the supervision of professional staff.

	Training Req.

	a.
Reportable Disease staff must be an active member of the local health department’s Epi Rapid Response Team.

* Attend a two day beginners training session for ERRT.

* Attend the application day exercise in the first year as an ERRT member.

* Attend the application day exercise once every three years as a refresher.

* Complete four hours of approved contact hours annually.

* Attend two annual ERRT conferences within a four year period.

b.
Reportable Disease staff nurses without formal epidemiology training are expected to complete the CDC course: 

Principles of Epidemiology in Public Health Practice.

C.
State and  LHD Reportable Disease staff must complete KY Disease Surveillance Module Training
	Specific training, 14 days total.



	Competencies
	Nurses are expected to:

Have a basic understanding of epidemiology regarding the ten steps of outbreak investigation and data collection methods.
Epidemiologists are expected to:

Have a comprehensive understanding of epidemiology involving outbreak investigations and data analyses and serve as a resource to reportable disease nurses in their region.  Regional Epidemiologists are required to update necessary staff with case definitions, epi curves, line lists, and reports during an outbreak investigation.
	Under Development

	Reporting
	Reportable Diseases Form, (EPID 200 ) Disease Surveillance Module (Electronic)
	PSRS

	References
	Reportable Disease Desk Reference
	AR

	Division
	Division of Epidemiology and Health Planning
	MCH


*   Refer to front page for a Key to Categories and Abbreviations.
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	School Health: Coordinated
	School Health: Nursing Services

	Description
	Provides seven of the eight components of coordinated school health:

1. Health Education;

2. Physical Education;

3. Nutrition Services;

4. Counseling,  Psychological, & Social Services;

5. Healthy & Safe School Environment;

6. Healthy Promotion for Staff;

7. Family & Community Involvement.

(Should be synchronized with Clinical Health Services (Health Services) which completes the 8 components.)
	Includes preventive health services, education, emergency care, referral & management of acute & chronic conditions in a school setting. Synchronize clinical with coordinated school health services.

	Target
	School aged & adolescent children up to age 21.
	School aged & adolescent children up to age 21.

	Category
	IB
	I.B.

	Laws, Regs
	Must be carried out in accordance with KDE & DPH mandates.
	KRS 156.501 KRS 156.502,  KRS 314.011,  & 

KDE & DPH mandates.

	Funding Source
	PSBG, Federal MCH Block Grant, State General & contracts with schools.   
	Medicaid, LHD local tax dollars, and LHD local reserves

	CostCenter
	Determined by Community-based Plan.
	Determined by ICD-9 code.

	Staff Req.
	Health Educators, Dietitians, Nutritionists, Nurses & support staff, as appropriate.
	Nurses for clinical/ nursing functions. Other staff as appropriate: Health Educators, Dietitians, Nutritionists, & support staff.

	Training Req.


	No mandatory training. Please note that training and technical assistance is available through the CSH Team at KDE & KDPH
	Mandatory

All registered nurses must complete:

The state approved Pediatric Assessment/Well Child Certification Program. (Only applies to nurses providing Well-Child Preventive services. This certification must be completed before billing for services can occur.)

1. Required to attend one update provided by the Well Child Program every three years or other 6 CE Pediatric Assessment program pre-approved by the Well Child Coordinator.

2. BLS Adult/Child & infant CPR, First Aid & AED certification (as appropriate) and maintain certification status as required.

3. Train the Trainer Program-Medication Administration Training for the Non-Licensed School Personnel.

4. KY School Nurse Association Orientation for New School Nurses.

5. Complete all trainings specific for services provided as required in the CCSG & AR.

	Competencies
	Under Development

	Reporting
	PSRS (Community Health Services Report) and KDE required reports.
	PSRS, (Community Health Services Report) & KDE reports.

	References
	CCSG, KDE references.
	CCSG, KDE references.

	Division
	MCH
	MCH
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	Sexually Transmitted Disease and HIV/AIDS
	Tobacco Use Prevention and Cessation

	Description
	Provides education, surveillance, diagnosis, treatment, & contact follow up for sexually transmitted diseases.
	Provide the services directly or indirectly.

A service is being provided indirectly when the LHD does the following:

1. Send DPH a letter outlining what facility will provide the service;

2. Refer and set up an appointment for the patient at that facility; 

3. Assist the patient with applying for insurance where needed;

4. Receive invoices for payment with itemized specific services; and 
5. Collect and report the metrics where applicable.
The single most important step in addressing tobacco use and dependence is screening for tobacco use.  

1. All Health Departments shall ensure that tobacco use status identification is prominently visible in the patient’s file.  Documentation shall include status, referrals, progress and follow-up.

2. Tobacco use status questions shall be asked and recorded for every visit.  

3. Every patient identified as a smoker shall be advised to quit at every visit.  This advice shall be clear, strong, and personalized to the patient.

4. Each patient identified as a smoker shall be assessed as to willingness to quit.  

5. Assist every smoker who wants to quit by providing educational materials, referrals to cessation services.

6. Patients, parents of small children exposed to secondhand smoke, and pregnant women shall be informed of the health effects of exposure to secondhand smoke. 

At the minimum, each visit should include the 2 A’s Plus 1 R:

Ask. Find out about your client’s smoking status.

Advise. Explain the benefits of being smoke-free, and let them know they need to stop.

Refer. Verbally refer the patient to cessation resources such as Cooper/Clayton Method to Stop Smoking or Kentucky’s quitline (800-QUIT NOW [1-800-784-8669])

Cessation Referral Sources:

Quit Now Kentucky is a telephone and/or online service that helps Kentuckians quit smoking or using tobacco products.  Kentuckians who want to stop using tobacco within the next 30 days or are concerned about a family member or friend’s tobacco use can call 1-800-Quit-Now (1-800-784-8669) from 8am to 1am EST (7am to 12 midnight CST) Monday through Sunday.  If contemplating quitting log on to www.QuitNowKentucky.org for resources to help you get ready to quit.  All cessation services are available in English and Spanish.
Freedom From Smoking is an eight week tobacco cessation intervention developed by the American Lung Association.  This series of sessions identifies why a smoker smokes, options for nicotine replacement therapy and pharmacotherapy, helps tobacco users set a quit date, and provides support to remain tobacco-free.  Lectures, group discussion, and skills practice focusing on a variety of evidence-based cessation practices are led by a trained facilitator.  Certification is required.

Cooper/Clayton Method to Stop Smoking is a twelve-session cessation intervention developed by Drs. Thomas M. Cooper & Richard R. Clayton of The Institute for Comprehensive Behavioral Smoking Cessation.  The program combines counseling with nicotine replacement therapy and social support to maximize success with minimal relapse.  A trained facilitator, primarily in a group setting, provides the intervention, which addresses all aspects of smoking-physical, psychological, and behavioral. 

Tobacco Treatment Training CME courses for nurses and tobacco prevention and cessation specialists at http://www.tobaccoquitter.com/tobacco-cessation-counseling/training-cme.   

	Target
	Individuals who are at increased risk for acquiring STDs as well as individuals diagnosed with STDs
	Current smokers & youth as future potential smokers.

	Category
	I.A.
	I.A.

	Laws, Regs
	KRS 211 and KRS 214 
902 KAR 2.080 
	

	Funding Source
	CDC – Prevention Funds and State General Funds
	Federal - CDC & State Master Settlement Agreement

	Cost Center
	807
	836

	Staff Req.
	Healthcare providers, disease intervention specialists and support staff
	Minimum 0.25 FTE if <$18,000; 0.50 FTE if >$18,000; 1.00 FTE all Districts, Lexington, and Louisville

	Training Req.

	· Mandatory Clinical initial training

· Mandatory initial STD modules for all healthcare providers who provide STD clinic services.

· Mandatory STD Update every two years for CE’s.

· Mandatory HIV/AIDS Training

· DIS: Initial-Mandatory: STD Employee Development Guide, Introduction to Sexually Transmitted Disease Intervention (ISTDI), HIV CT course

· DIS: Advanced–Mandatory: Advanced Sexually Transmitted Disease Intervention (ASTDI)
	Minimum training: 

· Basics of Tobacco Control (BOTC) – Pathway to Change http://www.ttac.org/products/index.html
Resources:

· The Guide to Community Preventive Services: Tobacco Prevention and Control http://www.cdc.gov/tobacco/stateandcommunity/comguide/index.htm
· Best Practices for Comprehensive Tobacco Control Programs - 2014 http://www.cdc.gov/tobacco/stateandcommunity/best_practices/index.htm  

· Best Practices User Guide: Coalitions – State and Community Interventions http://www.cdc.gov/tobacco/stateandcommunity/bp_user_guide/index.htm   

	Competencies


	Under Development
	Under Development

	Reporting
	PSRS,  Provider Reports: Reportable Disease Form (EPID 200)

Lab generated reports or EPID 240
	CATALYST

	References
	CCSG and CDC Treatment Guidelines
	CCSG

	Division
	Epi & HP
	MCH


*   Refer to front page for a Key to Categories and Abbreviations.
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	Tuberculosis

	Description
	Finding and managing persons who have or who are suspected of having active tuberculosis (TB) and ensuring completion of therapy.  Finding and evaluating contacts of active TB patients and ensuring completion of appropriate treatment. Targeted tuberculin testing of persons in at risk groups and ensuring completion of treatment for latent tuberculosis infection (LTBI).

	Target
	General population at risk.

	Category
	I.A.

	Laws, Regs
	KRS 211  & KRS 215 ,511-600, 

902 KAR 20:016-200

902 KAR  2: 020-090 

	Funding Source
	Federal – CDC & State General Fund

	Cost Center
	806

	Staff Req.
	TB Coordinator: Each district and independent health department shall designate a registered nurse as TB coordinator.  

	Training Req.


	1. CDC Self Study Modules on Tuberculosis 

       (Modules 1-5, 2008)

       (Modules 6-9, 2000)

2. CDC MMWR Treatment of Tuberculosis, June 20, 2003, Vol. 52, No.RR-11

3. CDC MMWR Guidelines for Preventing the Transmission of Mycobacterium tuberculosis in Health-Care Settings, 2005, December 30, 2005, Vol. 54, No. RR-17. Errata 10/11/2007

4. CDC MMWR Targeted Tuberculin Testing and Treatment of Latent Tuberculosis Infection, June 9, 2000, Vol. 49, No. RR-6

5. CDC MMWR Guidelines for the Investigation of Contacts of Persons with Infectious Tuberculosis, December 16, 2005, Vol 54, No. RR-15.

For nurses and outreach workers whose duties are strictly related to tuberculosis these training requirements should be completed within 90 days of employment.

For TB Coordinators whose responsibilities include other areas beyond TB and for those staff nurses that may work in the TB program this training requirement should be completed according to the incidence of TB in the community.

· If 1 case or more of active TB has been identified in the county, in each year of the last five years – complete within 6 months of employment.

· If 1 case or more of active TB has been identified in the county in some of the last five years, but not each year– complete within 9 months of employment.

· If zero cases of active TB have been identified in the county in the last five  years – complete the requirements within 12 months.

	Competencies


	Recommended Trainings 

1. CDC MMWR Controlling Tuberculosis in the United States, November 4, 2005, Vol 54, No. RR-12

2. Attendance at national, state, and regional TB seminars

3. CDC Interactive Core Curriculum on Tuberculosis: What the Clinician Should Know. 

http://www.cdc.gov/tb/pubs/corecurr/index.htm

	Reporting
	TB CI-1

RVCT

TB-1 LTBI form 

TB-2 Contact Roster

Follow-up form for B1, B2 TB Classified Immigrants and Refugees 

	References
	CCSG, TB Chapter, CDC TB Guidelines, Red Book, Control of Communicable Diseases Manual,  Reportable Disease Desk Reference, 

	Division
	EPI & HP
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	Vital Statistics
	Well Child Pediatrics
	WIC

	Description
	Records all births, deaths, & other vital records by county of occurrence & forwards to DPH Vital Statistics Br.
	Provide comprehensive health & history screening & assessment of the physical, mental & social well-being of children.
	Provides nutrition education & healthy foods for income & risk eligible individuals.

	Target
	General public
	Age birth to 21 years of age.
	Pregnant, breast-feeding, & post-partum women, infants and children up to age 5 at nutritional risk.

	Category
	I.A.
	I.B.
	I.B.

	Laws, Regs
	KRS 213.036 
	KRS 211.180  (i) (e)
	7 CFR Part 246;

Section 17 of the Child Nutrition Act of 1966;

902 KAR Chapter 18.

	Funding Source
	State T & A
	Core Public Health Block Grant
	Federal – USDA

	Cost Center
	890
	800
	804

	Staff Req.
	Local Registrar recommended by LHD director & appointed by Commissioner of DPH.
	Certified Well Child Registered Nurse or Advanced Practice Registered Nurse (APRN certified in Peds is exempt from Well Child certification)
	WIC Coordinator, Nutrition Education Coordinator and a Breastfeeding Coordinator MUST be designated.

Certifying health professional – MD, nutritionist, dietitian, APRN, RN, LPN, or PA.

	Training Req.
	Mandatory for all new registrars & mandatory updates.


	Mandatory for Well Child Pediatrics:

· Must complete the state approved Pediatric/Well Child Certification program lecture course modules on TRAIN, followed with a three day practicum. 

· Required to attend one update provided by the Well-Child program every three years or other 6 CE pediatric assessment program pre-approved by the Well-Child Coordinator.  RNs and APRNs that participate in the Kids Smile Fluoride Varnish Program are required to complete the Kids Smile Fluoride Varnish Program.
	As required by Nutrition Services Branch.

WIC Policy and Procedures Training is available upon request.
WIC 101 module number 1033155 on TRAIN is required for all new staff and as a refresher for all existing staff.  

Civil Rights module 1020093 on TRAIN is required annually. 
Saving the Children – the History of WIC video module TRAIN number 1052630 is recommended for all new staff providing WIC services and as a refresher for all existing staff. 

Pronto Non-invasive modules numbered 1041662 and 1043029 are available for any staff that conducts hematological measures for the WIC Program. 
Certifying Health Professional who are designated to approve exempt infant formulas must complete the State Agency WIC Program Formula Training. 

	Competencies
	Under Development

	Reporting
	Certificates
	PSRS
	PSRS, CMS, Vendor agreements

	References
	Registrar Guidelines
	CCSG, AR
	WIC and Nutrition Manual, AR

	Division
	EPI & HP
	MCH
	MCH


*   Refer to front page for a Key to Categories and Abbreviations.
 Kentucky Women’s Cancer Screening Program

Laws, Regulations, Guidelines:

In 1990, legislation (KRS 214.554) established the Kentucky Women’s Cancer Screening Program (KWCSP) in the Department for Public Health.  The KWCSP provides breast and cervical cancer screenings, diagnostic follow-up services and case management utilizing federal grant monies from the National and Cervical Cancer Early Detection Program (NBCCEDP) as well as state and local funds.

The Breast and Cervical Cancer Mortality Prevention Act of 1990 (Public Law 101-354) established the Centers for Disease Control and Prevention’s National Breast and Cervical Cancer Early Detection Program.  The program provides breast and cervical cancer screening exams to underserved women, including those who are older, have low incomes, or are members of racial and ethnic minority groups.  The program operates in all 50 states, the District of Columbia, 6 U.S. territories, and 12 American Indian/Alaska Native organizations.  

KRS 214.554 created a Breast Cancer Advisory Committee, which advises the Commissioner of the Kentucky Department for Public Health.  This committee must “provide input in the development of guidelines for access to the program and the monitoring of the quality of services provided through the program.”

Target Population:

KWCSP targets high risk, minority populations and those who are geographically or culturally isolated from existing services, to receive early detection of breast and cervical cancer screening. 

A woman may be eligible for low cost breast and cervical cancer screening through the KWCSP if she meets the following requirements:  21 to 64 years of age, household income at or below 250% of the current annual federal poverty guideline, uninsured and has no third party payer source (no Medicare, no Medicaid and no private health insurance).  

Funding:

In 1990, Kentucky state general funds were made available for breast and cervical cancer screening services administered by the Kentucky Department for Public Health through local health departments. 

In 1995, the program applied for and received federal funding for additional breast cancer screening services.  CDC requires a 60/40 distribution.  At least 60% of the funds must be used for direct clinical services.  No more than 40% of program funds may be allocated to other required program functions, such as:
· management activities,
· development and dissemination of public information and education (recruitment and outreach),

· improvement of the education, training, and skills of health professionals (professional development),

· establishment of mechanisms through which programs can monitor the quality of screening procedures and their interpretation (data management, quality assurance, and quality improvement),

· development and maintenance of partnerships, 

· surveillance and evaluation activities.  

No more than 10% of the 40% may be used for administrative expenses.

 The 60/40 distribution is the total amount of Federal monies awarded to the program.  It does not apply to non-Federal matching funds.
Special Requirements:

Staff Requirements –MD, APRN, or PA recommended.   Registered Nurse’s having completed a DPH “Comprehensive Reproductive Exam Training”.
Training-Nurse Case Managers:  Initial required Modules and face to face training with Case Management Coordinators. Mandatory Annual Women’s Health Updates.  Cancer screening training with preceptorship for APRN’s and RN’s in CBE (Clinical Breast Exam), Bi-manual exam, and pap screening.  If nurse has a lapse of one (1) year in providing either service, she/he must contact the “initial” training provider to determine training needs.

Reporting Requirements:

The KWCSP must submit an annual request for funding for CDC review and approval through the grant process.  If it is a noncompetitive, continuation year, an Interim Progress Report must be submitted.  Competitive grants must be submitted every five years. 

 A Financial Status Report (FSR) is due to CDC’s PGO 90 days after the end of each budget period.  An FSR is the mechanism by which unobligated financial assistance funds are officially reported to CDC. 

 Minimum Data Elements (MDEs) are a set of standardized data elements used to collect demographic and clinical information on women screened with National Breast and Cervical Cancer Early Detection Program (NBCCEDP) funds.  The MDEs should include screening and/or diagnostic data for eligible women in either of the following scenarios:
· Services solely paid for by NBCCEDP funds

· Services paid for in part by NBCCEDP funds and any other funding source (e.g., State) with the ability to distinguish the funds contributed by the NBCCEDP.

Screening and diagnostic data collected on women reported in the MDEs must meet all data quality standards set by CDC and be complete and accurate.  MDE submission to CDC occurs bi-annual on April 15th and October 15th.

Billing and Coding Procedures Specific to Program:

A woman may be eligible for the KWCSP if she: is 21-64, have a household income at or below 250% of the current annual federal poverty guideline, uninsured and has no third party payer source (no Medicare, no Medicaid, and no private health insurance).

Program Specific Offerings:

The Breast Cancer Research and Education Trust Fund (BCTF), in accordance with KRS 211.580, was created in June 2005. The purpose of the Trust Fund program is to distribute moneys to support breast cancer research, education, treatment, screening, and awareness in Kentucky. The Trust Fund consists of funds collected from the state income tax check off, the sale of the “Driving for a Cure” license plates, and any other proceeds from grants, contributions, appropriations, or other moneys made available for the purposes of the Trust Fund.  
Trust Fund moneys are allocated through a competitive grant process to provide funding to not-for-profit entities, educational institutions, and governmental agencies in Kentucky.  Proposals are used to provide programs or services in the areas of breast cancer research, education, awareness, treatment, and screening.  Preference for funding is given to entities whose programs will serve medically underserved populations. Trust Fund money availability is advertised through a board-approved notification plan.  A report of the Trust Fund program accomplishments is reported to the governor and the Legislative Research Commission each year.
The Breast Cancer Research and Education Trust Fund program is located organizationally within the Department for Public Health, Division of Women’s Health (DWH).  The Breast Cancer Research and Education Trust Fund Board administer the program with the assistance of DWH staff.  Together, they assure that Trust Fund program moneys are used to support breast cancer research education, awareness, treatment, and screening, thereby improving the health outcomes of Kentucky’s women.

Advisory Committee Requirements:

(KRS 214.554) There is established within the KWCSP a Breast Cancer Program Advisory Committee (BCAC) for the purposes of: (a) Reducing morbidity and mortality from breast cancer in women through early detection and treatment; and (b) Making breast cancer screening services of high quality and reasonable cost available to women of all income levels throughout the Commonwealth and to women whose economic circumstances or geographic location limits access to breast cancer screening facilities.   
The BCAC in an advisory capacity to the Commissioner of the Kentucky Department for Public Health monitors the implementation of guidelines for access to and quality of the services of the Breast Cancer Screening Program. The members of the Breast Cancer Advisory Committee shall include:   the directors of the James Graham Brown Cancer Center and the Lucille Parker Markey Cancer Center, the director of the Kentucky Cancer Registry, the director of the Division of Women's Physical and Mental Health, one (1) radiologist with preference given to one who has been fellowship-trained in breast diagnostics and who shall be appointed by the Governor, one (1) representative of the Kentucky Office of Rural Health appointed by the Governor, one (1) representative of the Kentucky Commission on Women appointed by the Governor, and at least three (3) women who have had breast cancer and who shall be appointed by the Governor. 
The Commissioner of the Department for Public Health, in consultation with the Breast Cancer Advisory  Committee, shall annually, but no later than November 1 of each year, make a report to the Governor, the Legislative Research Commission, and the Interim Joint Committees on Appropriations and Revenue and on Health and Welfare on the implementation and outcome from the Breast Cancer Screening Program including, by geographic region, numbers of persons screened, numbers of cancers detected, referrals for treatment, and reductions in breast cancer morbidity and mortality.

Special Equipment Requirements:

See Radiologic Services in the Breast and Cervical Cancer section of the AR, Volume II.
Service Description & Key Roles & Responsibilities of Health Department:

Clinical services for women shall be provided primarily by mid-level practitioners or higher, with assistance from registered nurses and others.  These services shall be provided within the greater framework of women’s services.  
Local health department’s screen women and provide case management and follow-up services.  Some health departments provide services on site and others contract these services out.

LHDs also contract with local providers to provide services required by the KWCSP.  Currently there are approximately 500 subcontractors providing service to LHDs.  

CPT Codes and Reimbursement Rates:  

http://chfs.ky.gov/dph/info/dwh/cancerscreening.htm
Child Fatality Review and Injury Prevention

Laws, Regulations, Guidelines:

The Kentucky Child Fatality Review and Injury Prevention Program was established in 1996 through statute KRS211.680-686.  The law authorizes the program to prevent child fatalities through a state child fatality review team, as well as local Child Fatality Response Teams. The local teams are to assist the coroner in accurately identifying the manner and cause of death, detect trends and distinguish opportunities for prevention. LHDs may hosts the local CFR teams and take action on prevention efforts identified during a review. 

KRS.029 requires the coroners to notify public health upon the death of a child, and to submit a report to the Department for Public Health on each child’s death.  

KRS 213.161 established “Sudden Infant Death Syndrome Program” including surveillance, public education, and grief counseling.

KRS 189.125 requires the use of seat belts, child restraint systems, and child booster seats in motor vehicles

KRS 314.073 requires training for nurses, health care workers, child care workers, social workers, child-focused professionals and child caretakers to complete 1.5 hours of continuing competency requirements covering the recognition and prevention of pediatric abusive head trauma. 

KRS 311.601 requires the State Board of Medical Licensure to include in its continuing medical education requirements training on the recognition and prevention of pediatric abusive head trauma for pediatricians, radiologists, family practitioners, and emergency medicine and urgent care physicians.

Target Population: CFR and Injury Prevention will promote the prevention of child death and injury in children birth through 17 years of age, including prevention efforts for those at risk; child fatality reviews for those children who die; and, grief counseling services for the families of children who have died. 

Funding: The Kentucky Child Fatality Review and Injury Prevention Program, effective July, 1, 2014, will be tracked through cost center 774 which is funded through the Title V Block Grant.

Staff Requirements: LHDs must identify a CFR Coordinator. If none is identified by the LHD, the MCH Coordinator or Nurse Leader will be the default contact for CFR related issues. The CFR Coordinator should be one of the following to qualify:

· Nurse 

· Social Worker 

· Health Educator, or

· HANDS Supervisor 

Training Required: 

· Abusive head trauma training (TRAIN course #1029723)

· MECAN series on child abuse recognition & reporting (TRAIN courses 1013009, 1020913, 1013010)
· Grief training workshop attendance or web-based trainings on TRAIN (course # 1010438) required if actually providing grief counseling for families. 
Training Recommended:

· Review of  Manual from the National Center for Child death Review http://www.childdeathreview.org/Finalversionprotocolmanual.pdf 
· Grief training workshop attendance or web-based trainings on TRAIN – (course # 1010438) recommended if contacting families.

· Health department staff may, but are not required to, seek certification as a car seat installation technician.  The state program will provide a list of training opportunities for certification upon request.

· Documentation of these trainings shall be maintained by the local health department in the staff member’s personnel file.

Reporting Requirements:  This grant is from federal funding, and activities and outcomes must be reported so they can be included in the federal grant reporting. Local Health Department staff persons are required for CFR to:

· Report CFR/ injury prevention projects monthly through the Catalyst reporting system 

· Submit the Rapid Response Child Death Reporting Form via e-mail or fax to the State CFR/Injury Prevention Program Administrator within 24 hours of receiving the notice of death. 

· Complete and submit the local CFR Team Reporting form after every meeting, via fax or postal mail to the State CFR/Injury Prevention Program Administrator.  

· Assist the coroner, if requested with completing the Coroner’s CFR child fatality report.

· Submit Grief Counseling Forms for each child death to the State CFR/Injury Prevention Program Administrator by fax or postal mail. These forms should be submitted monthly. 

All CFR Forms can be downloaded from the program website at http.\\chfs.ky.gov/dph/mch/cfhi/childfatality.htm.  
Billing and Coding Procedures Specific to Program:  Expenses for this program will be coded to Cost Center 774. Local funds may be used depending on the extent of prevention activities. 
Allowable 

· Staff time for time directly related to CFR activities
· Staff in-state travel for CFR team meetings.
· Injury Prevention materials from CDC, Children’s Safety  Network and Safe Kids are approved for use with activities related to this cost center
Unallowable
· Any activity which is provided as a billable and/or clinical service. 

· The delivery of direct/individual personal health or preventative services

· Time for services normally completed as part of a clinical visit

· Community-based services, other than those specifically described here, should be coded to Cost Center 818.

· Any trainings other than what is listed in this section

· Incentives

· Meeting registrations and/or reservations, hotel stays and food

· Medical staff (physicians and APRNs) cannot code time to Cost Center 774

· Materials and items for mass distribution (e.g. health fairs, baby showers, etc.)

Special Equipment Requirements: CFR Coordinators require access to a computer for trainings, CFR required documentation and activity documentation in Catalyst.

Program Specific Offerings:

Technical Assistance including attendance at local CFR team meetings can be provided by the DPH CFR Coordinator.  The program contracts with a university-based pediatric injury prevention specialists for training and technical assistance to local teams and community injury prevention groups such as Safe Kids Coalitions. 

Service Description for CFR Coordinator:

1. Child Fatality Review—

LHDs must identify a local CFR Coordinator.

a. KRS 72.410 requires the coroner to notify the LHD in case of a child death. Therefore, the local CFR Coordinator must be identified to the local coroner and the State CFR Coordinator.

b. The CFR Coordinator shall assist the local coroner with the logistics of team meetings as needed.  

c. The local CFR Coordinator or designee must represent Public Health at local CFR team meetings and provide a report of the meeting to the State CFR Coordinator. This will include providing records to the coroner, which will be prepared according to LHD policy and HIPPA compliance if the child was a previous LHD client.

d. The local CFR Coordinator must maintain confidentiality forms for the local team and shall assure that each participating member has signed a form.  CFR Coordinator will maintain that file unless coroner maintains the file.  Any violations of confidentiality should be reported to the State CFR Coordinator.

e. Child fatality teams may meet on the call of the coroner, at regularly scheduled times. The CFR Coordinator should encourage local team to set protocol regarding dates and times for regularly scheduled meeting based on number of child fatalities in their county.

2. Grief Counseling - The local CFR Coordinator, or their designee, shall provide information on grief counseling to local families who have had a child between the ages of 0-17 die. This information, usually provided through a letter, must include condolences, suggest counseling, provide a list of local resources for counseling, and a number to call if the family wishes to request help finding counseling. 

a. If the family calls to request assistance, the local CFR Coordinator shall link them to a local resource for grief counseling for infant/child deaths such as Hospice, local hospital (Labor and Delivery Unit) or mental health agency.  

b. If a local health department wishes to train LHD staff in grief counseling, DPH will assist in arranging the training.
3. Pediatric Injury Prevention - The local CFR Coordinator, or their designee, shall coordinate injury prevention activities and projects, including but not limited to: 

c. LHDs must assure local, trained resources for checking car seats for proper installation are available to families. 
c. Purchasing or providing child safety seats is not a requirement and is optional for LHDs. LHDs should follow local policy regarding car seat loan programs and returns, when applicable. CAR SEATS CANNOT BE PURCHASED WITH THIS GRANT FUNDING, but funding can be sought or provided by other community groups.

c. LHD’s should collaborate with local Safe Kids Coalitions where appropriate.

4. Child Maltreatment is the other leading cause of injury death in KY.  All LHD nurses and staff who see pediatric patients must complete a state-approved course on Abusive Head Trauma as stated by law. Efforts to engage the community in child maltreatment prevention are encouraged. 

Minimum Patient Responsibility: These are population-based services. The patient has no financial responsibility for these services.
Services (Arranged and Paid) Include: Child Fatality Review is Public Health surveillance and foundation service. Pediatric injury prevention is a major MCH priority because injury is the leading cause of death for children over the age of one. 
Comprehensive Group Diabetes 
Self-Management Education/Training (DSM E/T)

Comprehensive Group Diabetes Self-Management Training (DSMT) is defined as a series of diabetes group classes (2 or more participants), of at least 8 hours in length, delivered over a period of no more than 3 months, utilizing the Kentucky Diabetes Prevention and Control Program’s (KDPCP) curriculum or American Diabetes Association approved curriculum which covers the following topics (as appropriate to the needs of the audience):  

· Describing the diabetes disease process and treatment options

· Incorporating appropriate nutritional management into lifestyle
· Incorporating physical activity into lifestyle

· Utilizing medication(s) safely and for maximum therapeutic effectiveness

· Monitoring blood glucose, and other parameters and interpreting and using the results for self-management decision making  

· Preventing, detecting, and treating acute complications
· Preventing, detecting, and treating chronic  complications

· Developing personal strategies to address psychosocial issues and concerns

· Developing personal strategies to promote health and behavior change

Instruction time for each class session will generally last  2-3 hours (including registration and breaks); however, as long as curriculum topics are covered at a minimum of time intervals defined, a class series may last one full day, two half days, etc.

Target Audience – DSME/T classes will be offered to individuals diagnosed with diabetes and their family members/significant others.  Other interested community members may also be allowed to attend.  

Staff/Training Requirements – Instructors must be licensed professionals (RN, RD, LDE, or Certified Nutritionist).  Licensure as a Diabetes Educator (LDE) and/or Certification as a diabetes educator (CDE) is preferred.  Instructors must complete the KDPCP required training. Those with Accredited/Recognized programs, and those with LDE status, must complete 15 hours of diabetes-related continuing education annually.  If renewing a CDE by continuing education, 75 hours over a 5 year period is required.    

Billing/Coding – If the health department chooses to bill for the service, a chart (HIPAA, CH5B, CH3), a Patient Encounter Form (PEF), must be completed for each date of class attendance for each attendee diagnosed with diabetes.  The code G0109 (diabetes outpatient self-management training services, group session) is the code that should be used.  This code is specified in 30 minute units; therefore the appropriate number of units for the time spent should be entered (e.g., if instruction time in a class is 2 hours, the code is G0109 with the number of units being 4).  Refer to third party carriers for possible limitations on reporting the G0109 code.

Cost of Service – Third party payors may be billed for those patients with Medicaid, Medicare*, insurance or another third party coverage.  Patients without third party coverage will be assessed a fee on the Uniform Sliding Fee schedule in accordance with the rules applied to other LHD health services.  Attendees will be informed that no person will be denied services because of an inability to pay. If the LHD provides the services at no cost to the attendees, the LHD shall not bill any third parties for those services.
* Only health departments who are accredited to provide Diabetes Self-Management Education/Training by the American Diabetes Association (ADA) or the American Association of Diabetes Educators (AADE) are able to bill Medicare for DSME/T. If a health department is a Recognized Provider of DSME and plans to bill Medicare, the Medicare Guidelines for DSMT must be followed.  Accreditation/Recognition Program Guidelines must also be followed.

Record Keeping – A class roster including all participants and their contact information shall be maintained in a locked file by the primary coordinator of the class series (follow HIPAA guidelines).  The completed forms/chart shall be stored in the health department of the county where the class was conducted. Those who are a part of the state’s accredited program are required to enter records into the DiaWeb system.  
Reporting/Outcome Measurements:  

· Complete the KDPCP Self-Assessment Form on all class participants with diabetes prior to the class to appropriately tailor the class content. 

· At the end of each class, the participant should complete the Diabetes Self-Management Class Feedback Form. 

· LHDs who are part of the KDPCP (state) Accredited Program will meet program requirements outlined in the application submitted to the accrediting organization.

· Contact the Diabetes Program for further information at (502) 564-7996.     

Reference: National Standards for Diabetes Self-Management Education, 2012.
EPSDT Outreach

Laws, Regulations and Guidelines:

The Early Periodic Screening, Diagnostic and Treatment (EPSDT) Outreach program was established by contract between the Kentucky Department for Medicaid Services (DMS) and the Kentucky Department for Public Health (DPH) to implement the following requirement of the Social Security Act, 42 USC Section 705(a)(5)(F)(iv): to provide, directly and through their providers and institutional contractors, for services to identify pregnant women and infants who are eligible for medical assistance under subparagraph (A) or (B) of section 1396a(l)(1) and, once identified, to assist them in applying for such assistance. The DMS contract with DPH requires the state to verbally notify families of Medicaid eligible children throughout the state of the value and necessity of EPSDT services, help families to obtain EPSDT services at health departments and community providers, provide follow-up to facilitate periodic screenings for eligible children, and enhance availability and accessibility of EPSDT services by expanding relationships with community providers and schools to inform families of the value and necessity of EPSDT services. 

For the background information on requirements for EPSDT Outreach, refer to the following laws and regulations:

· 42 USC Section 705(a)(5)(F)(i) Application for block grant funds; coordination of Title V activities and the early and periodic screening, diagnostic, and treatment services

· 42 USC Section 705(a)(5)(F)(ii) Application for block grant funds; state agency participation in carrying out coordination agreements;

· 42 USC Section 705(a)(5)(F)(iv) Application for block grant funds; provide services to identify pregnant women and infants who are eligible for medical assistance; 

· 42 USC Section 701(a)(1)(C) Authorization of appropriations; purposes; definitions

· 42 USC 1396d(a)(4)(B) Medical Assistance; early and periodic screening, diagnosis, and treatment services 

· 42 USC 1396d(r)(1)-(3)(B) Definition; early and periodic screening, diagnosis, and treatment services

· 907 KAR 11:034 Early and periodic screening, diagnosis, and treatment (EPSDT) services and EPSDT special services; EPSDT Screening Services and EPSDT Special Services Policies and Procedures incorporated in 907 KAR 11:034
The EPSDT Outreach Program is a Core Public Health Service and services must be provided DIRECTLY in every county by the local health department for Medicaid eligible waiver enrolled fee for service children 21 years of age or less.
The EPSDT Outreach Program is not and should not be identified as the Pediatric EPSDT Well Child Preventive Services program (see CCSG: Pediatric Section)
Target Population:

· Children ages birth through the birth month of 21 years of age, who are Medicaid fee for service, a) Newly eligible recipients or b) those who have not received but were due to have at least one EPSDT service in the prior 12 months.
PROGRAM BUDGET

In FY 15, the Department for Medicaid Services (DMS) supports the DPH EPSDT Outreach program with 50% state general Medicaid funds and 50% federal Medicaid funds.

EPSDT OUTREACH funds are to be used only for those listed in the Target Population. Funding should be used to provide verbal notification services through face to face, phone calls, letters and home visits. Travel costs incurred in providing EPSDT Outreach for those listed in the target population only may be charged to cost center 883.
EPSDT Outreach funding may not be used to provide EPSDT Outreach for children enrolled with a managed care organization (MCO). 
EPSDT Outreach funding may not be used to provide KCHIP Outreach.

EPSDT Outreach Contract Requirements:

Scope of Work
1. The EPSDT Outreach Coordinator will oversee EPSDT outreach activities, including identifying and tracking children eligible for services, delegating outreach activity responsibilities and documentation and reporting of activities (these activities are to be kept separate and distinct from the MCH Coordinator duties, KCHIP and MCO services).
2. Provide verbal notification services to Medicaid fee for service EPSDT recipients and families who are: a) Newly eligible  and b) Those who have not used EPSDT screening services in the prior 12 months as identified in the DPH 708 and 1694 eligible reports. 

3. Expand working relationships with school and community providers in health department communities to assist families in locating and accessing screening services.

4. Monitor outreach costs, activities and impact on screening performance.

5. Assure such services are provided by qualified professionals.

6. Report outreach activities into the appropriate reporting systems.

DELIVERABLES

1. Provide LHD EPSDT Outreach Coordinator. 

2. Provide verbal notification services to families/legal guardians of Medicaid eligible waiver enrolled fee for service EPSDT recipients and families who are: a) Newly eligible recipients and b) Those that have not used EPSDT screening services in the prior 12 months regarding the value and necessity of EPSDT screening for their children.   

3. Increase the number of schools and community providers receiving EPSDT information by 10% each fiscal year.

4. Monitor EPSDT Outreach activities, employee hours and expenditures. 

5. Assure qualified health care professionals for LHD Well Child/EPSDT services and paraprofessionals for EPSDT Outreach.

6. Increase County-specific fee for service EPSDT/ Well Child screening ratios by 10%. 

7. Provide EPSDT/Well Child services to Medicaid eligible waiver enrolled fee for service eligible children in compliance with the EPSDT Well Child periodicity schedule. Please refer to DPH guidelines and CCSG.    
8. Assure EPSDT Outreach funds (883) are used in providing verbal notification services for only Medicaid eligible waiver enrolled fee for service children <21 years of age.

9. Assure EPSDT Outreach funds (883) are not used for EPSDT Outreach that has been provided children <21 years of age enrolled with an MCO.
10. Assure EPSDT Outreach funds (883) are not used for KCHIP Outreach. 

REPORTING 

1. Monthly health department revenue and expenditure reports.

2. Community Health Services Reporting: Report EPSDT Outreach activities in Patient Services Reporting System within 15 days of completion (see PSRS section of the AR).

3. Effectiveness established by increase in Medicaid fee for service screenings per county based on county specific participation report
Outcomes:

1. Medicaid eligible waiver enrolled fee for service recipients and families of children who are a) Newly eligible and b) Those out of compliance for 12 months are verbally provided information on the value and necessity of EPSDT screening. 

2. Medicaid eligible waiver enrolled fee for service children who are a) Newly eligible and b) Those out of compliance for 12 months will complete age-appropriate preventive health care screenings.

3. County-specific EPSDT screening ratio of eligible children who receive at least one EPSDT service annually is increased by 10%.

4. Availability & accessibility of EPSDT screening services is enhanced.

5. Medicaid fee for service eligible children who do not have a medical home are provided EPSDT services in compliance with the Well Child periodicity schedule.   

6. Collaboration/partnerships between schools and health care providers will be enhanced to help Medicaid eligible families in locating and accessing EPSDT Preventive health care services.

EPSDT Outreach Coordinator Roles and Responsibilities: 

Each health department will assign one EPSDT Outreach Coordinator to oversee outreach activities, including identifying and tracking children eligible for services, delegating verbal notification responsibilities, documenting and reporting activities. These activities are to be kept separate and distinct from MCH Coordinator duties, KCHIP Outreach activities and in providing EPSDT Outreach for children enrolled with a managed care organization (MCO). CDP’s Newly (708) and Total Eligible (1694) reports lists fee for service children eligible for Medicaid reimbursable EPSDT screenings and are used to identify children in need of periodic screenings.  Verbal notification should be provided to parents/guardians reinforcing the importance of preventive care and/or follow-up treatment, make or assist families with scheduling appointments and, if necessary, provide information about transportation or translation services for screening appointments.   
EPSDT Outreach Verbal Notification Service Description 

Using Medicaid Fee For Service Eligible Reports: New (708) and Total Eligible (1694) reports  

Verbal Notification

1. At the time of registration, staff will place a tracking form (i.e. CH48 or locally designed form) on the client’s record.

2. Review the EPSDT outreach educational sheet with the fee for service client.  

3. Complete the tracking form and send to data entry.
· Staff members are to report and code cost center 883, function code 125 for all outreach. 
· Staff members are to report and code cost center 883, function code 129 for data entry.

4. Review patient name, date of birth, and last date of EPSDT service.

5. Review the periodicity schedule for Well Child Exams. 

6. Is the child new to the Medicaid program, listed on the fee for service New Eligible report? If the answer is yes, proceed to step 7 below.  If the answer is no, proceed to step 8 below.  

7. If the child is new to the Medicaid Program, proceed with the following steps: 

a. Make a phone call to the family and tell them about the value, necessity, and availability of EPSDT services.  Use WIC e-reports to verify contact information, including current phone number and address.  Your conversation should be friendly.  

b. 
Proceed to step 8b below.

8. If the child is not new to the Medicaid Program, is the child within the periodicity schedule for EPSDT service? If the answer is no, the child is out of compliance with the periodicity schedule for EPSDT service. Proceed with the following steps:

a. Make a phone call to the family and tell them your records indicate their child is past due for a Well Child Exam, etc. If more than one child is in the same family, place one call to the family to save time. Your conversation should be family friendly. Tell them the value of EPSDT services and assist them with scheduling an appointment for a Well Child Exam for their child, either at the health department or doctor’s office. If needed, provide the family with information about translation services and transportation to the appointment. For assistance in helping families with transportation, please refer to: http://www.chfs.ky.gov/NR/rdonlyres/0624C9C1-505D-4310-9F71-7FD3D617A42E/0/HUMANSERVICETRANSPORTATIONDELIVERYPROGRAMHSTD.pdf. If the family member cannot make an appointment at the time, provide a staff person/agency’s name and phone number to contact for questions or to schedule an appointment.
b. Document all attempted phone calls, the dates they were made, results of the call and any necessary follow-up.  This can be documented on the report itself or other tracking tool that your county has chosen to use.

9. Responding to family contact:

a. If the family returns your phone call, tell them the value of EPSDT services, assist them with scheduling an appointment for a Well Child Exam for their child, either at the health department or doctor’s office. Your conversation should be friendly. Refer to 5a for translation and transportation services.   
b. Document all attempted phone calls, the dates they were made, results of the call and any necessary follow-up.  This can be documented on the report itself or other tracking tool that your county has chosen to use.

c. Was an appointment made for a Well Child Exam?  If so, document the appointment date and time on the report or other tracking tool.

d. Verify whether the Well Child appointment was kept and document this on the report or other tracking tool.

e. If the Well Child appointment was kept, then EPSDT outreach is complete for this child.

f. If the Well Child appointment was not kept, proceed to step 10a below.

10. Sending a letter: If the family cannot be reached by phone or does not return your phone calls after three attempts, proceed with the following steps: 
a. Send the family a letter on your local health department letterhead, which states that your records indicate that their child is past due for a Well Child Exam.  The letter should be family friendly and have a staff person’s name and phone number to contact for questions or to schedule an appointment.  If more than one child is in the same family, mail each child’s letter in the same envelope, along with one EPSDT Flyer.  This will save on postage.

b. Document that a letter was sent and the date that it was sent. This can be documented on the report itself or other tracking tool that your county has chosen to use.
11. Contacting the child’s primary care provider (PCP): If the family has not responded to phone calls or letters, or if the family states that an EPSDT Well Child preventive exam has been completed, contact the child’s PCP to verify the date of completed exam. The health care visit should be verified as a preventive health care visit and not a sick visit.

12. Making a home visit:

a. If after sending the family the letter, you DO NOT hear from them after two weeks, and they have not scheduled a Well Child Exam appointment for their child (you will need to check with your health department to see if the family made an appointment, and if they kept the appointment), then make at least one attempt to visit the family at home to provide information regarding EPSDT services.  DPH encourages up to three (3) home visit attempts.  No more than two (2) attempts should occur within the same week.  If the family is not at home, the health department will leave a business card or flyer asking the member to call.  If the member is at home, encourage and assist the family to schedule a Well Child Exam appointment for their child, either at the health department or doctor’s office.  If needed, provide the family with information about translation services and transportation to the appointment.  If the family advises you that they have scheduled the child for a Well Child Exam at the doctor’s office, document the doctor’s appointment.

b.
Document all attempted and successful home visits along with dates of the contacts on the report itself or other tracking tool.
13. Follow-up to assure that the EPSDT visit has been completed.
If after all attempts (phone, letter, home visit) in contacting the family and in completing the preventive health care screening are unsuccessful, EPSDT Outreach will need to be completed according to the child’s next scheduled EPSDT Preventive Health Care Visit (see AAP’s Recommendations for Preventive Pediatric Health Care http://pediatrics.aappublications.org/content/133/3/568/F1.large.jpg).
Documentation, Reporting and Coding Requirements for EPSDT OUTREACH Services:

1. Keep and maintain all EPSDT Outreach information that is documented on EPSDT Outreach reports and/or other tracking tools. The reports need to be kept until they are worked.  It is recommended to keep the reports a minimum of 1 year. After completing the report and the recommended time frame has elapsed, the report can be shredded or burned.

2. Complete CH-48 Community Health Service Report, or, for the convenience of clinic staff, CH48EO, for each day you complete EPSDT Outreach as follows:

a. “Place/Type of Service” code for EPSDT depends on who (new or out of compliance) or where you are outreaching.  Review the codes on the back of the Community Health Service Report.  EPSDT Outreach activities 4, 10-14, and 20 can only be coded with place of service codes 14, 15, 17, and 18.  For EPSDT staff working the fee for service New and Total EPSDT Eligible Reports, you will primarily place of service code “17” or “18”. 
b. “Activity Code” depends on what you are doing.  Review the codes on the back of the Community Health Service Report.  EPSDT Outreach staff working the fee for service new and total EPSDT Eligible Reports for Verbal Notification services will primarily code 10 through 14 and 20.  
c. “Cost Center” on Community Health Service Reports is always coded to 883.
d. “2020 Object/MCH Performance Measures” on Community Health Service Reports is always coded 120EO.

e. Completed Community Health Service Reports are to be submitted to your data entry staff or designated staff at your health department.
f. Time Sheet Coding: EPSDT Outreach activities are reported and coded on your Time Sheet to cost center 883, function code 125.  Data Entry/Administration for EPSDT Outreach is reported and coded on your Time Sheet to cost center 883, function code 129. ESPDT Outreach training time should be reported and coded to cost center 883, function code 180. All time should reflect time spent on EPSDT Outreach Verbal Notification activities as well as data reporting and not include wait time for a response from families.

g. To comply with requirements of the DMS contract, a process must be developed to ensure that time coded to Cost Center 883 must match or closely reflect the activities reported on the CH-48.
Quality Assurance and Improvement Activities:

1. Quarterly review of the number of EPSDT Outreach community health services activities and participants reported in the community health services system.
2. Quarterly review of EPSDT Outreach employee hours reported. 
3. Quarterly review of health department EPSDT Outreach expenditures reported in monthly revenue and expenditure reports.
Summary:

1. The DPH contractual obligation is to conduct verbal notification. Outreach activities such as health fairs, including but not limited to mass mailings, mass media, promotional materials and incentives, are not evidenced based practices for improving EPSDT Outreach outcomes for eligible children and are not authorized for expenditures from EPSDT Outreach funds.  If you have questions about use of EPSDT Outreach funds, contact the DPH EPSDT OUTREACH Coordinator.

2. Technical assistance and training is provided as requested and needed by health departments to review EPSDT Outreach best practices, budgets and plans, and goals to promote statewide and county EPSDT Outreach performance improvement:

3. Follow HIPAA Guidelines when making phone calls, home visits, sending letters or making Well Child appointments.  Your conversation should be family friendly.   
4. All outreach material should be suitable for a 6th grade reading level and consider Limited English Proficiency (LEP).  

5. EPSDT Outreach Verbal Notification is not complete until the child is in compliance with the EPSDT Preventive Health Care periodicity schedule.

6. Each health department should work with the DPH EPSDT Outreach program to adapt a process that improves EPSDT screening outcomes in the counties served by the health department.      

Family Planning Program

(Title X) 

Laws, Regulations, Guidelines:

The Kentucky Family Planning/Title X Program is authorized by the Public Health Service Act through the Family Planning Services and Population Research Act of 1970 (Public Law 91-572). The act was created “to promote public health and welfare by expanding, improving, and better coordinating the family planning services and population research activities of the Federal Government, and for other purposes.  The Family Planning Services and Population Research Act of 1970 established the Office of Population Affairs, within the Department of Health and Human Services, to manage family planning services and population research. The Title X Family Planning program is administered within the Office of Public Health and Science, Office of Population Affairs (OPA) by the Office of Family Planning (OFP).

The federal regulation, 42 CFR, Part 59, Subpart A, Grants For Family Planning Services, are the requirements in the provision of voluntary family planning services funded under Title X and to implement the statute as authorized under Section 1001 of the Public Health Service Act.  Section 1001 of the Act (as amended) authorizes grants “to assist in the establishment and operation of voluntary family planning projects, which offer a broad range of acceptable and effective family planning methods, including natural family planning methods and services, including infertility services, and services to adolescents.” The mission of Title X is to provide individuals (females and males) the information and means to exercise personal choice in determining the number and spacing of their children.  

Services must be provided without the imposition of any durational residency requirement or requirement that the client be referred by a physician (42 CFR 59.5(b)(5)).

The following legislative mandates have been part of the Title X appropriations language since 1999. Title X family planning services projects should include administrative, clinical, counseling, and referral services necessary to ensure adherence to these requirements.

· None of the funds appropriated in this Act may be made available to any entity under Title X of the Public Health Service Act unless the applicant for the award certifies to the Secretary that it encourages family participation in the decision of minors to seek family planning services and that it provides counseling to minors on how to resist attempts to coerce minors into engaging in sexual activities.

· Notwithstanding any other provision of law, no provider of services under Title X of the Public Health Service Act shall be exempt from any State law requiring notification or the reporting of child abuse, child molestation, sexual abuse, rape, or incest.

The following are OPA positions statements regarding Title X compliance with grant requirements and applicable federal and state laws, including state reporting laws:

· http://www.hhs.gov/opa/pdfs/opa-11-01-program-instruction-re-compliance.pdf.

· http://www.hhs.gov/opa/pdfs/opa-06-01.pdf.
· http://www.hhs.gov/opa/pdfs/opa-99-01.pdf.

All Title X funded clinic sites are required to comply with federal anti-trafficking laws, including the Trafficking Victims Protection Act of 2000 (Pub. L. No. 106-386) and 18U.S.C.1591. 

Section 205 of Public Law 94-63 states: “Any (1) officer or employee of the United States, (2) officer or employee of any State, political subdivision of a State, or any other entity, which administers or supervises the administration of any program receiving Federal financial assistance, or (3) person who receives, under any program receiving Federal assistance, compensation for services, who coerces or endeavors to coerce any person to undergo an abortion or sterilization procedure by threatening such person with the loss of, or

disqualification for the receipt of, any benefit or service under a program receiving Federal financial assistance shall be fined not more than $1,000 or imprisoned for not more than one year, or both.''

Federal Regulation (42 CFR Part 59) requires that Family Planning services be provided without regard to religion, race, color, national origin, handicapping condition, age, sex, number of pregnancies or marital status. This same regulation requires the following in regards to confidentiality:

 
§ 59.11 Confidentiality

All information as to personal facts and circumstances obtained by the project staff about individuals receiving services must be held confidential and must not be disclosed without the individual’s documented consent, except as may be necessary to provide services to the patient or as required by law, with appropriate safeguards for confidentiality. Otherwise, information may be disclosed only in summary, statistical, or other form which does not identify particular individuals.

KRS 214.185 states that a minor as a patient with the consent of such minor may seek and be provided Family Planning services without the consent of or notification to the parent, parents, or guardians of such minor patient; or to any other person having custody of such minor patient.

Federal Regulations for Title X may be found at http://www.hhs.gov/opa/title-x-family-planning/.

Kentucky regulation regarding family planning services is 902 KAR 4:050, and relates to KRS 211.090 and KRS 211.180.

Target Population:

· Priority for family planning services must be given to low-income persons at or below 100% of the federal poverty guidelines.

· Kentucky family planning clinics serve females, males and teens. 

Funding:

The Department for Public Health, as the sole Kentucky Title X grantee, allocates awarded federal Title X funds to local health departments through Memorandum of Agreements, university and private family planning clinics through contracts, and the state office retains a small amount of the Title X award for administration costs.  

Additional sources of funding include:

· Discretionary state funds allocated to LHD

· Reimbursement from third party insurers, including public and private

· Local tax funds

· Fee collection, donations

Title X Clinical Requirements:
I. CLIENT ACCESS TO SERVICES AND ADDRESSING BARRIERS
· Family planning services must be voluntary and offered in a competent, non-discriminatory manner, respecting client confidentiality. 
· Clients are guaranteed the right to choose family planning providers and methods without coercion. Acceptance of family planning services must not be a prerequisite to eligibility for or receipt of any other service or assistance.

· Family planning facilities should be geographically accessible to the population served and should be available at times convenient to those seeking services. Facilities should be adequate to provide client-friendly confidential services.
· Protocols to ensure adequate delivery of “same-day” treatment for special family planning instances to prevent delay in treatment should be available. Examples of these special instances include but are not limited to the following: pregnancy testing, STD evaluation and treatment; provision of emergency contraception; possible interruption in birth control method; client seeking support after a domestic violence situation; client reporting thoughts of suicide; etc.
II. EDUCATION, COUNSELING, AND INFORMED CONSENT   
· Client education and counseling must be appropriate to client’s age, level of knowledge, language, and socio-cultural background. Provide basic reproductive anatomy and physiology education as needed to assure understanding of how and when pregnancy can occur.

· The primary purpose of counseling in family planning is to assist patients to make informed decisions regarding their reproductive health by providing information and education to answer their questions about contraceptive choices, The FPEM-19 and FPEM-2 are family planning educational materials designed to provide information on all available methods of on-going contraception, preventive reproductive health issues, and Emergency Contraception (ECPs). 

· Family planning educational materials (FPEM) are located in the Forms and Teaching Sheets section of the CCSG.   All FPEMs are available in English and Spanish versions.

· When initiating a new method of contraception, review instructions from the manufacturer’s insert and method specific FPEM.  Counseling on the chosen method of contraception will include benefits, risks, potential side effects and possible danger signs specific to the methods.  Inform the patient of the risk of pregnancy if the contraceptive method is not used as recommended or a contraceptive accident occurs.  

· Documentation of this counseling shall be noted on the FP-1 with notation of the method specific FPEM sheet (listed above) along with the client’s signature. This documentation along with the clients’ verbal acknowledgment of his/her understanding of the method ensures, to the extent possible, voluntary informed consent for the method.  

· Any method specific consent form or statement on the FP-1 must be updated if the client changes method, stops a method and then decides to resume it, or has a major change in health status

· Special consents required, in addition to the FP-1, are located in the Forms and Teaching Sheets section of the CCSG, under Family Planning:  IUD Insertion and/or Removal (ACH-280), Contraceptive Implant Insertion and/or Removal (FP-3 and FP-4), Consent for Deferring a Physical Exam (ACH-264-B), Depo-Provera Consent (FP-2), and Sterilization Consent form (see below).  All consent forms are available in English and Spanish versions.

· Additional Counseling for Adolescents: 

1. Assessment of need for age-appropriate immunizations according to Immunization Program guidelines.

2. Parental consent is not required to provide family planning services to an adolescent. 

3. Encourage family participation through adolescent discussion of their family planning needs with a parent, an adult family member, or other trusted adult. 

4. Provide counseling on resisting attempts to be coerced into engaging in sexual activities.  
5. The adolescent’s signature on the consent form documents the family participation and resisting coercion counseling requirements.  
6. Provide counseling at initial and repeat visits for full reproductive health services.

· Additional Counseling for Clients Born Between 1940 and 1970:

1. History of mother taking estrogen (diethystilbesterol –DES) during pregnancy to determine client’s prenatal exposure to DES, known to have caused genital abnormalities and potential development of adenocarcinoma later in life.

2. Patient with history of DES exposure should be counseled regarding recommendation for special screening (colposcopy) for adenocarcinoma of the genital tract.    

· Additional Services for Clients after Receiving Sterilization:

1. Encourage clients to continue participation with the Family Planning Program to obtain preventive health services including STD detection and prevention and cancer screening.

III. Methods of Fertility Regulation
All Food and Drug Administration (FDA) methods of contraception must be offered. With limited LHD resources, it may become necessary to limit provision of any given method. Only FDA approved drugs and devices may be provided.  No funds may be used to purchase experimental or ineffective drugs.  When new methods are introduced, a local health department may elect to postpone offering them in their communities until staff has received training (either through DPH, pharmaceutical representative, or other sources). These methods must be made available onsite or by formal contractual referral:  

· Abstinence from sexual intercourse  (FPEM-3)

· Fertility Awareness Methods/Natural Family Planning  (FPEM-13)

· Barrier Methods

1) Diaphragm with gel or cream/cervical caps (trained clinician available); spermicides [foam, contraceptive film, suppositories] (FPEM-14, FPEM-17, and FPEM-18)

2) Male and female condoms (FPEM-15 and FPEM-16)

· Oral Contraceptive Pills combined (FPEM-4) and progestin only pills (FPEM-5) in a reasonable range of doses to cover the needs of the majority of clients

· Transdermal Hormonal Contraceptive Patch [Ortho Evra®] (FPEM-8)

· Vaginal Hormonal Contraceptive Ring [NuvaRing®] (FPEM-9)

· Depo-Provera Contraceptive Injections [DMPA] (FPEM-6) 
· Contraceptive Implant (FPEM-7)
· Intrauterine Devices or Systems [IUD] (FPEM-10)

· Emergency Contraceptive Pills [ECPs] (FPEM-2) 

· Female and Male Sterilization [federal forms “Information for Men-Your Sterilization Operation”, Information for Women-Your Sterilization Operation”] plus (FPEM-11 and FPEM-12).
If a client of reproductive age is sterilized under the service site’s Title X-funded project, or is an ongoing Title X user who was sterilized elsewhere but continues to receive gynecological or related preventive health services from the site, the encounter is considered a family planning encounter and the agency may continue to count the client as a family planning user (Title X Family Planning Annual Report Instructions).

If not all methods are available at the health department, it is important to have strong referral links in place to other providers to maximize opportunities for clients to obtain their preferred method that is medically appropriate.

IV. INFERTILITY SERVICES

Basic infertility services should be offered to both women and men and include the following:  assessment of the client’s pregnancy intention, medical history, sexual health assessment and physical exam.

See QFP

[Gavin, Loretta, Moskosky, Susan, Carter, Marion, et al.] [Providing Quality Family Planning Services:  Recommendations of CDC and the U.S. Office of Population Affairs].  MMWR 2014;63(No. RR-4):[15-16].

V. FAMILY PLANNING PREGNANCY TESTS

Minimal history shall be brief and include: LMP, associated symptoms, duration, current medications, use of alcohol, drugs, and tobacco, and history of NTD.  Examination shall consist of height, weight, blood pressure, BMI, and statement of general appearance. Diagnostic procedure is a urine pregnancy test, and management includes health education and guidance for follow-up care.  Options counseling shall be provided on all positive pregnancy tests and appropriate education and care provided based on the woman’s choice.

Documentation and distribution of pregnancy test education materials under the heading of “Pregnancy Test Education Materials” (PTEM) will satisfy documentation of counseling.
VI. OPTIONS COUNSELING
Abortion is not a method of family planning. Family planning agencies with Title X funds must not arrange for, pay for, or transport clients for this service. Title X of the Public Health Service Act, 42 U.S.C. 300, et seq, Section 1008:  None of the funds appropriated under this title shall be used in programs where abortion is a method of family planning (Statutes and Regulations).
In accordance with CFR Title 42, Volume 1, Part 59, Subpart A, per request, pregnant women must be offered the opportunity to be provided information and counseling regarding each of the following options:

· Prenatal care and delivery

· Infant care, foster care, adoption

· Pregnancy termination

Such information and counseling should be provided in a nondirective manner on each of the options with provider names, addresses, and phone numbers. Exceptions may be made with respect to any option(s) about which the pregnant woman indicates she does not wish to receive such information and counseling.  

*Adoption Referral Agency listing of area agencies can be obtained from the state Title X Program staff. 

VII. SERVICES TO MALES

· Requesting temporary methods of contraception: physical examination is not required although the service should be offered. 

· Requesting vasectomy: physical examination, including testicular exam and instruction in self-testicular exam, is required.  

· All males need to receive counseling about sexual and reproductive health such as:  understanding anatomy and physiology of the male and female reproductive tract, fertility cycle for female partner and understand how of their partner’s contraceptive method if relying on for pregnancy prevention, withdrawal method, self-testicular exam, STD prevention - how to put use a condom correctly, abstinence, and sterilization through vasectomy.
VIII. Sexually Transmitted Diseases
· Condom Distribution

In coordination with the STD Program, “brown bags” should be provided in a confidential manner at each Title X clinic. Ideally, they should be made available to clients without requiring contact with clinic staff. The brown bags should contain condoms; instructions on applying a condom correctly; STD and HIV/AIDS prevention information; unintended pregnancy prevention/family planning services; and clinic hours and phone number.

· Infertility Prevention Project (IPP)

All family planning clinics participate in the CDC Infertility Prevention Project within Region IV.  The CDC, in collaboration with the Office of Population Affairs (OPA) of the Department of Health and Human Services (HHS), supports a national Infertility Prevention Program (IPP) that funds chlamydia screening and treatment services for low-income, sexually active women attending family planning, STD, and other women’s healthcare clinics.  Federal funds support screening for and treatment of chlamydia and gonorrhea among sexually-active, low-income women attending public clinics to prevent infertility.  http://www.cdc.gov/std/infertility/ipa.htm 
IX.
CONTRACEPTIVE METHOD FOLLOW-UP 

· First Time Users of Oral Contraceptives: Return in 3 months but no later than 6 months for method evaluation and supplies to last until next consultation unless medically contraindicated.

· Clients Continuing Oral Contraceptives: May provide a full year supply, based on patient’s compliance and tolerance of present prescription, to prevent the need to return for a routine supply visit.

· IUD Insertion or Diaphragm Fitting: Return in 4-6 weeks for evaluation, then annually.

· Depo-Provera Users: Counsel on necessity of receiving injections on time.

X. 
IMMUNIZATION GUIDELINES

For female and male clients, providers should screen for immunization status in accordance with recommendations of CDC’s Advisory Committee on Immunization Practices (ACIP) and offer vaccination, as indicated, or provide referrals to community providers for immunization.  Female and male clients should be screened for age-appropriate vaccinations, such as influenza and tetanus–diphtheria–pertussis (Tdap), measles, mumps, and rubella (MMR), varicella, pneumococcal, and meningococcal. In addition, American College of Obstetricians and Gynecologists (ACOG) recommends that rubella titer be performed in women who are uncertain about their MMR immunization status.  Provide counseling to client regarding congenital rubella syndrome. (*MMWR, April 25, 2014, Vol. 63, No. 4, page 17; see CCSG, Immunization section.)

XI.
Referrals to community healthcare providers and social services:

Services determined to be necessary, but which are beyond the scope of the family planning clinic services, must be recommended for follow up care from appropriate healthcare providers.  Family planning clinics must maintain a current list of health care providers, local health and human services departments, hospitals, voluntary agencies, and health services projects supported by other Federal programs available in the community.  Referrals to available social services for housing, food, mental health, etc. should be made for needed services.

Personnel Requirements:

· Family Planning services shall be provided under the general direction of a licensed physician with training and experience in reproductive health management, and one who is familiar with family planning services and Title X guidelines.
· A physician, advanced registered nurse practitioner, certified nurse midwife, or physician assistant having both training and experience in reproductive health management, and familiarity with Title X guidelines shall provide medical services.

· Health professional staff with experience or continuing education in reproductive health, including contraceptive management, may provide education and counseling.

· Local health center family planning coordinators shall be health care clinical professionals, at the registered nurse or higher level.

Family Planning Personnel Requirements:

Expanded Role RN Requirements:

· Registered Nurses seeking certification in Expanded Role Family Planning must first complete as a prerequisite the Department for Public Health’s: a.) Breast and Cervical Cancer Program Assessment, b.) the corresponding preceptorship, c.) the Adult Preventive Assessment Trainings, and d.) the corresponding preceptorship.

· Registered Nurses who have completed the Family Planning Expanded Role Registered Nurse Training and required preceptorship may provide Expanded Role Family Planning services to clients for routine annual visits. Expanded Role Registered Nurses (ERRN) can perform the following gynecological cancer detection procedures independently: bimanual pelvic exam, pap smear, clinical breast exam (CBE). They may also provide family planning counseling and documentation. Expanded Role RNs must be proficient in federal Title X regulations. 

· Family Planning clients identified as needing mid-clinician or higher level reproductive healthcare services such as a specific gynecological problem, change in current contraceptive method, or history of an abnormal pap smear, must be referred to the MD/APRN.

· Each local health department shall establish and maintain medication guidelines (i.e. standing orders) for Expanded Role RNs to follow. These guidelines shall be written and developed in accordance to the DPH administrative guidelines for local policy and procedures.
Training Requirements:

· Orientation for all new hires (providers and support staff) active in the family planning services shall include the following:

* View the video “Inspiring Staff about Family Planning” (TRAIN #1015638);
* Complete the Office of Population Affair’s (OPA) on line training “Title X Orientation” at http://www.cardeaservices.org/training/txor/index.html.  This training includes sections for support staff, nurses, clinical providers, supervisors and administrators.  A certificate of completion is available to print for documentation of completion; and
* Complete the “Mandatory Reporting of Child/Adult Abuse, Neglect, Violence and Human Trafficking per Kentucky Statute” webcast, TRAIN # 1028362, per OPA requirements.  
· Annual training requirements:

* All licensed health care professionals (MDs, APRNs, RNs, and LPNs) shall acquire 3.0 hours of training or contact hours; 

* Support staff shall acquire one training each fiscal year; and

* Complete the module “Kentucky State Laws Regarding Mandatory Reporting & Human Trafficking”, TRAIN #1034386, annually to meet the OPA requirements.
· One time training beginning January 2015 on cultural competency (is recommended).  See TRAIN #1023565 “Culturally Competent Nursing Care:  A Cornerstone of Caring or TRAIN #1042680 “Cultural Competency:  The Impact on Health Equity.
· The Annual Family Planning Training Calendar lists all approved family planning trainings available for family planning staff each fiscal year.  The calendar is approved by the Family Planning Program Director and distributed to all Title X funded clinics by the Family Planning Nurse Consultant.  
· Documentation of required family planning trainings shall be maintained by the local health department in the staff member’s personnel file. 

Reporting Requirements:

· The federal “Public Health Services Sterilization Record,” PHS 6044, shall be submitted quarterly by LHDs to the state office. The quarterly sterilization record shall be sufficient to verify compliance with federal regulations, as noted by the Office of Population Affairs (OPA) Federal Guidelines for sterilizations provided with Title X funds.

· Reporting of client information is collected through the Patient Services Reporting System (PSRS). The system supports 1) appointment scheduling; 2) assessment of income and appropriate billing of patients and third party payers; and 3) patient encounters.

Billing and Collection Procedures: 

· Title X clients will be billed according to a sliding fee scale, based on the latest federal Uniform Percentage Guideline Scale in the AR Volume II, PSRS.  This schedule reflects discounts for individuals with family incomes based on a sliding fee scale between 100–250% of poverty.

1) Ensure that inability to pay is not a barrier to services;

2) Be based on a cost analysis of services, and bills showing total charges shall be given directly to the patient or another payment source;

3) Ensure that patients at or below 100% of poverty are not billed, although obligated third party payers shall be billed total charges;

4) Ensure that discounts for minors, requesting confidential services without the involvement of a principle family member, are based on the income of the minor;

5) Household income should be assessed before determining whether copayments of additional fees are charged.  With regard to insured clients, clients whose family income is at or below 250% FPL should not pay more (in copayments or additional fees) than what they would otherwise pay when the schedule of discounts is applied.

6) Maintain reasonable efforts to collect charges without jeopardizing patient confidentiality;

7) Allow voluntary donations;

8) Ensure that patient income is re-evaluated at least annually; and

9) Maintain a method for “aging” outstanding accounts.

10) Abnormal Pap smear or mammogram follow up and treatment should be coded to the Cancer Program 813 cost center, using an appropriate ICD 9 code.

11) Self-pay and/or adult vaccines should be placed on a separate PEF from the family planning visit.  Vaccines should be full charge and not included in the sliding fee schedule for family planning services.  Title X services do not require the provision of vaccines.

Family Planning Reimbursement Policy:
July 1, 2015 – June 30, 2016 (FY 16), Family Planning Reimbursement (Cost Center 802) will be reimbursed based on a fee for service methodology using the following guidelines:  

· Reimbursement will be made for:

1. Uninsured clients, including undocumented clients

2. Clients where “no home contact” is an issue, regardless of age or income

3. Clients at or below 100% of the annual federal poverty guideline.
Balance of sliding scale fee for Clients above 100% - 250% of the annual federal poverty guidelines, Title X will reimburse the balance up to the reimbursement rate 

· LHDs are responsible for collecting reimbursement from the following:

1. Medicare/Medicaid/MCO (link to Kynect)

2. Private Health Insurance

3. Sliding Scale Fees  between 100% – 250% of the annual federal poverty guidelines  (from the client)

4. Sliding Scale Fees 250% and above the annual federal poverty guidelines will be full pay (from the client) 

· Family Planning Reimbursement rates will be based on 90% of the Kentucky Preventive Health Fee Schedule Medicaid Rate (assures the required 10% match for the family planning program is met).
· The Program will only reimburse for procedures listed on the family planning program (802 cost center) approved Current Procedural Terminology (CPT) codes. Please refer to the July 1, 2015, version 1.0 for the latest revised CPT code list.
· Reimbursements will be processed on the 10th of each month based on CPT codes entered by the LHDs. 
· Reimbursements to the LHDs will be made up to the fiscal year allocations.

· Reimbursements will be made regardless of client’s residency.

· Reimbursements will be made for services entered into the PSRS system up to 12 months from the date of service performed.  

· KWCSP federal funding will reimburse for Pap tests and HPV co-testing performed during a family planning visit for KWCSP eligible patients. 

· LHDs must enter these procedures in the Custom Data Processing’s Patient Services Reporting System (PSRS). Please contact the Local Health Operations Branch for coding and billing questions at (502) 564-6663, extension 4100, LHO Branch Help Desk: Option 1 or LocalHealth.HelpDesk@ky.gov.
Information & Education (I&E) Advisory/Community Participation Committee:

Title X grantees are expected to provide for community participation and education and to promote the activities of the project. Every project is also responsible for reviewing and approving informational and educational materials. The Information and Education (I&E) Advisory Committee may serve the community participation function if it meets the requirements, or a separate group may be identified.

Purpose:
· The I&E Advisory Committee Reviews ensure patient educational materials are appropriate and effective. 
· The Community Participation component encourages community support and ensures community needs are being met.
Information & Education (I&E) Advisory Committee Requirements:

MUST:

· have 5 to 9 members 
· who are broadly representative of the community
· to review and approve all Family Planning Program I&E materials 
· to assure the materials are suitable for the target population
· and are consistent with Title X Guidelines.
And MUST:
· consider the target audience’s educational and cultural backgrounds; 
· consider the standards of the target audience; 
· assure the content of the material is factually correct;
· determine if the material is suitable for the target audience; and 
· establish a written record of its determinations.
All Family Planning Program educational materials must be reviewed prior to use in the clinic and existing materials should be reviewed regularly to ensure they remain current.
Community Participation Committee Requirements:

· Must meet at least annually.
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Genetics Program

Laws, Regulations, Guidelines:
Genetic services are made available in Kentucky through a contractual agreement with the two tertiary care centers to provide center-based and outreach genetics clinics held in various local health departments throughout the state.  This program assures that Kentucky’s population has access to diagnostic and genetic counseling services.  

1. Genetic services include, but are not limited to genetic counseling, education, diagnosis and treatment for all genetic conditions and congenital abnormalities.
2. Medical conditions and secondary disabilities can be reduced through accurate diagnosis, early treatment and intervention.  

3. Kentucky is participating in the Region 4 Genetics Collaborative, a regional approach to improve the health of children and families with heritable disorders in Illinois, Indiana, Kentucky, Michigan, Minnesota, Ohio and Wisconsin.  
4. The three clusters of this grant include newborn screening by tandem mass spectrometry, clinical diagnosis and management, and public health infrastructure.
5. Our goal is to improve access to genetic services including the underserved population by evaluating the distribution of genetics clinics throughout Kentucky and changing the locations of outreach clinics to address identified needs.
6. Our goal is to increase the knowledge of primary care providers and the general public about genetic services by providing a website about genetic services in Kentucky including genetic providers in Kentucky and local resources. The website link is http://region4genetics.org/
Health Access Nurturing Development Services 
(HANDS) Program

Laws, Regulations, Guidelines:
902 KAR 4:120 Health Access Nurturing Development Services (HANDS) Program

RELATES TO: KRS 194A.030(4), 211.690

STATUTORY AUTHORITY: KRS 194A.050(1)

NECESSITY, FUNCTION, AND CONFORMITY: KRS 211.690 authorizes the Cabinet for Health Services to implement a voluntary statewide home visitation program for the purpose of providing assistance to at-risk parents during the prenatal period until the child's third birthday. This administrative regulation establishes the eligibility criteria, services, provider qualifications, and hearing rights for participants of the Health Access Nurturing Development Services (HANDS) Program.

907 KAR 3:140 Coverage and payments for the Health Access Nurturing Development Services
The HANDS program also has a handbook with recommended best practice and polices. 

Target Population: 
HANDS services consist of the following services: a screening, using a standardized screening tool, is used to determine eligibility of an applicant in a face-to-face interview. If an individual’s screening indicates eligibility for additional HANDS services, the individual shall be referred for a comprehensive needs assessment conducted by a social worker or a registered nurse employed directly or contracted by the local health department. This assessment will include information regarding the parent’s childhood experience; lifestyle behaviors and mental health; experience and expectations for parenting; coping skills; support system; stress and anger management skills; expectations for the infant’s developmental milestones and behaviors; plans for the child’s discipline; perception of the new infant; and bonding and attachment to the infant. If the assessment results in a determination that the individual meets the criteria, home visitation services shall be provided. The frequency of services shall be provided in accordance with the level of need of the parent or family, and shall lessen as the family meets goals agreed to by the provider and the participant.

In order to receive HANDS services an individual shall be: a pregnant woman who has not reached her 20th birthday; a pregnant woman who is at least 20 years old, will be a first-time parent and a risk is deemed likely for the pregnancy or the infant; a firstborn up to 12 weeks of age whose family is determined to be at risk; or a first-time father or guardian of the aforementioned infant.

Funding: 
The KIDS Now Authority designates state funding through the Tobacco Settlement dollars to the HANDS program.  Amounts vary each year but average around $7.5 million dollars.  The HANDS program is fee for service and does bill Medicaid.  These funds serve as a match to Federal Medicaid dollars and also provide the necessary funding for local health departments to provide services to non-Medicaid participates. Federal dollars match the state dollars 2:1.  The state monies are allocated to the local health departments based on their HANDS program performance. 

Special Requirements:
Staff/Provider Requirements The assessment or professional home visits shall be conducted by a social worker, a registered nurse, or a graduate of a four-year program in a social or behavioral science or a related field with one year experience performing case management services. A master’s degree in a human services field may be substituted for the one year experience. This employee may conduct any HANDS services. A Family Support Worker, who conducts regularly-scheduled home visits, shall be high school graduate or holder of a GED who is at least 18 years of age and has received specialized training in HANDS practices and curriculum and is supervised by a public health nurse or licensed social worker.

Training Training for all staff engaging in home visitation is required.  Completion of Core and Growing Great Kids (GGK) Curriculum trainings are the beginning of the learning process.  Core training provides the philosophical foundation and the how-to strategies and opportunities for practice in areas pertinent to implementation/delivery of HANDS services.  GGK is the curriculum training which focuses basic care, social and emotional development, cues and communications, physical and brain development and how to stimulate development through play.  In order to maintain program effectiveness, staff must maintain and expand upon existing skills.  Opportunities to continue growth and development of skills occur through supervision, wraparound and advanced training components.
Reporting Requirements:

All HANDS sites, with the exception of Every Child Succeeds in Northern Kentucky, are required to enter all client participation information into the HANDS 2.0 web application.  The HANDS web application adheres to specific business rules of the HANDS Program, and is designed to offer an intuitive, user-friendly and convenient web-system for HANDS sites to use. All Health Access Nurturing Development Services (HANDS) participant information is to be submitted to Department for Public Health central office within 5 days of the end of each month.









Billing and collection procedures shall:

-At the determination of Medicaid eligibility, sites will bill Medicaid directly through the Supplemental Reporting System.

A.  Bill to mother until birth of the baby

B.  Bill to infant the day of and after birth

-If ineligible for Medicaid, state funding (tobacco) picks up the cost.
-Only one billable service per day may be billed per family.

The fee for service program reimburses local health departments on a monthly basis. 

Billing and Coding Procedures Specific to Program – HANDS is not based on income. It does require billing to the proper payor source. 

Other Special Requirements – Participants must be a first time parent and families must qualify for the service and be identified as “at-risk” through a screening or formal assessment (referred to as the Parent Survey). 

 Program Specific Offerings- N/A
Program Specific Requirements- All sites must use the Growing Great Kids Curriculum, provide RN/SW quarterly visits, screen for developmental delays, utilized the Helping HANDS for homes preventive health curriculum, screen for perinatal depression, complete home safety checklist, complete child and family rating scales, work with families toward child and family goals, make referrals to appropriate agencies and meet all documentation policies. 
Special Equipment Requirements- Internet access for reporting in HANDS Websystem

Service Description & Key Roles & Responsibilities of Health Department 

All first time parents will be screened as early in pregnancy as feasible or until the infant is three months old (12 weeks), using a Universal Screening Tool for indicated “stress factors” with the following procedure:

A.  Screens can be completed by anyone who is appropriately trained.

B.  Screens are usually completed on the mother, but can be completed on the father only when the mother is no longer in the family dynamic.  In the case of the father, screening questions must be answered from the Dad’s perspective, except those regarding the pregnancy.

C.  The Screener must get the Referral Record Screen Consent form completed and signed by the parent or legal guardian before the screen can be completed. (ACH 300)  NOTE 1:  When the child is in temporary custody, the screen must be done with the birth parents; although services can be delivered with the temporary custodian as per guidelines provided in Section 6: Family Support Worker Process.  NOTE 2:  Reviewing a referral or birth certificate does not constitute a screen unless a consent to screen is signed by the parent. (See Data Guide regarding entry of screen into data system) 
D.  The Screener must complete the Referral Record Screen for Primary Risk Factors and determine the score by:

1. Each of the sixteen (16) items will be answered True, False or Unknown.

2. The screen is Positive if items 1, 9 or 12 are True.

3. The screen is Positive if any two (2) numbers are True.

4. The screen is Positive if there are seven (7) or more unknowns.

E.  All completed screens, both negative and positive:

1.  
Will be kept on file at the screening site

2.  
Will be sent to the local HANDS program within five (5) working days of screen to be entered in the HANDS software. 

F.
All negative screens will be offered community resources that support newborns, infants and/or toddlers.

G.
All negative screens on Teens will be offered Monthly Home Visiting from the local HANDS program until the infant is one (1) year of age.

H.  All refused screens:

1. Will be compiled together in a separate file, in a locked cabinet with the HANDS charts.   

2. Should not be filed in the medical chart.  

3. Will not be entered in the HANDS web-based system.

4. Will be counted on an annual basis, with this number being provided to the TA at the annual site visit.

I.  
Completed positive screens must be filed in the mother’s chart.

J.  All negative screens must be filed in a secure location for five (5) years.
Parent Surveys shall be offered:

A.  To families with a positive screen, not to exceed 16 weeks of age for the infant.

B.  By a professional Parent Visitor who shall:

1. 
 Contact the family, within seven (7) working days, not to exceed thirty (30) calendar days, of receiving the screen to set up the Parent Survey appointment. 

2.  
Make a minimum of three (3) attempts to schedule the Parent Survey.

3.  
Gather information from the family through a face-to-face contact: 

a. 
With home visit being a minimum of 30 minutes.

b. 
Completing documentation on:

1.
The Family Status Form (ACH 304) and

2.
 ALL items on the Parent Survey Score Sheet (ACH 303) and 
3.
The Intake Summary (ACH 302)

c.

With the baby present if occurring postnatally.

d.
The Parent Survey can be completed on both parents separately, but can only bill for one Parent Visit. 

e. 
The Parent Visitor can use the information given by the parents, or other information documented (i. e. in their LHD medical record) to complete the Parent Survey.  Must note where this information was obtained.  

f. 
If only one parent is present for Parent Survey, information about absent parent is to be gathered from parent participating in survey.

g.
 If baby is in Neonatal Intensive Care Unit (NICU), the survey can be done with the parent; but cannot be billed because the baby is not present. 

4. 
 Provide a referral packet to all families participating in the Parent Survey process.  

5.
Score the Parent Survey and:

a.
Write the Parent Survey Summary within 24 -48 hours of intake.

b.

If positive (a score where either or both parents score 25 or above; does not have to be the first time parent):

1.
All families will be offered information and referral to   appropriate community resources and intensive home visitation services based on availability within caseloads. 

2.
If intake is closed (no FSW Services available), the Parent Visitor will make appropriate referrals to other community resources.  Should services become available within the twelve (12) weeks, services should be offered to these families.  (Also see V-E, page 5 of 6 – next page)

c. 
If negative (a score where both parents score below 25):

1.
All adult parents will be provided information on community agencies and referrals are made for services as needed. 

2.
All teen parents will be referred for monthly home visitation to occur until the infant is one (1) year of age. 


Teens who initially screened negative can be surveyed at any time before the infant reaches twelve (12) weeks of age and offered high intensity home visitation services if survey is positive.

d.
In the event that Home Visiting is not offered or refused:

1.
The Parent Visitor will make referrals to appropriate agencies based on concerns learned during the Parent Survey Process;

2.
Provide the family with a resource packet;

3.
If family refused home visitation and the child is not born at time of Parent Survey, the family will be asked if HANDS can contact them once the baby is born to see if they would be interested in home visiting services at that time or family can contact HANDS if they reconsider.
6.
Attend monthly team meetings.

Participation in Home Visiting Services is voluntary.  

A.  Families may receive home visiting services until a child is:


1.
One (1) year of age for low intensity services (Teen Only).


2.
Two (2) years of age for high intensity services (Adults and Teens).


3.
Upon Completion of family goals (Level 4).

4.
Three (3) years of age, if the family remains on Level-1 when the child reaches two (2) years of age.

B.  Upon acceptance of Home Visiting Services families will: 

1.  
Complete the Consent for Services and 
2.
Complete the Authorization to Release Information Form (ACH 301) for:

a.
Parent prenatal and 

b.
Baby postnatal. 

3.  Be assigned a Family Support Worker:

a.

By a locally designated staff person, within 48 hours after a positive

    
Parent Survey.  

b.
Based upon:


1.

Caseload weight / caseload availability

2.
Matching needs of families to the level of experience and skills of the FSWs


3.
Cultural diversity issues (example: a Spanish speaking FSW will be more equipped to work with a family who predominantly speaks Spanish in the home)


4.
Geographic location of the families (especially for sites serving several counties).

c.
Who will make contact with the family within 48 hours after completion of the Parent Survey to schedule first home visit:


1.
Which shall be completed within seven (7) workdays of a positive Parent Survey.


2.
Which shall be documented by the Family Support Worker:   


a.
On the Home Visit Log (ACH 312) within one (1)  work day after visit is completed, and 


b.
On the Supplemental form within one (1) work day after visit is completed.


c.
On the Contact Log (ACH 307) if making a phone call or other contact (i.e. letters, cards, notes, etc.) with the family.


d.
Include completion of the Birth section of the Family Status form (ACH 304) on the target child; remember to update FSW / Social Security number / Medicaid number at 6 months for HANDS outcome information.

d.
Who will schedule on-going home visits with the family:


1.

As per the family’s assigned Level (detailed below).


2.
To be documented:

a.
Following the same guidelines outlined for the first home visit (I B: 3c; 2a-c), and
b. Completing the required updates to the Family Status (ACH 
304) at 6 Months, 12 Months, and upon exit from HANDS

e.
Who will attend monthly team meetings.
Families accepting services will be offered home visits:

A.  Using the required Growing Great Kids (GGK) and Growing Great Families (GGF) curriculums.

B.  With intensity being determined by the Supervisor and Family Support Worker, based on the criteria outlined in the Parents Level of Services Guidelines (Levels 0-4) (ACH 306).  Families assigned to:

HANDS depends on supervision for its success.  Supervision provides the foundation upon which successful strategies are built to engage families and keep them interested in HANDS.  The supervisor and the PV/FSW can develop successful strategies for completing visits and discuss issues concerning families the worker is having difficulty engaging.

Minimum Patient Responsibility –HANDS is a voluntary service the only participation requirement is that 75% of all services occur in the home. 

Services (Arranged and Paid) Include: HANDS is a fee for services program that is contracted with the local health departments and three private agencies (Every Child Succeeds, Lexington Family Care Center and Children and Family’s FIRST in Louisville. 

 Child Care Health Consultation

 for a Healthy Start in Child Care

Laws, Regulations, Guidelines:
902 KAR 4:130. Healthy Start in Childcare Program.
RELATES TO: KRS 199.892-199.896
STATUTORY AUTHORITY: KRS 194A.050, 211.180
NECESSITY, FUNCTION, AND CONFORMITY: KRS 199.8945 authorizes the Cabinet for Health Services to implement a Healthy Start in Childcare Program for the purpose of improving the quality of care specific to health, safety and nutrition of children in childcare. This administrative regulation establishes the services provided by the Healthy Start in Childcare Program and the requirements for organizations and individuals that provide these services.
Implemented in July 2000, Healthy Start in Child Care is a Kids NOW Initiative to provide consultation on health, safety and nutrition to child care providers. Trained Healthy Start Child Care Consultants from the local health departments participate in joint activities with the resource and referral agencies in their area to ensure collaboration and coordination regarding health, safety and nutrition issues impacting the quality of child care. The population to be impacted by Healthy Start in Child Care includes the children and their families receiving out-of-home childcare. During the first five years, children of full-time working parents may spend more time in out-of-home childcare facilities than the total hours spent in school from kindergarten to high school. This makes it critical to utilize this window of opportunity to provide accurate health, safety and nutrition information to parents and child care providers.

Target Population:
Children in out of home care including licensed child care centers and certified family care homes.

Funding:
The Department for Public Health provides allocations to local health departments awarded funding through RFA process. 
Special Requirements:

Staff/Provider Requirements 
· A Bachelor of Arts or Bachelor of Science degree from an accredited college or 
university

· Registered Nurse or

· A public health administrator

Training
· Healthy Start in Childcare Consultants are required to complete an intensive training based on the standardized curriculum of the National Institute for Childcare Health Consultants.

· “Fundamentals of Effective Training” Seminar (15 hrs) which leads to a Kentucky Early Childhood Trainer’s Credential

· Required to attend the 1 day orientation course for Early Childhood Trainers as prerequisite for the Trainer’s Credential

Reporting Requirements:
Consultants shall complete monthly reporting forms including Gentrac web-based data entry and designated DPH reporting forms for program pilots such as asthma, obesity prevention, etc. 

Service Description & Key Roles & Responsibilities Of Health Department: 

To provide 1.0 FTE Consultant providing CHCC Program responsibilities below:

1. Provide consultation to licensed child care centers and certified family homes on health, safety, nutrition, and social/emotional issues.  

2. Collaborate with CCHC Technical Assistance Center (and DPH Central Office staff) who will act as a triage point/referral source and may call upon a Consultant to assist follow-up phone consultation or limited on-site consultation.  

3. Travel beyond county or district as necessary to assist in the consultation and training of licensed child care center or certified family homes in need of on-site consultation per the direction from LFHD Technical Assistants/Trainers, Central Office Staff, or through collaboration with other statewide Consultants 

4. Collaborate with local Child Care Resource and Referral agencies to develop or enhance existing relationship to provide consultation and training to licensed child care centers and certified family homes. 

5. Have Early Care and Education Trainer’s Credential from the Division of Child Care and provide trainings and technical assistance to child care providers and other community partners as appropriate. 

6. Provide consultation to child care providers asking for assistance with social emotional issues. [Training and resources to be provided by the state CCHC Technical Assistance Center].

7. Demonstrate knowledge of appropriate local referral agencies or other sources that could assist the child care provider or individual family’s needs with social and emotional issues.  Make a follow up contact with both provider and referral source.  

8. Coordinate or participate in area meetings (face to face, teleconference, list serves, etc.) with surrounding early childhood professionals (CCR&R, CECC, ECMH Specialist, IMPACT RIAC, LIAC, etc.) to collaborate training efforts within the CCHC Program, as well as with other child serving agencies.

9. Assist with consultation and training in providing support for early care and education centers working toward a STARS rating or improving a STARS rating.

10. Assist with consultation and referrals from the Office of Inspector General or Division of Regulated Child Care of centers and homes with deficiencies in health and safety.  

11. Attend quarterly trainings (at least 2 face to face) and mandatory training per Central Office staff.

12. Complete web-based data reports and adhere to requirements for data entry by Central Office staff as revisions are made to improve the measurable outcomes for this program.

Services (Arranged and Paid) Include: 

Awarded LHD receive funding based on RFA to provide statewide services for the program. Lexington Fayette County Health Department receives allocation to provide 2.0 FTE Technical Assistance/Trainers, 1.0 FTE Consultant and statewide program Helpline.  Administrative duties provided under Eastern Kentucky University contract. Evaluation of program is to be completed through university contract. 
 Adult Viral Hepatitis Prevention Coordinator Program
The Adult Viral Hepatitis Prevention Coordinator (AVHPC) Program provides the technical expertise necessary for the management and coordination of activities directed toward prevention of viral hepatitis infections and integration of viral hepatitis prevention services into healthcare settings and public health programs (e.g., STD, HIV, immunization, correctional health, substance abuse treatment, syringe exchange) that serve adults at risk for viral hepatitis

Laws, Regulations, Guidelines-Since July 2006, Kentucky Revised Statute 214.187 has directed that the “Department for Public Health shall develop a statewide education, awareness, and information program on hepatitis C.”
Target Population- Serves all populations but especially those who have or who are at risk for: Sexually Transmitted Diseases (STD), Men who have sex with men (MSM), HIV/AIDS, and injection drug users (IDU).  Settings include all health care facilities, corrections, Hemodialysis clinics, and long-term care facilities.
Funding- Funded by the Centers for Disease Control and Prevention (CDC-FOA PS08-80103CONT09).  Adult Viral Hepatitis Prevention Coordinator is employed in the Cabinet for Health and Family Services, Kentucky Department for Public Health, Epidemiology and Health Planning Division.
Special Requirements
Staff/Provider Requirements - those required for registered nurse in HD
Training - Participate in continuing education efforts regarding viral hepatitis from the   Kentucky Department for Public Health.

Reporting Requirements- Since July 2006, Kentucky Revised Statute 214.187 has directed that the “Department for Public Health shall develop a statewide education, awareness, and information program on hepatitis C.”  The Kentucky Department for Public Health (DPH) is required to periodically report to the Interim Joint Committee on Health and Welfare on the status of the “Statewide Hepatitis C Education, Awareness, and Information Program.  HD staff will continue surveillance efforts for acute hepatitis cases by reporting to Kentucky Department for Public Health Reportable Diseases section.

Other Special Requirements-Continue to offer counseling, screening, and testing referral to clients requesting information on viral hepatitis or clients who are in a high-risk population for viral hepatitis.  

Hepatitis C Virus (HCV)
The Kentucky Department for Public Health (KDPH) encourages all Local Health Departments (LHDs) to begin offering hepatitis C virus (HCV) education, prevention, screening, and testing to all at risk persons. To avoid a missed opportunity, please offer HCV screening and testing services during all healthcare encounters when persons are identified as being at risk.

Hepatitis C, a blood-borne disease, is primarily spread through intravenous drug use; however HCV can be contracted in other ways from contaminated blood.  Hepatitis C usually is a chronic viral infection with few early symptoms, and danger signs may not appear for decades. Ultimately, patients endure liver scarring, liver cancer, or total liver failure.

Local Health Departments seeking to participate in the Kentucky HCV antibody Screening and Testing with HCV RNA Quantitative Confirmation Program should email the KY AVHPC Program to advise about participation and contact KY Division of Lab Services (DLS) dphlabkits@ky.gov to order PPT tubes and shipping/collection information and shipping materials.

Kentucky Hepatitis C Virus (HCV) Local Health Department Screening and Testing Billing Codes:

Physician Fee Schedule:

86803- Hepatitis C Antibody test, .............................................. ...........................................$19.42

87522- Hepatitis C, Quantification, includes

reverse transcription when performed ..................................... .............................................$58.29

99201- Office/ Outpatient Visit New ......................................................................................$39.86

99202- Office/ Outpatient Visit New ......................................................................................$68.99

99203- Office/ Outpatient Visit New ....................................................................................$100.39

99204- Office/ Outpatient Visit New ....................................................................................$155.31

99205- Office/ Outpatient Visit New ....................................................................................$194.18

99211- Office/ Outpatient Visit Established (EST ) ...............................................................$18.28

99212- Office/ Outpatient Visit EST.......................................................................................$40.17

99213- Office/ Outpatient Visit EST.......................................................................................$67.93

99214- Office/ Outpatient Visit EST.....................................................................................$100.55

99215- Office/ Outpatient Visit EST.....................................................................................$135.11

The HCV clinical information will be listed in the Core Clinical Services Guide (CCSG) as its own chapter entitled “Hepatitis C”.  The HCV forms will be listed in the CCSG Forms and Teaching Sheet section under the Hepatitis C subheading and the HCV teaching sheets will be listed in the Teaching Sheet section under the Hepatitis C subheading
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 Kentucky HIV/AIDS Branch

Laws, Regulations, Guidelines:

Kentucky HIV/AIDS Branch

275 E. Main St. HS2E-C
Frankfort, KY 40621
Phone: (502) 564-6539 
Toll Free: (800) 420-7431
Fax: (502) 564-9865

http://chfs.ky.gov/dph/epi/hivaids.htm

Surveillance Program - HIV/AIDS Case Reporting: (866) 510-0008 or  (502) 564-6539
Prevention Program: (502) 564-6539
Services Program: (866) 510-0005 or (502) 564-6539
HIV/AIDS Continuing Education Program: (502) 564-6539

The Kentucky Department for Public Health HIV/AIDS Branch assesses the current and future impact of HIV in Kentucky. The branch is composed of Surveillance, Prevention and Ryan White Part B Service programs. The Surveillance section is responsible for the documentation and maintenance of the HIV/AIDS cases reported to them by HIV testing entities. State regulation 902 KAR 2:020, Section 13, requires testing facilities to report HIV and AIDS cases to the Kentucky Department for Public Health HIV/AIDS Surveillance section, within five business days of diagnosis. The Prevention section provides HIV prevention services (such as testing, education, awareness, outreach and interventions) to those at risk for infection and technical assistance and expert support to trained professionals providing interventions. The HIV/AIDS Continuing Education program follows KRS 214.605/610/615/620 by reviewing and approving continuing education courses required for most healthcare personnel. The Services program receives the Ryan White Treatment Extension Act, Part B Grant.  The Ryan White Program (otherwise known as the Services Program) is a federal mandate that was created to address health care and service needs of People Living With HIV/AIDS (PLWH/A) disease. The intent of the Services program is to facilitate the provision of quality care and services to PLWH/A disease in a timely manner that is consistent across a continuum of care. These services are mainly provided via a network of programs established at local health departments, local clinics and community based organizations in various regions of the state.

Other statutes regarding testing and confidentiality issues are dictated by:

KRS 214.181 (General consent to testing for HIV – Emergency procedures -- Disclosures of test results -- Voluntary testing programs in each county.)

KRS 214.625 (Consent for medical procedures and tests including HIV infection -- Physician's responsibility -- Confidentiality of results -- Exceptions -- Disclosure -- Network of voluntary HIV testing programs)

KRS 214.995 (Penalties for disclosure of HIV test results or identity of person upon whom test is performed)

KRS 438.250 (Mandatory testing for HIV, hepatitis B and C, tuberculosis, and other diseases for criminal defendants, inmates, and state patients under specified conditions -- Effect of refusal to be tested – Costs)

KRS 510.320 (HIV testing for defendants accused of certain sexual offenses -- Results -- Counseling when test positive -- Cost -- Effect of appeal)

KRS 529.090 (Person convicted required to submit to screening for HIV infection -- Prostitution or procuring prostitution with knowledge of sexually transmitted disease or HIV)

KRS 636.110 (HIV testing for juveniles accused of certain sexual offenses -- Results -- Counseling when test positive)

Target Population: 

The HIV/AIDS Branch serves all citizens of the Commonwealth by providing education and resources to ensure that:

· All people at risk for HIV infection know their sero-status; 

· Those who are not infected with HIV remain uninfected; 

· Those infected with HIV do not transmit HIV to others; 

·  Health department personnel, heath educators, nurses, allied health professionals, counselors, case managers, social service and other community-based agency staff, HIV/AIDS educators, mental health and  substance abuse counselors, social workers, teachers, and HIV/STD counseling and testing personnel attain needed training and skills for provision of timely and quality services to populations impacted by HIV disease .  

Funding:

The programs within the HIV/AIDS Branch are predominately federally funded from the Centers for Disease Control and Prevention (CDC) and the Health Resources and Services Administration (HRSA).  Contracts and Memoranda of Agreements are negotiated with various Community Based Organizations, Universities and Local Health Departments to provide HIV/AIDS Prevention, Surveillance and Services throughout the state.

Special Requirements:

Training:  

· All HIV/AIDS Branch staff and others conducting HIV testing are required to complete the Fundamentals of HIV Prevention Counseling and Testing course. 

· Most healthcare professionals licensed in the Commonwealth of Kentucky are required to receive specific continuing education on HIV/AIDS; certified by the HIV/AIDS Continuing Education program per KRS 214.605, 610, 615, and 620.  

The HIV/AIDS Prevention Program: 

· Reports client demographics and encounters through the PEMS Database (Program Evaluation and Monitoring System).  All contractors provide client data to the Prevention team, who inputs the information into the PEMS database. 
· Receives HIV test forms from all counseling and testing sites, including local health departments.
 The HIV/AIDS Services Program:
· Reports client demographic and service utilization through the CAREWare Database. 
 The HIV/AIDS Surveillance Program:

· Reports HIV and AIDS cases by way of the CDC enhanced HIV/AIDS Reporting System (eHARS) Database (see key roles and responsibilities of Local Health Departments)

Billing and Coding Procedures Specific to Program:
The HIV/AIDS branch does not charge a fee for service.  HIV/AIDS programs will be

provided without regard to religion, race, color, national origin, sexual orientation, disability, age, sex, number of pregnancies or marital status. 

Other Special Requirements:

The HIV/AIDS branch follows the regulation below in regards to confidentiality:

§ 59.11 Confidentiality:

All information as to personal facts and circumstances obtained by the project staff about

individuals receiving services must be held confidential and must not be disclosed without the individual’s documented consent, except as may be necessary to provide services to the patient or as required by law, with appropriate safeguards for confidentiality. Otherwise, information may be disclosed only in summary, statistical, or other form which does not identify particular individuals.

Advisory Council Requirement:

 The Kentucky HIV/AIDS Planning and Advisory Council (KHPAC) is a body appointed by the Governor to carry out the provisions of KRS 214.640, the Centers for Disease Control and Prevention’s HIV Prevention Community Planning Guidance, and the Health Resources and Services Administration’s Planning Bodies Manual. KHPAC works in collaboration with the HIV/AIDS Branch of the Kentucky Department for Public Health to advise regarding HIV/AIDS Prevention activities, Services and policies designed to meet the needs of the people of the Commonwealth of Kentucky.  KHPAC consists of the commissioners of the departments for Public Health  and Medicaid Services and 28 appointed members who represent HIV/AIDS stakeholders, including people living with HIV/AIDS, high-risk populations, AIDS service providers, HIV/AIDS prevention workers, mental health providers, community-based organizations and friends and family of people living with HIV/AIDS.  

Service Description and Key Roles and Responsibilities of the Local Health Departments: 

All Local Health Departments Shall:

Collaborate with the HIV/AIDS Prevention Program to:

· Provide information on HIV which shall include but not be limited to methods of transmission and prevention and appropriate behavior and attitude change.  (“What You Should Know about HIV/AIDS” available online and in Spanish at http://chfs.ky.gov/dph/epi/HIVAIDS.htm 

· Provide anonymous and confidential HIV/AIDS testing

· Provide pre and post test Counseling and Testing 

· Provide Partner Counseling and Referral Services (PCRS) for the sex and needle sharing partners of persons who test positive for HIV

· Submit HIV test forms to the HIV/AIDS Prevention section on a monthly basis.

Collaborate with the HIV/AIDS Surveillance Program to:

· Report all HIV and AIDS cases as mandated by Kentucky Communicable Disease Reporting Regulations (902 KAR 2:020, Section 13). Kentucky requires HIV to be reported by Name, along with Sex, Race/Ethnicity, Risk Factor, as identified by CDC, County of Residence, Name of Facility submitting report, Date and Type of HIV Test performed, results of CD4+ cell count and CD4+%, results of Viral Load testing, PCR, HIV culture, HIV antigen, if performed, information for HIV.  

· Report HIV and AIDS cases  to only two sites throughout Kentucky (1.) the Louisville Metro Health Department-  902 KAR 2:020, Section 13(10)(3) states that HIV/AIDS reports for residents of Jefferson, Henry, Oldham, Bullitt, Shelby, Spencer, and Trimble Counties shall be submitted to the HIV/AIDS Surveillance Program of the Louisville Metro Health Department (i.e., satellite office) and (4.) the Kentucky Department for Public Health in Frankfort-  Cases from all other Kentucky counties of residence are reported to the Kentucky HIV/AIDS Surveillance section  in Frankfort. 

· Know how to report a case, how to ascertain a client's risk factor and the latest HIV/AIDS Statistics.  This information may be found at http://chfs.ky.gov/dph/epi/HIVAIDS/surveillance.htm.
Collaborate with the HIV/AIDS Ryan White Part B Services Program to:

· Refer all individuals testing positive for HIV, to the respective Ryan White funded Care Coordinator Region.  See http://chfs.ky.gov/dph/epi/HIVAIDS/services.htm.  

Kentucky HIV/AIDS Care 
Coordinator Program (KHCCP)

Client Eligibility Guidelines

Clients applying for eligibility for the Kentucky HIV/AIDS Care Coordinator Program (KCCP), the Kentucky AIDS Drug Assistance Program (KADAP) and/or the Kentucky Health Insurance Continuation Program (KHICP) must meet all of the following:

1. Household income - Includes the client, family members, a spouse, partner, or non-family members that reside together.

2. Household Income – The income of all individuals (over the age of 15) that occupy a single residence should be included in the household income and MUST be verified. EXCEPTION would be if an individual does not directly contribute toward the daily living expenses of the other people within the residence (i.e. someone who rents a room, apartment, house, etc. and pays his/her own bills and living expenses separate from the other people that occupy that room, apartment, house, etc.). Individuals must be at or below 300% of the federal poverty level, adjusted for family size. Income must be verified by one of the following:

· Two most recent pay stubs; or

· Most recent W-2 Forms; or

· Award letter from Social Security Disability/Supplemental Security Income; or

· Check stub from Social Security Disability/Supplemental Security Income; or

· Signed statement of no income (for clients who report having no income, he/she must state how he/she is meeting the needs of daily living.

Client’s household cash assets must be less than $10,000. (KHCCP reserves the right to verify cash assets).

3.
Be HIV positive: Provide complete name-linked verification of HIV+ status within 30 days of initiating the initial interview. The following items may be used to verify HIV status:

· Positive confidential Western Blot test result; or

· Signed and dated written statement from a medical care provider; (Please use the Medical documentation Form); or

· A Counseling and Testing counselor may sign and verify HIV status; or

· A discharge summary or other hospital record that verifies diagnosis; or

· Medicaid or Social Security document that verifies diagnosis.

4.
Be a current resident of the state of Kentucky verified by one of the following: (Client verification MUST match the address record)

· Valid Kentucky driver’s license or state identification card;

· Copy of a signed lease agreement;

· Current utility bill; or

· Statement from a person providing room and board.

5.
Sign and date the Informed Participation Agreement form.

6.
Sign and date the agency’s Release of Information form.

7.
Provide sufficient factual information to complete the initial Intake and Assessment form within 30 days of the initial review.

8.
Agree to participate in the development of the Individualized Care Plan (ICP):


Client to cooperate with the interventions, goals, and objectives of the plan.

9.
Agree to abide by the established guidelines for conduct.

10.
Provide documentation of health insurance: (including Medicaid/Medicare and Private health coverage), if applicable. Eligibility for KHICP must meet all of the following criteria:

· Meet all of the program eligibility requirements listed above.

· Have had health insurance for at least six (6) months prior to applying for the KHICP or be eligible for COBRA.

· Must have a prescription rider as part of their health insurance policy.

· All covered members must be HIV Positive.

11.
Clients must provide a copy of a current receipt or current bill to be eligible for any/all financial assistance from KCCP.

12.
Incarcerated Individuals

· Clients who are incarcerated for a period not to exceed 30 days may remain eligible for the KCCP.

· Clients who are incarcerated for a period greater than 30 days will be documented closed in the client’s file and will not be eligible for any care coordinator services during the period they are incarcerated.

· A client may re-apply for the KCCP once released from jail/prison or within 30 days of release date. (If application is approved, client will be eligible for services upon being released from incarceration.)

· Client must provide documentation of residency before a client is eligible for any monetary assistance (other than case management).

13.
KHCCP is largely a federally funded program and is considered the payor of last resort. Financial assistance is NOT guaranteed. Funding is limited and services may be terminated without cause.

14.
Falsification of any information/documentation by any client is grounds for immediate termination without the possibility of reinstatement.

Reinstatement Policy

Clients who have been dismissed from the Kentucky HIV/AIDS Care Coordinator Program (KHCCP) have the right to reapply to the KHCCP six (6) months after the date of their dismissal, not including the exceptions noted below. It is the client’s responsibility to make contact with their respective Care Coordinator Region in order to reapply for the KHCCP after the six (6) month period. Once the client is reinstated into the KHCCP, if, at any time, the client does not adhere to his/her responsibilities outlined within the KHCCP Informed Participation Agreement and the Client Responsibilities Agreement, the client will be dismissed from the KHCCP for a period of one (1) year.

The client may, once again, reapply to the KHCCP by contacting their respective Care Coordinator Region one (1) year from the date of dismissal.

Clients must meet all of the eligibility criteria and provide the necessary documentation in order to be considered, at any time, for participation in the KHCCP.

If at any time the client does not adhere to his/her responsibilities outlined within the KHCCP Informed Participation agreement and the Client Responsibilities Agreement, the client will be terminated indefinitely from the KHCCP without the possibility of reinstatement.

Exceptions To The Reinstatement Guidelines

Reinstatement guidelines do not apply to those incidents in which:

Clients have become physically abusive or made direct or indirect threats to harm any staff within the Kentucky HIV/AIDS Care Coordinator Program (KHCCP), and

Clients have falsified documentation or information related to their eligibility for the KHCCP.
Home Health

Laws, Regulations, Guidelines
A home health agency is a public agency or private organization, or a subdivision of such an agency or organization which provides intermittent health and health related services, to patients in their place of residence, either singly or in combination as required by a plan of treatment prescribed by a licensed physician. 902 KAR 20:081. Operations and services; home health agencies.  Administration and Operation of a Home Health Agency: The licensee shall be legally responsible for the operation of the home health agency and for compliance with federal, state, and local laws and regulations pertaining to the operation of the service.

Target Population- 

Anyone referred from a physician in need of services as described in 902 KAR 20.081
In accordance with 902 KAR, home health services shall be available to the total population regardless of age, sex, and ethnic background.
Funding-

Funding comes from several areas to include but not limited to: Agency Funds, state funds, Medicaid, Medicare, Private Insurance and Patient billing for services provided.

Special Requirements

Staff/Provider Requirements

The agency shall designate a physician or registered nurse to supervise the agency's performance in providing home health services in accordance with the orders of the physician.

Intermittent nursing service, Registered Nurse, Licensed Nurse, Physician, Medical Social Worker, Occupational Therapist, Physical Therapist, Qualified Medical Social Worker, and Speech Pathologist provider requirements along with education levels are defined in 902 KAR 20.081

Training

Required trainings and documentation are defined in 902 KAR 20.081

Reporting Requirements-

Planning. Each agency shall develop and annually review a long range plan which includes:
(a) Assessment of needs for services in the service area of the agency.

(b 
Identification of agency's role in meeting those needs.

(c)
Staff expansion for a two (2) year period.

(d)
Establishment of goals and objectives.

(e)
Coordination of volunteer services, community education and community development 


activities if these services are provided by the agency
The agency shall have procedures which provide for systematic evaluation of its program at least once every two (2) years. The agency staff shall conduct the evaluation.
Billing and Coding Procedures Specific to Program

The Home Health program reporting system is not integrated with PSRS.  Home Health Services provided by local health departments with licensed home health agencies report services through the Local Health Network Home Health Billing System in accordance with Kentucky Licensure and Regulations Guidelines.

Other Special Requirements-

Service agreements with other health care facilities should be developed. Coordination agreements as defined in Section 2 of  902 KAR 20:081, administrative regulation shall be developed with the major health care providers in the service area including: hospitals, skilled, intermediate and personal care facilities and family care homes. (8 Ky.R. 243; eff. 11-5-81; Am. 16 Ky.R. 998; eff. 1-12-90; 25 Ky.R. 623; 1071; 1364; eff. 12-16-98.)
Program Specific Offerings- 

The home health agency shall provide intermittent skilled nursing services and other services for restoring, maintaining and promoting health and/or rehabilitation with minimum disruption of daily living.  Services shall range from skilled nursing services to basic health related services to unskilled supportive services.  More information is included in 902 KAR 20:081. Operations and services 
Program Specific Requirements- 

The agency shall have written policies concerning qualifications, responsibilities, and conditions of employment for each type of personnel (including licensure where this is required by state law). The policies shall be written and available to staff and cover:

(a)
Wage scales, hours of work, vacation and sick leave;

(b)
Preemployment criminal conviction information;

(c)
A plan for preemployment and periodic medical examination, tuberculin test and/or 

     
chest x-ray, and other appropriate tests;

(d)
Plans for orientation and for on-the-job training, where necessary;
    
(e)
Periodic evaluation of employee performance; and

(f)
Job descriptions for each category of health personnel which are specific and include 


the type of activity each may carry out.
Special Equipment Requirements- 

As identified by services offered and 902 KAR 20:081. 
Service Description & Key Roles & Responsibilities of Health Department 

The home health agency shall maintain a clinical record for each patient which covers the services the agency provides directly and those provided through arrangements with another agency; and which contains pertinent past and current medical, nursing, and social information, including the plan of treatment. All records must be confidential. According to KAR 20:081, service may be provided for a few hours a day, one (1) day or several days per week or month. On occasion, service may be provided more frequently for more time per day up to seven (7) days per week.
Minimum Patient Responsibility 

Patient responsibilities include but may not be limited to; compliance with treatment plan, physician’s order for services, proof of Medicaid, Medicare, or Insurance coverage when appropriate, resident of Kentucky, etc.  
Services (Arranged and Paid) Include: 

Personnel and services contracted for meet the same requirements as those specified for home health agency personnel and services, including personnel qualifications, functions, supervision, orientation, basic training program for home health aides, and in-service training should be arranged an paid according to the agreement established by the LHD and the other entity. 902 KAR 20:081. Operations and Services 
 Home Visiting

Laws, Regulations, Guidelines
All home visits must meet Medical Necessity, as defined in accordance with 907 KAR 3:130 Medical Necessity Section 1. This administrative regulation establishes the basis for the determination of medical necessity of services.  The requirements for medical necessity of services are:

· Reasonable and required to identify, diagnose, treat, correct, cure, palliate, or prevent a disease, illness, injury, disability, or other medical condition, including pregnancy.

· Clinically appropriate in terms of the service, amount, scope, and duration based on generally-accepted standards of good medical practice.

· Provided for medical reasons rather than primarily for the convenience of the individual, the individual’s caregiver, or the health care provider, or for cosmetic reasons.

· Provided in the most appropriate location, with regard to generally-accepted standards of good medical practice, where the service may, for practical purposes, be safely and effectively provided.

· Needed, if used in reference to an emergency medical service, to evaluate or stabilize an emergency medical condition that is found to exist using the layperson standard.

· Provided in accordance with early and periodic screening, diagnosis and treatment (EPSDT) requirements established in 42 USC 1396d(r) and 42 CFR Part 441 Subpart B for individuals under twenty-one (21) years of age.

· Provided in accordance with 42 CFR 440.230.

Target Population- 

Home visits may be performed for specific programmatic reasons or due to a referral from private physicians and/or hospitals. These services should be available to any Kentucky citizen for whom there is a medical need and there is no other provider. 

Funding- 

The need to anticipate home visiting services for all programs should be included in the Local Health Department’s plan and budget.

Special Requirements

Staff/Provider Requirements – Are defined by each program in the CCSG
Training- Are defined by each program in the educational requirements in the AR.
Reporting Requirements

Reports may be sent to KDPH according to each programs requirement.  See the CCSG for program specifics.

Billing and Coding Procedures Specific to Program

Coding and billing will be specific to each program area for which the visit was performed.
Other Special Requirements- Security Measures Guidelines

Personal safety of the employees is a major consideration and responsibility for LHDs. LHDs is expected to have a plan for the safety of these employees. Policies and procedures should be developed in the LHD to assist in providing security measures for the health care providers. 
Program Specific Offerings, Program Specific Requirements, Special Equipment Requirements- 
Based on each program requirement in the CCSG
Minimum Patient Responsibility 

Patient should agree to be home when appointment for visit is scheduled.
Services (Arranged and Paid) Include: 

Services may be arranged for and/or contracted as LHD Director sees appropriate.
Immunization Program 
Administrative Guidelines

ELIGIBILITY FOR STATE-SUPPLIED VACCINE

The following constitute programmatic directions on eligibility for vaccine supplied through the Department for Public Health’s Immunization Program, i.e., state-supplied vaccine.  Only those children and adolescents specifically identified as eligible may receive state-supplied vaccine.  Local Health Department (LHD) purchased vaccine may be used to vaccinate clients not eligible for state-supplied vaccine.  

Eligibility

1. LHD clients birth through 18 years of age (under 19) are eligible to receive state-supplied vaccine at no cost for the products.  Except as provided for under “Adults, Outbreak Control and Special Situations,” in this section, use of state-supplied vaccine for adults 19 years of age and older is not authorized.  Eligibility is based on federal statutory (42 U.S.C. 1396s) and state regulatory (907 KAR 1:680) requirements, childhood and adolescent immunization recommendations of the United States Public Health Service’s Advisory Committee on Immunization Practices (ACIP), state and federal funding, and the availability of the vaccine through the Immunization Program.

2.  LHD should not immunize private health insurance patients to avoid a missed opportunity. Privately insured patients presenting at a LHD should be counseled to seek vaccinations from their child’s private health care provider as covered by their health insurance plan.   The Immunization Program is not funded to provide routine vaccination of children with health insurance that covers vaccinations.  Should a LHD choose to immunize an insured patient they should do so with LHD purchased vaccine only and not VFC.

3. Children enrolled in Kentucky Children’s Health Insurance Program (KCHIP) Phase III are technically not VFC-eligible because they are neither Medicaid-eligible nor uninsured.  However, the Department for Public Health has entered into an agreement with the Department for Medicaid Services to be the purchasing and distribution agent of vaccines for children enrolled in the KCHIP Phase III program.  Therefore, KCHIP providers, who are also VFC providers, may serve KCHIP Phase III recipients with vaccines supplied through the Immunization Program.  Providers must bill KCHIP for the administration fee.

Eligibility Screening

1. LHD clients birth-18 years of age (<19) must be screened at each visit to determine eligibility category for state-supplied vaccine by referring to the following criteria: 

a. 
Is enrolled in Medicaid or a Managed Care Organization
b.  
Does not have health insurance or is uninsured 
c.  
Is an American Indian or Alaska Native

d.  
Is underinsured or has health insurance that does not pay for vaccinations.

· A child who has health insurance, but the coverage does not cover vaccines is underinsured. 

· A child whose insurance covers only selected vaccines.  VFC-eligible for non-covered vaccines only.

· A child whose health insurance caps coverage at a certain financial amount and that level has been met so the insurance no longer covers vaccines.

· Underinsured children are eligible to receive VFC vaccine only through a Federally Qualified Health Center (FQHC), or Rural Health Center (RHC) or under an approved deputization agreement at a local health department.

**Any patient with private health insurance with a deductible is NOT eligible for VFC vaccine unless the plan does not pay for the vaccine regardless of deductible.    
2. A record of client/patient eligibility of all children birth-18 years of age (<19) who receive state-supplied vaccine must be kept at the LHD.  LHDs must document patient eligibility screening on the Patient Services Reporting System (PSRS) in AR Volume II.  Eligibility screening must take place with each visit to ensure the child’s eligibility status has not changed.  
State-Supplied Vaccine

1. Subject to availability, the Immunization Program will provide vaccines at no cost to LHDs for administration to eligible clients birth–18 years of age (< 19) identified as eligible in section I.

Client Eligibility: All ACIP routinely recommended childhood and adolescent vaccines are published by the Centers for Disease Control and Prevention (CDC) in the Recommended Childhood and Adolescent Immunization Schedule – United States.  This immunization schedule is revised at least annually. A current copy of the Recommended Childhood and Adolescent Immunization Schedule – United States, may be found at http://www.cdc.gov/vaccines/schedules/index.html.

2. Subject to availability, the Immunization Program will provide vaccines at no cost to LHDs for administration to eligible clients birth–18 years of age (< 19) identified as eligible in section I.

Client Eligibility: LHDs will administer all vaccines necessary for entry and attendance to Kentucky primary or secondary schools (public or private), preschool programs, day care centers, certified family child care homes or other licensed facilities which care for children, in accordance with Kentucky Revised Statutes KRS 158.035, KRS 158.037, KRS 158.160, KRS 214.034, KRS 214.036, KRS 214.990(5), and Kentucky Administrative Regulation 902 KAR 2:060.  

3. Subject to availability, the Immunization Program will provide at no cost to LHDs for administration to eligible clients birth–18 years of age (< 19) identified as eligible in section I.

Client Eligibility, all vaccines procured through the VFC program must be administered according to the guidelines outlined by the ACIP in the VFC resolutions.  For a current list of vaccines or combination vaccines please go to the following link:  http://www.cdc.gov/vaccines/programs/vfc/providers/resolutions.html
Adults, Outbreak Control and Special Situations

The Department for Public Health’s Immunization Program is not funded to provide for routine vaccination of adults 19 years of age and older.  However, the Department for Public Health’s Immunization Program may initiate supply of vaccine for adult disease intervention and other special situations or projects.  Otherwise, request for to support adult vaccination of clients not specifically identified above as eligible need to be made to the Department for Public Health’s Immunization Program, and will usually need to be accompanied by written justification of need and plan of action.  LHDs engaged in routine vaccination of adults should do so with LHD-purchased vaccine.  

STORAGE AND HANDLING OF VACCINE
The following constitute procedural directions for the management of state-supplied vaccine:

1. Vaccines should be stored and handled in accordance with the Food and Drug Administration (FDA)-approved package insert that is shipped with each product. Additional guidance for selected biologicals is contained in the Centers for Disease Control and Prevention’s (CDC’s) Vaccine Management: Recommendations for Handling and Storage of Selected Biologicals. CDC’s vaccine management recommendations for selected biologicals may also be found at:


cdc.gov/vaccines/recs/storage/.

2. Designate one primary vaccine coordinator and one backup vaccine coordinator in the clinic to be responsible for storage and handling of vaccines.    The vaccine coordinators should be familiar with all aspects of vaccine storage and handling, including knowing how to handle vaccines when they arrive, how to properly record refrigerator and freezer temperatures, and what to do in case of an equipment problem or power outage. Vaccine coordinators must receive annual training on vaccine storage and handling. 

3. Stand-alone refrigerators and freezers are required for vaccine storage.    A “Do Not Unplug” warning sticker should be placed on the storage unit and next to the electrical outlets for each vaccine storage refrigerator or freezer.  A certified calibrated thermometer with an external, detachable probe in glycol must be in every refrigerator and freezer that contains state-supplied vaccine.

4. The temperature of the refrigerator and freezer where vaccine is stored should be checked and recorded on the Kentucky Immunization Program (KIP)-supplied temperature log at least twice daily.  Preferably, the temperature should be checked in the morning when the office opens and again at the end of the day when the office closes.  Minimum and maximum temperatures should be recorded each morning on the temperature log for each vaccine storage unit. Temperature logs should be kept for at least three years.  As the refrigerator ages, clinics can track recurring problems.    

5. Vaccine found to be stored out of recommended temperature range should immediately be quarantined and placed in appropriate conditions. Check the condition of the unit for problems.  Are the seals tight?  Is there excessive lint or dust on the coils? Call maintenance or a repair person if the temperature is still out of range. Contact vaccine manufacturers to determine vaccine viability. Complete the Storage and Handling Incident Report and send to KIP.  
6. Any incident which may question vaccine stability, including incidents of improper vaccine handling and storage, must be reported to the Kentucky Immunization Program at (502) 564-4478 or to the designated KIP Field Representative.    

7. LHDs should develop emergency procedures for protecting vaccine inventories in case of natural disasters or other emergencies.  Such emergency procedures should include: emergency backup power generation or identifying an alternate storage facility with back-up power where vaccine can be properly stored and monitored; ensuring the availability of staff to pack and move vaccine; maintaining appropriate packing materials; and, ensuring a means of transport for the vaccine to a secure storage facility.  
8. LHDs may be required to reimburse the Kentucky Immunization Program dose for dose for vaccines that are wasted or expired.  Please see the Restitution Policy for more information.  

Vaccine purchased by LHDs (i.e., not state supplied) should also be handled and stored in accordance with the guidance described in items one (1) through six (6) above.

LHDs are responsible for the proper maintenance of their vaccine inventory and for ordering vaccine in the appropriate amounts.  It is recommended that providers calculate the amount of vaccine they generally use in a 30 to 60 day period, and use that figure as a basis for reordering vaccine.  To avoid shortages, providers should always order vaccines at least 30 days in advance of inventory depletion.  Providers must complete a “Vaccine Activity and Order Worksheet” and forward it by fax to the Kentucky Immunization Program at (502) 696-4923, or by email to dph.kvp@ky.gov .
IMMUNIZATION LINKAGE INTERVENTIONS WHICH MUST BE IN PLACE TO ENSURE CHILDREN ARE PROPERLY IMMUNIZED

The following interventions must be in place to ensure all children receiving services at a local health department (LHD) are properly immunized:

1.
Ensure immunization data for all children is collected and entered into the Patient Services Reporting System (PSRS) regardless of whether the child receives immunization services from a primary care physician or LHD.

2.
When scheduling appointments, advise parents/caretakers of each infant and child under the age of two (2) that immunization records are requested as part of the health screening process. Explain to the parent/caretaker the importance of ensuring that infants/children are up to date on immunizations. Assure applicants for WIC services that immunization records are not required to obtain WIC benefits.

3.
Use PSRS for prescreening infants and children who have been scheduled for upcoming visits/services.

4.
Screen the immunization status of each infant/child at the initial visit and all subsequent visits. The screening must be done by using a documented record, which is either computerized or paper and includes recorded vaccination dates. Examples of a documented record are:

· A hand-held immunization record from the provider

· An immunization registry

· An automated data system, or

· A medical record

5.
Immunizations may only be shared in accordance to HIPAA regulations or state law.  Immunization records may be disclosed to another provider as part of treatment without a written disclosure from the patient. Additional related information can be found at: http://www.cdc.gov/vaccines/imz-managers/laws/HIPAA/qa-patient-recs-afix-vfc.html and 902 KAR 2:055.  HIPAA information regarding a covered health care provider disclosing proof of immunizations about a student or prospective student can be found in the AR, Medical Records Management Section under “Releasing Patient Information”. 
6.
If the infant/child is under immunized:

· Provide information on the recommended immunization schedule appropriate to the current age of the infant/child; and

· Provide referral for immunization services to the child’s usual source of medical care.

7.
If a documented immunization record is not provided by the parent/caretaker:

· Provide information on the recommended immunization schedule appropriate to the current age of the infant/child.

· Provide referral for immunization services; and

· Encourage the parent/caretaker to bring the immunization record to the next certification visit.

8.
Use the CDC-developed Comprehensive Clinic Assessment Software Application (CoCASA)  to perform self-assessments of immunization coverage level status of children adolescents.

REMINDER/RECALL POLICIES

In February 1992, the National Vaccine Advisory Committee developed a set of standards as to what constitutes the most essential immunization policies and best practices. Research has demonstrated that systems used to remind patients, parents/guardians, and health care professionals when vaccinations are due, and to recall those who are overdue immunizations, improves vaccination coverage. The following are protocols regarding the implementation of immunization reminder/recall policies.

Scheduling Appointments

The local health departments must schedule the next immunization appointment upon completion of the current immunization encounter. Every effort shall be made to provide health services within (10) calendar days from a patient’s request for an appointment. Refer to “Appointment and Scheduling Requirements for Personal Health Services” in the AR Volume I, Section VIII:  LHD Operations.

Reminder Protocol

1. At each immunization encounter, a written reminder shall be given to the patient or patient’s parent/guardian with the next scheduled immunization.

2. The Patient Services Reporting System (PSRS) will display a message that will appear on the status line whenever it is determined that an immunization is due upon registration.

3. A reminder card or telephone call must be executed in order to remind patient or patient’s parent/guardian of the next immunization appointment in advance.

a. FOR HEALTH DEPARTMENTS WITH AUTO DIALER: Local health departments with Auto Dialer capabilities must utilize the system to prompt patient or patient’s parent/guardian regarding upcoming immunizations. See WIC Program section in the AR Volume II for “Auto Dialer Download” instructions.

b. FOR HEALTH DEPARTMENTS WITHOUT AUTO DIALER: Local health departments without Auto Dialer capabilities must utilize a manual reminder telephone call or card system.

Recall Protocol

1. Attempts should be made to recall patients that miss immunization appointments by employing either a mailed card, telephone call, or other electronic method. A total of three documented attempts to reschedule the appointment should be made before classifying the patient as “moved or gone elsewhere” for immunization purposes.

2. Health departments may obtain a missed appointment list daily to assist with this endeavor. If you wish to have this report printed at your health department, contact the Help Desk at (502) 564-7213 or CRT 2163 and request that Report 865 is run for your site. Report 864 will print labels for use in contacting these patients. See “Missed Appointment List and Labels” in PSRS section of the AR Volume II.

3. Allow sufficient time to lapse before each contact is attempted, in order to give the patient or patient’s parent/guardian sufficient time to respond.

4. Document each attempt including the date of attempt, method of contact, and the outcome.

5. If the patient or patient’s parent/guardian does not respond to the three attempts, the child has “moved or gone elsewhere” for immunization coverage level assessment purposes. Document appropriately.

REPORTING AND PREVENTION OF PERINATAL HEPATITIS B

Testing and Screening

KRS 214.160 (7) has required the screening of pregnant women for Hepatitis B since 1998. Screening for Hepatitis B surface antigen (HBsAg) is one of several required blood tests performed at the initial prenatal visit. If the woman is high risk for contracting Hepatitis B, the serological testing should be repeated in the last trimester.

Reporting Requirements

Health Care professionals and health care facilities are required by regulation 902 KAR 2:020  to report HBsAg-positive pregnant women and children born to these women.

Kentucky Disease Surveillance requires priority reporting: report to the local health department or the state Department for Public Health within 1 business day of the identification of a case or suspected case.

Epidemiology reports required:

· Kentucky Reportable Disease form – EPID 200 – Used to report all Hepatitis B positive persons.

· Hepatitis B Infection in Pregnant Women or Hepatitis B Infection in a Child – EPID 394 – Used to report all pregnant women or children positive for Hepatitis B.

· Perinatal Hepatitis B Prevention Form for Infants – EPID 399 – Used by hospitals to report vaccination status of newborn infants.

Perinatal Hepatitis B Prevention Coordination

· The Department for Public Health’s Immunization Program will have a person designated as the State Perinatal Hepatitis B Prevention Coordinator.

· The State Perinatal Hepatitis B Prevention Coordinator will be responsible for maintaining a state-wide registry of children born to HBsAg positive mothers throughout the state.

· The State Perinatal Hepatitis B Prevention Coordinator will provide technical assistance to local health department Perinatal Hepatitis B Prevention Coordinators throughout the state.

· Local Health Departments

· Local health departments shall have a designated person assigned to be responsible for the follow-up of prenatal women who test HBsAg-positive, their newborn infants, and household, sexual and needle-sharing contacts.

· The designated person at the local health department will work with private physicians and hospitals to coordinate the care and follow-up of these clients.

· The designated person at the local health department will report to the State Perinatal Hepatitis B Prevention Coordinator regularly with any current information on clients being case managed.

Infants Born To HBsAg Positive Women

Vaccination and testing for HBsAg and anti-HBs should be conducted in accordance with the most current recommendations of the Advisory Committee on Immunization Practices (ACIP) for Hepatitis B Vaccine.

· Infants born to women who are HBsAg-positive will receive Hepatitis B Immune Globulin (HBIG) and three doses of Hepatitis B vaccine in accordance with current recommendations of the ACIP.

· The HBIG and the first dose of Hepatitis B vaccine will be administered when the infant is physiologically stable (usually at the birthing facilities), preferably within 12 hours of birth. These infants will be case managed to assure that immunoprophylaxis and post-vaccine testing are continued and completed in a timely manner.

· The infants will be tested for HBsAg and anti-HBs three to nine months after the completion of the vaccine series to determine the success of the therapy. The three to nine months after the completion of the vaccine series determine the success for the therapy. In case of therapy failure, these tests will identify infants positive for the virus or those requiring re-vaccination.

· Re-Vaccination: Infants negative for anti-HBs and HBsAg should receive a complete second series of Hepatitis B vaccine and retest for HBsAg and anti-HBs one month after the last dose.

· If the infant continues to be negative for anti-HBs, the infant is considered to be a non-responder.

Kentucky Vaccine Program

Fraud and Abuse Policy

Revised 12/7/12

Purpose: 
This document will outline the policy and procedures to prevent, detect, investigate, and resolve suspected fraud and abuse allegations for medical providers in the Kentucky Vaccine Program (KVP).  The federal Vaccines for Children Program (VFC) is the largest part of the KVP. 

Background: 
The Vaccines for Children (VFC) Program is a federally funded program that provides vaccine at no cost to children who are Medicaid-eligible, uninsured, American Indian/Alaskan Native, or who are underinsured and receiving immunizations at a Federally Qualified Health Center (FQHC) or Rural Health Clinic (RHC) or a local health department delegated by a FQHC or RHC.  The cost and number of vaccines provided by the VFC Program and 317 Programs have increased dramatically over the past few years.  With Kentucky receiving nearly $48 million in federal vaccine funds in 2011, it is imperative that the KVP have effective and enforceable policies and procedures against fraud and abuse to safeguard this significant investment. 

Definitions:

Authority:   KRS 205.8453(4) directs the Cabinet for Health Services to institute other measures necessary or useful in controlling fraud and abuse.   The Kentucky Department for Public Health is responsible for monitoring the utilization of services in the KY VFC Program and refers any concerns of fraud, abuse and/or waste to the Office of Inspector General (OIG) as the designated Single State Agency for the Kentucky Medicaid Program. Referrals outlining the potential fraud, abuse or waste will be forwarded to the OIG, Division of Audits & Investigations, Medicaid Preliminary Investigations (MPI) Branch.  The MPI Branch will review complaints of potential fraud, abuse and /or waste.  The MPI Branch is responsible for referring any situations in which they have determined that fraud, abuse and/or waste may have occurred to an outside agency for further investigation and prosecution (i.e., the Kentucky Office of the Attorney General, Department of Insurance, U.S. Department of Health & Human Services, U.S. Office of the Attorney General, etc.). 

Fraud is defined as an intentional deception or misrepresentation made by a person with the knowledge that the deception could result in some unauthorized benefit to himself/herself or some other person.  It includes any act that constitutes fraud under applicable federal or state law. 

Abuse is defined as provider practices that are inconsistent with sound fiscal, business, or medical practices, and result in an unnecessary cost to the Medicaid program, [and/or including actions that result in an unnecessary cost to the immunization program, a health insurance company, or a patient]; or in reimbursement for services that are not medically necessary or that fail to meet professionally recognized standards for health care. 

Examples of Fraud and Abuse:

This list is not intended to be exhaustive of all acts that may constitute fraud or abuse. 

· Providing VFC vaccines to non-VFC eligible children;

· Selling or otherwise misdirecting VFC vaccine;

· Billing a patient or third party for the VFC-funded vaccine;

· Charging more than the established maximum regional charge for administration of a VFC-funded vaccine to a federal vaccine-eligible child;

· Denying VFC-eligible children VFC-funded vaccine because of parents’ inability to pay the administration fee;

· Failing to implement provider enrollment requirements of the VFC program;

· Failing to screen patients for VFC eligibility at every visit;
· Failing to maintain VFC records or not complying with other requirements of the VFC Program;

· Failing to fully account for VFC vaccine;

· Failing to properly store and handle VFC vaccine;

· Ordering VFC vaccine in quantities or patterns that do not match the provider’s profile or otherwise over-ordering of VFC doses of vaccine ;

· Wasting VFC vaccine (e.g., expiring vaccine, ordering too many doses of vaccines, storing or transporting vaccines outside of cold chain procedures, lost or unaccounted for doses, etc.) 

· Any activity that will result in an overpayment for costs of the vaccine or administration.

Fraud and Abuse Contact Persons:
The following persons will have the authority to make decisions about where potential fraud/abuse situations are to be referred, make the referral, and notify the appropriate governmental agencies (e.g., CDC, state Medicaid and others as appropriate). 

· Fraud and Abuse Coordinator:  Laura Harrod, KVP Coordinator (502) 564-4478 x4256. 

· Back up Coordinator:  Judy Baker, KVP Assistant Coordinator – (502) 564-4478 x4252. 

· Telephone number for reporting Fraud and Abuse: (502) 564-4478: This number is answered on business days from 8:00 am – 4:30 pm. 

CDC Non-Compliance with VFC Program Requirements Algorithm:  

This algorithm was developed to provide a detailed framework to identify providers who are non-compliant with VFC program requirements.  The KVP will address provider non-compliance by using this algorithm.  Please see attached CDC Algorithm.  This document can also be found at:  http://www.cdc.gov/vaccines/programs/vfc/downloads/vfc-op-guide/nc-vfc-algorithm-fall08.pdf.

Preventing Fraud and Abuse: 
The following activities are part of the VFC Program’s daily operations to prevent instances of fraud and abuse. 

· Upon enrollment into the VFC Program, new immunization providers will receive an educational training session from the Immunization Field Staff to explain the VFC Program in detail.  Providers will be educated about the purpose, eligibility requirements, and VFC program requirements. 

· All providers who participate in the VFC Program are required to submit a completed Provider Profile and signed Provider Enrollment form before they can receive vaccine.  Providers must update these forms as needed, but at least annually, to continue to receive vaccine.  The Provider Enrollment form outlines the requirements with which providers must comply to participate in the VFC Program.  By signing the Provider Enrollment form, providers certify that they will comply with the VFC Program requirements. 

· All incoming vaccine orders and reports of doses administered are reviewed by the vaccine management staff.  Any inconsistencies on these reports (e.g., ordering more vaccine than is usually ordered, reports of wasted/expired vaccine) are addressed quickly by vaccine management staff, and adjustments are made as appropriate. 

· Per the Enrollment Form signed yearly providers may have to reimburse the Immunization Program dose for dose for any vaccines that cannot be accounted for, spoiled, expired or are deemed preventable losses.  Providers are required to develop corrective action plans and submit proof of replacement vaccine. 

· All VFC staff that have interaction with VFC-enrolled providers are thoroughly trained to prevent, identify, and resolve issues and instances of programmatic fraud and abuse and non-compliance in a provider’s office/clinic as part of their job responsibilities. 

· Site visits are conducted annually (in most years, ~100% of providers are visited each year).  Immunization Field Staff inspect for any indications of fraud or abuse during their reviews, and they continue to follow-up on any deficiencies until improvements are made and maintained. 

· Immunization Field Staff conducts additional site visits if providers have vaccine storage and handling problems or other problems and follow-up with the providers until improvements are made and maintained. 

· VFC education is provided annually during site visits to 100% of enrolled providers to educate on the latest immunization information.

· As a quality assurance measure, VFC staff will review the List of Excluded Individuals and Entities list located at http://exclusions.oig.hhs.gov/, prior to allowing new VFC providers on the program and yearly when updated enrollment forms are received.  The list is used to identify parties excluded from participation in federal health care programs.  Any VFC enrolled provider that newly appears on the exclusion list will be immediately suspended from the VFC Program and any VFC vaccine in inventory will be retrieved by VFC staff. 

Detecting, Investigating, Reporting, and Resolving Fraud and Abuse: 

1. Instances of potential fraud and abuse are most often reported as complaints or referrals from outside sources regarding a provider who has inappropriately used vaccines or billed Medicaid or private insurers for the cost of VFC vaccines.  Instances of potential fraud and abuse might also be detected during review of providers’ vaccine orders or during Assessment, Feedback, Incentives, eXchange program AFIX/VFC site visits.  

As determined by VFC staff, if an instance of fraud and abuse is determined to result from an excusable lack of knowledge or misunderstanding of the VFC Program requirements, the VFC Coordinator will implement an Education and Corrective Action Plan and attempt to resolve the situation through the use of KVP staff.  This determination would be made on a case-by-case basis depending on such factors as the amount of money lost, inadvertent financial gain by the provider, how the incident was identified, length of time the incident was occurring, provider’s willingness to replace the lost VFC vaccine, and the willingness of the provider’s staff to participate in the educational referrals and post-education follow-ups.  In addition, a visit by the Immunization Field Staff and VFC Educator could be made to the provider’s office and follow-up would be provided until the situation improves. 

If an instance of fraud and abuse is determined to be intentional or is not able to be resolved by KVP staff, the following information will be collected: 

· Medical Provider’s name (Medicaid ID if known);

· Address; 

· Source of allegation;

· Date allegation reported to program;

· Description of suspected misconduct;

· Specific VFC requirements violated;

· Value of vaccine involved, if available; 

· Success of educational intervention;

· Disposition (e.g., closed, referred, or entered into education process) of case and date of disposition.

Instances of suspected fraud and abuse will be discussed immediately with the following staff: 

Margaret Jones, RN, BSN, BS Ed, Immunization Program Manager - (502) 564-4478 x4257

Jennifer Paulk, Assistant Immunization Program Manager - (502) 564-4478 x4261

Robert Brawley, MD, MPH FSHEA, Chief, Infectious Disease Branch - (502) 564-3261 x4235

Kraig Humbaugh, MD, MPH, Director of Epidemiology and Health Planning - (502) 564-3418 x4310.
External Referral Contacts for Potential Fraud: 
A suspected instance of fraud or abuse that is determined to be intentional or is not able to be resolved by KVP staff will be referred to the: Center for Medicare & Medicaid Services (CMS), Kentucky Medicaid, and Centers for Disease Control and Prevention (CDC) contacts within five (5) working days.  In addition to the above-mentioned information, Immunization Program staff will gather and provide any additional information requested by Medicaid/CDC. 

· Center for Medicare & Medicaid Services (CMS): All suspected cases of fraud and abuse that grantees determine should have further investigation must be referred to the Medicaid Integrity Group.  All referrals should be sent to the following e-mail address:   MIG_Fraud_Referrals@cms.hhs.gov 
· Director, Division of Audits & Investigations, Office of Inspector General, 275 East Main St. 5E-D, Frankfort, KY 40621, , (502) 564-2815.

· NCIRD/POB (National Center for Immunization and Respiratory Diseases/Program Operations Branch) Project Officer:  Mayra Lacén (404) 639-8433.  All suspected cases of VFC fraud and abuse referred to the Kentucky Immunization Program for follow-up will be reported to NCIRD/POB Project Officer within 2 days of the referral.

If a VFC Provider’s actions are determined to constitute fraud or abuse,  the provider may be required to reimburse vaccine or other costs, may be terminated from the VFC Program and have his/her name added to the KVP excluded provider list, and/or may be referred for criminal prosecution.  If a VFC providers actions are determined to not constitute intentional fraud or abuse, the provider would receive education and follow-up from the Kentucky Immunization Program staff until the situation is resolved.
K-STRIPE Program

(Kentucky State and Regional Infection Prevention and Epidemiology)

Laws, Regulations, Guidelines:
Currently there are no Kentucky or Federal laws mandating the collection and reporting of healthcare associated infections unless an outbreak is present (902 KAR 2:020 - Disease Surveillance).  However, the Center for Disease Control (CDC) does have guidelines for the prevention and control of healthcare associated infections, and the Joint Commission has infection prevention and control standards for facilities who receive Medicare and Medicaid funds.

Target Population:

Healthcare facilities in Kentucky; main focus is on hospitals and long-term care facilities.

Currently there are 120 acute care hospitals and 426 licensed LTCFs in Kentucky. 

Funding:

American Recovery and Reinvestment Act (ARRA) have provided grant funding through the (CDC) for healthcare associated infection prevention. 

Healthcare Associated Infections – Building and Sustaining State Programs to Prevent Healthcare Associated Infections (CI07-70402ARRA09)
Special Requirements

Staff/Provider Requirements: The staff/personnel who will perform the duties of the HAI Program Manager must be a Registered Nurse, licensed in Kentucky, who is a graduate of an accredited college or university with a Bachelor of Science of Nursing or higher degree in Nursing. Certification in Infection Control from the Certification Board for Infection Control and Epidemiology and at least three years of experience in the last five years as a hospital Infection Preventionist is required. 

HAI Program Manager: Will have a valid Kentucky driver’s license.

Preferred Education and Experience: Prefer that the HAI Program Manager have at least five or more years experience as a Registered Nurse. An advanced degree (i.e. a Master of Science of Nursing or higher degree) with a major [or concentration] in Community Health Nursing or Public Health Nursing, Infectious Diseases or Infection Control, or a Master’s or doctoral degree in Public Health is a plus. Recent experience with the CDC National Healthcare Safety network (NHSN) for HAI surveillance and reporting would be preferred.

Training: A Registered Nurse in the State of Kentucky must obtain 15 CEs (continuing education units) each year for renewal of a valid license. Keeps up-to-date on the latest medical and nursing literature and advances about HAI prevention and control strategies by reviewing books, pamphlets, journals and other professional materials. Establishes and maintains on-going working relationships with nurses and other health professionals, clinicians, acute care hospitals, long term care facilities, local health departments and other agencies throughout the state.

Reporting Requirements: 

KDPH shall provide reports based upon instructions provided from the CDC.

Billing and Coding Procedures Specific to Program: Not applicable. Grant funds will be distributed per grant guidelines.
Grants funds for the 28 month period from September 1, 2009 through December 31, 2011 will be used for:

· Travel in-state and out-of-state for the HAI Prevention Plan Coordinator (HAI-PPC)

· Travel, out of state, for key Kentucky Department for Public Health staff to attend training courses in infection control and/or healthcare epidemiology.

· Equipment

· Supplies

· Contractual – contracts will be used to quickly hire an experienced Registered Nurse-Infection Preventionist as the HAI Prevention Coordinator, and

· Indirect costs.
Other Special Requirements 

      Program Specific Offerings- 
Enhancing “State” capacity to develop or improve

· HAI program infrastructure

· Surveillance, detection, reporting, and response efforts

· Prevention

· Evaluation, oversight, and communication
 Program Specific Requirements-

1. Establish statewide HAI prevention leadership through the formation of a multidisciplinary advisory committee

2. Identify specific HAI prevention targets consistent with HHS priorities

3. Establish an HAI surveillance prevention and control program (K-STRIPE)

4. Designate a State HAI Prevention Coordinator

5. Improve coordination among governmental agencies and organizations

6. Facilitate use of standardized data collection and reporting

Special Equipment Requirements- use of an electronic reporting mechanism such as CDC’s NHSN database.
Service Description & Key Roles & Responsibilities:
Role of HAI Program Coordinator/Manager-
1. Plan, develop, manage, coordinate, and evaluate activities directed toward the prevention and control of HAIs.

2. Provide guidance and professional nursing consultation regarding HAI prevention and control strategies to infectious disease nurse consultants and other staff at the Kentucky Department for Public Health (KDPH), to nurses and other staff at acute care hospitals, long term care facilities, local health departments, and to other agencies and health care providers.

3. Provide guidance and coordinate the development and publication of a written Plan, i.e. the “Kentucky HAI Prevention Plan.”

4. Provide guidance on agency, program, and nursing policies and procedures, priorities and requirements to insure that HAI Prevention Program and Plan objectives are met.

5. Provide technical assistance and coordinate ongoing review and updates of the HAI Prevention Plan.

6. Initiate and conduct needs assessments and identify training requirements and other resources needed to both perform and integrate the core 

7. HAI prevention and control strategies into the delivery of health-care services in Kentucky.

8. Analyze, develop, and recommend HAI prevention and control strategies.

9. Assist in the planning, evaluation and development of medical and nursing strategies, programs, and interventions for the prevention and control of HAIs.

10. Initiate collaboration and education about national prevention targets in the HHS Action Plan to design and implement effective HAI prevention and control programs.

11. Collaborate with the Centers for Disease Control and Prevention, Kentucky public health programs (e.g., Reportable Diseases, Immunizations, and TB), the K-STRIPE Advisory committee, other state agencies (e.g. CHFS OIG and the Kentucky Department of Corrections, Medical Division), Kentucky Hospital Association, Kentucky medical organizations, and with Infection control and healthcare epidemiology staff (e.g. in acute care hospitals, long term care facilities, academic institutions, and in other healthcare settings), and with other stakeholders involved with the control and prevention of HAIs.

12. Develop curriculum, arrange training, conduct training, and participate in training on HAI prevention and control strategies, including surveillance, identification of cases, reporting, and outbreak management, for nurses and other health professionals at KDPH and in healthcare settings (e.g. acute care hospitals, long term care facilities, and local health departments), and for other professionals.

13. Keep up-to-date on the latest medical and nursing literature and advances about HAI prevention and control strategies by reviewing books, pamphlets, journals and other professional materials.

14. Establish and maintain on-going working relationships with nurses and other health professionals, clinicians, acute care hospitals, long term care facilities, local health departments and other agencies throughout the state.

15. Carry out the goals and objectives on the CDC approved and funded HAI Prevention grant, including meeting with both CDC and HHS HAI objectives.

Laboratory Services
Laboratory Services, Regulations, Guidelines 
· [image: image2.png]


Independent laboratories that are not part of the Public Health Laboratories of Kentucky (PHLOK) are responsible for their own certification through the US Department for Health and Human Services, Centers for Medicare and Medicaid Services (formerly HCFA).

· The state laboratory holds and maintains certification, Clinical Laboratory Improvement Amendment of 1988 (CLIA) certificate for Lake Cumberland District Health Department. This certificate is a CLIA Moderate Complexity Certificate 18D0686182. All other Public Health Laboratories of Kentucky (PHLOK) sites hold their own certificates. The type of certificate held for each individual health department laboratory is dependent upon the type of testing being performed in the facility. Furthermore, the health department can only perform tests approved by the state laboratory that are within the certification guidelines if they are under the State Laboratory’s CLIA certificate. Any change in health department sites, personnel, or tests performed must be recorded on a DLS Change Form. For more details, see “Laboratory Services—Service Description and Key Roles and Responsibilities of LHDs” in this section.

· The public health laboratory in Frankfort maintains a high complexity CLIA certificate and accreditation by the College of American Pathologist. 
Applicable Laws 
KRS 211.190  identifies certain services to be provided by the Cabinet for Human Resources, including the establishment, maintenance and operation of public health laboratories.
KRS 211.345 requires that the Cabinet provide chemical and microbiological testing of private water supplies without charge.
KRS 214.625 provides for provision of voluntary HIV testing through local health departments.
KRS 214.155 requires testing of all infants for inborn errors of metabolism and that the Cabinet make testing available.
KRS 214.160 requires approval of laboratories performing mandated prenatal tests for syphilis and obligates the laboratory of the Cabinet to provide such testing.
KRS 215.520 specifies the provision of adequate support for out-patient TB clinics by high quality laboratories.
KRS 217C.040 establishes the responsibility for oversight of dairy products. 

KRS 258.085 provides for submission of animal heads for rabies testing.
KRS 333 regulates the operation of independent medical laboratories, is under the technical oversight of the DLS.
KRS 510 requires HIV testing to be performed on persons convicted of specific sexual offenses under supervision of the Cabinet.
KRS 529.090 requires HIV testing of convicted prostitutes under supervision of the Cabinet.
KRS 438.250 Mandatory testing for HIV, hepatitis B and C, tuberculosis, and other diseases for criminal defendants, inmates, and state patients under specified conditions.

Target Population 

Residents of the county where the health department is located.

Funding

· Laboratory testing performed by local health departments may be reimbursed by 

Medicaid, Private Insurance or Private Pay.

· Laboratory testing performed by Division of Laboratory Services (DLS), Frankfort, is funded by different funding streams (agency, federal, and state).
Special Requirements 

1. Staff requirements:

· The health department laboratory must have a sufficient number of individuals who meet CLIA qualifications requirements to be able to perform the volume and complexity of tests offered.

· CLIA guidelines set the standard on who can do a laboratory test and what type of test that individual is authorized to do. A health department that is operating under a waived/PPM certificate is authorized to do a limited number of tests. A list of those approved tests is available through the certificate holder or DLS.

· Health department operating under a waived/PPM certificate require that the microscopy tests performed in that facility must to be performed by an Advanced Registered Nurse Practitioner (APRN) or Medical Doctor.

· Moderate certificate holders must either have an associate degree related to laboratory testing or have earned a high school diploma and training that must be documented for the type of testing being performed by that individual.

2. Training Requirements:

· Moderate certificate- each individual performing PPM/moderate complexity testing must be trained prior to analyzing patient specimens. This training will assure that the individual performing the test has all skills needed to collect, test, and verify the validity of the patient‘s test results. The “Employee Competency and Training Checklist" is part of the Local Public Health Laboratories of Kentucky Quality Assessment Plan provided to each health department.

Reporting Requirements 

Test results that are performed in the health department laboratory are documented in the patient‘s chart on the CH-12 or designated lab form. Any patient testing results from either a contract lab or from the Division of Laboratory Services or from any other licensed facility (i.e. Hospital, Physician Office Laboratory [POL]) that appear on the Reportable Disease List must be reported to the Division of Epidemiology and Health Planning, DPH. The Division of Epidemiology and Health Planning maintains this list and a list is located on the Cabinet for Health and Family Services, Department for Public Health home website. 
Blood-borne Pathogens And Needle-stick Safety 

A copy of “The OSHA Standard Bloodborne Pathogens Standard 29 CFR 1910.1030” is kept at each health department and in great detail specifies bloodborne pathogens and needle-stick safety issues concerning the health department. Click on this link http://www.osha.gov/OshDoc/data_BloodborneFacts/bbfact02.pdf for a Fact Sheet on this document.
Laboratory Services Description And Key Roles And Responsibilities Of LHDs  

· Laboratory services provided by health departments under their CLIA certificate, being waived/PPM or Moderate will perform quality control as part of the testing and will implement a quality assurance program as outlined in the Local Public Health Laboratories of Kentucky Quality Assessment Plan provided to each health department. 

· Each site will maintain a “Public Health Laboratories of Kentucky Standard Operating Procedures Manual” (PHLOK SOPM) for health department laboratory testing that will have each test listed that the health department laboratory performs. This manual is provided by the certificate holder or the Division of Laboratory Services (DLS). The manual discusses the principle of each test performed, describes specimen collection, needed equipment and supplies to perform the test, proper storage of test components, proper disposal of hazardous waste, the test procedure, reporting of results, management guidelines, limitations of the procedure, instrument maintenance, problem solving and references. Any and all forms related to test documentation will be found in the PHLOK SOPM for health department laboratory testing.

· Whenever there is a change in laboratory sites, personnel or test method, a Change Form must be filled out and submitted to DLS or the certificate holder. The DLS or certificate holder in turn will approve or disapprove the requested change and contact the affected program so that health department reimbursement for services rendered can occur. Without this process, reimbursement will be denied. A Change Form may be obtained from the PHLOK SOPM kept at each local health department.

· Specimens may be sent to DLS, Frankfort, for tests that are not performed at the local health department.

· The tests offered by the DLS are listed online at: Division of Laboratory Services. Instructions for specimen collection, requisition and shipping requirements are listed for each test.

· All LHDs are currently using the DLS OUTREACH system to submit pateint samples with requisition forms. If the OUTREACH system is not available, forms are available on the DLS website http://chfs.ky.gov/dph/info/lab. 

Shipping Laboratory Specimens to the KY Division of Laboratory Services (DLS)

· Shipping containers and color coded shipping labels are provided to the health departments from the Division of Laboratory Services for the purpose of shipping specimens.

The color coded labels for mailing specimens to DLS are defined as follows:


Pink

-
Chlamydia


Orange 
- 
Clinical Chemistry


Red

-
TB (Postage Prepaid comes on can)


White      
- 
Virology/Serology (Ex: HIV and Syphilis) 


Dark Pink
-
Virus Isolation (Ex: Flu and Herpes)

White

-
Water Bacteriology

· Requirements for packaging and shipping are found in the KY Division of Laboratory Services Packaging and Shipping Guidelines in this section.

· Specimens may be shipped to the DLS by FedEx, UPS, Courier, US Postal Service, or personal delivery. Each method shall be carefully evaluated before choosing the one best suited for a particular specimen.  It is important to note that many specimens collected are time sensitive and it is essential that they arrive for testing in a timely manner. Additional information for testing can be accessed in the Reference Lists of Tests located at http://www.chfs.ky.gov/dph/info/lab

Packaging and Shipping of Infectious Substances

· Laboratory specimens will be packaged and marked according to United States Department of Transportation (DOT) 49 CFR Subpart H parts 171-180, the United States Postal Service (USPS) Domestic Mail Manual, and following International Air Transport Association Dangerous Goods Regulations (IATA/DGR).  
· Employees responsible for infectious substance packaging and shipping must be trained every three years for ground (DOT) ground and every two years for air (IATA). The training guidelines are found in 49 CFR 172.704 Training Requirements.
Contract Laboratory 

· If the local health department purchases laboratory services, the services must be provided by a licensed laboratory. The health department will need to request a copy of the contracted laboratory‘s CLIA certification that includes their current CLIA number so that the health department can present this to Medicaid.
· The contract laboratory will provide the health department with a test manual. This manual will list the tests that they perform and will state their specimen requirements and forms they want completed to accompany specimens sent to them for testing. Time sensitivity and shipping requirements will be defined here too.
Specimen Collection 

· What qualifies as a good specimen and why it is important in obtaining reliable test results is found in the Public Health Laboratories of Kentucky Standard Operating Procedures Manual (PHLOK SOPM) for health department laboratory testing. Test Kit Inserts found in the test kits that the health department laboratory utilizes for testing also address proper specimen collection.
· MOST IMPORTANT: Please see the Registered Sanitarian Field Handbook for instructions for collecting and submitting specimens for water, food, and animal samples for examination. Directions are also on the DLS website http://chfs.ky.gov/dph/info/lab. 
Laboratory Safety 

The Quality Assessment Manual (QA) for health department laboratory testing provides general laboratory safety guidelines. Discussion of biological, chemical and mechanical hazards take place here with emphasis on prevention and what to do in the case that an incident occurs.

Biological Terrorism Laboratory Response

Environmental or suspicious samples should not be accepted by the Local Health Department. Contact law enforcement and the DLS for guidance.

Chemical Terrorism Laboratory Response

· Biological samples (Blood and Urine): Contact DLS (502)564-4446 for the collection and shipping of biological samples for chemical analysis.
· Environmental samples (Air, Soil, and Water): Contact the KY Environmental Response at (502)564-2380.
KY Division of Laboratory Services

Packaging and Shipping of Infectious Substance Guidelines

(Biological Substance, Category B only)

To ensure the safety of personnel and integrity of the clinical specimen, the Department of Transportation (DOT), United States Postal Service (USPS), and the International Air Transport Association (IATA) mandate the following procedures for packaging and shipping specimens to the KY Division of Laboratory Services.

Specimens must be classified as an infectious substance in Division 6.2 and assigned to UN2814 Infectious Substance, affecting humans (Category A) or UN3373 Biological Substance, Category B as appropriate. Health Departments in Kentucky will send specimens to the DLS as Biological Substances, Category B. According to DOT 49 CFR 173.134 Biological substance, Category B is defined as an infectious substance that is not in a form generally capable of causing permanent disability or life-threatening or fatal disease in otherwise healthy humans or animals when exposure to it occurs. This includes Category B infectious substances transported for diagnostic or investigational purposes. A Category B infectious substance must be described as “Biological substance, Category B” and assigned identification number UN 3373.

PROPER PACKAGING OF CATEGORY B SPECIMENS: Category B infectious substances must be packaged in a triple packaging, consisting of a primary receptacle, secondary packaging, and outer packaging, conforming to the following provisions:

· Leakproof primary receptacle

· Leakproof secondary packaging 

· Absorbent material

· Sturdy outer packaging

The primary receptacle or the secondary packaging must be capable of withstanding without leakage an internal pressure producing a pressure differential of not less than 95 kPa (0.95 bar, 14 psi).

Leakproof Primary Receptacle may be glass, metal, or plastic. They must not contain more than 1L of liquid. For solid specimens the primary receptacle must be siftproof and not contain more than 1L.

Examples: Chlamydia collection tubes and Vacutainers

Leakproof Secondary Receptacle = To prevent contact between multiple primary containers, place specimens in absorbent tube shuttle and place inside leakproof secondary receptacle. The secondary container must be marked with the international biohazard symbol. Note: Paperwork goes between secondary container and outer packaging. Make sure rubber gasket is placed inside the metal canister lid.

Examples: White plastic canister, 95kpa bag, small metal canister

Sturdy Outer Packaging must consist of corrugated fiberboard, wood, metal, or rigid plastic.  For liquids the outer packaging must not contain a total of more than 4L. For solids, the outer packaging must not contain a total of 4kg. 

· Packaging must be capable of successfully passing the drop tests at a drop height of at least 1.2 meters (3.9 feet). 

· At least one surface of the outer packaging must have a minimum dimension of 100 mm by 100 mm (3.9 inches).

· Must show the name and telephone number of a person who is knowledgeable about the material shipped and has comprehensive emergency response and incident mitigation information, or of someone who has immediate access to the person with such knowledge and information.

MARKINGS

The proper shipping name “Biological substances, Category B” must be marked on the outer packaging adjacent to the diamond-shaped mark in letters that are at least 6 mm (0.24 inches) high.



SPECIMENS SENT TO DLS THAT ARE NONREGULATED

· Dried blood spots for Newborn Screening placed on absorbent filter paper or other material.

· Spots should be thoroughly dried then fold protective flap over and place in a single envelope. It is no longer necessary to place spots in multiple envelopes. Do not place in plastic.  Note: Use envelope large enough so form does not need to be folded.

· Environmental samples (including food and water samples) which are not considered to pose a significant risk of infection.

ORDERING KITS AND PACKAGING 

· Use the Requisition for Ordering Lab Kits obtained from the DLS website. http://www.chfs.ky.gov/dph/info/lab
· Email – dphlabkits@ky.gov   Fax – (502)564-7019

Questions on Packaging and Shipping - Call (502)564-4446 ext. 4490

 Childhood Lead Poisoning Prevention Program (CLPPP)

Laws, Regs, Guidelines

KRS 211.901 establishes the statewide program for prevention, screening, diagnosis, and treatment of lead poisoning. KY Childhood Lead Poisoning Prevention Program (CLPPP) provides guidance and technical assistance to the LHD’s. KY CLPPP refers to KRS 211.900-904, .994 and 902 KAR 4:090 for program guidance.

902 KAR 4:090. Lead poisoning prevention.
RELATES TO: KRS 211.900, 211.905, 211.994
STATUTORY AUTHORITY: KRS 194.050, 211.090, 211.901(5)
NECESSITY, FUNCTION, AND CONFORMITY: KRS 211.901(6) provides that local boards of health may by the adoption of local administrative regulations establish programs for the prevention, screening, diagnosis and treatment of lead poisoning; if administrative regulations are the same as the provisions of KRS 211.900 to 211.905 and 211.994 and the administrative regulations promulgated by the Secretary for Human Resources pursuant to subsection (5) of KRS 211.901. The function of this administrative regulation is to set forth the criteria that shall be included in local board of health regulations relating to the prevention, screening, diagnosis and treatment of lead poisoning.

KY CLPPP refers to the most current recommendations on blood lead screening of children less than 72 months of age and preventive guidelines. These guidelines are provided by both the Centers for Disease Control and Prevention (CDC) and the American Academy of Pediatrics (AAP). 

Target Population 

Under Health Promotion and Prevention, injury prevention is a DPH Core Public Health Service.  Childhood Lead Case Management must be provided directly by all LHD’s according to program-specific criteria in the Administrative Reference and Core Clinical Service Guide.
Populations are considered at-risk due to their potential lead hazard exposure from lead-based paint in pre-1978 housing and soil, occupations or hobbies using leaded materials and folk remedies or foods containing lead. 

Per Kentucky Revised Statute (KRS) 211.900, at-risk persons are defined as all children seventy-two (72) months of age and younger and pregnant women who reside in dwellings or dwelling units which were constructed and painted prior to 1978, or reside in geographic areas defined by the cabinet as high risk, or possess one (1) or more risk factors identified in a lead poisoning verbal risk assessment approved by the cabinet. Blood lead testing is also required for all Medicaid eligible children < 72 months of age per KRS 211.903, 902 KAR 11:034, 42 C.F.R. 441.50-44.62, and 42 U.S.C. 1396d.  

Blood lead screening is required for at-risk populations to include children < 72 months of age and prenatal patients. Blood lead testing should be completed for at-risk prenatal clients and children ages 12 months and again at 24 months, and for any child ages 25-72 months who have not yet been tested who:

· Receive Medicaid benefits 

· Reside in a Targeted Zip Code

· Responds with “Yes” or “Don’t Know” to any question on the Verbal Risk Assessment
(AAP recommends use of a lead poisoning assessment starting at ages 6 months through 6 years).

Program staff should access KY CLPPP’s website: putthelidonlead.org to determine if their LHD zip code areas are considered high-risk for lead hazards. Blood lead testing guidelines can be found in the CCSG/ Lead: Blood Lead Testing section. 

Funding

The Department for Public Health Childhood Lead Poisoning Prevention Program is funded through the Division for Maternal and Child Health Title V Block Grant and state general funds. The local health departments receive funding for program services through the Public Health Block Grant funds.  
Funds may not be used for community testing, abatement, or clearance testing services.

Medicaid

For Medicaid eligible children <72 months of age and prenatal patients, Medicaid reimburses for preventive and follow-up lead services. Billable services include blood lead screenings and case management services to include follow-up blood lead tests, at-risk preventive education, home visits and medical nutrition therapy (MNT).Medicaid reimburses for environmental lead inspection (refer to Environmental MNGT of EBLLs).  
For non-Medicaid patients, services shall be provided and reimbursed per patient per sliding fee scale or by private insurance and LHD public health block grant funds. 

Special Requirements

The LHD shall assure blood lead screenings for all at-risk populations <72 months of age and prenatal patients to determine if preventive interventions need to be initiated. (Refer to Target Populations in this CLPPP section for list for at-risk populations).

The LHD shall assure Lead CM’s LHD support staff complete necessary lead poisoning prevention training as defined in the CLPPP/Training Requirements section necessary in providing consistent blood lead screenings and follow up interventions.

The LHD shall assure lead poisoning preventive education is provided to patients/parent/guardian for all BLL’s, starting with the initial >1µg/dL, to help families understand what lead is and how to decrease lead hazard exposure and further elevation of blood lead levels (BLLs).
The LHD shall assure case management services are provided for children <72 months of age who have a 5-14.9µg/dL, confirmed BLL’s >15µg/dL or for prenatal patients with a venous BLL>5µg/dL.

The LHD shall assure children <72months of age with BLL’s >15µg/dL receive an environmental lead inspection to assess for lead hazards.

Training Requirements

In May 2012, CDC lowered the blood lead level in which initiates preventive interventions. The CDC has accepted the Advisory Committee on Childhood Lead Poisoning Prevention (ACLPP) recommendations in eliminating the term blood lead “level of concern” of 10µg/dL to what they now are referring to the reference value and BLL >5µg/dL (based on the 97.5th percentile of the population BLL in children aged 1-5 years) to identify children living in or staying for long periods in environments that expose them to lead hazards. CDC’s new recommendations are available at: http://www.cdc.gov/nceh/lead/ACCLPP/CDC_Response_Lead_Exposure_Recs.pdf 
The CCSG/ AR and Training Module and educational materials reflect CDC’s current recommendations.

1. All LHD CLPPP case managers shall complete Kentucky CLPPP Lead Case Management Training Module 1023366 LHD within 6 months of entering the position.   

2. The LHD shall assure uncontaminated specimen collection and that all LHD staff who will be obtaining blood lead specimens view the following training materials prior to drawing blood lead specimens:

· CDC’s:http://www.cdc.gov/nceh/lead/training/blood_lead_samples.htm.

· KY CLPPP Blood Lead Specimen Collection Guidelines.

· The LHD’s analyzing lab specimen collection guidelines.

3. CLPPP case managers and LHD support staff shall complete required program training updates as provided by the KY Childhood Lead Poisoning Prevention Program when posted  

Documentation of these completed trainings shall be maintained by the LHD Staff personnel file.

Reporting Requirements 

The LHD shall assure blood lead specimens collected at the LHD whose blood lead results are >2.3µg/dL are reported electronically to the Cabinet for Health and Family Services. LHDs using outside analyzing labs will need to contact the lab to assure electronic reporting of all BLLs >2.3µg/dL.

KRS 211.902 requires that all blood lead levels greater than 2.3µg/dL be reported electronically, within 7 days in an approved format to the CHFS and to include the following information:

a) The full name to include: first name, last name, middle initial;

b) Full address to include: street number, street name, City, State and Zip Code;

c) Date of Birth;

d) Date of Specimen,

e) Type of specimen, venous or capillary;

f) Results of Specimen,

g) Any other information about such person deemed necessary by the cabinet to carry out the provisions of this section. 

LEAD CARE I and II:

Use of a portable blood lead lab, such as Lead Care I or II, establishes that agency (LHD) as a lab. As required by KRS 211:902, the lab shall report accordingly per KRS 211.902. 
Case Management Form

The LHD CLPPP Case Manager shall send a completed case management report form to the Cabinet for Health and Family Services on cases requiring case management (Refer to CCSG: Lead section for Lead CM reporting instructions).

Billing and Collection Procedures
Childhood lead case management is a core public health service and the LHD shall:

1. Ensure that inability to pay is not a barrier to services;

2. Those clients not enrolled in Medicaid, billing is to be based on a cost analysis of services and charged according to the sliding fee scale.

3. Ensure that patients eligible to enroll in Medicaid or KCHIP are referred to those agencies.

4. The LHD should use the appropriate ICD-9-CM 984.0-9 Diagnose Codes when providing services for elevated blood lead levels to help track services provided and lead exposures.  
5. Home visits and medical nutrition therapy services may need MCO preauthorization for reimbursement. To ensure MCO reimbursement, the LHD should check the current MCO preauthorization requirements prior to completing these services at http://chfs.ky.gov/dms/mcolinks.  
Other Special Requirements

§ 59.11 Confidentiality

The LHD is subject to the Health Insurance Portability and Accountability (HIPAA) regulation if the LHD engages in a HIPAA transaction, such as collaborating with primary care physicians and social services in assuring follow-up on patient care, transmitting electronic billing or in submitting claims. All information as to personal facts and circumstances obtained by LHD staff about individuals receiving services must be held confidential and must not be disclosed without the individual’s documented consent, except as may be necessary to provide services to the patientor as required by law, with appropriate safeguards for confidentiality. Otherwise, information may be disclosed only in summary, statistical, or other form which does not identify particular individuals.

Program Specific Offerings

None

Program Specific Requirements

Refer to AR Training Requirements: Training Guidelines and Program Descriptions: Lead  

Service Description & Key Roles & Responsibilities of Health Department

Childhood lead case management is a Core Public Health Service.

The LHD shall assure CLPPPCM’s and LHD support staff complete necessary lead poisoning prevention training as defined in the CLPPP/Training Requirements section necessary in providing consistent blood lead screenings and follow up interventions.

The LHD shall assure blood lead screenings for all at-risk populations <72 months of age and prenatal patients to determine if preventive interventions need to be initiated.  

The LHD shall assure lead poisoning preventive education is provided to patients/parent/guardian for all BLL’s. The nurse who signs off on blood lead results 0-4.9µg/dl should review preventive education and strategies with the patient/parent/guardian. Refer to the CCSG: Lead section.

The LHD shall assure case management services are provided for children <72 months of age who have 5-14.9µg/dL, confirmed BLL’s >15µg/dL or for prenatal patients with a venous BLL>5µg/dL.

The LHD shall assure children <72months of age with confirmed BLL’s >15µg/dL receive an environmental lead inspection to identify lead-based hazards.

The LHD shall assure blood lead specimens collected at the LHD whose blood lead results are >2.3µg/dL are reported electronically to the Cabinet for Health and Family Services. LHDs using outside analyzing labs will need to contact the lab to assure electronic reporting of all BLL’s >2.3µg/dL.

Environmental Management for Elevated Blood Lead Levels  

Per KRS 211.905, when child seventy-two (72) months of age or younger is found to have a confirmed elevated blood level >15µg/dL, an inspection should be completed of the dwelling and dwelling unit or other places the child routinely spends more than six (6) hours per week, to determine the existence of lead-based hazards. The environmental lead inspection should be completed by a Kentucky certified risk assessor on any structure where a child spends six (6) or more hours a week, until a likely source is identified, starting with the child’s primary residence.

The CLPPP CM should assure a referral to a certified risk assessor for an environmental lead home assessment is completed.

The LHD shall assure the inspections are completed within 30 days of receiving a confirmed blood lead level >15µg/dL.

Please refer to the Environmental Management for Elevated Blood lead Levels guidelines located in the Environmental section of the AR.

Case Closure:

Please refer to the CCSG/ Lead section for guidance on CLPPP case closure.

MCH Coordination and Improvement Collaborative Grant

Laws, Regulations, Guidelines

The purpose of the MCH Coordination and Improvement Grant is to support maternal and child health population-based services and infrastructure at the local level. 

The program is designed to promote activities in priority areas of Maternal and Child Health. This program targets service enhancement measures for the following MCH domains:  Women/ Maternal Health, Perinatal Health/Infant Mortality, Child/Adolescent Health and Cross-Cutting/ Life Course. These domains were selected as being priorities of MCH Core Services and identified in the Kentucky Priorities and Performance Measures, 2015, as defined by the following statutes and regulations:  

Perinatal Health/Infant Mortality: 922 KAR 2:110
Women/Maternal Health: KRS 211.180 (1), (e) & (f) 902 KAR 4:100, KRS 214.160, KRS 311.378
Child/adolescent Health:  902 KAR 4:100, KRS 211.180 (i) (e), KAR 11:034 

Cross-Cutting/Life Course: KRS 216.2923, KRS 304.17A-520, KRS 205.527, KRS 205.6485
The local health department (LHD) Director or Acting Director shall identify a contact person for their respective LHD who will provide primary oversight of the MCH Coordination grant program for their respective service areas. This person shall be considered the MCH Coordination Grant Administrator and will be the primary contact for DPH/MCH regarding the grant, but will not necessarily be directly involved in the projects, and will not be billing time to the grant unless he/she is working on a specific grant project (MCH Package). The MCH Coordination grant administrator shall assure that activities are carried out at their LHD according to guidelines of the chosen packages and all required reporting is completed and submitted as described in each of the packages and this Administrative Regulation (AR).
The MCH Coordination grant administrator shall maintain open communication with DPH/MCH and, upon request, will assist DPH/MCH with developing and assessing local MCH services. The MCH Coordination grant administrator shall provide feedback to DPH/ MCH and will interpret and apply state program policies and guidelines to local MCH activities.

Target Populations: MCH will promote the improvement of the health of expectant mothers, women of childbearing ages, infants, preschool and school-age children, as well as low income, rural and/or underserved populations.  [KRS 211.180 and Title V Vision statement]

MCH Packages are dedicated to strengthening community partnerships between stakeholders and the local health departments in order to accomplish all MCH program activities.  It is a basic tenet that by creating population, evidence-based programs with more stakeholder buy-in, the LHDs will have more sustainable support for future activities that are important to the health of the communities throughout the Commonwealth.
Funding:  Title V MCH Block Grant (Federal Grant #B04MC28101)
Staff Requirements: LHD Directors or their designee must identify a MCH Coordination Grant Administrator. If none is identified by the LHD, the Nurse Leader will be the default contact for MCH related issues. The MCH Coordination Grant Administrator should be a program lead and/or in a supervisory role within the LHD and preferably be a licensed professional, e.g.:

· Registered Nurse 

· Social Worker 

· Health Educator with a Master’s Degree in a relevant field, or

· Registered Dietician with Master’s Degree

Training:  MCH Basics: Packages, Budget & Planning Worksheet, & Catalyst is required for all MCH Coordination Grant Administrators and their local teams (LHD staff who work on MCH Package related activities).  Each of the MCH Packages will also have training requirements or options that are related to that specific package goals and activities.  MCH will review additional trainings related to these duties for potential approval.

Reporting Requirements:  The MCH Title V Block Grant is from federal funding, therefore, all activities and outcomes must be reported so they can be included in the federal grant reports. The MCH Coordination grant administrator will ensure that reporting requirements are met according to the instructions on the MCH Packages chosen by the LHD; and tracking of expenditures occur at regular intervals, at least on a monthly basis.  Specific reporting requirements will be listed for each package,  and all reports will include:
· Number of community/partner agencies reached (e.g. child care centers, preschools, school districts and schools, health care facilities, health care providers, civic organizations, retail businesses (e.g. Home Depot, Walmart, etc.);
· Trainings completed and hours;
· Tracking of materials and supplies ordered
· Regular activity reporting in Catalyst, at least monthly

· Success stories; as well as;
· Challenges and barriers to program implementation 
Billing and Coding Procedures Specific to Program
 Allowable Function Codes: 
121- Women/Maternal Health
122- Child/Adolescent Health
123- Perinatal Health/Infant Mortality
124- Cross-Cutting/Life Course
129-DPH/MCH Meetings

129-DPH/MCH Trainings
Allowable Expenses

· Staff time for activities related to the MCH Packages chosen by the LHD; or, other related activities submitted and preapproved by DPH/MCH.
· In-state travel for activities related to MCH Package activities.
· Items on the Approved Materials/Resources List as detailed in each MCH Package, including shipping and handling fees.

· DPH/MCH will review other expense requests to determine if they can be approved for specific MCH Packages on a case-by-case basis.

· Training registrations are allowable only IF the MCH Package selected specifically requires it to meet its goals and objectives; and/or if the meeting is required by DPH/MCH.  
Expenses NOT allowable
· Items not found on the Approved Materials/Resources List and/or which have not been preapproved by DPH/MCH.  

· Materials used for mass distribution (e.g. health fairs, community baby showers, etc.)

· Media (unless free AND preapproved by DPH/MCH), including billboards, bus wraps, etc.

· Indirect costs are not an allowable expense in the 766 cost center

· Any activity which is provided as a billable and/or clinical service, or PEF’d cannot be coded to 766

· The delivery of direct/individual personal health or preventative services cannot be coded to 766
· Time for services normally completed as part of a clinical visit cannot be coded to 766

· Medical staff (physicians and APRNs) cannot code time to Cost Center 766
· Any training that is not specified by an MCH Package chosen by the LHD and/or that was not preapproved by DPH/MCH Team.

· Out of state travel is not allowable

· Reservations, meals, and hotel costs are not allowable expenses

· Incentives are not permissible with this funding.

· Equipment, furniture, computers, laptops, tablets, cell phones, or other electronic devices cannot be purchased with 766 funds.

· Community-based services, other than those specifically described herein, should be coded to cost center 818—and NOT in cost center 766.

Special Equipment Requirements:  Staff implementing the MCH Coordination packages must have periodic access to a computer for trainings, webinars, and activity documentation in Catalyst.
Service Description for MCH Coordination Packages
· LHD’s should select from the MCH Packages below for the activities most appropriate for the needs of their communities and service area. LHD’s must choose at least one of the Infant Mortality packages, and at least one additional package. LHD’s can choose additional MCH Packages and/or make changes in their original MCH Packages during the year if their allocation allows.
Specific details and reporting requirements for each MCH Package can be found on the DPH/MCH website: http://chfs.ky.gov/dph/mch/cfhi/
MCH PERINATAL HEALTH/INFANT MORTALITY PREVENTION PACKAGES

The MCH Coordination Grant Administrator shall establish that at least one Infant Mortality Prevention package is carried out by the LHD.

Safe to Sleep for Child Care Providers: To reduce infant mortality from unsafe sleep practices by child care providers.
· Work with local child care providers through education and demonstration to make certain that the most current, evidence-based safe sleep policies and practices are implemented in the child care setting. Assist providers in locating staff professional development opportunities which are consistent with current recommendations from the American Academy of Pediatrics (AAP) for safe sleep practices.  Provide safe sleep educational information for the families of infants and young children receiving care in the facility..

Safe to Sleep for Community Partners: To reduce infant mortality from unsafe sleep practices with the assistance of community partners/stakeholders.
· Train LHD staff and educate community partners about teaching safe sleep practices that are currently recommended by the American Academy of Pediatrics (AAP) to clients and families. Promoting safe sleep practices by all community partners will prevent infant deaths due to bed-sharing and other potentially dangerous sleeping environments.
Prevention of Abusive Head Trauma:  Reduce child abuse and infant mortality from Abusive Head Trauma (AHT) by increasing the number of community partners and health care providers who offer education and information to new parents about methods to calm crying infants and young children in order to prevent AHT.
In the LHD service area, families with infants and young children will be educated by community partners and health care providers regarding the prevention of AHT through evidence-based, best practices, using the most current materials available. 
Cribs for Kids for Community Partners:  Reduce infant mortality from unsafe sleep practices, such as bed-sharing by working with community partners to provide cribs for families in need.

· Work with community partners (including hospitals health care providers, social workers, etc.) to identify families who are unable to provide a safe sleep environment for infants in their home, and provide them with a Cribs for Kids package, safe sleep education, and follow-up for those families.

These activities shall be reported at least monthly in MCH Catalyst 123 Perinatal/Infant Mortality by the MCH Coordination Grant Administrator or a designated LHD staff member.

WOMEN/MATERNAL HEALTH
Prenatal Care Tracking:  LHDs will increase the percentage of women attending their first prenatal visit within their first trimester; and, who continue prenatal care throughout the course of their pregnancy.

· The LHD will follow-up with each woman listed on the Prenatal 439 E-Report (439E) to ensure she has attended her first prenatal visit within the first trimester; ensure she has a payor source; and, ensure she is continuing with prenatal care throughout her pregnancy.
Healthy Babies are Worth the Wait (HBWW):  Reduce the number of preventable preterm births through education and policy change by promoting public awareness and working with the local March of Dimes, hospitals and prenatal providers in the LHD service area.
· The LHD will establish a partnership with the local March of Dimes representative, prenatal providers and hospitals to promote public awareness, while enhancing provider and patient education about preventable preterm births in accordance with American Congress of Obstetricians and Gynecologists (ACOG) recommendations, which state: “Doctors do not induce labor or perform Cesarean deliveries before 39 weeks of gestation, unless there is a valid medical indication.” [ACOG CO # 559, 560, 579].
These activities are to be reported AT LEAST monthly in MCH Catalyst by the MCH Coordination Grant Administrator or a designated staff member, using Goal: 121 Women/Maternal Health.
CHILD / ADOLESCENT HEALTH Fluoride Varnishes for Children through the Fifth Grade:  Increase the application of fluoride varnish services for children through the fifth grade.
· Within the service area of the LHD, 100% of children (and 40% of public school students) will be evaluated for a fluoride varnish and an increased number of children through the fifth grade will have fluoride varnish applications provided by the public health nurse.  

Too Good for Violence:  To decrease the number of bullying events occurring in elementary, middle, and high schools throughout the Commonwealth of Kentucky.  This decrease will support safer learning environments for students, teachers and staff while at school.
· The LHD will serve as key partner in this effort to reduce bullying in Kentucky schools. The LHD will support the implementation of school-wide bullying prevention programs in elementary, middle, and high schools throughout Kentucky. The LHD will assess selected schools and their social/emotional climate to determine what age-appropriate prevention program will be most effective and engaging for students. These efforts will include prevention outreach and education on the topics of bullying and how to prevent it. This support will provide an expansion of outreach services and community partnerships that already exist in the selected schools.

Coordinated School Health:  Implement a Coordinated School Health (CSH) approach through LHD to coordinate and enhance their work with schools in the areas of physical activity and nutrition services.
· With this enhanced approach, the LHD will collaborate and impact change with local school districts/schools through policy and systems changes to improve the health status of their students and staff.  Interventions will occur by working with the current school district/school foundational structures that exist for CSH (meet and accept where the school district/school is currently), and then building upon this foundation, through CSH Councils and school wellness policies. Key areas of focus will be physical activity and nutrition services. Evidence-based and best practices from Centers for Disease Control and Prevention (CDC) and the Alliance for a Healthier Generation’s Healthy Schools Program will be used.
100% Tobacco Free Schools (100% TFS) ):  To make all schools in Kentucky 100% Tobacco Free.
· The LHD will promote 100% Tobacco Free Schools by assisting the District Board of Education and other community stakeholders with the development and implementation of a policy for 100% Tobacco Free Schools for all of the schools within their district. 
These activities are to be reported at least monthly in MCH Catalyst by the MCH Coordinator or approved delegated staff, using Goal:  122 Child/Adolescent Health
CROSS-CUTTING / LIFE COURSE

Baby & Me are Smoke Free:  Decrease the number of women who smoke during and after pregnancy and reduce secondhand smoke exposure to pregnant women and infants.
· LHDs will use evidence-based support and educational materials to engage pregnant and postpartum women to take a proactive role in modifying their smoking behaviors, including smoking cessation and exposure to secondhand smoke in the home and elsewhere.
· Implement a smoking cessation program for pregnant women, which provide individualized support for smoking cessation during and after pregnancy.
Affordable Healthcare for Kentucky’s MCH Populations:  To improve the quality and efficacy of the healthcare service delivery system for Kentucky’s MCH populations, especially women of childbearing ages, pregnant women, infants, and children.
· The LHD will provide education and guidance regarding the Affordable Care Act and its benefits to MCH populations, who will become more familiar with Medicaid and Marketplace healthcare coverage options and how best to access them.
These activities are to be reported monthly in MCH Catalyst by the MCH Coordination Grant Administrator or approved delegated staff, using Goal: 124 Cross-Cutting/Life Course

* Please Note:  All MCH programs and project packages can be found on the MCH website at:  http://chfs.ky.gov/dph/mch/cfhi/
Newborn Metabolic Screening Program  
Laws, Regulations, Guidelines – KRS 214.155 and 902 KAR 4:030

The Newborn Screening Program administers the newborn screening for all infants born in Kentucky as authorized by Kentucky law, KRS 214.155, which mandates all infants born in Kentucky undergo a newborn screening test, typically done at the hospital prior to discharge. If the initial screening results in a positive test, the program assures that those infants receive a definitive diagnostic evaluation by a state university specialist.  The panel of newborn screening tests includes markers for over forty inborn errors of metabolism and genetic conditions and any additional disorders that are recommended by the American College of Medical Genetics to be added to the universal newborn screening panel.  The description of services is addressed in 902 KAR 4:030.

Program Description
KY law requires all newborns in Kentucky be screened for selected metabolic conditions that can have serious adverse outcomes if untreated early in life. Early detection, diagnosis and treatment of children with these rare metabolic conditions may prevent a child‘s death, disability or serious illness. The KY Public Health Newborn Metabolic Screening Program includes six components: patient and practitioner education, screening, short term follow-up, diagnosis, treatment and management, and evaluation. This program assures follow-up of all abnormal screens for definitive diagnosis and treatment for inborn errors of metabolism and other disorders included on the newborn screen.  DPH program staff coordinates the referrals to university specialists, information for the infant’s medical home and the child’s family.  The DPH program staff track infants until the final diagnosis is established and supports for the family are in place. Educational materials are provided through this program to healthcare providers, parents, and the general public.
Target Population
Any infant born in the state of Kentucky.  

Funding 
The LHD activities related to Newborn Metabolic Screening are funded through the Core Public Health Block Grant. (State General Funds)  

Responsibility of the LHD in the Newborn Screening Program
1. Collecting or verifying the Newborn Screen

a. Screening should occur at the LHD when an infant has not received the newborn screen as a result of:

· home delivery;

· early hospital discharge (release less than 24 hours); or 

· the parent has been notified that the newborn screen needs to be repeated.
b. Repeat at the request of the DPH Follow-up Program:  If a repeat newborn screening test has been requested and not received, the newborn screening follow-up staff will send a letter to the infant’s mother or guardian notifying them of the continued need for repeat testing.  Letters requesting repeat tests are generated by the DPH Newborn Screening Follow-up program.  These letters are sent to the infant’s health caregiver/submitter (physician, hospital, primary care provider or LHD).  The LHD may need to perform a newborn screen on an infant if a repeat has been requested.  Notification from the State Lab or the Newborn Screening Program shall be presented by the parent at the time of the request.  

c. If repeat testing has been recommended by the State Lab, the LHD should continue to monitor and/or obtain those results during subsequent visits until a normal result is received or a referral has been made to a university specialist for diagnostic evaluation.

d. If a newborn screening test is drawn at the LHD, it is the LHD’s responsibility to monitor and chart the outcome of the newborn screening test until no further testing is required or the infant has been linked to a university specialist and a local medical home. 

e. For infants receiving well child/EPSDT services at the LHD, the LHD should verify and chart the results of the Newborn Screening Test at the first well child visit; if those results have not been received, the LHD should contact the State Newborn Screening Lab at (502) 564-4446 ext 4434 to obtain those results and put them in the infant’s chart. 

f. Repeat newborn screens should not be performed on infants who are six (6) months of age or older.  This includes sickle cell testing.  The State Lab does not accept filter paper newborn screening specimens on patient over six (6) months of age unless they fall under one or both categories:
· Prematurity

· Adoption

g. For anyone older than six (6) months of age that does not fit the above criteria, the LHD should recommend a laboratory evaluation by a reference laboratory, other than State Lab, for the specific disorder in question.
h. If the State Lab has recommended a repeat newborn screen and the parent/guardian refuses for the repeat to be performed, please have the parent/guardian sign a refusal of treatment form and fax it to the Newborn Screening Follow-up Program at (502) 564-1510.  If you have questions, call the Newborn Screening Follow-up Program at (502) 564-3756 ext 3761.

2. Case Management for infants with positive or equivocal diagnoses. 

a. The LHD may be asked to assist in locating the patient. State Newborn Screening Follow-up Program and the Lab refer infants with abnormal results to the primary care provider and the appropriate university specialist who will, in many cases, need to locate the patient/family within hours.  The DPH Newborn Screening staff will contact the LHD if this is necessary.

b. The LHD may be asked to assist in finding a medical home for these children. These children need a primary care provider who can diagnose and treat acute illnesses, be available after hours, and have the capability to admit the child to the hospital if needed.  

3. LHD’s may be called upon to assist these families with locating and obtaining specialized metabolic foods and formula for Infants with a positive definitive diagnosis of an inborn error of metabolism or genetic condition by specialist.  These infants will have a physician order by the specialist for specialized food and formula for treatment that is administered under the direction of a physician.

a. Infants with positive or equivocal tests should be evaluated for WIC eligibility as some special formulas can be obtained through WIC.

b. LHDs may contact the Metabolic Foods and Formula Program at (502) 564-3756 ext. 3761 to help arrange special foods and formula for infants per 902 KAR 4:035:

· Who are uninsured;

· Whose coverage of specialized food and formula has been denied by their insurance company; or

· Whose coverage limits have been exceeded.
Kentucky Oral Health Program

Laws, Regulations, Guidelines 

· 211.190 Public health services to be provided by the cabinet. 
The cabinet shall provide public health services including: ….(11) Establishment, maintenance, monitoring, and enforcement of water fluoridation programs for the protection of dental health.  Effective: June 20, 2005

History: Amended 2005 Ky. Acts ch. 99, sec. 347, effective June 20, 2005. -- Amended

1998 Ky. Acts ch. 426, sec. 291, effective July 15, 1998. -- Amended 1994 Ky. Acts

ch. 351, sec. 1, effective July 15, 1994. -- Amended 1974 Ky. Acts ch. 74, Art. VI,

sec. 107(17); and ch. 308, sec. 39. -- Created 1954 Ky. Acts ch. 157, sec. 13,

effective June 17, 1954.

· 902 KAR 115:010. Water fluoridation for the protection of dental health.
Directs the Cabinet for Human Resources to provide public health services that include water fluoridation programs for the protection of dental health.  This administrative regulation sets forth the requirements for the programs.

· KRS Chapter 13B establishes a uniform procedure to be followed by administrative agencies in conducting agency hearings. The function of this administrative regulation is to establish, consistent with the requirements of KRS Chapter 13B, the procedures to be followed by the Department for Public Health in hearing appeals of actions taken under the public health laws of the Commonwealth.

· 902 KAR 115:020 Enforcement of Water Fluoridation Program

· If the Cabinet for Health Services has reasonable grounds to believe that a violation of KAR 115:010 has occurred, it shall serve the alleged violator with a “Notice of Violation” .
· KRS 313.040 Administrative regulations governing dental hygienists. 

Section 8 outlines the scope of practice for a public health registered dental hygienist through certification by the Kentucky Board of Health.

· 201 KAR 8:562 Licensure of Dental Hygienists, Section 15 outlines specifics of a public health registered dental hygienist including employment standards, relicensure requirements and more scope of practice information. 
· There are no specific statutes or regulations which result in the existence of the Fluoride Supplement Program, KIDS SMILE: Fluoride Varnish Program or Kentucky Sealant Program; these programs would be included in the public health services provided by the cabinet.  

Target Population
There are no income requirements for recipients of services through the programs provided by the Kentucky Oral Health Program (KOHP).  Specific information is provided for the following oral health programs:

· Rural School Fluoridation Program

The purpose of this program is to provide fluoridated water, through an agreement between the school and the Kentucky Oral Health Program, to school children living in rural areas not served by a fluoridated water supply. 
· Community Fluoridation Program      
The program assures Kentuckians have optimally fluoridated water through proper levels in their municipal water systems.

· Fluoride Supplement Program
The program primarily serves children from 6 months through 6 years of age with drinking water from an non-fluoridated source (e.g. well, cistern, spring).
· Kids Smile: Fluoride Varnish Program
The program serves infants and children from the eruption of their first tooth through age 5 years.

· Kentucky Sealant Program

The program provides screenings and sealants to elementary children‘s teeth.
· Public Health Dental Preventive Program

This program employs Public Health Registered Dental Hygienist to provide primary    preventive dental services to populations targeted by the local health department’s community assessment.  All services in this program are within the scope of practice of a Certified Public Health Registered Dental Hygienist found in the governing laws of the Kentucky Board of Dentistry.  

Funding
· Rural School Fluoridation Program: State general funds.

· Community Fluoridation Program: State general funds
· Fluoride Supplement Program:  State general funds.

· Kids Smile: Fluoride Varnish Program: Medicaid Reimbursements and Tobacco settlement funds.

· Kentucky Sealant Program: State general funds.

· Public Health Preventive Dental Program:  State General Funds and Medicaid 

Reimbursements (some still pending)
· Grants Funding:
	Grant Name 
	Funding Source
	Grant Period

	Appalachian Regional Commission (ARC) Grants for Distressed Counties Oral Health Improvement through Local Coalition Development and Sustainability                                                                                                                                                                                                              
	ARC
	9/01/09-8/31/14


Special Requirements

· Staff/Provider Requirements 
· State Dental Director:  Kentucky licensed dentist with public health degree and/or public health experience.

· Other staff requirements dependent of specific job duties.
Training
· Rural School Fluoridation Program 

· There are no specific training requirements for program staff; however, KOHP fluoridation staff attends the Centers for Disease Control and Prevention’s water fluoridation training. 

· State fluoridation staff train school personnel to perform fluoride water testing and procedures for sending the water samples to the Kentucky State Laboratory. 

· Community Fluoridation Program

KOHP fluoridation staff attended the Centers for Disease Control and Prevention’s water fluoridation training.  State fluoridation staff provide technical assistance and trouble-shoot problems at municipal waters systems as needed. 

· Fluoride Supplement Program 
KOHP staff administering the Fluoride Supplement Program has attended the Centers for Disease Control and Prevention’s water fluoridation training.  Local health care providers (dentists, physicians and public health nurses) receive information current with the Centers for Disease Control and Prevention’s guidelines regarding fluoride supplementation.

· Kids Smile: Fluoride Varnish Program 
The State Dental Director, a Kentucky licensed dentist, trains public health registered and licensed practical nurses with the KIDS SMILE: Fluoride Varnish curriculum and refresher fluoride varnish training.  The curriculum for the fluoride varnish trainings includes: pediatric oral health screening, fluoride varnish application, providing an oral disease prevention message and making proper referrals to oral health professionals. 

· Kentucky Sealant Program 
Licensed dentist/s provides a dental examination and applies sealants to elementary children’s molars. 
●    Public Health Preventive Dental Program

Public Health Registered Dental Hygienists provide primary preventive dental services within the requirements of their certification and within the scope of practice of that licensure and certification.  

Reporting Requirements
· Rural School Fluoridation Program 

School staff performs a fluoride test on school days and send one sample weekly to the state lab for testing.   Additionally, school staff sends KOHP a copy of their Monthly Operating Report, with their daily test results, that are required to be submitted to the Division of Water.

· Community Fluoridation Program

Water plants must submit two water samples monthly to a state certified laboratory.  The KOHP staff also updates the CDC database, Water Fluoridation Reporting System (WFRS).   Information entered into the WFRS is: yearly inspections, fluoridation changes of chemicals, personnel changes and updated population numbers for water plants.

· Fluoride Supplement Program 
Local health department staff enters information into the State Lab Outreach System (http://www.psychesystems.com/netoutreachKSL/login.aspx)  prior to the water samples kits being provided to parents or guardians to submit to the State Lab for testing.  When fluoride supplements are needed for children, the local health department staff enters fluoride supplement dispensing information into the State Lab Outreach System. The KOHP works with Central Data Processing to obtain monthly data for the fluoride supplement program.
· Kids Smile: Fluoride Varnish Program
Local health department staff enters the fluoride varnish code, D1206, into the Patient Encounter Form.  The KOHP works with Central Data Processing to obtain monthly data for the fluoride varnish program.
· Kentucky Sealant Program
The Clinic Management System (CMS) is a tracking and reporting system designed to be used with the CDP Portal and will be implemented in local health departments. 
· Public Health Preventive Dental Program 

Local Health Department staff will enter the services codes through the PEF form and reporting system.

Billing and Coding Procedures Specific to Program
Billing and Coding Procedures follow those in the Preventive Medicaid Package for health departments for fluoride varnish activity.  The Clinic Management System (CMS) generates billing through its reporting for the services provided by the contracted dentists in participating health departments.  Billing and Coding procedures follow those in the current Preventive Medicaid Package for health departments for hygienists’ services.
Other Special Requirements 

· All programs dealing with water fluoridation follow state and federal (Centers for Disease Control and Prevention, Environmental Protection Agency) regulations and guidelines dealing with safe fluoride levels in drinking water.
· The Kentucky Oral Health Program follows all HIPPA guidelines and regulations.

· The Kentucky Oral Health Program follows grantor guidelines for administration and implementation of grants.

· The Kentucky Oral Health Program follows the Association of State and Territorial Dental Directors and Centers for Disease Control and Prevention Best Practices for dental care.

      Program Specific Offerings 
· Rural School Fluoridation Program 

The purpose of this program is to provide fluoridated water to school children living in rural areas not served by a fluoridated water supply.  Schools voluntarily participating in the program receive equipment to add fluoride to the school’s water supply. 

· Community Fluoridation
In Kentucky, fluoridation is mandatory (KRS 211.190; KAR 902 115.010) for community water supplies serving a population of 1,500 or more.  Community water supplies serving a population of less than 1,500 may voluntarily fluoridate.  In 1994, KOHP became responsible for the enforcement of fluoride regulations.  Program staff works closely with water plants through monitoring and technical assistance.

· Fluoride Supplement Program
The program primarily serves children from 6 months through 6 years of age with drinking water from an non-fluoridated source (e.g. well, cistern, spring). The local health department or private provider will supply a water testing kit to determine if the water is low in fluoride and if a fluoride supplement may be required.  There is no cost to the families or providers to participate in this program because the testing supplies and fluoride supplements are provided free of charge.

· Kids Smile: Fluoride Varnish Program
The Kids Smile: Fluoride Varnish Program trains local health department nurses to provide oral health screenings for infants and children from the eruption of their first tooth through age 5 years; application of fluoride varnish to primary teeth of children; referrals as needed for the child and oral health education messages to the parents or guardians of children participating in the program.  Fluoride varnishes are primarily used as a decay prevention therapy for pediatric patients and persons at a high–risk for tooth decay.

· Kentucky Sealant Program

Sealants are thin, plastic coatings painted on the chewing surfaces of the back teeth to prevent dental decay in the permanent molars of elementary school children’s teeth.  Local health departments use various configurations of personnel to conduct this program: hire their dental staff for the local health department to provide screenings and sealants to elementary children‘s teeth; contract with a local dentist to provide screening and sealant services or enlist volunteer dental personnel to adopt a school for yearly screenings and sealant applications.

· Oral Health Education
Oral health education efforts include current oral health materials, public and professional education presentations and events, a website and participation with community partners.

· Oral Health Coalitions
The KOHP will assist local coalitions researching and determining the attitudes, beliefs and barriers to oral health.  This is an essential step to an effective coalition that will directly meet the oral health needs of the community’s stakeholders, including the unserved and underserved.  The Kentucky Oral Health Program staff will provide technical assistance in determining and implementing the strategies, and will attend coalition meetings in order to provide assistance as needed.  The KOHP will work with the coalitions in developing their strategies, goals, timelines, and work plans.
      ●   Public Health Preventive Dental Program 

This LHD-based program is not required to exist in each health department, but those that chose to establish and maintain such a program will abide by the Board of Dentistry’s standards as well as protocols and guidance provided by the Kentucky Oral Health Program.  This program provides primary preventive dental services in accordance with current Kentucky Law and KOHP standards.
     Program Specific Requirements
· The KOHP abides by the uniform procedure to be followed by administrative agencies in conducting agency hearings and the procedures to be followed by the Department for Public Health in hearing appeals of actions taken under the public health laws of the Commonwealth.

Special Equipment Requirements
· KOHP staff and the schools employees require fluoride testing equipment (fluoride tester & reagent) for the Rural School and Community Fluoride Programs.  Field staff carries spare testers and fluoridation equipment (pumps, saturators, sodium fluoride and flow switches) which are used for school fluoridation and some voluntary community water plants.
· The KOHP provides storage for educational materials, fluoride supplements, forms and water sample kits in the KOHP’s office space.
· Local health departments provide storage for fluoride supplement materials, water sample kits, sealant materials and fluoride varnish supplies at the local health departments.
· Local health departments participating in the Preventive Dental Program must have equipment and supplies common to hygiene programs.
Service Description & Key Roles & Responsibilities of Health Department 

· Fluoride Supplement Program:
The local health department staff  would be responsible for completing the questionnaire and consent for fluoride  supplement program, dispensing water test kits as needed, following up with water test results, contacting the child’s parent or guardian regarding water test results, educating parents or guardians regarding fluoride supplements, dispensing fluoride supplements, entering fluoride supplement data into the State Lab Outreach System (http://www.psychesystems.com/netoutreachKSL/login.aspx) , ordering fluoride supplement supplies as needed and storing fluoride supplement supplies and forms.
· Kids Smile: Fluoride Varnish Program:  
Local health departments are responsible for scheduling fluoride varnish training for public health nurses, providing space and time for the nurses to provide dental screening, fluoride varnish application and referrals as needed for the child and education to the parents or guardians. Staff is responsible for ordering fluoride varnish supplies as needed.  Staff is responsible for entering fluoride varnish data on the PEF and Clinic Management (CMS) System.

· Kentucky Sealant Program:  

Local health departments use various configurations of personnel to conduct this program: hire their dental staff for the local health department to provide screenings and sealants to elementary children‘s teeth; contract with a local dentist to provide screening and sealant services or enlist volunteer dental personnel to adopt a school for yearly screenings and sealant applications.
●   Public Health Preventive Dental Program
An LHD-based dental hygiene program must be headed by a certified Public Health Registered Dental Hygienist and services must be conducted within the appropriate scope of practice.  Support services for this program could be done through various configurations of local agency resources.
Minimum Patient Responsibility 

Parents or guardians of local health department patients are responsible for keeping appointments; placing water to be tested into the test tube and mailer, placing mailing labels on the mailer containing the water sample submitted for testing, and follow-up as required by the water test results.  When a water test result indicates a need for fluoride supplementation, parents or guardians of the child are responsible for following directions for providing fluoride supplements to the child, refilling supplements and continuing as needed,  and providing the fluoride supplements per local health department nurses’ instructions.

· Parents or guardians are responsible for bringing the child to scheduled appointments for fluoride varnish screenings and applications and services provided through a Public Health Preventive Dental Program (Hygiene).  Parents or guardians are responsible for following directions provided by dental health providers and public health nurses.

Services (Arranged and Paid) Include: 
· Rural School Fluoridation Program: None

· Community Fluoridation Program: 2.5 employees are paid thru local health departments with general funds. 
· Fluoride Supplement Program: None

· Kids Smile: Fluoride Varnish Program: Contract with University of Kentucky for purchase, storage, assembly and dissemination of fluoride varnish kits and teaching materials and data related to these tasks.

· Kentucky Sealant Program: MOA to local health departments participating in the Kentucky Sealant Program. 
PASSPORT REFERRAL
Background: Passport Health Plan’s HMO (“Passport” hereafter) encourages providers to promote preventive care services for children up to age 21.     In an effort to increase member compliance with Well Child screens and referrals, Passport has a formal outreach program.  

Passport Referral Program:   Passport representatives will attempt to telephone members who are due to have health screens, immunizations, and/or specialty care.  Information regarding those members who have not responded to phone calls from Passport Outreach representatives will be forwarded to the appropriate local health department (LHD) staff.  LHD staff will make home visits to reinforce to Passport members, the importance of receiving preventive care.  The outreach procedures to be used by the LHD staff are as follows.

The Passport Referral Program is not and should not be identified as 1) Passport’s Well Child Preventive Care services for children less than 21 years of age, 2) the Department for Public Health’s (DPH) EPSDT Outreach Program; or 3) DPH’s Pediatric Well Child Preventive Services program.

TARGET POPULATION

Passport enrolled children ages birth through the birth month of 21 years of age and are a) newly eligible recipients or b) those who have not received but were due to have at least one Well Child service in the prior 12 months.  A referral list will be provided each month by Passport’s Outreach representative to include a Passport authorization number for each member referred to outreach services.  Unless otherwise approved, home visits will be made by the LHD outreach staff based on the referral list from the Passport Outreach representative.

PROGRAM BUDGET

The Passport Referral program is funded by the Passport Health Plan. Passport Referral funds are to be used only for those listed in the Target Population. Passport Referral funds should not be used for Preventive Care services or DPH/Department for Medicaid Services (DMS) EPSDT Outreach services. 

Passport Referral Contract Requirements:

SCOPE OF WORK

1. The LHD shall assure that the Passport Referral services are kept distinct and separate from 1) Passport’s Preventive Care services for children less than 21 years of age and 2) DPH’s Pediatric Well Child Preventive Health Care services and 3) DPH/DMS EPSDT Outreach services.

2. The LHD shall assure Passport Referral services, documentation, expenditures and reimbursement are kept separate from DPH/DMS’s EPSDT Outreach Program services, documentation, expenditures and reimbursement.  

3. The LHD shall provide a coordinator to oversee Passport Referral activities. Activities include receiving Passport members referred for services, tracking of those children eligible for services, delegating referral activity responsibilities, and documentation and reporting of activities to Passport.

4. The LHD shall assure documentation of Passport Referral services and expenditures based on services completed and not based on expenses. 

5. The LHD shall assure Passport Billing/Reimbursement procedures for Referral services completed.   

6. The LHD shall attempt to contact the member/guardian within three (3) business days of receipt of the Passport ‘EPSDT Outreach’ Referral Form (“Passport Referral Form” hereafter).

7. The LHD shall make a home visit to the member within five (5) business days of receipt of the Passport’s Referral Form with HMO prior approval.

8. The LHD shall report to Passport the required information listed in the Reporting Section.

DELIVERABLES

1. Assure Passport Referral funds are used only for reimbursement for Passport Referral services. 

2. Assure Passport Referral services, documentation, expenditures and reimbursement are kept distinct and separate from 1) Passport’s Preventive Care, 2) DPH’s Pediatric Well Child Preventive Health Care and 3) DPH/DMS EPSDT Outreach services, documentation, expenditures and reimbursement.  

3. Provide a Passport Referral coordinator to oversee program activities and assure services are provided for only those listed in the targeted population.

4. Provide Passport with required documentation of services and assure Billing/Reimbursement procedures are based on Passport Referral services completed and not based on expenses. 

5. Provide Passport Referral services in compliance with the guidelines listed in this section under Service Description.

PASSPORT REFERRAL COORDINATOR ROLES AND RESPONSIBILITIES   

LHD’s choosing to opt-in to the Passport Referral program will need to assign a coordinator to oversee program activities, including receiving Passport referral lists and tracking children eligible for services, delegating family contact responsibilities, documenting and reporting activities. The coordinator must assure that Passport Referral activities are kept distinct and separate from the Passport’s Preventive Health Care services, DPH/DMS’s EPSDT Outreach program and Pediatric Well Child Preventive Services program.    

PASSPORT REFERRAL SERVICE DESCRIPTION

1. Passport’s representative will provide the LHD with a Passport authorization number for each member referred into Passport Referral services. 

2. The LHD will attempt to contact the member/guardian within three (3) business day of receipt of the Passport Referral Form to arrange a home visit.


a. If the member cannot be reached (or the member has no phone), LHD outreach staff will make a home visit to the member’s address as provided by Passport (see 3a for home visit information).

3. LHD will make a home visit to the member within five (5) business days of receipt of Passport’s Referral form with Passport’s prior authorization.

a. LHD will make unscheduled home visits to members who cannot be reached by phone.  If the member is not at home, the LHD will leave a business card or flyer asking the member to call the LHD Passport Referral representative.

i. LHD will make at least one attempt to visit the member at home.  Passport will reimburse for up to three (3) home visit attempts.  No more than two (2) attempts should occur within the same week. 

ii. At the discretion of Passport, authorization may be made to complete a site visit at a location other than the member’s home when the LHD deems this necessary in order to fulfill the outreach effort.

4. If the member is at home, review with the family/guardian the importance of the child completing their Preventive Health Care services at the appropriate ages. 

5. Encourage and assist the family to schedule their Preventive Care appointment for their child with their health care provider.  

6. If needed, provide the family with information about translation services and transportation to the appointment. For assistance in helping families with transportation, please refer to: http://www.chfs.ky.gov/NR/rdonlyres/0624C9C1-505D-4310-9F71-7FD3D617A42E/0/HUMANSERVICETRANSPORTATIONDELIVERYPROGRAMHSTD.pdf .

7. If the family advises you that they have scheduled the child for a Well Child Exam at the doctor’s office, document the doctor’s appointment on the Passport Referral Form.

8. Document all attempted and successful home visits along with dates of the contacts on the Passport Referral Form. 

9. Complete Passport Referral Form and send to Passport (see REPORTING section). 

10. Complete the LHD tracking form and send to data entry. Staff member should code and report using cost center 741. 

REPORTING

1. Documentation should include the following information:

2. Member’s medical/social problems.

3. Member’s access to health care and willingness/ability to comply with Preventive Care appointments.

4. Member’s health education needs.

5. LHD will summarize the visit, including any recommendations, and sign and date the report.

6. Documentation of the home visit attempts must be noted on the referral form. Documentation must include the reason the member could not be reached.

7.  After completion, the Referral Form must be signed and dated.
8. The LHD must return the signed and dated completed Passport Referral ‘EPSDT Outreach’ Form within the timeframe identified to: 
Passport Health Plan   ATTN: EPSDT Department

5100 Commerce Crossings Drive, Louisville, KY 40229

9. A referral is considered complete whether or not the attempt was successful, if the requisite number of attempts has been made.

Documentation, Reporting and Coding Requirements for PASSPORT REFERRAL Services:

1. Keep and maintain the list of Passport children submitted for services. The names should be kept until the list is worked. It is recommended to keep the reports for a minimum of 1 year.  After completing the report and the recommended time frame has elapsed, the report can be shredded or burned.

2. Keep and maintain a copy of all completed submitted Referral Forms and/or other tracking tools.  The reports need to be kept until they are worked. It is recommended to keep the copies for a minimum of 1 year.  After the recommended time frame has elapsed, the report can be shredded or burned.

3. Passport Referral services should always be coded to Cost Center 741.

4. Passport Referral Forms are to be submitted to Passport upon completion. See Reporting section on how to submit completed the Passport Referral Form.

5. To comply with requirements of the Passport Referral contract, a process must be developed to ensure that time coded to Cost Center 741 must reflect the completed services.  
OUTCOMES

Families of children < 21 years of age enrolled in Passport will receive information on the importance of receiving preventive health care services.   

BILLING/REIMBURSEMENT

The Passport Referral Cost Center is 741. The LHD will send all completed and signed Referral Form to the Passport EPSDT Department as listed in the reporting section. The LHD Passport Referral services completed will be reimbursed at the following rates: 

1. $46.00 per three (3) unsuccessful attempts to make an outreach home visit, or 

2. $17.25 per unsuccessful attempt if less than three (3) attempts are made; or

3. $46.00 per successful home visit made by an aide; or

4. $92.00 for a successful home visit by an RN, if it has been pre-authorized.

Summary:

1. The Passport Referral program works to provide home visit services to those children enrolled with and have been referred by Passport and who are out of compliance with their Well Child Preventive Healthcare visits.   

2. Technical assistance and training will be provided as needed and requested by health departments to review best practices, budgets and plans, and goals to promote statewide and county EPSDT Outreach performance improvement:

3. Follow HIPAA Guidelines when making phone calls, home visits or making Well Child appointments.  

4. All outreach material reviewed should be suitable for a 6th grade reading level and consider Limited English Proficiency (LEP).  

5. A Passport Referral is not considered complete until the requisite number of attempts has been made. At the discretion of Passport, authorization may be given to complete a site visit at a location other than the member’s home when the LHD deems this necessary in order to fulfill the outreach effort.
Preconception Health Care and
Folic Acid Supplementation Program
Background

Preconception care is defined as the identification of conditions that could affect a future pregnancy but may be altered by early intervention with maternal lifestyle modification and improved health prior to conception.  Promoting healthy lifestyles for women may be the most important factor during a preconception care visit in the prevention of birth defects, premature birth, maternal and infant mortality, and other adverse outcomes for the mother and baby.  Preconception care is part of a larger healthcare model that results in healthier women, infants, and families. 

Preconception care is important to improving the overall health of the nation. Poor birth outcomes continue to be a problem in the United States, and risks associated with poor pregnancy outcomes remain prevalent among women of reproductive age. Prenatal care often starts too late to prevent a number of serious maternal and child health problems. 

Components of preconception health care include the following four areas:

· Identification of risk factors

· Individualized education to meet the woman’s needs

· The woman’s decision to alter behavior to modify the identified risks

· Inclusion of folic acid protocols

Preconception assessment of risk factors and subsequent counseling is based on the medical and social history.  Preconception counseling is RARELY a stand-alone service.  It is usually an additional service that takes place as part of a family planning, preventive health visit, or pregnancy test visit. All reproductive-age women, who have not had a hysterectomy or tubal ligation, should be considered at risk for pregnancy and be advised about anticipatory activities that are important during preconception care.  Identification of the following risk factors will provide a plan for preconception care:

· Age
· Family history
· Genetic carrier screening
· Seizure disorder
· Diabetes
· Hypertension
· Congenital malformations
· Thrombophlebitis
· Obstetric history; preeclampsia, intrauterine fetal demise (IUFD), intrauterine growth restriction (IUGR), recurrent elective termination of pregnancies, preterm deliveries
· Human Immunodeficiency Virus (HIV), Sexually Transmitted Infection (STI)
· Nutrition, including folic acid supplementation
· Domestic Violence
· Environmental influences
· Weight management
· Mental illness
· Smoking
· Substance abuse
· Medications
· Fertility
A detailed history should include information on rubella, varicella, and hepatitis B immunizations. Counseling on folic acid supplementation, use of alcohol, tobacco or other drugs (ATOD), appropriate nutrition and weight, and genetic carrier screening (depending on the patient’s ethnicity) should also be provided. Include appropriate referrals to other health care sources as indicated by risk assessment.

Women with an obstetric history that includes such conditions as preeclampsia, IUFD, IUGR, recurrent elective termination of pregnancies, preterm deliveries, thrombophlebitis, diabetes mellitus, gestational diabetes, hypertension, or congenital malformations, should be evaluated and counseled prior to another pregnancy.

Encourage women to formulate a reproductive health plan considering individual risk factors.  Such a plan requires an ongoing conscientious assessment of the desirability of a future pregnancy, determination of steps that need to be taken either to prevent or to plan for a pregnancy, and evaluation of current health status and other issues relevant to the health of a pregnancy. 
Laws, Regulations, Guidelines:

In April 2006, the CDC and its partners developed and released the Recommendations to Improve Preconception Health and Healthcare – United States (http://www.cdc.gov/mmwr/pdf/rr/rr5506.pdf.).   The recommendations are aimed at achieving four goals based on personal health outcomes:

· improve the knowledge, attitudes and behaviors of men and women related to preconception health; 

· assure that all women of childbearing age in the United States receive preconception care services (i.e. evidence-based risk screening, health promotion, and interventions) that will enable them to enter pregnancy in optimal health;

· reduce risks indicated by a previous adverse pregnancy outcome through interventions during the interconception period, which can prevent or minimize health problems for a mother and her future children.

· and reduce the disparities in adverse pregnancy outcomes.

The 10 CDC Recommendations are:

1) Each woman, man, and couple should be encouraged to have a reproductive life plan (being intentional about preparing for and starting pregnancies). This includes making decisions about when to have children, how many to have, how to time pregnancies, and how to ensure the healthiest pregnancies and families. It sometimes involves contraception, sometimes fertility promoting actions, sometimes other behavior changes.

2) Increase public awareness of the importance of preconception health behaviors and preconception care services by using information and tools appropriate across various ages; literacy, including health literacy; and cultural/linguistic contexts.

3) As a part of primary care visits, provide risk assessment and educational and health promotion counseling to all women of childbearing age to reduce reproductive risk and improve pregnancy outcomes. 

4) Increase the proportion of women who receive interventions as follow up to preconception risk screening, focusing on high priority interventions (i.e., those with evidence of effectiveness and greatest potential impact).

5) Use the intraconception period to provide additional intensive interventions to women who have had a previous pregnancy that ended in an adverse outcome (e.g., infant death, fetal loss, birth defects, low birthweight or preterm birth). 

6) Offer, as a component of maternity care, one pre-pregnancy visit for couples and persons planning pregnancy. 

7) Increase public and private health insurance coverage for women with low incomes to improve access to preventive women’s health and preconception and intraconception care.

8) Integrate components of preconception health into existing local public health and related programs, including emphasis on interconception interventions for women with previous adverse outcomes.

9) Increase the evidence base and promote the use of evidence to improve preconception health.

10) Maximize public health surveillance and related research mechanisms to monitor preconception health.

Folic Acid Supplementation:

Neural tube defects (NTDs) are anomalies of the brain and spinal cord. The two most common NTDs are spina bifida and anencephaly. Spina bifida is the most common permanently disabling birth defect in the United States. The total lifetime cost of care for a child born with spina bifida is estimated to be $560,000. Scientific evidence has proven that 0.4 mg (400 mcg) per day of folic acid, one of the B vitamins, reduces the number of cases of spina bifida and anencephaly. Based on this evidence, in September 1992, the U.S. Public Health Service (USPHS) recommended that in order to reduce the frequency of NTDs and their resulting disability, all women of childbearing age in the United States who are capable of becoming pregnant should consume 0.4 mg of folic acid per day. It is estimated 50-70% of such birth defects are preventable through the ingestion of folic acid prior to pregnancy and in the early prenatal period. Since 1992, efforts have been made to increase daily use of dietary supplements containing 0.4 mg (400 mcg) of folic acid by women of reproductive age.

Many pregnancies are unplanned and since pregnancy is usually discovered at 6 weeks from the last menstrual period, it is too late to prevent these defects.  Therefore, it is essential that all women of childbearing age consume 0.4 mg (400 mcg) of folic acid on a daily basis.  This meets the RDA requirement and is recommended by the National Institute of Medicine, American Congress of Obstetricians and Gynecologists, the Centers for Disease Control and Prevention, and the US Public Health Service.  (The average woman receives about 100 mcg of folic acid per day from fortified breads and grains.)

In Kentucky, a Folic Acid Campaign to decrease the high incidence NTDs by providing all women of childbearing age access to the B vitamin Folic Acid was initiated in 2000. From 2000-2007, there was a 27% reduction in the rate of neural tube defects in Kentucky. The percentage of women 18-44 reporting knowledge of folic acid aiding in the prevention of birth defects increased from 32.3% in 1997 to 50% in 2006, according to the Kentucky Behavioral Risk Factor Surveillance Survey (BRFSS). The percentage of women 18-44 reporting taking a multivitamin or supplement containing folic acid on a daily basis increased from 29% in 1997 to 43.7% in 2006, according to the BRFSS.

Target Population:

Female patients of childbearing age, who have not had a hysterectomy or tubal ligation.
Funding:

Tobacco Settlement Funds through the KIDS NOW Initiative and additional sources of funding include:  

·   Discretionary state funds allocated to LHD

·   Title V federal restricted funds

·   Local tax funds

·   Fee collection, donations

Special Requirement:

Preconception care (including folic acid supplementation) should be offered to ALL female patients of childbearing age, who have not had a hysterectomy or tubal ligation, during their initial and annual Family Planning visits as well as during adult preventative visits.

Staff/Provider Requirement:

Nurses (ARNP, RN, or LPN), nutritionist, dieticians, health educators and physicians may provide preconception/ intraconception health promotion and neural tube defect prevention counseling and folic acid supplementation.   

Staff Training:

An orientation module titled Folic Acid Supplementation and Counseling Guidelines is available on TRAIN, Course # 1017232.  Objectives for this Module include:  Identify the difference between folic acid and folate; Discuss sources of folic acid in the diet; Outline the functions and benefits of folic acid in the body; Describe the role of folic acid in pregnancy and healthy fetal development; Define the three major types of Neural Tube Defects (NTDs) and list the major risk factors; and Distinguish between High and Low Risk Factors for Neural Tube Defects.
Reporting Requirement:

The Department for Public Health (DPH) Patient Services Reporting System (PSRS) provides a monthly report of the number of patients who received folic acid counseling and supplementation for reporting and reimbursement purposes. A quarterly report is submitted by the Division of Women’s Health to the KIDS NOW Authority.
Resources:
Free Patient Education Materials

Centers for Disease Control and Prevention


Atlanta, Georgia


(770) 488-7190





http://www2.cdc.gov/ncbddd/faorder/orderform.htm
March of Dimes

Greater Kentucky Chapter


4802 Sherburn Lane


Louisville, KY  40202



(502) 895-3734

http://www.marchofdimes.com/professionals/2222_2295.asp

Kentucky Department for Public Health


Frankfort, KY  40621


Folic Acid Program Coordinator

(502) 564-3236, extension 3822

TRAIN Folic Acid Counseling and Supplementation Guidelines Module – 1017232

References

CDC Preconception Care

http://www.cdc.gov/ncbddd/preconception/
CDC Folic Acid

http://www.cdc.gov/ncbddd/folicacid/index.html
CDC Grand Rounds: Additional Opportunities to Prevent Neural Tube Defects with Folic Acid Fortification

August 13, 2010 / 59(31); 980984 http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5931a2.htm?s_cid=mm5931a2_e%0D0a 

March of Dimes

http://www.marchofdimes.com/Pregnancy/folicacid_indepth.html
Spina Bifida Association

http://www.spinabifidaassociation.org/site/c.liKWL7PLLrF/b.2701563/k.3E6F/What_Can_Be_Done_To_Reduce_The_Risk.htm 

Prenatal Program

Laws, Regulations, Guidelines

Prenatal care is a key strategy in the prevention of maternal and infant mortality and morbidity. The Prenatal Program is a Core Public Health Service which provides pregnant woman who meet the eligibility requirements to access of basic prenatal care, which leads to better birth outcomes for Kentucky’s children. 

The following statutes authorize and specify services of the Prenatal Program:

KRS 211.180(1), (e) & (f) – Authorizes the Prenatal Program; refers to the protection and improvement of the health of expectant mothers.

902 KAR 4:100 – Describes the appropriate services and the financial eligibility for the Prenatal Program.

KRS 214.160 - The description of specific laboratory tests of pregnant women and newborn infants.

KRS 311.378 – Describes the requirement to post warning signs on alcohol use and pregnancy in private offices maintained by all licensed physicians.  Local Health Departments (LHD) who provide in-house prenatal services should post these signs in a prominent place in the patient waiting room. A printed sign supplied by the Cabinet for Health and Family Services is available, which warns that drinking alcoholic beverages during pregnancy can cause birth defects.

Target Population

The overall mission is to provide prenatal services for pregnant women who might not otherwise receive prenatal care.  To be eligible for the Prenatal Program, her income must be at or below the 185% Federal Poverty Level (FPL).  The LHDs can provide prenatal services either Directly (through an In-House prenatal clinic in their county of residence) or either Indirectly (through a referral to a contracted qualified provider for prenatal services performed off site).  Any pregnant woman at or below 185% poverty shall be assured maternity services either directly or through such referral. 

Funding

The Public Health Prenatal program is funded by State General Funds through the Core Public Health Block Grant for income-eligible prenatal patients with no other funding source.  Medicaid and third party payors should be billed for services when appropriate.

Prenatal Program Eligibility Guidelines

Financial Eligibility for the Public Health Prenatal Program is defined in 902 KAR 4:100.  To be eligible for the Public Health Prenatal Program, the pregnant woman’s income shall be at or below 185% Federal Poverty Level and have no other payor source (i.e., are not Medicaid eligible).  DPH recommends in-eligibility for Medicaid is documented by a Medicaid Denial Letter/Declination Form, or similar documentation from DCBS, in lieu of a Denial Letter, stating she did present there to apply.  Exceptions to this would be a local decision.  LHDs may also use WIC documentation to verify income eligibility.

Key Roles and Responsibilities of the Local Health Department

All LHDs must assure that pregnant women are enrolled with and seen by an appropriately licensed prenatal care provider. This includes not only arranging an appointment, but removing any barriers to the pregnant woman attending the appointment and assuring the handoff has taken place for at least the first appointment (if the provider is not in-house).  Assurance of prenatal care may be provided in-house, via contract, or without a contract as long as care is provided and no pregnant woman is left without access to prenatal care. For those LHDs providing in-house prenatal care, channels of communication shall remain open with hospitals and medical centers to assure that a higher level of care may be accessed when necessary.

All LHDs shall establish Prenatal Program procedures to appropriately respond to inquiries from pregnant women, who call, visit or have a positive pregnancy test at the LHD.  It is not appropriate for LHD staff to say “we do not have a Prenatal Program”.  An appropriate response may be, “the LHD can assist you in obtaining prenatal services, although we do not provide prenatal services at the HD site”.  

A. Presumptive Eligibility Enrollment - Pregnancy Presumptive Eligibility (PE) is a program that enables eligible pregnant women to receive prenatal care through Medicaid for up to 60 days while their eligibility for full Medicaid benefits is determined and is authorized by the Kentucky Medicaid Program per 907 KAR 20:050.  

Even if she is denied full Medicaid, she will continue to receive full PE coverage until the expiration date listed on the PE identification form Refer to 907 KAR 20:050 for a list of eligibility criteria and covered services. 
LHDs should assist any income-eligible pregnant woman in enrolling in PE, whether or not they are a LHD patient. LHD staff will need to have Internet access and complete a free training program given by the Department for Medicaid Services in order to enroll pregnant women in the PE program.  Eligibility guidelines, forms and additional information can be located at http://chfs.ky.gov/dms/peservice.htm.  The help desk number for PE is (855) 637-6576.

PE will be processed through the KY Health Benefits Exchange System and eligibility can be completed at that time.  The PE applicant will choose their Managed Care Organization (MCO) during the process and will be able to print the PE eligibility notice.  LHDs are encouraged to be aware of the MCOs their contracted providers are accepting.  If an MCO is not selected, one will be assigned to the applicant. The applicant is not able to change their MCO until the beginning of the following month.  
PE Process

1. First, the LHD shall assist the pregnant woman in applying for Presumptive Eligibility (PE) upon a positive pregnancy test or when the pregnant woman presents to the LHD and has not already obtained Medicaid.  
2. Then, the LHD shall instruct a pregnant woman to apply for full Medicaid benefits as soon as possible after obtaining PE and prior to the expiration of her PE period.  Early application for Medicaid will allow the woman time to receive a Medicaid Denial Letter/Declination Form (if denied) prior to the expiration of her PE and prevent any gaps in prenatal care.  

* The ending of the PE period does not automatically qualify a woman for eligibility into the Public Health Prenatal Program.
3.   If the woman does not qualify for Medicaid and wishes to participate in the Public Health Prenatal Program, she shall be screened according to the eligibility guidelines prior to enrollment.  Denial of Medicaid on the basis of "patient request" or failure to complete Medicaid application is NOT reason for qualifying for Prenatal Services.

B. Service Description
A. The intent of the Public Health Prenatal Program is to assure that prenatal care is available for all pregnant women in the KY regardless of income or ability to pay.  At a minimum, the services below should be provided to fulfill that assurance.  The Core Public Health Grant Funding should be used to pay for these services for pregnant women who are at or below 185% FPL and have no other payor source.  Some pregnant women may require additional services and the LHD can make determinations based on individual needs and resources within their local budgets.  LHDs can cover additional prenatal patients and services from other funding sources. Updated information and forms, including a recommended minimum list of CPT codes to cover may be located at the Public Health Prenatal Program website http://chfs.ky.gov/dph/mch/cfhi/prenatalprogram.htm
B. ACOG guidelines detail the number and type of visits, labs, and procedures that should be done. The content and timing of prenatal care should vary according to the risk status of the mother and the fetus. Typically, a prenatal patient with an uncomplicated pregnancy will be seen monthly for the first 28 weeks of pregnancy, every 2–3 weeks until 36 weeks of gestation, then weekly until delivery. The prenatal medical provider must use professional judgment in determining the frequency of visits in the prenatal patient with risk factors. For health departments providing In-House prenatal care, services should be transferred to the OB provider at 35–36 weeks gestation. Further information available at www.acog.org 


It is recommended that the standardized American College of Obstetricians and Gynecologists (ACOG) Antepartum and Discharge/Postpartum Form be used during the course of care to document risk assessment, intervention activities, and facilitates communication by providing continuity of care.

C. Public Health Prenatal Program services include, at a minimum:

1. All approved medical provider visits at the contracted obstetric provider office or LHD (Refer to ACOG periodicity schedule) 
2. Routine prenatal laboratory tests:

· Hemoglobin or Hematocrit

· Blood type and Rh factor

· Rh antibody titer

· HBsAg

· VDRL/FTA

· HIV (with informed consent)

· Rubella titer

· Multiple Marker (Triple or Quad Screen)

· Blood Glucose/GTT

· Cystic Fibrosis screening

· Urinalysis

· Urine culture (cc midstream)

· Pap test/Pelvic Exam

· GBS screening at 35–37 weeks gestation

· Maternal Serum Alpha Fetoprotein Screening (MSAFP) offered

· Other pregnancy related laboratory test(s), as indicated by risk factors

3. Procedures:

· 1 baseline ultrasound (15–20 weeks) to confirm EDC and exclude congenital anomalies, 2nd (or more) if medically indicated and documented (i.e., 32–34 weeks of gestation to assess fetal growth restriction for women at high risk), 

· Non-stress tests, if medically indicated and documented for fetal well-being,

· Contraction stress tests, if medically indicated for fetal well-being and documented,

· Amniocentesis, if medically indicated and documented (but not chromosome analysis)

4. Pelvic Exam; Abnormal PAP test follow-up can be referred to the Kentucky Women’s Cancer Screening Program

5. Medications:

· Prenatal Vitamins/Folic Acid/Supplemental Iron (if indicated)

· Insulin/Supplies for “Pregnancy Related” (Patients with Gestational Diabetes or Pregnancy-Induced need, but NOT previously Insulin-Dependent Diabetes Mellitus patients).

· Treatment of Vaginal Infections/Urinary Tract Infections

· Progesterone for prevention of preterm birth with vaginal progesterone capsules and hydroxyprogesterone caproate (W0120M1, W0120M2, W0121M1, W0121M2, and J1725).

· Other medication(s) only upon special approval

6. Delivery-Physician or Certified Nurse Midwife for vaginal delivery including postpartum care

7. Physician Services:

· C-section, including postpartum care

· D & C for spontaneous abortion and for postpartum hemorrhage

· Emergency Postpartum Hysterectomy

· Treatment of Ectopic Pregnancy

8. Postpartum Sterilization, with appropriate consent

9. Problem Visit(s)/transfer of care to OB from FP or Nurse Midwife

10. Initial Sub-specialty/Maternal Fetal Medicine Consultation

11. Postpartum Visit (may be done as a Family Planning visit)

Note:   The Public Health Prenatal Program (Patients at or below 185% FPL without a payor source, funded from Core Funding) does not provide reimbursement for: 

· Sub-Specialty care beyond an initial consultation;

· Treatment of  non-pregnancy related conditions;

· Any test/procedure not related to the pregnancy;

· Chromosome analysis;

· Any inpatient hospital charges, including services of Hospitalist/Laborist, or

· Any outpatient hospital charges not covered under a negotiated contract rate.

Special Requirements

Clinical Standards requirements

· Prenatal services, regardless of the type of provider or location of services (LHD or provider office) shall align with the current standards of care as specified in the current edition of Guidelines for Perinatal Care, developed through the cooperative efforts of the American College of Obstetricians (ACOG) and the American Academy of Pediatrics (AAP). 

· Facilities/Supplies/Equipment shall comply with ambulatory obstetrical care standards as specified in the current edition of Guidelines for Perinatal Care.  
· The LHD shall ensure the necessary clinical equipment used in the on-site prenatal clinics is in proper working order, maintained and calibrated according to manufacturer’s directions, and is sufficient to provide basic screening tests.   

Staff Requirements

· Prenatal care shall be provided by appropriately licensed or certified personnel acting within their legal scope of practice. Prenatal Care Providers must be licensed in Kentucky and Board Certified in Obstetrics, Family Practice or Nurse Midwifery.  

· Appropriate medical providers for prenatal care include Perinatologists, Obstetricians, Certified Nurse-Midwives, Family Physicians with advanced training in obstetrics
· Advanced Practice Registered Nurses with who are certified as Women’s Health practitioners and have both training and experience in obstetrics may provide routine prenatal/postpartum visits.
· The medical care of the pregnant woman shall be initiated and managed by a physician or certified nurse midwife.  If prenatal care is not under the direction of an obstetrician, an obstetrician shall be available for consultation. 

· High risk patients should be seen by an obstetrician.
· Registered nurses are not acceptable providers of medical care for the prenatal client, but may provide adjunct or support care in accordance with the Scope and Standards of the Kentucky Nurse Practice Act.

· Registered nurses, who have completed the DPH Prenatal Training  or other DPH approved continuing education course in the routine care of the pregnant woman, may provide support services, education and counseling at routine prenatal visits.  This does not include providing clinical services such as electronic fetal monitoring, non-stress tests, or ultrasounds.
· Licensed practical nurses under the supervision of a registered nurse, who have completed the DPH Prenatal Training or other DPH approved continuing education course in the care of the pregnant woman, may also provide support services within their scope of practice.

· In addition, other professionals appropriately licensed or certified may provide support services within their scope of practice. Those professionals may include:

1. Social workers;

2. Dietitians/Nutritionists;

3. Lactation Consultants; 

4. Childbirth Educators.

· The MCH Coordinator may provide case management and care coordination for Public Health Prenatal Program patients when these services are not done as part of the clinical visit.

· Contracted Providers - A staff member of a contracted physician's private office, working in conjunction with the physician at the LHD, shall meet the following requirements:

1. The staff member shall be a currently licensed professional, educated/trained to perform the designated functions in the health department.  

2. The functions, which the individual performs, shall be clearly enumerated within the private physician's contract.

Program Specific Offerings

1. DPH Prenatal/Postpartum Comprehensive Training: 2–3 day training; required for nurses who work with the Prenatal Program in a LHD In-House prenatal clinic. 

2. Annual DPH Perinatal Update:  required for nurses who work with the Public Health Prenatal Program in a LHD In-House prenatal clinic.

Reporting Requirements

· For services provided in the LHD, reporting of client information is collected through the Patient Services Reporting System (PSRS).  All services provided through the Public Health Prenatal Program shall be entered into the PSRS according to AFM guidelines. 

For services provided through fee-for-service contracts, LHD should enter the services into the PSRS system.  For services provided through a global fee contract, invoices can be submitted to LHO for contract payments just as with other contracts.  

Billing and Coding Procedures
· Billing and coding procedures should be based on the latest federal Uniform Percentage Guideline Scale.  
· Pregnant women at or below 185 % FPL will be assigned payor code 7.  The Core Public Health Grant provides funding for these services.  These patients shall not be charged a co-pay, sliding scale fee, nor balance-billed, nor turned over to collections.

· The LHD nurse who provides counseling to the prenatal patient enrolled in Prenatal Program may provide counseling on the same day and time the patient is seeing the medical provider for prenatal care, as long as there is not duplication of services.  

· Guidance for contracts with clinical providers is presented annually in the AFM Contract training and available from the MCH Prenatal Nurse Consultant. Templates of contract language are also available.

· Payment for services to the provider shall be at the current Medicaid rate unless a lesser negotiated rate has been determined.  The payment should be considered "payment in full".  The Contractor shall agree to not balance-bill or charge these patients

· Payments to contracted providers with a Fixed Fee contract amount, instead of a Fee for Service contract, may be paid on a monthly or quarterly basis as determined by the LHD.  Invoices from the provider to the LHD shall be submitted to the Contracts and Payments Branch, Administration and Fiscal Management (AFM) Division, Department for Public Health per AFM guidelines.  

· Progesterone coding and billing for Public Health Prenatal Program patients.  See table below:
	Type of Progesterone
	ICD Code
	CPT Code
	Modifier
	Provider Class
	Reimbursement Rate/Dose

	Progesterone, 100 mg vaginal capsule, compounded formulary 
	V2341

or

64973
	W0120
	M1
	10, 20, 30
	$5.00

	Progesterone, 200 mg vaginal capsule, compounded formulary
	V2341

or

64973
	W0120
	M2
	10, 20, 30
	$5.00

	Prometrium, 100 mg vaginal capsule, commercial formulary
	V2341

or

64973
	W0121
	M1
	10, 20, 30
	$5.00

	Prometrium, 200 mg vaginal capsule, commercial formulary
	V2341

or

64973
	W0121
	M2
	10, 20, 30
	$5.00

	Hydroxyprogesterone Caproate, 250 mg injection, compounded formulary
	V2341
	J1725
	-
	10
	$10


Prior Authorization for Prenatal Services

Each Managed Care Organization (MCO) has its own guidelines regarding Prior Authorization of Services.  Please check with each MCO for these specific guidelines and forms.  The following link contains the contact information, service area and website for each MCO at http://chfs.ky.gov/dms/mcolinks.htm
Below is additional information for each MCO in regards to Prior Authorization of Services, particularly related to prenatal services. This is not an all-inclusive reference list so please refer to the specific MCO guidelines for more specific guidance.  

1. WellCare of Kentucky – Customer Service at 1-877-389-9457
· Guidelines for prior authorization requirements by service type may be found on the Quick Reference Guide on WellCare’s website at: https://kentucky.wellcare.com/provider/forms_and_documents.  

· Prior Authorization is required for elective or non-emergency services.  

· Providers can also use the searchable Authorization Look-up Tool at: https://kentucky.wellcare.com/provider/resources; Click the Authorization Lookup Tool; Go to the drop down box Line of Business and pick KMD – Kentucky Medicaid;  Go to  CPT Code and enter the CPT code of the service you would like to check prior authorization requirements for.

2. Passport Health Plan – Member Services at 1-800-578-0603

· Refer to Section 16 (Obstetrical) of the Passport Provider Manual for more information  http://www.passporthealthplan.com/provider/resources/manual
3. Humana Care Source – Customer Service at 1-800-488-0134
· The member handbook is available at https://www.caresource.com/documents/ky-mmed-01a-member-handbook-final/
4. CoventryCares of Kentucky - Member Services at 1-855-300-5528
· Providers can utilize directprovider for real time authorization inquiries at 
www.directprovider.com
Minimum Patient Responsibility
The following guidelines can be utilized by the LHD to develop a Prenatal Patient Agreement for patients whose services are paid by the LHD.   A local Patient Agreement is signed by the patient.  A copy of this agreement shall be given to each patient and a copy shall be placed on file in the administrative section of the patient’s medical record. 

The patient shall agree to:
· Provide requested information to the LHD during the enrollment process (i.e., Medicaid Denial Letter or other documentation, verification of income, identity and residency according to WIC guidelines). 

· Apply for a medical card at any time during pregnancy that her family income changes and she may become eligible for Medicaid. 

· Apply for the Time-Limited Emergency Medical Card for herself and the baby at the time of delivery.  This includes two separate applications for each.   
· Be responsible for the payment of hospital charges and non-pregnancy related medical care and services not authorized by the LHD.

· Keep all scheduled appointments (if unable to keep an appointment, call and reschedule).

· Make every effort to follow all clinical counseling concerning tobacco, drugs and alcohol use, nutrition, exercise, and other medical management, in order to have a healthy baby.

· Go immediately to the emergency room, hospital labor and delivery (or MD's office), as instructed, if any sign of preterm labor or other complication should arise during the pregnancy.

· Attend prenatal classes, where available.

· Return to the Health Department or to the private MD office for Postpartum/Family Planning services. Return to the Health Department or to the private MD office with infant for Well-Child care or to the private MD office for preventive health care for infant.
Preventative Services Protocols: 

History, Physical Exam, Screening Procedures

Laws, Regulations, Guidelines

The Preventative Program is provided by DPH under contract with the Kentucky Department of Medicaid Services.  The purpose is to assure access to preventative health services for all Kentuckians, primarily low income families who do not have a medical home. The incidence of preventable disease, disabilities and injuries is reduced by providing preventive health services to low income children and by collaborating with community based and state level health and human services providers to develop a system of health care for the benefit of all children.

Statute: KRS 211.180 

Regulations: 

902 KAR 4:100: The Cabinet for Human Resources, Department for Public Health Services       is responsible for administering the programs of services in accordance with Title V of the  Social Security Act (maternal and child health block grant). 

907 KAR 1:034: Early and periodic screening, diagnosis, and treatment services and early and periodic screening, diagnosis, and treatment special services establishes the provisions relating to the early and periodic screening (EPSDT), diagnosis and treatment service and early and periodic screening, diagnosis and treatment special services for which payment shall be made by the Medicaid Program on behalf of both categorically needy and medically needy children under age twenty-one (21).

Target Population

· Persons who are unable to access the services of a medical home for preventative exams and screenings.

· Priority for services will be to persons from low-income families or whose total annual Family income does not exceed 185 percent of the most recent federal Income Poverty Guidelines.

· Charges for services will be made to persons other than those from low-income families.

Funding

Preventative services are funded through Medicaid Billing and may be paid from the Core Public Health Block grant when appropriate.

Special Requirements

Staff/Provider Requirements
See Pediatric and Family Planning Sections of this Administrative Reference. 

Training

Registered Nurses providing preventative services in a local health department must complete the required trainings for the program whose services they are providing. 

Reporting Requirements

Reporting of client information is collected through the Patient Services Reporting System (PSRS). 

Special Equipment Requirements

· Providers shall be located in a facility that is constructed, equipped and maintained to insure the safety of the children and provide a functional, sanitary environment.

· The area utilized during the screening examination shall provide adequate privacy.

· The provider shall have the necessary equipment, in proper working order, to provide the basic screening tests outlined in the CCSG.

Service Description & Key Roles & Responsibilities of Health Department 

I. PHYSICAL ASSESSMENT

In the delivery of health services, every patient deserves a general survey at every encounter with a health care provider.  A general survey may be described as an overall review or first impression that the health care provider has of a person’s well being.  This could be as simple as a visual observation and encompasses the following examples and components dependent to some extent on age.

· Appearance – appears stated age; sexual development appropriate; alert, oriented; facial features symmetric; no signs of acute distress

· Body structure/mobility – weight and height within normal range; body parts equal bilaterally; stands erect, sits comfortably; walk is smooth and well balanced; full mobility of joints

· Behavior – maintains eye contact with appropriate expressions; comfortable and cooperative with examiner; speech clear; clothing appropriate to climate; looks clean and fit; appears clean and well groomed

Deviations from what would generally be considered to be normal or expected should be documented and may require further evaluation or action.

Information about audiometric screening and the Snellen Test for vision screening are covered in this section.

II. HEALTH HISTORY

A patient history should be done as indicated by the age specific Preventive Health Guidelines.

A comprehensive history (including chief complaint or reason for the visit, a complete review of systems and a complete past family and/or social history) should be obtained on the first preventive health visit by the physician, advanced registered nurse practitioner, physician assistant or nurse.  The history should be age and sex appropriate and include all the necessary questions to enable an adequate delivery of services according to the Preventive Health Services and/or the patient’s need, visit requirement, Health Guidelines, or request.  The completion of the history component of the Health History and Physical Examination Form will assist in the assessment of the patient’s past and current health and behavior risk status.  Certain health problems, which may be identified on a health history, are more common in specific age groups and gender.  These may be found in the Preventive Health Guideline section as things for which to be alert.

An interval history (including an update of complaints, reason for visit, review of systems and past family and/or social history) should be done as indicated or as identified on the age specific Preventive Health Guidelines.

Completion of all items on the history component of the Interval Health History and Physical Examination Form will give a picture of the patient’s current health and behavior risk status.  Additional information may be required depending on the specialized service(s) to be provided.

Guidelines for other than preventive health visits will require the components of the history appropriate for the presenting special need or conditions.  The level of history indicated may be problem focused, expanded problem focused, detailed, or comprehensive.  Depending upon the level of history obtained, documentation may be on the history portion of the Health History and Physical Examination form or in the service notes, but some notation must be recorded for each visit; the visit must be coded according to the level of detail and complexity that is documented.  

III. PHYSICAL EXAMINATION

A comprehensive or partial physical examination should be done at appropriate intervals by appropriate staff, and according to the age specific preventive health guidelines for services.  The AMA Guidelines recognize the following body areas and organ systems for purpose of the examination:

Body Areas:  Head (including the face); Neck; Chest (including breasts and axillae); Abdomen; genitalia, groin, buttocks; Back (including spine); and each extremity.

Organ Systems:  Constitutional (vital signs, general appearance), Eyes, Ear, Nose, Throat; Cardiovascular; Gastrointestinal; Genitourinary; Musculoskeletal; Dermatological; Neurological; Psychiatric; Hematological/lymphatic/immunological. 

AMA guidelines recognize only a multisystem exam or body areas.  At present, either is acceptable for use.  When a comprehensive physical examination is indicated on the schedule, the physical examination component on the forms should be completed in its entirety to document the assessment of all body areas and organ systems, as appropriate to the individual’s age and medical history.  Normal and abnormal findings and pertinent negatives should be recorded.

The examination appropriate for other than preventive services may be problem focused, expanded problem focused, detailed or comprehensive.  Except for a comprehensive exam, the pertinent findings may be documented on the Health History and Physical Examination forms.

Certain health problems, which may be identified on a physical examination, are more prevalent in specific age groups and gender.  These will be found in the Preventive Health Guidelines as something for which to be alert.

IV. MEASUREMENTS

Body measurements include length or height, weight, and head circumference for children from birth to 36 months of age.  Thereafter, body measurements include height and weight.  The assessment of hearing, speech and vision are also measurements of an individual’s function in these areas.  The Ages and Stages Developmental Screening is a tool to measure an infant’s and young child’s gross motor, language, fine motor-adaptive and personal-social development.  If developmental delay is suspected based on an assessment of a parent’s development/behavior concern or if delays are suspected after an assessment of development benchmarks, a written referral is made to a Physician or First Steps for further evaluation. Other developmental tools include a developmental screening assessment, as taught in the Pediatric Assessment Course; age-specific benchmarks in the Pediatric Preventive Guidelines may be used as a guide.

A patient’s measurements can be compared with a standard, expected, or predictable measurement for age and gender.  The Body Mass Index (BMI) chart in this section applies to adults.  Age and gender appropriate growth charts in the Forms Section apply to children.  Deviation from standards helps identify significant conditions requiring close monitoring or referral.

The significance of measurements and actions to take when they deviate from normal expectations are found in the age-specific Preventive Health Guidelines.
MEASUREMENT PROCEDURES

Height:

Obtain height by measuring the recumbent length of children less than 2 years of age and children between 2 and 3 who cannot stand unassisted.  A measuring board with a stationary headboard and a sliding vertical foot piece shall be used.  Lay the child flat against the center of the board.  The head should be held against the headboard by the parent or an assistant and the knees held so that the hips and knees are extended.  The foot piece is moved until it is firmly against the child’s heels.  Read the measurement to the nearest 1/8 inch.

Obtain a standing height on children greater than 2 to 3 years of age, adolescents, and adults.  Measurements may be accurately made by using a graduated ruler or tape attached to the wall and a flat surface that is placed horizontally on top of the head.  The patient is to be wearing only socks or be bare foot.  Have the patient stand with head, shoulder blades, buttocks, and heels touching the wall.  The knees are to be straight and feet flat on the floor, and the patient is asked to look straight ahead.  The flat surface (or moveable headboard) is lowered until it touches the crown of the head, compressing the hair.  A measuring rod attached to a weight scale shall not be used.

If recumbent length is obtained for a two year old, it is plotted on the birth to 36 months growth chart, whereas, if standing height is obtained for a two year old, plot on the 2 to 18 year growth chart.  Plot measurements for children on age and gender specific growth charts and evaluate accordingly.  
Weight:

Balance beam or digital scales are to be used to weigh patients of all ages.  Spring type scales are not acceptable.  CDC recommends that all scales should be zero balanced and calibrated.  Scales must be checked for accuracy on an annual basis and calibrated in accordance with manufacturer’s instructions.  Prior to obtaining weight measurements, make sure the scale is “zeroed”.  Weigh infants wearing only a dry diaper or light undergarments.  Weigh children after removing outer clothing and shoes.  Weigh adolescents and adults with the patient wearing minimal clothing.  Place the patient in the middle of the scale.  Read the measurement and record results immediately.  Scales should be calibrated annually.  Plot measurements on age and gender specific growth charts (see Forms Section) and evaluate accordingly

Body Mass Index:

The Body Mass Index (BMI) is a measure that can help determine if a person is at risk for a weight-related illness.  Instructions for obtaining the BMI are included within the chart in this section for adults.  To calculate BMI for children, see BMI Tables for Children and Adolescents for guidance. 

Head Circumference:

Obtain head circumference measurement on children from birth to 36 months of age by extending a non-stretchable measuring tape around the broadest part of the child’s head.  For greatest accuracy, the tape is placed three times, with a reading taken at the right side, at the left side, and at the mid-forehead, and the greatest circumference is plotted.  The tape should be pulled to adequately compress the hair. 

Vital Signs:

Vital signs, generally described as the measurement of temperature, pulse, respirations and blood pressure, give an immediate picture of a person’s current state of health and well being.  Normal and abnormal ranges with management guidelines are listed in the CCSG.

V. PROCEDURES FOR MEASURING HEARING  (Birth to Adult)

Hearing is assessed in infants and young children (1–36 months) by observing responsiveness to 3 tones, i.e., voice, bell, rattle.  (Do not use a hand held screening audiometer).

Administration of an acceptable response to:

1. Voice:  with the child not facing you, stand behind the child within 6–12 inches of either ear.  Place your hand between you and the child so the infant/child does not respond to feeling your breath; whisper the child’s name.  Repeat with the other ear.  Hearing is normal if the child turns to the direction of voice for each ear.
2. Bell and Rattle:  hold the bell/rattle to the side and behind the child’s ear, ring the bell/shake the rattle softly.  Try again, if no response.  Repeat with the other ear.  Hearing is normal if the child responds by an eye movement, change in expression, breathing rate or activity.
Hearing is assessed in children 3 years and older (depending on understanding and cooperativeness), adolescents, and adults with pure tone screening (audiometers).  If unable to test the child using the pure tone screening procedure, assess the hearing as described for younger children.

Testing Area:

The room used for hearing screening should be as quiet as possible, because background noise interferes with the accuracy of the test and leads to false positive results.  Examples of background noise are hallways, fluorescent light hum, etc.  The tester, who has normal hearing, may test him/herself to be sure that ambient noise does not interfere with testing.  The testing room must be at least large enough to accommodate a table for the audiometer and chairs for the tester and patient.  The patient’s chair should be positioned so that the patient cannot see the operation of the audiometer.

Pure Tone Screening Procedure:

A:  Audiometer

1. Power:  Turn on.

2. Masking:  Check to insure that masking is turned off.

3. Output Selector:  Red earphone is for the right ear (Hint:  R for R)   

Blue earphone is for the left ear.

4. Tone Level or Tone Interrupter:  Normally Off.  Press down to produce tone.

5. The following test levels shall be followed for these frequencies:

a. 1000Hz
2000Hz
4000Hz

b. 20dB for sound proof room 

c. 25dB for exam room

6. Patients being tested with pure tone audiometer are given verbal instructions to raise their hand when the tone is heard.  Children age 6 and below may be able to raise the hand, but it is often easier to have them drop a block.  Children below age 6 should have a demonstration:  Place the headphones on the table or in your lap, present a tone at 90dB and raise your hand/drop a block.  Repeat this having the child perform with you simultaneously.  Repeat the tone, but allow the child to perform alone.  TURN THE TONE BACK DOWN to 20dB, then place the headphones on the child (adolescent, adult) and proceed with the specified test levels.

B:  Screening

1. Set frequency dial at 1000Hz.

2. Set hearing level at 20dB

3. Present the tone by pressing the tone level.

4. To be assured that the patient is responding correctly, the tone may need to be presented several times. Once the desired response is received (i.e. drop a block/raised hand), continue the test and complete the screening as follows:

a. Sound Proof Room

i. Test right ear at 1000, 2000, and 4000 Hz at 20dB.

ii. Test left ear at 1000, 2000, and 4000 Hz at 20dB.

b. Exam Room Area

i. Test right ear at 1000, 2000, and 4000 Hz at 25dB.

ii. Test left ear at 1000, 2000, and 4000 Hz at 25dB.

5. If the patient DOES NOT RESPOND to the first tone presented in the right ear at 1000 Hz at 20dB (25dB) then:

a. Increase the hearing level to 30dB (leave on right ear at 1000 Hz)

b. If no response then increase to 40dB

c. If no response then increase to 50dB

d. If no response then switch the control to the left ear and follow the same procedure, increase by 10dB and decrease by 5dB.

6. Normal hearing test per audiometer:

20dB each ear, each tone – sound proof room

25dB each ear, each tone – exam room area

a. The screening test is failed if the patient fails to hear any one tone in either ear.

b. A rescreening test should be administered in two weeks for the patient, and if the patient fails the second screening, he should be referred for proper follow-up.

VI. PROCEDURES FOR ASSESSING VISION

METHODS OF ASSESSING VISION IN CHILDREN

NEWBORN:

In newborns, a red reflex should be checked using an opthalmoscope if this is not documented from the hospital records. If a red reflex is not seen, the baby should be referred for medical evaluation.  Newborn vision is tested mainly by checking for light perception by shining a light into the eyes and noting responses such as blinking, following the light to midline, increased alertness, or refusing to open the eyes after exposure to the light.

INFANTS AND YOUNG CHILDREN UP TO AGE 36 MONTHS:

Binocularity Test

Normally, children 3–4 months of age achieve the ability to fixate on one visual field with both eyes simultaneously (binocularity).  One of the most important tests for binocularity is alignment of the eyes to detect nonbinocular vision or strabismus.

Two tests commonly used to detect malalignment are:

1. The corneal light reflex test (also called the red reflex gemini test).  A flashlight or the light of an ophthalmoscope is shined directly into the child’s eyes from a distance of about sixteen inches.  If the eyes are normal, the light falls symmetrically within each pupil.  If the light falls off center in one eye, the eyes are malaligned.

2. The cover test.  In the cover test, one eye is covered and the movement of the uncovered eye is observed when the child looks at a near or distant object.  If the uncovered eye does not move, it is aligned.  If the uncovered eye moves, a malalignment is present.

Inspection of Internal Structures

The nurse inspects the red reflex, the optic disc, the macula, and the blood vessels by performing an ophthalmic examination.  In a darkened room, hold the light source at arms length, draw the child’s attention to look directly at the light.  Both retinal reflexes should be red or red-orange and of equal intensity.

It is important to remember that the ophthalmoscope permits only a small area of visualization.  In order to perform an adequate examination, the nurse must move the ophthalmoscope systematically around the fundus to locate each structure.  The fundus derives its orange-red color from the inner two layers of the eye, the choroid and the retina, which are immediately apparent as the red reflex.  A brilliant, uniform red reflex is an important sign, because it virtually rules out almost all serious defects of the cornea, aqueous chamber, lens and vitreous chamber.

Observation

Observe that the infant or child follows light or a bright colored object.

THREE YEARS AND OLDER: 

Testing for Alignment of Eyes

Binocularity, as described above using the Corneal Light Test (Red Eye Reflex Gemini Test) and the cover/Uncover Eye Test are the methods used to test vision of children ages three years and older as well.  Both tests are described on the previous page.

Inspection of Internal Structures


Ophthalmoscope Examination – Red Reflex Exam

AGES THREE YEARS TO ADULT:

Visual Acuity

Snellen “E” Chart or instrument vision tester, i.e. OPTEC 2000/Titmus, etc.

Supplies you will need for the Snellen Test

1. Snellen “E” Chart

2. Window card

3. Tape measure

4. Adequate lighting

5. Large symbol “E”

6. Individual eye covers (may be made with construction paper cut with rounded corners or cone paper cups) to prevent the spread of infections.

Prepare The Screening Area:

· Select location that is quiet and free from distractions.

· Select location that has light colored wall that has no glare or shadows.

· Attach Snellen “E” chart to wall so that the patient’s eye level is on the 20–foot line.

· Light intensity on chart should be 10 – 20 foot candles evenly diffused over chart.

· Cover upper and lower portion of the chart with cover cards.

· Mark exactly 20 feet of distance from chart.

Prepare The Child

· Show the child the large letter “E” so he/she is familiar with the symbol.

· A game can be made with teaching the child to point in the direction the “table legs” of the “E” are pointed so he will understand the various positions of the “E”.

· Place child in standing position at the 20-foot mark and facing the chart.  A set of footprints affixed to the floor with the heels at the 20-foot mark may help the child keep the proper position.

· Teach the child to keep both eyes open during the test (when covering either eye).

Procedure

· Test both eyes first, then the right eye and the left eye.

· If patient wears glasses, test with and without glasses.

· In testing one eye, occlude the other eye with an occluder or cone cup.

· Begin on the 50-foot line of the Snellen “E” Chart for 3, 4, and 5 year olds.  If that line is read correctly go to the 40-foot line.   

· Begin on the 40-foot line of the Snellen “E” Chart for all patients above 6 years of age.  If that line is read correctly, go to the 30-foot line.

· With upper and lower portions of the chart covered, use window card to expose one symbol at a time.

· Move window card promptly and rhythmically from one symbol to another at the speed with which the patient seems to keep pace.

· In linear testing, it may be necessary to use a pointer to indicate the letter.

· Patient points with his arm or hand in the direction the legs of the “E” point.

· To pass a line the patient must see one-half, or more than half of the symbols on that line.

· Observe for signs of eye problems, i.e. tilting the head, peeking around the occluder.

· Record visual acuity (the last successful line read in the order tested), e.g. both eyes – right eye – left eye.

Record the results as a fraction – e.g. 20/30, 20/40, etc. The numerator represent the distance from the chart; the denominator represents the last line read.  A reading of 20/50, for example, indicates that the child read at 20-feet the line that should be read at a distance of 50-feet.  The larger the denominator is, the poorer the vision. If unable to assess vision on a three year old with the Snellen “E” Chart, counsel parent/caretaker to play the “E” game and schedule a vision screening in 3 or 4 months.

Vision acuity is assessed in the school age child, adolescent and adult by the Snellen alphabet chart or instrument vision tester.  Follow the same procedure for testing both eyes, then the right eye and the left eye, occluding the eye not being tested.  Begin testing with the line above the referral line and test down to the appropriate line if possible.  If the patient wears glasses, test with and without glasses.

When using an instrument vision tester, follow manufacturer’s direction for vision assessment.

Snellen Test Referral Criteria for Ages 3–5

Refer children to an ophthalmologist or optometrist if visual acuity is poorer than 20/40 or poorer in either eye, if there is a two line difference between the eyes even if in passing range (i.e. 20/25, 20/40),  or  if signs of possible visual disturbance are present.
Snellen Test Referral Criteria for Ages 6–Adult

Refer the individual to an ophthalmologist or optometrist if visual is poorer than 20/30 in either eye if there is a two line difference between the eyes, even if in passing range (i.e. 20/20, 20/30), or if signs of possible visual disturbance are present.  

Note:  In accordance with KRS 200.703, Early Childhood Development, all children enrolling in the Kentucky school system must have a vision examination by an optometrist or ophthalmologist before entering school.

VII. CONDUCTING SCOLIOSIS SCREENINGS

While not an absolute “measurement”, scoliosis screening is conducted as a part of a Preventive Health Assessment at certain ages. (mass screenings are no longer recommended). Using the appropriate procedure for this screening is essential and is included here for that reason.

1. Watch the child walk toward you, then turn and walk away.  Notice any signs of leg length discrepancies.  With back bare, the child should stand straight, feet together, looking straight ahead, arms at his/her side.  Examiner will look for the following:

· Head – to see if it is centered over the pelvis (a plumb line may be helpful in checking this);

· Alignment – Does the head and base of the neck line up over the center of the sacrum?  

· Shoulders – to see if they are level; (Is one shoulder higher or lower than the other side or is there a fullness on one side of the neck?)

· Scapulas (shoulder blades) – to see if one is more prominent than the other;

· Arms – to see if they are equal distance from the sides; (Is there a greater distance between the arm and flank on one side or the other?)

· Waist – to see if the indentions (waist side curves) are the same; (Is there a deeper crease over one side of the waist than the other?)

· Spine – as noted by observing the spinous processes; (Does it appear to curve?)

· Hips – to see if they are level; (Is there an asymmetrical contour of the flanks and hips?)

· The child should then bend forward with head down, the back parallel to the floor and their hands clasped; is there prominence or a bulge on one side of the back or flank?

2. View the child from the side, looking for:

· One scapula (shoulder blade) being more prominent than the other;

· Kyphosis (round back);

· Lordosis (sway back).

Any one of the findings suggests an underlying scoliosis curve, which deserves further evaluation.

The Orthopedic Systems, Inc. Scoliometer is a device that provides a way to measure the degree of rotation of a deformity of the back found on routine spinal examination.  The Scoliometer is not used in place of the screening previously described, but if used in concert with the routine screening, it will provide objective guidelines for referral and also reveals small curvatures, which do not require referral, but do need rescreening. If a deformity is suspected, the device is placed across the deformity at right angles to the body and the degree of rotation is read from the scale.  The manufacturer’s recommendations should be followed regarding positive findings in need of follow-up or referral, or a local medical advisor/physician should determine if and how Scoliometer readings will be followed–up.  For more information about the Scoliometer, contact:

Scoliometer
National Scoliosis Foundation, Inc.

Orthopedic Systems, Inc.                  or
5 Cabot Place

1897 National Avenue
Stoughton, MA 02072

Hayward, CA  94545
(800) 673-6922

(415) 785 – 1020
www.scoliosis.org
VIII. TANNER STAGES

1. Tanner Staging is also called the Sexual Maturity Rating (SMR) or pubertal development stage and is an essential component of the adolescent exam, as well as height and weight.  Tanner Stages can give a continuing appraisal of growth and physical maturation; cues for appropriate anticipatory guidance; and indications of nutritional problems, chronic illness, or other diseases.

a. Physical changes during the late childhood and adolescence are important events, and start at different ages, as early as 8 for some females and not until 13 for other females.

b. Physical changes during adolescence are important events and start at different ages, as early as 10 years for some males, but not until 14 for other males.
	TYPICAL PROGRESSION

FEMALE
	TYPICAL PROGRESSION

MALE

	1.
No Secondary Sex Characteristics


a)
External genitalia looks like a child’s
	Prepubertal:  flat breast

Pubic hair: none
	1.
Reproductive organs:  
beginning to mature


Height/weight:  
accelerates, increasing 
body fat
	Prepubertal:  testes and penis size similar to early childhood

Pubic hair:  none

	2.
Breast bud formation: breasts enlarge

a)
Directly under areola, before early pubic hair growth


Height Spurt:  Increase in body fat deposition, hips widen
	Breast bud:  small and raised

Pubic hair:  downy sparse growth on sides of labia
	2.
Growth spurt:  increase in hands/feet and height, fat and muscle are added


Breast Areola:  increases in size and slightly darken with or without association of Gynecomastia 
	Testes:  larger as scrotal skin reddens and coarsens

Pubic hair:  downy with sparse growth at base of penis

	3.
Breast enlargement: extends, contour smooths


Pubic hair:  coarsens, darkens, and spreads


Ovaries:  maturing, Leukorrhea is normal


Height spurt:  peaks late in this stage when menarche occurs
	Breast:  general enlargement, raising of both breast and areola

Pubic hair:  increases in amount, coarsening, and curling
	3.
Gynecomastia appears  

Height spurt:  shoulders broaden and muscle mass increases

Facial hair:  fine at corners of upper lip

Facial expression:  more adult

Voice:  Larynx cartilage enlarges, voice may crack
	Testes and Scrotal skin:  Stage 2 continues

Penis:  lengthens

Pubic hair:  increase in amount and curling, coarsens, appears in perineum

	4.
Menarche:  if has not occurred late in stage 3, should occur 


Axillary hair:  appears just before or after menarche


Ovaries:  continue to enlarge, ovulation rarely 
occurs
	Breast: areola and papilla (nipple) form contour and separate from breast

Pubic hair:  adult appearance and limited in area
	4.
Axillary hair:  appears

Facial hair:  limited to upper lip and chin, darkens, coarsens

Sebaceous glands:  approach adult size and function

Height:  increases decelerate

Voice:  deepens

Breast:  distinct enlargement, slight projection of areola, and gynecomastia regresses
	Scrotal skin:  becomes pigmented

Penis:  broadens

Pubic hair:  adult appearance and limited in area

	5.
Height:  increase slows 
since menarche


a)
Average increase 1–1½ inches, but may 

increase 2–4 inches 
	Breast:  have adult appearance, areola and breast in same contour

Pubic hair:  adult appearance, horizontal upper broader
	5.
Facial hair:  on sides of face, gynecomastia disappears

Statural growth:  almost complete

Physique:  like mature male, mass not completed
	Genital area:  adult appearance

Pubic hair:  adult appearance, horizontal upper, broader, spreads to thighs


Quality Assurance
Quality Assurance/Quality Improvement Policy:
Quality Assurance (QA) is a systematic process of monitoring the delivery of services to ensure established standards are met and to ensure compliance with standards of practice as well as applicable state and federal regulatory requirements.  

Quality Improvement (QI) involves the implementation of changes in processes or procedures to achieve measurable improvements in the efficiency, effectiveness, performance, accountability, outcomes, and other indicators of quality in services.
QUALITY ASSURANCE VERSUS QUALITY IMPROVEMENT
Quality Assurance is a systematic process of checking the delivery of a service to ensure action(s) taken meet established standards and are in compliance with public health practice and applicable state and federal regulatory requirements. The quality assurance process may consist of the review of computer generated data and documented patient or client files. 
	Quality Assurance
	Quality Improvement

	· Reactive
	· Proactive

	· Works on problems after they occur
	· Works on processes

	· Regulatory usually by State or Federal law
	· Seeks to improve (culture shift)

	· Led by management
	· Led by staff

	· Periodic look-back
	· Continuous

	· Responds to a mandate or crisis or fixed schedule
	· Proactively selects a process to improve

	· Meets a standard (Pass/Fail)
	· To exceed expectations


“A Closer Look, QI Nuts and Bolts” ASTHO webinar presentation 2010

INTERNAL QUALITY ASSURANCE REQUIREMENTS FOR LHDs

Local Health Departments shall maintain an ongoing quality assurance program for public health services designed to objectively and systematically monitor and evaluate the quality of public health services and resolve identified problems in accordance with 902 KAR 8:160,  

The quality assurance process shall include:

(a)
An assessment of public health services provided by the agency;
(b)
A chart review of medical records;

(c)
Community satisfaction surveys which address the community, patient and provider perspectives; and

(d)
A review of administrative data and outcomes based on the agency’s community plan.

The staff performing Quality Assurance may include and not be limited to: administrative, clerical, nursing, community, clinic staff, and environmental.

The findings, interventions implemented, and recommendations to assure continued improvement shall be provided to the Board and Cabinet as directed by 902 KAR 8:160.

Documentation should be made regarding the findings and corrective measures identified. Outcome measures/Indicators, findings and trends should be identified.  This information should be shared with the agency staff in a method determined by the agency.

A QA folder/notebook should be maintained and should contain the above information, including sample forms used for chart and community review, the agency’s QA/QI policy, and intra-agency communications regarding the review findings.

The following are some examples of guidance for QA activities; this is not an all inclusive list but a sampling for policy planning purposes:

The chart review portion of quality assurance should be completed, at a minimum, quarterly on 10 medical records from each major program.  This translates to approximately 70 medical records per quarter, < 24 medical records per month, or 6 medical records per week.

Staff performing chart review should include nursing, clerical and/or support.  It is advisable for staff to rotate program reviews and chart reviews so each staff member may become more acquainted with program requirements and documentation needs.

Medical records will include but not be limited to a sampling of all major programs: 
· Family Planning and Pregnancy Tests

· Cancer Screening – Paps and mammograms

· Well-child/EPSDT

· Lead

· Maternity

· Immunizations

· WIC

· TB

Quality Assurance will ensure patient care has been delivered according to the protocols, guidelines and policies set forth in the Core Clinical Service Guide (CCSG) and the Administrative Reference (AR).

Quality assurance for nursing practice should include assessing the following information at each quarterly review unless advised otherwise: 

· Assure Protocols and Guidelines are met according to the CCSG 

· Nursing practice consistent with the Kentucky Board of Nursing’s Scope of Practice and Kentucky’s Practice Laws 
· Nursing Licenses and Liability insurance current yearly
· Appropriate delegation of duties: support staff directly involved with patient services, such as community health workers, support services associates, clinical assistants, outreach workers and resource persons shall carry out those activities and services for which they have received formal or on-the-job training consistent with their job description.  Documentation of appropriate training and assessment of competency shall be maintained in the employee’s personnel file.
· Treatment and Follow-up of Abnormal Results per specific program guidelines: cancer program.

· Assure continuity of care for the benefit of the patient and to meet program requirements. This will include following other provider’s previous documentation as appropriate for patient care.

· Assure appropriate integration of health department services for the patient and their families. 

· Assure informed consent is documented as appropriate and include the patient or legal guardian signature and date.

· All laboratory reports reviewed, initialed and dated by a nurse in an appropriate time period

· Nursing documentation will meet evaluation and management guidelines.
· All nursing documentation will be legible and meet guidelines of the Administrative Reference and the Core Clinical Service Guide.
Administration and Financial Management (AFM) Division’s 

Local Health Operations (LHO) Branch and 
Budget Branch/Local Health Budget (LHB) Section
The LHO Branch and the LHB Section complete compliance reviews once for every two (2) year cycle at each of the Local Health Departments (LHDs). LHO onsite compliance reviews consist of reviewing patient records to assure the documentation entered by the LHD supports the correct medical coding (e.g., CPT codes).  An LHB desk review consists of cash reconciliation, correct timesheet coding, travel vouchers for one month, and samples from current fiscal year account payables for indirect and direct expenses. Additional information concerning Compliance Reviews is found in the Administrative Reference, Financial Management section. 
Environmental Services Program
The Environmental Services Program does not have a set rotation for review but tries to complete on-site reviews once every two (2) years at each of the  local health departments.  Environmental staff conducts a thorough review of all LHD Environmental Health programs by analyzing and reviewing various statistical and financial reports, environmentalist coding practices and trends, establishment files and inspection histories and internal control procedures for Environmental Health fees.  This is done to identify possible areas for improvement and to assure all programs are administered in accordance with the Administrative Reference, PHPS Program Standards and applicable statutes and regulations. 
Health Access Nurturing Development Services (HANDS)
Technical Assistance staff conducts a minimum of one-quality assurance site visit per fiscal year to each of the local site within their TA region. Reviews are completed on one to two (1-2) active and closed files for each family support worker (FSW) and parent visitor (TA). 

The TA will review documentation/minutes of community collaboration participation to ensure that regular partnering efforts support referrals and committees. The TA may observe a FSW home visit, a FSW supervisory session, a PV home visit, a PV supervisory session and/or a Registered Nurse/Social Worker visit. 

Caseload projections are reviewed and discussed, staffing ratios and credentials are reviewed, and annual parent satisfaction surveys are reviewed. 
Immunizations – Kentucky Vaccine Program

Kentucky Vaccine Program staff complete on-site reviews at each local health department annually. These visits are preformed to assist in identifying possible areas for improvement and to assure immunizations are administered in accordance with the guidance from the Center for Disease Control and Prevention (CDC), KY Department for Public Health Immunization Program Standards and applicable statutes and regulations. 
During the visit, immunization records of children 24-35 months of age are assessed for appropriate vaccination coverage.  The site visitor/field staff collects data regarding immunizations administered to determine the immunization coverage rate for the LHD.  This review also provides information regarding the standard immunization practice of the LHD (i.e. patients are scheduled for an immunization visit only, immunizations are provided with other scheduled services, follow up is performed for missed immunization appointments, etc.). 

Site visitors will assess refrigerators and freezers to assure proper procedures are being followed for storing vaccines. When issues are discovered, education and advice will be provided to assist the agency in becoming compliant with the Immunization Program’s vaccine storage and handling guidelines. Immunization educational material, updates, and resources from CDC and other reputable sites will be provided at each visit.

Preparedness Branch

The Preparedness Branch doesn’t complete on-site reviews at this time.  However, they do review plans annually.  The Preparedness Branch completed an assessment of preparedness in the fall of 2009.  LHDs are asked to submit After Action Reports from exercises or real events that program staff uses in assessing accountability.
Public Health Laboratory

The Public Health Laboratory will complete a site visit on a request by the LHD.  Otherwise, a review is done at the lab that includes preparing any procedures, evaluating new meter/instruments, etc.  Lab staff provides help to LHDs with QC/QA and proficiency testing.  A monthly records check is done on tests to check for lot numbers, expiration dates, and expected results by all sites that perform lab testing.  Sites include district health departments, independent health departments, and school sites (any site that would have LHD personnel performing testing).  There are approximately 499 total sites.
Women, Infant and Children (WIC)

It is a federal requirement that each local agency providing Women, Infant, & Children (WIC) program services are monitored at least once every two years. Such reviews shall include on-site reviews of a minimum of 20 percent of the clinics in each local agency or one clinic, whichever is greater. All aspects of the WIC Program and the Farmers Market Nutrition Program are reviewed. 

Management Evaluations (ME) are performed on a state fiscal year (July 1- June 30).  MEs are performed in two (2) parts:  an Administrative ME (Part I), a Clinic Operations ME (Part II) and a Nutrition Services ME (Part III).  

An Administrative ME is conducted for an agency.  An agency is the administrative unit, whether a single county agency (with one site or multiple sites) or a multiple county agency (district). A Clinic Operations ME is conducted for a clinic site. MEs shall be performed for agencies and clinics as follows:

An Administrative ME is performed for all agencies every two (2) years.  A Clinic Operations ME shall be performed for (1) A single site agency shall have a Clinic Operations ME every two (2) years in conjunction with the Administrative ME. (2) A multiple site agency shall have a Clinic Operations ME in one (1) site, or depending on the number of sites in the agency, the number of sites necessary to ensure that all sites receive a ME in three years.

The Nutrition Services ME reviews all aspects of nutrition services and counseling including nutrition education, breastfeeding, breastfeeding promotion, community nutrition and medical nutrition therapy. This review also encompasses the Farmers Market Program. The review is performed on the same schedule as the Administrative ME. 

In addition to the federal requirement, the Kentucky State WIC Program also performs additional monitoring reviews that include one (1) clinic site review and one (1) certification and chart review each state fiscal year. 

Division of Women’s Health: Kentucky Women’s Cancer Screening Program (KWCSP) and Family Planning Program
The Division of Women’s Health (DWH) Quality Assurance/Quality Improvement (QA/QI) process focuses on the requirements of the DWH programs including the Kentucky Women’s Cancer Screening Program (KWCSP) and the Family Planning (FP) program. QA is monitored through three components: internal audits, desk audits, and site reviews. In addition, DWH staff provides ongoing training and technical assistance to all clinic sites providing KWCSP and FP program services.
A. Internal Quality Assurance Audits  – (Performed by Local Health Department Staff)

· Each Local Health Department (LHD) shall review KWCSP Minimum Data Element (MDE) reports and MDE Audit Reports monthly (1706, 1707, 1709). 

· Each LHD shall perform quarterly internal quality assurance audits of the KWCSP and FP program services provided by the agency at all clinic and subcontracted clinic sites.

· LHDs that are “assuring” KWCSP and FP program services at a subcontracted site are responsible for auditing those service sites quarterly and must include language regarding this requirement in the contracts with those providers.
· The quality assurance process shall include an assessment of the KWCSP and FP program services provided by the agency including a chart review of medical records. 
· The staff performing QA may include:  administrative, nursing, and clinic staff.
· The chart review should be completed at a minimum of quarterly on 10 medical records from the KWCSP and 10 medical records from the FP program. The DWH has provided a tool to be used for quarterly audits or a LHD tool that contains the same data elements may be used. 

· The Quality Improvement method of “Plan-Do-Check-Act” or similar QI method must be implemented for any opportunities for growth (deficiencies found). The findings, interventions implemented, and progress toward goal(s) shall be documented on an annual reporting tool provided by DWH. This completed tool shall be sent electronically to the Division of Women’s Health annually by June 30th. (DWH staff may also request copies of the quarterly chart audits at any time.)

· It is advisable for nursing staff to rotate program reviews and chart reviews so each staff member may become more acquainted with program requirements and documentation needs.

· LHDs with staffing issues should consider partnering with another LHD to assist in the internal auditing process.

Medical records reviewed shall include but not be limited to: 

· Cancer Screening – Pap tests and CBE/mammograms (including diagnostics and treatment referrals for abnormal follow up)

· Family Planning – initial, annual, emergency contraception, pregnancy tests, various contraceptive  methods, resupply visits, female and male patients

QA ensures patient care has been delivered according to the protocols, guidelines and policies set forth in the Kentucky Department for Public Health Core Clinical Service Guide (CCSG) and the Kentucky Department for Public Health Administrative Reference (AR).

QA for clinical practice should include assessing the following information at each quarterly review unless otherwise indicated:

· Protocols and Guidelines are met according to the CCSG;

· Nursing practice is consistent with the Kentucky Board of Nursing’s Scope of Practice and Kentucky’s Practice Laws; 
· Follow-up of abnormal results and treatment referrals are provided per CCSG and specific program guidelines;

· Continuity of care, for the benefit of the patient and per program requirements, is met;

· Appropriate integration of health department services, for the patient and their families, is met;

· Informed consent is documented as appropriate and includes the patient or legal guardian signature and date;

· All laboratory reports are reviewed, initialed and dated by a nurse in an appropriate time period;

· Nursing Documentation meets Evaluation and Management guidelines;

· All nursing documentation is legible and meets guidelines of the CCSG and the AR.

B. Desk Quality Assurance Audits – (Performed by Division of Women’s Health Staff)

DWH staff shall complete desk audits of each of the LHDs (individual or district) and subcontracted clinic sites (that have been done by LHD) to include:

Quarterly:
· KWCSP Minimum Data Element (MDE) reports and MDE Audit Reports (ie. 1706, 1707 and 1709).

· FP Program Sterilization Reports

Annually:

· LHD Internal Audits
· LHD FP Information & Education (I&E) Committee Meeting Minutes 
*by June 30th of each year
C. Quality Assurance Site Reviews – (Performed by Division of Women’s Health Staff)

DWH staff shall complete targeted QA/QI site reviews of each of the LHDs (individual or district) and subcontracted clinic sites as a result of the findings of the internal audits and desk audits as well as by request at least once every 2 years.  The site review targets program requirements and may include an administrative review facility tour, and a medical record review. The site review provides an opportunity for a question and answer session for both the clinic site and the reviewer. The data collected during the site review assists program staff in refining guidance, protocols, budgets, and trainings. The site visit will be followed by a site visit summary report with any guidance and compliance action plans (CAP). A CAP may be sent to LHDs for response regarding corrective actions, implementation dates and persons responsible. This site visit summary report will be sent to LHDs within 30 days of the site visit. When a CAP is received back from the LHD (within 30 days of receipt) it will be reviewed by DPH-DWH staff for approval.
Quality Improvement Technical Assistance:

DWH staff shall conduct an Interactive Videoconference (ITV) quarterly to provide training and technical assistance to LHD staff regarding KWCSP case management and DWH program issues.
Reportable Diseases Section
Laws, Regulations, Guidelines 

The Reportable Diseases section and Surveillance falls under, the Division of Epidemiology and Health Planning, Infectious Diseases Branch and is mandated by various sections of KRS 211 and KRS 214 and regulated by the Kentucky Disease Surveillance Administrative Regulation, 902 KAR 2:020, Disease surveillance, which contains the case definitions found in the Reportable Diseases Desk Reference. 

RELATES TO: KRS 211.180(1), 214.010, 214.645, 333.130 

 STATUTORY AUTHORITY: KRS 194A.050, 211.090(3), EO 2004-72

The Reportable Diseases section and surveillance has the responsibility of executing the statutory mandates regarding the reporting, surveillance, prevention and control of the spread of reportable diseases. These responsibilities are accomplished through the cooperative efforts of hospital infection control personnel, physicians, local health departments (LHD), the Kentucky Division of Laboratory Services (KDLS) and other health care providers.

Target Population- 

Kentucky residents or others that have been identified as having a suspect, probable or confirmed reportable disease or part of an outbreak.

Funding

State General Funds

CDC grants

· Epidemiology and Laboratory Capacity (ELC)Grant

· Healthcare Associated Infections Program (HAI)

· Adult Viral Hepatitis Program Coordinator Program (AVPHC)

· TB Program

· STD Program

· Immunization Program

No direct funding is provided for Reportable Diseases section.

Special Requirements:

Training requirements:

All users of the electronic Disease Surveillance Module (DSM) system are to have training in its use.

All LHD/state staff involved in outbreak investigation should attend an annual Epidemiology Rapid Response training (ERRT) and an ERRT conference offered by the KDPH. 

Reporting Requirements
Cases should be reported to LHD or Reportable Diseases section by laboratories, physicians or other health care providers.  The LHD should report by entering the case into the Disease Surveillance Module (DSM).  For cases that are not reported via the electronic system (DSM) an EPID 200 report form is to be used following the time frames outline in the regulation or on the back of the EPID 200 form. 

NOTE:  HIV/AIDS/TB/STD:  cases are not entered into the DSM system.

HIV/AIDS: has its own reporting form.

.

Billing and Coding Procedures Specific to Program

There is no funding code for Reportable Diseases. There is however a 152 function code that should be used by local health department nurses for time used for investigating or reporting cases of reportable diseases. Other reportable diseases sections such as immunizations, STD, TB, etc., have their own funding codes. HIV/AIDS is listed in the reportable disease administrative regulation, 902 KAR 2:020 Disease surveillance, however is a branch unto itself with its own funding mechanisms and codes. 

Children Ready to Read for Health/Reach Out and Read (ROR) 
Laws, Regulations, Guidelines:

Kentucky Children Ready to Read for Health/Reach Out and Read (ROR)

275 E. Main St. HS2GW-A
Frankfort, KY 40621

Phone: (502) 564-2154

Fax: (502) 564-5766

KY Initiative Coordinator: Dr. Donna Grigsby @ donna.grigsby@insightbb.com 

Target Population:
· Parents and children ages 6 months to 5 years of age, with a special focus of children growing up in poverty.

Funding:

· The Children Ready to Read for Health/ROR program in Kentucky is supported by the state as a component of the Kids Now Early Childhood Initiative. 
Special Requirements: 
· In order for a site to be considered for inclusion and funding in the program by the National Center for Reach Out and Read, the site must serve a significant number of impoverished children and many sites are in health department clinics serving children and families with Medicaid or who are uninsured. 

· New sites must be able to demonstrate the ability to fund 75% of their book budgets before they can be approved by the National Center. Currently with the Kids Now monies, the program has been providing the 75% to help establish these new sites. 

· Existing sites must be able to demonstrate 50% of their book budgets. Currently the Kids Now monies, the program has been providing this 50%. 

· When sites have provided the National Center with 2 progress reports (every 6 months) sites will receive sustainability funding by way of receiving books from the National Center. 

· Book budgets are based on the number of Well Child Checks in a 6 month period per report to the National Center. 

Training: 
· KY ROR information and application process has been sent via email to Local Health Department Directors with an invitation for ROR startup program; the AAP literacy toolkit was included in the email. For more information for starting a ROR program, please contact KY Initiative ROR Coordinator Donna Grigsby, M.D. at donna.grigsby@insightbb.com. 

· When a site has been approved by the National Center, training can be completed with the online training program, or with a training DVD, or can be provided by the Initiative Coordinator for pediatric health care providers including local health departments, pediatricians, Family Practice providers and their nurses. Parents are given guidance about reading aloud to their children and by providing developmentally appropriate books to take home at each pediatric Well Child visit from 6 months to 5 years. 

· Ongoing technical support and biennial site visits are required by the National Center for Reach Out and Read by the Initiative Coordinator and are currently scheduled as help is needed. 
Reporting Requirements: 
· The sites are required to report Well Child visits and books distributed to National Center for Reach Out and Read every 6 months. 

Billing and Coding Procedures Specific to Program: 
· Sites are provided with a book budget based on the number of Well Child visits in a 6 month period per report to the National Center. 

· Funds may be placed in a Scholastic account for the approved site, and sites will order directly from Scholastic Inc. for their needed books or used to purchase books from other companies. 

Other Special Requirements: 
· N/A 

Advisory Council Requirement: 
· Kentucky Reach Out and Read Advisory Committee includes the Initiative Coordinator, Pediatricians, most of which were involved with establishing the original BookStart Program housed in Louisville, KY, Nurses, APRN’s, KET Early Childhood Coordinator, and representatives from the KY Children Ready to Read for Health/ROR. 

· Services and policies designed to establish programs to meet the needs of the impoverished areas of the Commonwealth of Kentucky are discussed. 

Key Stakeholders in the Children Ready to Read/Reach Out and Read program include: 
· KIDS NOW Early Childhood Development Authority 

· Local Health Departments Well Child programs, Pediatric practitioners, Family Practice practitioners and clinics. 

· Local School Districts Well Child clinics that provide preventive health care services to school age children. 

· The College of Medicine, Department of Pediatrics at the University of Kentucky and the University of Louisville. 

· The National Reach Out and Read Partnership 

· Established early literacy programs in some areas of the state 

· Scholastic Inc. 

Services Description and Key Roles and Responsibilities of Health Department:
· Offer parents guidance about reading aloud to their children and provide developmentally appropriate books to take home at each pediatric Well Child visit from 6 months to 5 years. 

· Sites are to report to the National Center for Reach Out and Read the number of Well Child visits and number of books distributed in a 6 month periods (2 reports/yr.)
RESOURCE PERSON SERVICES

Laws, Regulations, Guidelines

The Resource Persons Program was the precursor to the HANDS home visiting program. It is now a program provided locally according to local needs.
Program Description
A Resource Person is an experienced parent or paraprofessional that is trained to assist pregnant teens with the non-medical dimensions of pregnancy as well as parenting through the infant’s first year of life.  

Target Population

Teen mothers enrolled for prenatal services

Funding

Resource persons are funded through local funding.

Special Requirements

Training Requirements

Training shall consist of the equivalent of 14 days as outlined in the Curriculum Sourcebook.

Home visiting safety modules should be completed by the resource person

Supervision Requirements

Resource person and coordinator shall have case conferences on a monthly basis.

Reporting

Services are reported in the PSRS system

Service Description and Key Roles and Responsibilities of the Health Dept.

Resource persons shall support pregnant or parenting teens by providing education and support services in a variety of settings including home visits.  Each Resource Person is responsible for one teen for each hour worked:  ex. 20 hours per week – 20 teens.

Support groups for pregnant and/or parenting teens, which may include the infant’s father, grandparents, or other significant person(s), may be provided.

Incentives for teen and infant may be provided as part of the education component.  Such incentives should be developmentally appropriate and related to the concept being presented, for example a cup when implementing cup feedings or items for the teen related to improving self-esteem.
RESOURCE PERSON SERVICES
	NEED
	ASSESSMENT
	EDUCATION/COUNSESLING/

INTERVENTION

	Special support for pregnant and parenting teens age 19 and under-by agreement between teen and Resource Person
	Review teen’s medical record before each home visit.
	· Monthly home visits (at a minimum) using agency specific protocol based on Lexington-Fayette County Home Based Care for Adolescents, until infant is age one or teen terminates agreement

	During prenatal period
	Assess for:

· Individual concerns

· General well-being

· Moods

· Support system

· Problems

· Adherence to prenatal care schedule
	· Education and counseling as indicated

· Stress importance of good oral hygiene to client

· Review danger signs of pregnancy-refer if indicated

· Review nutrition/Coordinate WIC services if applicable

· Review Fetal Growth

· Discuss short and long term goals

	During year following delivery
	Assess for:

· Parenting techniques

· Individual concerns regarding infant and self

· General well-being

· Support system

· Problems

· Preventive health for infant and self
	· Review infant growth and development

· Review infant nutrition/Coordinate WIC services if applicable

· Discuss “Baby Bottle Tooth Decay”

· Review injury prevention, safety

· Education/counseling and support for teen’s nutritional needs (WIC) and health concerns

· Stress importance of good oral hygiene for client

· Education/counseling and support for contraceptive use and appropriate health services

· Discuss short and long term goals for:

· Education

· Child care

	Monitoring/Compliance
	· Use pre/post test on family planning/ contraception and infant development to provide assessment of teen’s knowledge

· Monitor teen’s adherence to participation in scheduled home visits

· Assess teen’s use of   community resources

· Preventive health for self and infant

· Enrollment in school, job training, etc.

· Attainment of teen’s goals


	· As indicated to assist teen to increase knowledge in these areas

· Establish tracking system

· Documentation:

· Each home visit must be described in teen’s medical record

· All referrals must be noted

· Appointments for health care for infant, self, and next home visit must be noted


School Health:  Coordinated 

The Coordinated School Health (CSH) initiative at the Kentucky Department of Education (KDE) and the Kentucky Department for Public Health (KDPH) is funded by a grant from the CDC Division of Adolescent and School Health for improving Health and Educational Outcomes of Young People. The CSH strategic plan includes these long range goals:

Goal I: To increase the capacity of schools, districts, and communities to promote and support healthy behaviors and choices in school-aged youth through CSH Programs (CSHP).
Goal II: To increase the capacity of schools, districts, and communities to reduce health disparities among school aged youth at disproportionate risk for chronic diseases, HIV, sexually transmitted infections and unintended pregnancy.

Local health departments may partner with school districts to provide comprehensive school health services.  Coordinated School Health (CSH) is recommended by CDC – Division of Adolescent School Health (DASH) as a strategy for improving students’ health and learning in our schools.  A CSH Program at the school level is an organized set of programs, policies and activities. This coordinated model consists of assessing the school environment, having a school health or wellness team and developing an action plan.  CDC-DASH recommends a framework for planning and coordinating school health activities which centers on eight critical, interrelated components which are:  

1. Health Education – Health education provides students with opportunities to acquire the knowledge, attitudes, and skills necessary for making health-promoting decisions, achieving health literacy, adopting health-enhancing behaviors, and promoting the health of others.  Comprehensive school health education includes courses of study (curricula) for students in pre-K through grade 12 that address a variety of topics such as alcohol and other drug use and abuse, healthy eating/nutrition, mental and emotional health, personal health and wellness, physical activity, safety and injury prevention, sexual health, tobacco use, and violence prevention. Health education curricula should address the National Health Education Standards (http://www.cdc.gov/HealthyYouth/SHER/standards/index.htm) and incorporate the characteristics of an effective health education curriculum (http://www.cdc.gov/HealthyYouth/SHER/characteristics/index.htm) .  Health education assists students in living healthier lives. Qualified, trained teachers teach health education.

2. Physical Education - Physical education is a school-based instructional opportunity for students to gain the necessary skills and knowledge for lifelong participation in physical activity. Physical education is characterized by a planned, sequential K-12 curriculum (course of study) that provides cognitive content and learning experiences in a variety of activity areas. Quality physical education programs assist students in achieving the national standards for K-12 physical education (http://www.aahperd.org/naspe/standards/nationalStandards/PEstandards.cfm).  The outcome of a quality physical education program is a physically educated person who has the knowledge, skills, and confidence to enjoy a lifetime of healthful physical activity. Qualified, trained teachers teach physical education.

3. Health Services (clinical school health services) * See additional information on following page - Services provided for students to appraise, protect, and promote health. These services are designed to ensure access and/or referral to primary health care services, foster appropriate use of primary health care services, prevent and control communicable diseases and other health problems, provide emergency care for illness or injury, promote and provide optimum sanitary conditions for a safe school facility and school environment, and provide educational and counseling opportunities for promoting and maintaining individual, family, and community health. Qualified professionals such as physicians, nurses, dentists, health educators, and other allied health personnel provide these services. 

4. Nutrition Services - Access to a variety of nutritious and appealing meals that accommodate the health and nutrition needs of all students. School nutrition programs reflect the U.S. Dietary Guidelines for Americans and other criteria to achieve nutrition integrity. The school nutrition services offer students a learning laboratory for classroom nutrition and health education, and serve as a resource for linkages with nutrition-related community services. Qualified child nutrition professionals provide these services.

5. Counseling, Psychological and Social Services - Services provided to improve students' mental, emotional, and social health. These services include individual and group assessments, interventions, and referrals. Organizational assessment and consultation skills of counselors and psychologists contribute not only to the health of students but also to the health of the school environment. Professionals such as certified school counselors, psychologists, and social workers provide these services.

6. Healthy and Safe School Environment - The physical and aesthetic surroundings and the psychosocial climate and culture of the school. Factors that influence the physical environment include the school building and the area surrounding it, any biological or chemical agents that are detrimental to health, and physical conditions such as temperature, noise, and lighting. The psychosocial environment includes the physical, emotional, and social conditions that affect the well-being of students and staff. 

7. Health Promotion for Staff - Opportunities for school staff to improve their health status through activities such as health assessments, health education, and health-related fitness activities. These opportunities encourage school staff to pursue a healthy lifestyle that contributes to their improved health status, improved morale, and a greater personal commitment to the school's overall coordinated health program. This personal commitment often transfers into greater commitment to the health of students and creates positive role modeling. Health promotion activities have improved productivity, decreased absenteeism, and reduced health insurance costs.  School Wellness Guide: A Guide for Protecting the Assets of Our Nation's Schools  is a comprehensive guide that provides information, practical tools and resources for school employee wellness programs.  http://www.schoolempwell.org/
8. Family and Community Involvement - An integrated school, parent, and community approach for enhancing the health and well-being of students. School health advisory councils, coalitions, and broadly based constituencies for school health can build support for school health program efforts. Schools actively solicit parent involvement and engage community resources and services to respond more effectively to the health-related needs of students.

Six priority health-risk behaviors of youth contribute to the leading causes of illness and death by our youth. These six priority health-risk behaviors are monitored in Kentucky by the Centers for Disease Control and Prevention (CDC) through the Youth Risk Behavior Survey (YRBS). These behaviors are all preventable:

· Alcohol & drug use

· Injury & violence (including suicide)

· Tobacco use

· Unhealthy dietary behaviors

· Physical inactivity

· Sexual risk behaviors

YRBS data can be used to describe risk behaviors, create awareness, set program goals, develop programs and policies and as a data source for grant writing. When schools, families and the community work together to support positive youth development, risk behaviors are reduced and student’s health and academic achievement are promoted. CSHPs provide the frame-work for creating these essential linkages.
The CSH Team at the KDE and KDPH are available to provide the following to schools, districts and their community partners: 

· Professional development

· Technical assistance

· Resources

· Data related to CSH
Contacts:  
Nicole Barber-Culp, KDPH, Coordinated School Health 502-564-2154 x4415

Jamie Sparks, KDE, Coordinated School Health 502-564-2106

Stephanie Bunge, KDE Coordinated School Health 502-564-2106 x 4530

Audra Deli-Hoofnagle, KDE Coordinated School Health 502-564-2106 x 4530, 

School Health:  Nursing Services
Laws, Regulations, Guidelines

School Health clinical services are one of the eight components comprising coordinated school health services. “Health Services” as defined in KRS 156.502 means the provision of direct health care, including the administration of medications; the operation, maintenance or health care through the use of medical equipment; or the administration of clinical procedures. “Health services” does not include first aid or emergency procedures. KRS Chapter 11, 156.502 further states that health services shall be provided within the health care professional’s current scope of practice, in a school setting by a physician, licensed under the provision of KRS 311; APRN, RN or LPN licensed under the provisions of KRS 314 or a school employee who is delegated responsibility to perform the health service by a physician, advanced registered nurse practitioner, or registered nurse. KRS Chapter 11, 156.501 states that the Kentucky Department of Education shall provide leadership and assistance to school districts relating to school health services. The department, working in cooperation with the Department for Public Health, shall provide, contract for services, or identify resources to improve student health services. 
Target Population

· School aged and adolescent children up to age 21.

Funding

· Medicaid, local tax, local reserves and contracts with schools.

Special Requirements

Staff/Provider Requirements 

· School Health services are provided by nurses for clinical and nursing functions through contracts with local schools/districts. Other contracted staff as appropriate may include Health Educators, Dietitians, Nutritionists, and support staff.

Mandatory Training
· All registered nurses providing Well Child Preventive exams must complete the state approved Pediatric Assessment/Well Child Certification Program.

· Required to attend one update provided by the Well Child program every three years or other 6 CE Pediatric Assessment program pre-approved by the Well Child Coordinator. 
· Nurses are required to obtain BLS Adult, Child and Infant CPR, First Aid and AED (as appropriate) and maintain certification status as required.

· Nurses are required to complete the “Train the Trainer” Program-Medication Administration Training for the Non-Licensed School Personnel, (regardless if delegation occurs). Nurses are required to attend the Kentucky School Nurse Association Orientation for New School Nurses.

· Nurses are required to complete all trainings specific to services provided as required in the CCSG & AR. Nurses are encouraged to participate in the Kentucky School Nurse Association and the National Association of School Nurses.

Reporting Requirements
· Reporting of client information is collected through the Patient Services Reporting System (PSRS). The system supports 10 appointment scheduling; 2) assessment of income and appropriate billing of client and third party payors; and 3) patient encounters.
· Community Health Services Report and Kentucky Department of Education reports are required.
Billing and Coding Procedures Specific to Program

· Billing and coding procedures are to follow local health department policies and procedures for clinical services and according to services stated in contract with the school or school district. Services billed under the Preventive Well Child Program require the RN or APRN to complete the Well Child Certification Program and receive a certificate before billing can occur. The certification training program includes didactic online training modules followed with a 3 day practicum and completion of 25 comprehensive physicals with a preceptor.
Other Special Requirements

· In compliance with Federal Regulation all services of local health departments shall be conducted in a manner that no person will be excluded from participation in, be denied the benefits of, or otherwise be subjected to discrimination on the grounds of race, color, disability, national origin, sex, age or religion.

· Providers shall comply with the Americans with Disabilities Act and any amendments, rules and regulations of this act. 

Program Specific Offerings:

· Pediatric Assessment/Well Child Certification Training

· Pediatric Assessment/Well Child Update

· School Health Issues Update

· “Train the Trainer” Program – Medication Administration Training for the Non-Licensed School Personnel

· The Kentucky School Nurse Association Orientation for New School Nurses. 

· The Kentucky School Nurse Association annual school nurse conferences.

Special Equipment Requirements

· Providers shall be located in a facility that is constructed, equipped and maintained to insure the safety of the children and provide a functional, sanitary environment. The area utilized during the screening examination shall provide adequate privacy. The provider shall have the necessary equipment, in proper working order, to provide the basic screening tests outlined in the CCSG and AR and as stated in the contract with the school or school district.
Service Description & Key Roles & Responsibilities of Health Department

· Participating providers shall provide medical practice standards recommended by the American Academy of Pediatrics (Bright Futures).

· The Kentucky Department of Education Health Services Reference Guide/guidelines and the National Association of School Nurses guidelines/recommendations are to be utilized when school health services are provided that are not included in the CCSG and AR. Practice guidelines should be consistent either with the American Nurses’ Association Standards of Practice or with Standards of Practice established by nationally accepted

· Organizations of registered nurses. [KRS 314.011 (6) (e).]

· Each satellite clinic site shall have a governing body, legally responsible for the conduct of the clinic, which designates a director or supervisor and establishes administrative and clinical policies.

· Screening satellite clinic sites shall be conducted under the direction of a registered professional nurse and shall have a physician licensed in Kentucky acting as a medical consultant.
· It is important that staff from the local school district and the LHD delineate which services will be provided by the LHD.
· Administrative policies shall outline who is to conduct each test and include procedures for the initial contact, follow-up contacts, maintaining patient records and transfer of information from one provider to another. A copy of this shall be retained in the provider’s files.

· All abnormal screening results shall be discussed in understandable terms to the child, parent or guardian and either treated or referred by the screener for further assessment, diagnosis, and treatment to the appropriate health care professional.
Core Clinical Services Guide

· Bright Futures is the primary practice guide for LHD staff providing preventive health services in a school setting.  Health services provided in a school setting are to be provided in accordance with the AR guidelines.  Examples of these services include preventive services such as vision and hearing screening and immunizations.  

· LHDs may elect to provide additional school health services not included in the AR.  These additional services are provided under LHD authority without authorization from or liability to DPH.  

· Adoption of local guidelines and local Board of Health approval are recommended.  Examples of services to be included in local guidelines include training and delegation of nursing functions to unlicensed school personnel and special clinical procedures.

· A standardized training curriculum for medication administration by unlicensed school personnel has been developed by the Kentucky Department of Education and approved by the Kentucky Board of Nursing to be incompliance with 201 KAR 20:400. The curriculum is to be utilized by all licensed health professionals who may train unlicensed school personnel.

Confidentiality of Student Health Records
· The Family Educational Rights and Privacy Act (FERPA) is the federal law that protects the privacy interest and educational records of the student. FERPA applies to any education agency or institution that receives funds from the U.S. Department of Education. 

· FERPA governs all student health records maintained by school employees (including contracted employees) who provide “school health services”. Health services are services provided to the student to support their participation and progress in school. 

· Disclosure to appropriate officials is valid if the information in the education record is necessary to protect the health or safety of the student or other individuals. 

· The educational institution or agency that employs a school nurse is subject to the Health Insurance Portability and Accountability (HIPAA) regulation if the school nurse or the school engages in a HIPAA transaction, such as transmitting electronic billing or submitting claims.

Delegation of Medication Administration

A school employee who is delegated responsibility to perform the health service by a physician, APRN or RN and:

1. Has been trained by the delegating physician or delegating nurse for the specific health

service, if that health service is one that could be delegated by the physician or nurse within his or her scope of practice; and

2. Has been approved in writing by the delegating physician or delegating nurse. The approval shall state the school employee consents to perform the health service when the employee does not have the administration of health services in his or her contract or job description as a responsibility, possesses sufficient training and skills and has demonstrated competency to safely and effectively perform the health service. The school employee shall acknowledge receipt of training by signing the approval form. A copy of the approval form shall be maintained in the student’s record and the personnel file of the school employee. The delegation to a school employee shall only be valid for the current school year.

3. Nursing delegation also requires ongoing monitoring and evaluation.
State Level Nurse Consultation and Technical Assistance

· KRS Chapter 11, 156.501 states that the Kentucky Department of Education shall provide leadership and assistance to school districts relating to school health services. 

· The department, working in cooperation with the Department for Public Health, shall provide, contract for services or identify resources to improve student health services including but not limited to standardized protocols and guidelines for health procedures to be performed by health professionals and school personnel. 

· The protocols and guidelines shall include: delegation of nursing functions as established by the Kentucky Board of Nursing; training of designated non-medical school personnel; and appropriate documentation and recordkeeping. 

· Additionally, technical assistance is available from the Department of Education School Nurse Consultant whose duties include consultation, technical assistance, and the development of quality improvement measures for the state and local boards of education, individual public schools and local health departments, facilitation of statewide and local data collection and reporting of school health services and information and resources that relate to the provision of school health services.  This position is organizationally located within KDE. Questions and/or requests for technical assistance may be directed to KDE. 

· Technical assistance is also provided by the Department for Public Health Nurse Consultant specifically for local health departments providing satellite clinics in the school setting.

Clinical School Services

1. Immunization Certificate-Any child enrolled as a regular attendee in all public or private primary or secondary schools, and preschool programs shall have a current immunization certificate and be on file within two weeks of the child’s attendance. (KRS 214.034) 

2. Preventive Health Care Exam- A local board of education shall require a preventative health care examination of each child within one (1) year prior to sixth grade, or initial admission to school. A local school board may extend the deadline not to exceed two (2) months. An out of state transfer student shall be required to have documentation of a preventative health care examination. The preventive health care examination may be performed and signed for by a physician, and advanced practice registered nurse, a physician’s assistant, or by a health care provider trained in the early periodic screening diagnosis and treatment programs. 

3. 
Hearing Screening-suggested appropriate intervals include kindergarten, grades 1-3, referrals, transfer students and students with known problems.  A board of education shall adopt a program of continuous health supervision for all school enrollees. Contact the School Health Coordinator for local polices. Screening information may be found in the CCSG. 

4. 
Vision Screening-suggested intervals include third (3) and fifth (5) grades, referrals and students with known problems. A board of education shall adopt a program of continuous health supervision for all school enrollees. Contact the School Health Coordinator for local policies. Screening information may be found in the CCSG. Eye exam- KRS 165.160: (g) A vision examination by an optometrist or ophthalmologist that shall be submitted to the school no later than January 1 of the first year that a child is enrolled in a public school, public preschool or Head Start.

5. 
Height and Weight-suggested in kindergarten (k) through grade six (6) and grade nine (9). Measurement procedures may be found in the CCSG. Read and plot measurement on age and gender specific growth chart and evaluate accordingly. For BMI for age, either above or below the 95% (percentile) written referral is made to the appropriate source for further evaluation.

6. 
Emergency Health Services- Schools are required to have emergency care policies and procedures for medical emergencies that occur at school. 704 KAR 4:020 (15).  Emergency care information and authorization for treatment for every student should be updated yearly and kept on file in the designated first aid room or the principal’s office. Students with specific chronic diseases and health impairments may need to be addressed individually though specific care procedures developed for that student. REFER to the student’s Emergency Action Plan in their Individualized Health Plan (IHP) or Section 504 Plan or IEP.

Handling emergencies can be found in chapter 8 of the KDE Health Services Reference Guide.

7. 
Dental- Kentucky law, KRS 156.160(i), requires proof of a dental screening or examination by a dentist, dental hygienist, physician, registered nurse, advanced practice registered nurse, or physician assistant. This evidence shall be presented to the school no later than January 1 of the first year that a five (5) or six (6) year old is enrolled in public school.

8.  
FERPA-HIPPA Guidance Document- Joint guidance on the Application of the Family Educational Rights and Privacy Act (FERPA) and the Health Insurance Portability and Accountability Act of 1996 (HIPPA) to Student health Records (November 2008) :

http://www2.ed.gov/policy/gen/guid/fpco/doc/ferpa-hippa-guidance.pdf
9. 
IEP Documents:

AFM Local Health Operations Branch webpage at http://chfs/ky.gov/dph/info/lhd/lhob.htm
Contract Questions 

· For billing and coding questions, contact the Local Help Desk, (502) 564-6663, option 5 or LocalHealth.Helpdesk@ky.gov
· For School Health Services contact (502) 564-2154, ext 3138

Minimum Patient Responsibility

· Local health department guidelines shall be followed for satellite clinics in the school setting.

· Client or parent/guardian of client are expected to schedule or maintain scheduled appointment for any recommended follow-up or referral.

Recommended Clinical Guidelines

· The Department for Public Health Core Clinical Services Guide (CCSG)
· Health Services Reference Guide (2004) Kentucky Department of Education
http://education.ky.gov/KDE/Administrative+Resources/School+Health/Health+Services
· Quality Nursing Interventions in the School Setting, Procedure Models and Guidelines (2nd Edition) Hootman, J. (2004) National Association of School Nurses: Scarborough, ME

Additional Resources

· School Nursing: Scope and Standards of Practice (2nd Edition) National Association of School Nurses and American Nurses Association (2005). American Nurses Publishing: Washington, DC
· School Nurse Resource Manual-A Guide to Practice (2010) School Health Alert: Nashville TN
· School Nursing: A Comprehensive Text, Selekman, J. (2006) National Association of School Nurses & F.A. Davis Company: Philadelphia, PA)
Additional Organizational Resources: 

· Kentucky Board of Nursing - www.kbn.gov
· Kentucky Department of Education – Coordinated School Health www.education.ky.gov/KDE/Administrative+Resources/School+Health or (502) 564-2706

· Kentucky School Board Association – www.ksba.org
· National Association of School Nurses – www.nasn.org
· Kentucky School Nurses Association – http://www.kysna.com
· Kentucky School Health Association – www.kyschoolhealth.org 

· Kentucky Public Health Association – www.KPHA@fewpb.net
Considerations for Developing and Implementing a Satellite Clinic in the School Setting

Developing a comprehensive health services contract between local health departments and school districts should define the specific roles and responsibilities of each agency in providing health services in a satellite clinic to school children. This agreement will depend upon local resources and policies and will vary from county to county. This memorandum of agreement/contract should be written to provide understanding, give direction, and establish specific responsibilities.

In the process of developing and refining the details of the school health contract it is necessary for key personnel from each agency to meet and assess needs and establish what services are needed and can be provided. The LHD or the local school district may initiate a partnership. Any school district contract must go before their School Board for approval. Contracts must be reviewed, updated and renegotiated annually. Both local health departments and the local school system should have specific responsibilities which are clearly defined in the planning and evaluation of the contract.

School policies and considerations: 

1. All school districts are responsible for writing their own health policies and procedures.

2. Most school districts utilize the Kentucky School Board Association’s policy writing service.

3. FERPA governs confidentially for all student education records.

4. Student education records include required health records (704 KAR 4:020):
        Immunization Certificate

        Vision Exam

        Physical exam forms

        Sports Physical Form

        Screening Programs

        Cumulative Health Records (all health records)

a. Medication & clinical procedures records

b. Health Room visit documentation

c. Parent/Guardian communication

d. Health Exams and Screening information

5. Key stakeholders, School Superintendents, School Health Coordinator, 504 & IEP Coordinator, Special Education Coordinator/Director.

6. The Kentucky Department of Education is the lead agency and works with DPH to fulfill the requirements relating to the provision of health care services in the schools.

Local Health Department contract considerations:

1. Understand which health services will be provided by the LHD and which ones by the local school district.

2. Contract language should refer to school satellite clinic/site.

3. Nurse/clerk salaries, benefits, travel, and training costs.

4. Schedules, hours and supervision.

5. Nursing substitutes required when the nurse is out ill, attending mandatory LHD meeting or professional development. 

6. Office equipment (maintenance & repair), supplies, phone & computer lines, health supplies and refrigerator for vaccines and medications.

7. Job responsibilities/services to be provided.

8. Training requirements for the school nurse position, i.e. CPR, OSHA, medication delegation, special procedures, mandated screenings, hearing, vision & scoliosis.

9. Responsibility of the nurse related to attending student field trips and home visits.

10. Signed release form by parents in order to share confidential health information between the two agencies if/when needed.

11. Key contact of school employees for the nurse, i.e. school health personnel and,                            first responders.

12. Individual school health policies and utilization of Kentucky Department of Education school health policies.

13. FERPA/HIPPA regulations.

14. Responsibilities of maintaining school health records, data entry for the school system and maintaining confidential LHD records.

15. Responsibility for submission of claims for reimbursement to any third party payer or other funding sources, fees or co-payment charges.

16. Professional liability/secondary liability insurance of contracted employees.

17. Provision of adequate facilities for private and confidential setting, maintenance & upkeep and utilities for the satellite clinic.

18. Services provided for faculty and staff, i.e. blood pressure screening or influenza immunizations and fees assessed.

19. Responsibility of providing and sending out the Consent Form for School Health Services.

Role of the School Nurse

School Nursing is a specialized practice of professional nursing that advances the well-being, academic success, and lifelong achievement of students. To that end, school nurses facilitate positive student responses to normal development; promote health and safety; intervene with actual and potential health problems; provide case management services; and actively collaborate with others to build student and family capacity for adaptation, self-management services, and actively collaborate with others to build student and family capacity for adaptation, self-management, self-advocacy, and learning. (National Association of School Nurses, 1999)

The role of the school nurse will vary depending on individual needs of local school districts to facilitate the educational process by removal or modification of health related barriers to student learning. Listed below but not all inclusive are examples of roles and responsibilities of the nurse in the school satellite clinic.

1. Assure that policies and procedures adhere to legal and regulatory statutes and ethical standards of nursing practice.

2. Delegation of medication administration to unlicensed school personnel. 

3. Coordinate care and delegation of special medical procedures/prescribed treatments ordered by private physicians to unlicensed school personnel.

4. Administer medication per physician order in accordance to state/school/LHD policies.

5. Serve on advisory committees/consultation for individual health care plans, (i.e. 504 & IEP).

6. Make appropriate referrals based on nursing assessment of physical and mental health development. 

7. Coordinate and assist with mandated screenings, i.e., vision, hearing and referrals according to state and school policies.

8. Review immunization records; and administer student immunizations to ensure compliance with Kentucky Immunization laws.

9. Promote health education and anticipatory guidance

10. Provide home visits when needed.

11. Serve as a liaison between the LHD, school, family, local healthcare providers and community.

12. Provide school, well-child and EPSDT physicals.

13. Provide first aid/emergency care in the event of illness or injury.

14. Data collection for Department of Education mandated reports related to health services.

15. Provide staff educational in-services, i.e. CPR training, and OSHA updates.

16. Provide staff services for blood pressure screening, hepatitis B and influenza immunizations.

17. Coordinate care and student emergency action plans related to diabetes, seizures, asthma, allergies and use of emergency medications i.e. EPI-Pen, Glucagon and Diastat.

18. Obtain parental consent for health services.

19. Participate in the implementation of the school’s emergency care plan.

20. Serve as a resource for students and staff related to communicable disease and chronically ill students

21. Serve in a leadership role for health, policies and programs, and promote a healthy school environment. 

Links:

National Association of School Nurses –http:// www.nasn.org
Kentucky Board of Nursing – http://www.kbn.ky.gov
Kentucky Department of Education – http://www.education.ky.gov
STD Control Program
Laws, Regulations, Guidelines
RELATES TO: KRS 211.180, 214.010, 214.160, 214.170, 214.185, 214.420, 42 U.S.C. 263a

STATUTORY AUTHORITY: KRS 194A.050, 211.090

NECESSITY, FUNCTION, AND CONFORMITY: KRS 211.180 requires the Cabinet for Health and Family Services to implement a statewide program for the detection, prevention and control of communicable diseases and to adopt regulations specifying the information required in and a minimum time period for reporting a sexually transmitted disease. This administrative regulation establishes uniform procedures for the diagnosis, treatment, prevention and control of sexually transmitted diseases (STD).

 


Section 1:  Definitions

      (1) "Certified or Accredited laboratory" means a laboratory that has been:

   
  (a) Issued a laboratory license from the state of Kentucky; or

    
  (b) Evaluated and certified or accredited by one (1) of the following regulatory agencies:

      1. The Joint Commission;

      2. The College of American Pathologists (CAP);

      3. The Centers for Medicare and Medicaid Services (CMS); or

      4. The Commission on Office Laboratory Accreditation (COLA)..

 (2)
"Certified or approved serology test" means the Venereal Disease Research Laboratory Slide Test (VDRL) or rapid plasma reagin (RPR) 18 mm circle card test or other Food and Drug Administration (FDA) approved test performed in accordance with the directions of the manufacturer.

      (3)
"Midlevel health care practitioner" means a health care professional who meets the 
requirements of KRS 216.925(1).

      (4)"Reasonably suspected of being infected with a sexually transmitted disease" means any 
person named in a controlled interview with a second person infected with an STD, as a 
sexual contact of that second person within the incubation period for the STD, or who 
has a laboratory test result consistent with an STD infection.

      (5)
"Sexually transmitted diseases" or "STD" means syphilis, gonorrhea, chancroid, 
granuloma inguinale, genital herpes, human immunodeficiency virus (HIV) infection, 
nongonococcal urethritis, mucopurulent cervicitis, chlamydia trachomatis infections 
including lymphogranuloma venereum, and human papillomavirus (HPV).

      (6)
"Sexually transmitted diseases for which a treatment exists to render them 
noninfectious" means syphilis, gonorrhea, chancroid, granuloma inguinale, 
nongonococcal urethritis, mucopurulent cervicitis and Chlamydia trachomatis infections 
including lymphogranuloma venereum.

 

 Section 2:  Medical Examination and Treatment of Sexually Transmitted Diseases for Which a Treatment exists to render them Noninfectious.   
(1) Any person infected with, or reasonably suspected of being infected with, a sexually transmitted disease shall undergo such medical examination as is necessary, including such laboratory testing procedures deemed advisable by the examining physician to reasonably determine the existence or nonexistence of the diagnosed or suspected sexually transmitted disease.

(2) If there is the potential that the person is incubating the disease, he shall undergo such treatment or follow-up as may be determined adequate by the examining physician to render the person noninfectious or to prevent the onset of disease.

      (3) This section shall apply only to sexually transmitted diseases as defined by Section 1(4) 
of this administrative regulation.

 

Section 3:  Investigation and Enforcement. 
(1)
Only authorized personnel of the Cabinet for Health and Family Services and local 
health departments assigned to sexually transmitted disease control activities are 
empowered to carry out the prevention and control provisions set forth in this 
administrative regulation.

      (2) Their duties shall include the investigation of persons known to be or reasonably 
suspected of being infected with a sexually transmitted disease.

      (3) Such authorized personnel are empowered to direct that medical examinations, including 
laboratory tests, be conducted on persons reasonably suspected of having a sexually 
transmitted disease.

      (4) This section shall apply only to sexually transmitted diseases as defined by Section 1(4) 
of this administrative regulation.

 
Section 4: Certified or Accredited Laboratories for Tests. 
(1)The laboratory shall hold certification or accreditation for performing tests for syphilis, 
in compliance with KRS 214.160.

      (2)
The laboratory shall have as its director a physician licensed to practice medicine in 
Kentucky or a person who meets the requirements set forth in 902 KAR 11:030, 
Sections 1(4)(f) or 1(6).
(3)
A certified or accredited laboratory shall maintain performance that meets the 
requirements of the Clinical Laboratory Improvement Amendments (CLIA), 42 U.S.C. 
263(a), or the laboratory's certifying or accrediting body regulations for syphilis and other 
sexually transmitted disease testing.

      (4)
All certified or accredited laboratories shall fully comply with all state and federal laws, 
including 42 U.S.C. 263a, and the rules and administrative regulations of the Cabinet for 
Health and Family Services.

 

Section 5: Requirements for Reporting STD to Public Health. 

(1)
Midlevel health care practitioners and physicians shall report STD cases as set forth in 


902 KAR 2:020.

(a)
Cases shall be reported to the local health department or the Division of 



Epidemiology, Department for Public Health using the form EPID 200, Kentucky 


Reportable Disease Form, prepared and furnished by the Cabinet for Health and 


Family Services or a computer-generated facsimile with the same data fields listed.

(b) Midlevel health care practitioners shall report cases of primary, secondary, early 
latent, and congenital syphilis not later than twenty-four (24) hours after diagnosis.

(c) Cases of other types of syphilis or other reportable STD shall be reported within five 
(5) business days after diagnosis.

     
(2)
Hospitals and institutions may conduct their own testing program within the institution or 


through a licensed medical laboratory.

(a) Hospitals and institutions that conduct their own testing program or contract with a licensed medical laboratory shall report positive test results within twenty-four (24) hours of testing to the attending physician or health care provider and shall report positive test results for primary, secondary, early latent, and congenital syphilis to the local health department or the Division of Epidemiology, Department for Public Health not later than twenty-four (24) hours after being processed by the laboratory.

(b) Positive test results for other types of syphilis and other STD should be reported to the local health department or Division of Epidemiology, Department for Public Health within five (5) business days.

(c) The obligation of hospitals and institutions that may conduct their own testing program within the institution or through a medical laboratory to report positive/reactive STD tests shall not supersede these reporting requirements for physicians or other midlevel health care practitioners.

(d) Reports to the Department for Public Health shall be submitted on the form EPID 240, Report of Positive/Reactive Test for STD, prepared and furnished by the Cabinet for Health and Family Services or a computer-generated facsimile with the same data fields listed.

 

Section 6: Incorporation by Reference. 

(1) The following material is incorporated by reference:

(a) "EPID 200, Kentucky Reportable Disease Form", edition 5/06; and

      
(b) "EPID 240, Report of Positive/Reactive Test for STD", edition 1/92.
(2)
This material may be inspected, copied, or obtained, subject to applicable copyright law, at the Division of Laboratory Services, 100 Sower Boulevard Suite 204, Frankfort, Kentucky 40601, Monday through Friday, 8 a.m. to 4:30 p.m. (VD-1-1; 1 Ky.R. 189; eff. 12-11-74; Am. 4 Ky.R. 334; eff. 5-3-78; 11 Ky.R. 1918; 12 Ky.R. 343; eff. 8-13-85; 16 Ky.R. 667; 1188; eff. 11-22-89; 33 Ky.R. 3295; 34 Ky.R. 35; eff. 8-6-2007.)
Target Population

· Priority for services will be those who have been infected with Chlamydia, gonorrhea, and syphilis, and those who have been exposed above mentioned STDs.

· The special priority will be given to pregnant females and those who are dually diagnosed with syphilis and HIV.

· Those who are engaged in high risk behaviors, such as exchange of sex for drugs or money, risky MSM behaviors, and other risky behaviors will be considered as target population as well. 

Funding
· The Department for Public Health, delegates federal funds to local health departments through Memorandum of Agreement. The state funds allocated to the STD program is utilized to supplement certain salaries of state employees and to purchase condoms for local health departments. 

Special Requirements

Staff/Provider Requirements

· The STD services shall be provided under the general direction of a physician with back ground in reproductive health or other related expertise.
· A physician, advanced registered nurse or registered nurse with appropriate training shall provide medical services. 
· Health professional staff, including Disease Intervention Specialist with knowledge of STDs and reproductive health may provide counseling and education to a client.  
Reporting Requirements

· All reportable STDs shall be reported to the state using EPID 200.

· All reports of early syphilis shall be reported to the state STD program within 24 hours.

· All other syphilis and STDs shall be reported to the state program within 5 business days. 

Other Special Requirements

· All information as to personal facts and circumstances obtained by the staff about individuals receiving services must be held in confidential manner and must not be disclosed without the individual’s documented consent, except as may be necessary to provide services to the patient or as required by the law, with appropriated safeguards for confidentiality. Otherwise, information may be disclosed only in summary, statistical, or other form which does not identify particular individuals. 

Program Specific Offerings
· Registered Nurses seeking to provide STD screenings at their respective facility must first complete as a prerequisite the Department for Public Health’s: a.) Breast and Cervical Cancer Program Assessment, b.) The corresponding preceptorship, c.) the Adult Preventive Assessment Trainings. d.) The corresponding preceptorship.

· STD clients identified as needing mid-clinician or higher level STD services such as anoscopic exams, or wet mounts must be referred to the MD/APRN.

· Each local health department shall establish and maintain medication guidelines (i.e. standing orders) for Expanded Role RNs to follow. These guidelines shall be written and developed in accordance to the CCSG.
 TB Prevention and Control Program

Laws, Regulations, Guidelines

Kentucky regulations KRS 215: 511-600 provide guidance relating to tuberculosis (TB) prevention and control.

· KRS 215. 540 TB Control Law, Declares that a person diagnosed with active TB disease has a legal duty and responsibility to take precautions to prevent the spread of disease.
· KRS 215.531 states that every physician shall order drug susceptibility testing on initial isolates from all patients with active TB disease.

· KRS 215. 540-580 provides guidelines for acting upon recalcitrant patients.

Kentucky administrative regulation 902 KAR 2:020 states that tuberculosis is to be reported to the local or state health department within one business day.

Kentucky administrative regulation 902 KAR 2:090 states that the department shall authorize a local health department to test first time enrollees in a school within its jurisdiction, if it submits to the department the specified documentation:

· Documentation of continued transmission of at least two (2) years duration of a multidrug resistance pattern, or more virulent strain, of Mycobacterium tuberculosis; or

· Laboratory analysis that documents transmission, whether in consecutive or nonconsecutive years, of a multidrug resistance pattern, or more virulent strain of Mycobacterium tuberculosis; or

· A documented outbreak of at least two (2) years duration

Kentucky administrative regulations 902 KAR 20:016-200 provide TB screening guidelines for various facilities, such as hospitals, long term care facilities, personal care homes, and adult day health facilities.

Target Population General Population

Finding and managing persons who have or who are suspected of having TB and ensuring completion of therapy.  Finding and evaluating contacts of active TB patients and ensuring completion of appropriate treatment.  Targeted tuberculin testing of persons in at risk groups and ensuring completion of treatment for latent tuberculosis infection (LTBI).
Funding 
TB program funding is provided through the Centers for Disease Control and Prevention (CDC) Tuberculosis Elimination and Laboratory Cooperative Agreement and state general funds. 

· These funds are to support population-focused TB prevention and control strategies.  It is acceptable for a portion of the funds to be utilized for individual clinic services; however the services should be directly related to TB.

· Federal TB dollars are to be used for prevention efforts; to support personnel; and to purchase equipment, supplies, and services directly related to project activities.  Federal TB funds should not be used for the purchase of medications, inpatient care, or construction of facilities.

Special Requirements

Staff/Provider Requirements

· A physician knowledgeable in the field of mycobacterial diseases shall provide care.  They shall agree to update themselves through professional meetings, consultations, and review journal articles.  This must be a component of any local health department (LHD) contract for TB clinician services.
· Each LHD shall have a designated TB Coordinator responsible for tuberculosis services in their county.  The TB coordinator should be a registered nurse. This person must attend periodic TB updates or keep updated by having the latest educational and scientific materials for the prevention and control of TB from CDC, American Thoracic Society, and American Lung Association.
· Outreach workers are recommended in areas of high prevalence.
Training

· Orientation for all new hires (TB Coordinators and support staff) who have the potential to be involved in TB prevention and control services shall include the following:

· CDC Self Study Modules on Tuberculosis 

        
(Modules 1-5, 2008)



(Modules 6-9, 2000)

· CDC MMWR Treatment of Tuberculosis, June 20, 2003, Vol. 52, No.RR-11

· CDC MMWR Guidelines for Preventing the Transmission of Mycobacterium tuberculosis in Health-Care Settings, 2005, December 30, 2005, Vol. 54, No. RR-17. Errata 10/11/2007

· CDC MMWR Targeted Tuberculin Testing and Treatment of Latent Tuberculosis Infection, June 9, 2000, Vol. 49, No. RR-6

· CDC MMWR Guidelines for the Investigation of Contacts of Persons with Infectious Tuberculosis, December 16, 2005, Vol 54, No. RR-15.

· Orientation shall be completed according to the following schedule:

· For nurses and outreach workers whose duties are strictly related to tuberculosis these training requirements should be completed within 90 days of employment.

· For TB Coordinators whose responsibilities include other areas beyond TB and for those staff nurses that may work in the LHD TB program this training requirement should be completed according to the incidence of TB in the community.

· If 1 case or more of active TB has been identified in the county, in each year of the last five years – complete within 6 months of employment.

· If 1 case or more of active TB has been identified in the county in some of the last five years, but not each year– complete within 9 months of employment.

· If zero cases of active TB have been identified in the county in the last five years – complete the requirements within 12 months.

Recommended Training

· Recommended trainings include:

· CDC MMWR Controlling Tuberculosis in the United States, November 4, 2005, Vol 54, No. RR-12

· Attendance at national, state, and regional TB seminars

· CDC Interactive Core Curriculum on Tuberculosis: What the Clinician Should Know. 

Reporting Requirements

Kentucky disease surveillance requires priority notification of TB cases.  Upon recognition, a confirmed or suspect TB case is to be reported to the local or state health department within one business day.  The LHD shall report confirmed or suspect TB cases to the Department for Public Health, TB Prevention and Control Program (TB Program), within one business day of notification.

Upon confirmation of a confirmed case, the LHD will be responsible for sending to the state TB Program the following forms:

· Report of verified Case of Tuberculosis (RVCT) (CDC 72.9 A)
· Follow Up 1 – Initial Drug Susceptibility (CDC 72.9 B)
· Follow Up 2 – Case Completion (CDC 72.9 C). This form should be sent to the state TB program upon completion of TB treatment.

The contact investigation roster (TB-2) should be completed on all initiated contact investigations.  A copy of the contact investigation roster should be sent to the state TB program 30 days after initiating the contact investigation.

The contact investigation summary (TB CI 1) should be completed and sent to the state TB program within 30 days of initiating the contact investigation.

LHDs are notified of TB classified immigrants and refugees (Class A or Class B1, B2, or B3) that require a medical evaluation for TB be completed within 90 days of arrival.  Follow-up information regarding the date the medical evaluation was initiated and completed, tests performed, and the final diagnosis should be documented on the follow-up form and submitted to the state TB Program upon completion of the evaluation. 

LTBI cases should be reported to the state TB Program using the TB-1 LTBI reporting form.  Upon completion of therapy for LTBI the TB-1 form should be re-submitted to the state TB Program with updated completion of therapy information.

Billing and Coding Procedures Specific to Program

Inability to pay shall not be a barrier to service.

Patient fees charged for self-pay patients: 

A nominal fee up to five (5) dollars shall be charged for Communicable Disease Services. 902 KAR 8:170 Section 3, Use of receipts.

Secondary ICD-9 codes TB000 – TB026 are provided to identify the reason for administering a tuberculin skin test, (TST).

· TB000 Screened. TST not needed.

· TB011 Close contacts of a person known/suspected to have TB symptoms.

· TB012 Foreign-born persons from areas where TB is common or persons who travel to these areas.

· TB013 Residents and employees of Correctional institutions

· TB014 Residents and employees of Nursing Homes

· TB015 Residents and employees of Mental Institutions

· TB016 Residents and employees of Other Long-Term Residential Facilities

· TB017 Residents and employees of Homeless Shelters

· TB018 Employment

· TB019 Health Care Workers who serve high risk clients

· TB020 Medically underserved, low income populations as defined locally

· TB021 High-risk racial or ethnic minority populations

· TB022 Infants, children exposed to adults in high-risk categories

· TB023 Persons who inject illicit drugs or substance abusers

· TB024 Persons with HIV infection

· TB026 Certain Medical Conditions

      Program Specific Requirements

There are three parts to a successful TB program that each local health department should implement. The components of the program include surveillance, prevention, and control.

Surveillance 

· Passive:  The local health department should implement efforts to make sure private providers, hospitals, and pharmacies are aware of and understand state reporting regulations.  Ensure all LHD personnel are aware of reporting guidelines.

· Active:  Targeted tuberculin testing among high risk populations.  The 2000 CDC Guideline for ‘Targeted Tuberculin Testing and Treatment of Latent Tuberculosis Infection” describes targeted tuberculin testing as a strategic component of TB control that identifies persons at high risk for developing TB who would benefit by treatment of LTBI, if detected.

Prevention

· Each local health department should actively pursue prevention activities by raising community education and awareness.  Activities should be implemented annually to complete the following objectives. 

· Provide TB in-services to 90% of local nursing homes or assisted living communities.
· Collaborate with hospital infection control staff to coordinate prevention activities and reporting strategies.
· Provide TB education to the community once per quarter.
· Provide TB education targeted toward transient population twice per year.

· Provide TB education targeted toward foreign-born populations twice per year.

· The objectives should be fulfilled according to the completion scale that is published in the budget and community plan instructions for cost center 806.  Suggested activities to fulfill these objectives are published in the community plan instructions. 

Control

· Each independent and district health department shall have a TB Coordinator responsible for TB prevention and control efforts in the LHD and community.
· Each LHD should have a contracted clinician knowledgeable in the care and treatment of tuberculosis.
· Each independent and LHD should have a documented TB exposure control plan in place.  The exposure control plan should include respiratory protection guidelines, treatment guidelines, and environmental controls.
Service Description & Key Roles & Responsibilities Of Health Department 

It is the responsibility of the LHD to provide evaluation of patients for TB disease, provide treatment of TB disease, ensure adherence to therapy, conduct contact investigations, and provide treatment for LTBI.

· Upon notification of a suspect or confirmed case of TB the patient’s clinical condition should be determined:

· Immediately if not hospitalized

· Within 3 days of notification if hospitalized

· Basic physical exam should be completed within 7 days of notification

· Patient should be seen by LHD clinician as soon as possible if LHD supplying medication.

· Directly observed therapy (DOT) is a method for ensuring patients’ adhering to therapy.

· DOT is standard of care for all active TB cases.

· Health care worker watches patient swallow each dose of medication.

· DOT can lead to reductions in relapse and acquired drug resistance.

· Use DOT with other measures to promote adherence.

· Court ordered DOT may be necessary in some cases.

· Directly observed preventive therapy (DOPT) should be used for some higher risk patients, as well as children.

· Children and adolescents.

· Contacts to an active case.

· Homeless individuals.

· Persons who abuse substances.

· Persons with a history of treatment non-adherence.

· Immunocompromised patients, especially HIV-infected individuals.

· The decision to initiate a contact investigation should be made according to CDC guidelines.

· Initial contact encounter should occur within three working days of the contact being identified in the investigation.

· Completion of the evaluation of a contact should be completed according to CDC guidelines that are referenced in the CCSG.

Minimum Patient Responsibility 

· According to KRS 215.540 to 215.580 the “Kentucky Recalcitrant Tuberculosis Patient Control Law,” a person with active tuberculosis has a legal duty and responsibility to the public to take reasonable precautions to prevent the spread of the disease. 

·  KRS 215.550, “Responsibilities of persons diagnosed with active tuberculosis,” states that a person diagnosed with active TB disease may not refuse examination or treatment for TB.
 Well Child Pediatrics
Laws, Regulations, Guidelines

Preventive well child/EPSDT health services promote and safeguard the health and wellness of all children through proactive leadership and service. The incidence of preventable disease, disabilities and injuries is reduced by providing preventive and specialized well child health services to low income children and by collaborating with community based and state level health and human services providers to develop a system of health care for the benefit of all children.
 902 KAR 4:100: The cabinet for Human Resources, Department for Public Health Services       is responsible for administering the programs of services in accordance with Title V of the  Social Security Act (maternal and child health block grant). 
KRS 211.180 (i) (e)-describes a function of the Cabinet as the “protection and improvement of the health of expectant mothers, infants and preschool and school age children and their families.” The Maternal and Child Health subprogram provides an oversight to the services and activities which focuses on these populations, including well child preventive health, lead poisoning prevention, injury prevention, abstinence education and coordinated school health in a plan to improve quality of life and positive health outcomes.
The administrative regulation 907 KAR 11:034 early and periodic screening, diagnosis, and treatment services and early and periodic screening, diagnosis, and treatment special services establishes the provisions relating to the early and periodic screening (EPSDT), diagnosis and treatment service and early and periodic screening, diagnosis and treatment special services for which payment shall be made by the Medicaid Program on behalf of both categorically needy and medically needy children under age twenty-one (21).

Target Population

· Priority for services will be to persons from low-income families or whose total annual Family income does not exceed 185 percent of the most recent federal Income Poverty Guidelines.

· Emancipated minors who wish to receive services on a confidential basis shall be considered on the basis of their own resources.

· Charges for services will be made to persons other than those from low-income families.

Funding

Child and Adolescent Preventive Health Services Program funding allocations are from the Title V MCH Block Grant and State General Funds and Medicaid.

Special Requirements

Staff/Provider Requirements
Well Child/EPSDT services are provided by a MD, Registered Nurse or Nurse Practitioner trained and certified in Well Child/Pediatric services.

Training

Mandatory for Well Child Pediatrics: Clinical Services registered nurses:

· A registered nurse or nurse practitioner must complete the state approved Pediatric Assessment/Well Child Certification program lecture course on TRAIN, followed with a three (3) day practicum providing comprehensive health and history screening and assessment of the physical, mental, and social well-being of children birth to 21 years of age. A total of 25 completed physical examinations within five age groups must be completed with a preceptor before certification is obtained. APRN (Advanced Practitioner Registered Nurse) who are certified in Pediatrics are exempt. All other APRNs must complete the course prior to performing pediatric services.

· All certified registered nurses and nurse practitioners are required to attend one update provide by the Well Child program every three years or other 6.0 CE pediatric assessment program pre-approved by the Well Child Coordinator.

· Registered nurses and APRN’s that participate in the Kids Smile: Fluoride Varnish Program for oral screening or fluoride application is required to complete the training for the Kids Smile Fluoride Varnish Program.

Reporting Requirements

Reporting of client information is collected through the Patient Services Reporting System (PSRS). The system supports 1) appointment scheduling; 2) assessment of income and appropriate billing of client and third party payers; and 3) patient encounters.

Billing and Coding Procedures Specific to Program

· Financial eligibility for the well child program and regional pediatrics program shall be based on the 185 percent of the current federal Poverty Income guidelines.

· Persons meeting additional eligibility requirements and whole family income is at or below 185 percent of the federal poverty level is eligible for the services of the programs.

· Well Child clients will be billed according to a sliding fee scale, based on the latest federal Uniform Percentage guideline Scale in the AR Volume II, PSRS. This schedule reflects discount for individual with family incomes based on a sliding fee scale between 100-250% of poverty.

· Any Medicaid eligible child is eligible for EPSDT screening under the age of 21.

Other Special Requirements

· In compliance with Federal Regulation all services of local health departments shall be conducted in a manner that no person will be excluded from participation in, be denied the benefits of, or otherwise be subjected to discrimination on the grounds of race, color, disability, national origin, sex, age or religion.

· Providers shall comply with the Americans with Disabilities Act and any amendments, rules and regulations of this act. 

Program Specific Offerings

Registered nurses and nurse practitioners are required to attend one update provided by the Well Child program every three years or other 6.0 CE pediatric assessment program pre-approved by the Well Child Coordinator. 

Special Equipment Requirements

· Providers shall be located in a facility that is constructed, equipped and maintained to insure the safety of the children and provide a functional, sanitary environment.

· The area utilized during the screening examination shall provide adequate privacy.

· The provider shall have the necessary equipment, in proper working order, to provide the basic screening tests outlined in the CCSG.

I. Service Description & Key Roles & Responsibilities of Health Department 

· Minimum services to be provided or arranged in accordance with the standards recommended by the American Academy of Pediatrics (Bright Futures) are to include: health and developmental history; unclothed physical history; unclothed physical examination; development assessment; vision hearing testing; nutritional assessment; laboratory testing; anticipatory guidance and health education; referral for acute, chronic, or handicapping conditions, with preauthorized payment for physician services, pharmacy or laboratory tests for acute conditions identified during the preventive health assessment; and nursing follow-up of referrals.
· Children, birth to twenty-one (21) years, that have a chronic condition or suspected chronic illness or disability not covered by other state or community agencies, should be linked to the appropriate regional pediatric specialist.

· The clinic shall have a governing body, legally responsible for the conduct of the clinic, which designates a director or supervisor and establishes administrative and clinical policies.
· Screening clinics conducted under the direction of a registered professional nurse shall have a physician licensed in Kentucky acting as medical consultant.
· Administrative policies shall outline who is to conduct each test and include procedures for the initial contact, follow-up contacts, maintaining patient records and transfer of information from one provider to another. A copy of this shall be retained in the provider’s files.

· If a patient is currently receiving preventive healthcare from another provider, the patient should be referred back to that provider. 
· Patients with conditions suspected of falling outside the normal screening parameters should be re-screened when appropriate or recommended for evaluation to local physicians for further diagnosis and treatment of their acute or chronic conditions. LHD’s staff physicians, family practice or pediatric nurse practitioners may diagnose and treat children as appropriate. When no other care is available, children with chronic medical conditions should be coordinated with local physicians or the Kentucky University Clinics. 
· Children with suspected genetics problems should be referred to one of the Genetics Clinics (refer to the Genetics Section).  Children with suspected Developmental Delay should be referred for developmental evaluation and screening (refer to the KEIS Section).

II. Minimum Patient Responsibility 
· Any Medicaid eligible child is eligible for EPSDT screenings under the age of 21. Well child comprehensive physicals include ages 0-21 years of age.

· Client or parent/guardian of client is expected to keep appointment scheduled according to periodicity recommendations and any recommended follow-up referrals.
WIC Program

Laws, Regs, Guidelines

The WIC Program is authorized by Section 17 of the Child Nutrition Act of 1966, as amended. The Code of Federal Regulations 7 CFR Part 246 governs the operation of the program along with the state Administrative Regulation 902 KAR 18.

When required by the Nutrition Services Branch each local agency will sign a Statement of Assurance of Compliance with Regulations for the Special Supplemental Nutrition Program for Women, Infants and Children for continued participation in the Program.

Target Population
Pregnant, breastfeeding and postpartum women, infants and children up to the age of five (5) must be at nutritional risk. The applicant must be a resident of the state of Kentucky and provide proof of residency, income and identity. The applicant must meet the income qualifications.
Funding
WIC funds are allocated based upon an equitable method based upon participation to cover expected nutrition services administration costs to the extent possible. The allocations are split July through September and October through June in order to coincide with the federal fiscal year and closeout for the state fiscal year.  Funds are distributed in a reimbursement method based upon submitted monthly expense reports for allowable Program costs.

Annual WIC expenditures shall provide a minimum of twenty percent (20%) for nutrition education and a minimum amount per breastfeeding participant as specified by USDA. Local health departments not meeting these minimum amounts shall be subject to the withdrawal of funds for any year that these levels are not met.

Only when directed by the Nutrition Services Branch and when funding is inadequate to serve the statewide caseload, all local health departments shall maintain priority waiting list of program eligible persons who are likely to be served.

Special Requirements
· Staff Requirements:

· A certifying health professional will determine eligibility, certify persons for the program and prescribe supplemental foods.  A certifying health professional is a Physician, Nutritionist (bachelor’s degree), Certified Nutritionist (master’s degree and certified by the State Board of Certification), Dietitian (RD/LD), Nurse (R.N., L.P.N., APRN) or a Physician’s Assistant. 

· Each local agency shall designate a staff person to serve as WIC Coordinator. It is recommended that this staff person be a nurse or nutritionist who has experience in providing WIC services in a local health department. A list of duties for the WIC Coordinator follows in this section.  The WIC Coordinator cannot be a contracted position.
· Each local agency shall designate a staff person to serve as Breastfeeding Coordinator to coordinate breastfeeding promotion and support activities. This staff person must be a nutritionist or nurse who has experience in providing WIC services in a local health department and is trained in breastfeeding. An agency must request approval from the Nutrition Services Branch to designate a different classification for this function. A list of duties for the Breastfeeding Coordinator follows in this section.  

· Each local agency shall designate a staff person who is a nutritionist or nurse to coordinate nutrition education activities. A list of duties for the Nutrition Education Coordinator follows in this section. 

· Training Requirements:


· Appropriate staff will attend training as required by the Nutrition Services Branch.

· WIC Policy and Procedures Training is available upon request. 

· WIC 101 module on TRAIN is recommended for all new staff and as a refresher for all existing staff. The module number is 1033155. 

· Civil Rights training is required on an annual basis. The TRAIN module number is 1020093. 
· Saving the Children – The History of WIC video module on TRAIN is required for all new staff and as a refresher for all existing staff. The module number is 1052630. 

· Pronto Non-invasive Hemoglobin modules are available for any staff that conducts hematological measures for the WIC Program. The TRAIN module numbers are 1041662 and 1043029. 

· Approved trainings are necessary for Certifying Health Professional who is designated to approve exempt infant formulas or nipple shields.
Reporting Requirements:

· A monthly report of program operations cost must be submitted. Cost must be broken down by client services, nutrition education, breastfeeding promotion and general administrative cost. 

· Reporting of client information is collected through the Patient Services Reporting System and the web based CMS system and benefit issuance through EBT.  The systems support 1) appointment scheduling; 2) registration and income; 3) patient encounters; 4) certification information including growth carts;5) benefit issuance; and 6) billing and households.  

· Copies of Vendor Agreements must be maintained. All agreements must be approved by the Nutrition Services Branch.

· Management evaluations and site visits are conducted by the Nutrition Services Branch staff to review program operations as required by USDA and WIC regulations. The WIC Coordinator is informed of any identified deficiencies and/or inappropriate procedures/policies. Corrective action is to be implemented by a specified time frame to be in compliance or a monetary penalty may be assessed.

· An annual Nutrition Education Program Plan must be completed and the plan submitted to the Nutrition Services Branch for review and approval.  . The evaluation of the nutrition education activities for the prior year is completed and submitted to the Nutrition Services Branch at the same time as the Program Plan.  
Billing and Coding Procedures:

· Adhere to all policies and procedures relating to billing and coding for the WIC Program as outlined in the WIC and Nutrition Manual.

Other Special Requirements:
· Adhere to timeframes for service delivery as outlined in the Administrative Reference.  

· Provide outreach for all categories of participants and disseminate program information as directed by the Cabinet. 

· Provide the opportunity to register to vote at WIC application, certification, and transfer for women eighteen (18) years old and older.  If a member of the public is not receiving services and requests to register to vote, they must also be accommodated. 

· Perform periodic local internal review to ensure adherence to WIC Program federal and state regulations, policies and procedures.

· Publishes information on WIC services and any programmatic changes on at least an annual basis. The Nutrition Services Branch publishes this information on a statewide basis. Local health departments are notified of these publications which are to appear statewide. All local health departments are responsible for reviewing the newspaper(s) in their service area to determine if the WIC services announcement(s) appears. If the announcement does not appear, the local health department shall contact the area paper and request the announcement run free of charge. If the local paper does not offer free public service announcements, the local health department shall pay to have the notice published.

· Ensure computer equipment and internet access is made available to ensure efficient entry of services into the web-based system and issuance through eWIC. The computers are maintained in accordance with guidance in Administrative Reference. 

· All adults applying for the WIC Program for themselves or on behalf of others shall be provided written information on the Medicaid Program at each certification and recertification. Other information shall be provided as specified by the Nutrition Services Branch.

· Local agencies shall make nutrition education available to all participants. During each six-month certification period, at least two nutrition contacts shall be made available to adults and children.  Infants and any persons certified for longer than six months shall have nutrition education contacts made available on a quarterly basis.

· Local agencies will obtain prior written approval for the purchase of any item of equipment of $300.00 or more with WIC funds. Once the equipment has been purchased, the local agency will submit a copy of the invoice, along with the inventory number, to the WIC State Agency.  Any purchase requisition in excess of $5,000 and any procurement of automated information systems, including equipment or software, or management studies, must receive prior approval from USDA, FNS, and the WIC State Agency.  Title to such equipment will rest with the WIC State Agency and shall be returned upon request.

· Local agencies shall when purchasing property with WIC funds that falls below the required prior approval category of $300.00 which is considered a sensitive item (i.e. such as a calculator, camera, etc.) inventory the item and submit a copy of the invoice, along with the inventory number, to the State WIC State Agency .  Title to such sensitive items will rest with the WIC State Agency and shall be returned upon request.

Program Specific Offerings:

See the WIC Farmers’ Market Nutrition Program, Breastfeeding Peer Counselor Program, and Regional Breastfeeding Coordinator below. 

WIC Services Description And Key Roles And Responsibilities Of The Health Department

The WIC Program provides nutrition education and healthy foods to pregnant, breastfeeding and post-delivery women, infants and children up the age of five (5) who meet income and health risk guidelines.

The applicant must provide proof that they are a resident of Kentucky, proof of identity and proof of household income eligibility.

The certifying health professional then determines nutritional risk based upon national guidelines. This is determined from an assessment including height, weight, blood test, diet and a brief medical history.  

A certifying health professional explains to the person why he/she qualifies for WIC; for example, the child has low iron and would benefit from the WIC foods. The health professional provides nutrition education which may include such topics as recommended infant feeding guidelines, planning a healthy diet or wise shopping ideas. Breastfeeding education such as advantages of breastfeeding, how to breastfeed and the benefits of breastfeeding are provided during the prenatal and post-delivery periods. A food package is prescribed by the health professional based upon category of the participant and individual needs, such as homelessness. The participant is provided up to three (3) months of program benefits which contain the prescribed food packages for specific healthy foods, a list of approved foods that can be purchased and a list of stores that are authorized to cash the food instruments.

Referrals are provided for such services as immunization, well child, social services, community services and medical nutrition therapy (extensive individual diet counseling).

Minimum Patient Responsibility: 

The WIC participant has certain rights but also responsibilities to utilize the program in a proper manner. 

· The applicant must provide proof of income, residence and identity. The applicant must be a resident of Kentucky.

· A WIC participant cannot be enrolled or participating in more than one (1) WIC agency/site or in WIC and the Commodity Supplemental Food Program (CSFP) at the same time.

· Each participant must be informed of their rights and responsibilities at certification and recertification. Certain standards exist for participants who have been determined to abuse the program. See WIC and Nutrition Manual, Certification and Management Section. 

Services (Arranged and Paid) Include:

WIC services and screenings must be provided at no cost to the applicant/participant. 

WIC Farmers’ Market Nutrition Program (FMNP)

Laws, Regs, Guidelines

FMNP is authorized by the Food Stamp Act of 1977, as amended. The Code of Federal Regulations 7 CFR Part 248 govern the operation of the program.

Target Population
Pregnant, breastfeeding and postpartum women, infants (over 9 months of age) and children up to the age of five (5) who are WIC participants are the eligible participants. 

Funding:  Due to limited federal funding, not all agencies have this program. The program is funded by a federal FMNP grant. Funds for the FMNP benefits are allocated based upon an equitable method. FMNP benefits can only be issued to participants up to the allocated funding. 

Reporting Requirements: 

· Reporting of client information is collected through the PSRS and the web based CMS.
· Copies of Farmers’ Agreements must be maintained. All agreements must be approved by the Nutrition Services Branch.

· Management evaluations and site visits are conducted by the Nutrition Services Branch staff to review program operations as required by USDA and FMNP regulations. The WIC Coordinator is informed of any identified deficiencies and/or inappropriate procedures/policies. Corrective action is to be implemented by a specified time frame to be in compliance or a monetary penalty may be assessed.

Billing and Coding Procedures:

· Only benefit issuance is coded on the patient encounter form (PEF). 

Other Special Requirements:
· Adhere to all policies and procedures relating to the FMNP Program as outlined in the WIC and Nutrition Manual.. 

FMNP Services Description And Key Roles And Responsibilities Of The Health Department

FMNP provides participants in the WIC Program with food instruments to purchase fresh fruits and vegetables at local farmers’ markets. Through this program, WIC participants receive the nutritional benefits of fresh fruits and vegetables in addition to the regular WIC food package. See WIC and Nutrition Manual for additional information concerning the WIC Farmer’s Market Nutrition Program.

The participant is provided $20.00 worth of FMNP benefits for the time period June through October, a list of approved fruits and vegetables that can be purchased and the location of the farmers’ markets that are authorized to redeem the food benefits. 

Minimum Patient Responsibility: 

The WIC participant has certain rights but also responsibilities to utilize the program in a proper manner. 

· Each participant must be informed of how to use the FMNP benefits through the participant brochure. 

Services (Arranged and Paid) Include:

FMNP services must be provided at no cost to the applicant/participant. 

Breastfeeding Peer Counselor Program

The Breastfeeding Peer Counselor Program is designed to provide mother to mother breastfeeding support and basic breastfeeding education to WIC Program mothers who are pregnant or breastfeeding. The goals of the Breastfeeding Peer Counselor Program are to meet the Healthy People 2020 Objectives which are to increase initiation to 81.9%:, increase the 6 month duration rate to 60.5%, increase the 1 year duration rate to 34%, increase breastfeeding exclusivity rate at 3 months to 44.3%and 23.7% exclusive breastfeeding at 6 months.  

Target Population: WIC Program participants who are pregnant or breastfeeding.

Funding:  The Program is funded by a federal breastfeeding peer grant. Funds are allocated based upon an equitable method to cover expected services and administrative costs to the extent possible based upon the federal funding. Funds are distributed in a reimbursement method based upon submitted monthly expense reports for allowable Program costs. The expenses for this program are limited to those specifically related to Breastfeeding Peer Counseling. Due to limited federal funding, not all agencies have this Program.

Special Requirements:
· Staff/Provider Requirements: 
· Peer Counselors must have breastfed at least one baby for six (6) months or longer and were previously or currently a WIC participant. 

· Peer Counselors must be a contemporary/cohort/equal to the woman to whom she will be providing information and support. This may include having the ability to speak another language such as Spanish. 

· See the additional qualifications for a Breastfeeding Peer Counselor in the Breastfeeding Peer Counseling section of the WIC and Nutrition Manual, Breastfeeding Peer Counselor Agencies.

· Peer Counselors are to be contracted with the agency using the standard Peer Counselor contract, Only agencies have been grandfathered in, prior to June 30, 2011, may have the Peer Counselor as a part-time employee.

· The agency must have a Lactation Specialist who is a health professional (RD, RN or LPN) with certification as an International Board Certified Lactation Counselor (IBCLC), a Certified Lactation Counselor (CLC), or Certified Lactation Specialist (CLS). This person may be an employee of the agency or under contract to receive referrals from the Peer Counselor of mothers who have breastfeeding issues that are outside the peer’s scope of practice.

· The agency must have a Breastfeeding Peer Counselor Supervisor that is an employee of the agency. 

· See the duties of the Breastfeeding Peer Counselor Supervisor, Lactation Specialist and Breastfeeding Peer Counselor which follow in this section.

· Training: 

· Prior to being placed under contract or working with pregnant or breastfeeding mothers, Peer Counselors must complete 12 modules of Loving Support Through Peer Counseling. The training is provided by the State Agency. 

· Prior to initiating the Program in the local agency the Breastfeeding Peer Counselor Supervisor must have received training from the State Agency.
· Each year the Peer Counselor must complete 4 hours of continuing education.

· The Peer Counselor Supervisor and the Peer Counselor must attend the Breastfeeding Peer Counselor Program meetings which are held by the State Agency. 
· The Lactation Specialist must demonstrate proof of award of certification and maintenance of applicable necessary continuing education as an IBCLC, CLC or CLS.
· Reporting Requirements:
· Documentation and reporting of all client encounters must be completed based upon policies and procedures in the Breastfeeding Peer Counselor Section of the WIC and Nutrition Manual.  

· See WIC and Nutrition Manual for additional information concerning the Breastfeeding Peer Counselor Program. 
 DUTIES OF THE WIC COORDINATOR

It is recommended that the WIC Coordinator be a nutritionist or nurse. The Coordinator should have previous experience providing WIC services. The WIC Coordinator shall not be a contracted employee. 

RESPONSIBILITIES:

1. Ensures WIC Program operates according to federal and state regulations, procedures and policies as outlined in the WIC and Nutrition Manual. Ensures any local policies and procedures are in compliance with state policies and procedures. 

2. Ensures all appropriate staff are informed and trained regarding WIC policies, procedures and systems.  

3. In conjunction with agency administrator, ensures adequate and appropriate staffing to provide WIC services for applicants and participants.

4. Responsible for caseload management. Ensures that appointments are made in a timely manner and that processing standards are met.

5. In conjunction with the agency administrator and/or authorized representative, develops and monitors the WIC budget, monitors expenditures and appropriateness of coding of time, function, and travel.

6. In conjunction with Nutrition Education Coordinator, develops procedures to provide appropriate and required nutrition education to WIC participants. In conjunction with the Nutrition Education Coordinator and agency administrator or authorized representative ensures that at least twenty percent (20%) of nutrition services administration \ funds are appropriately expended during each fiscal year for nutrition education activities.

7. In conjunction with Breastfeeding Promotion Coordinator, develops procedures to provide appropriate and required breastfeeding education and promotion to WIC participants and public and private partners. 

8. Ensures that voter registration services are provided and documented as outlined by state policies and procedures.

9. Ensures Vendor Management policies and procedures are adhered to.

10. Ensures that agency’s sites have an adequate supply of current forms, eWIC cards and handwritten food instruments for program operations. Responsible for compliance with all security requirements for eWIC cards, manual food instruments, stamp, formula and breastpump accountability, storage, and inventory at each agency site.

11. Reviews management and monitoring reports and ensures appropriate action is taken when necessary. Shares management and monitoring findings with agency staff as appropriate or necessary. Ensures correction of identified deficiencies in a timely manner.

12. Ensures all appropriate staff are informed of local referral information/sources available to serve the WIC clients according to Federal and State policies and procedures.

13. Ensures outreach is conducted at least annually in each local site’s community as outlined in the Administrative Reference and the WIC and Nutrition Manual. Ensures outreach file documentation contains up-to-date information.

14. Develops procedures for and/or conducts reviews of agency’s sites for quality assurance and compliance.

15. In conjunction with the Breastfeeding Peer Counselor Supervisor, manages and supervises the Breastfeeding Peer Counselor Program (if applicable).

16. Ensures all appropriate staff is informed of WIC Farmer’s Market Nutrition Program (FMNP) policies and procedures and that they are adhered to (if applicable). Ensures any local policies and procedures are in compliance with state policies and procedures.

DUTIES OF WIC NUTRITION EDUCATION COORDINATOR

The Nutrition Education Coordinator shall be a nutritionist or a nurse. This person should have experience providing WIC services. The Nutrition Education Coordinator shall not be a contracted employee. 
RESPONSIBILITIES:

1. In conjunction with the WIC Coordinator, ensures that Program requirements pertaining to the nutrition education component are fulfilled, e.g. provision of nutrition education contacts at required frequencies and required content is provided to participants.

2. Develops and evaluates the annual nutrition education plan. Shares the plan and evaluation with appropriate staff.

3. In conjunction with the WIC Coordinator and the administrator or authorized representative ensures that at least twenty percent (20%) of nutrition services administration funds are appropriately expended during each fiscal year for nutrition education activities.

4. Reviews and analyzes health status related materials transmitted to the agency by the State Agency. This includes nutrition surveillance materials and other related source documents. Shares the materials with appropriate staff.
5. Provides in-service training on nutrition related topics to appropriate staff with the agency.

6. Receives four (4) hours of continuing education on nutrition and/or nutrition counseling on an annual basis.

7. Coordinates procedures and issuance of all other formulas besides contract brand standard formula in accordance with procedures developed by the State WIC Office. Ensures any local policies and procedures regarding issuance of formulas are in compliance with State policies and procedures. 

8. Disseminates nutrition education materials to appropriate staff.

DUTIES OF WIC BREASTFEEDING PROMOTION COORDINATOR

The Breastfeeding Promotion Coordinator shall be a nutritionist or nurse (RN or LPN) or International Board Certified Lactation Consultant (IBCLC). This person should have experience providing WIC services and providing breastfeeding promotion.
RESPONSIBILITIES:

1. Provides and/or coordinates breastfeeding training for local agency staff. Training should address technical and promotional aspects of breastfeeding.

2. Develops and implements clinical standards to ensure adequate breastfeeding promotion and support.

3. Disseminates breastfeeding promotion and education materials to appropriate staff and other public or private entities

4. Evaluates effectiveness of agency’s breastfeeding promotion efforts on an annual basis. Develops and implements a plan to increase the incidence and duration of breastfeeding based on annual evaluation.

5. Ensures breast pump issuance, inventory and education is provided to WIC participants in accordance with State policies and procedures. 

6. Receives four (4) hours of continuing education on Breastfeeding management and promotion on an annual basis. 

7. In conjunction with the WIC Coordinator, and/or Breastfeeding Peer Counselor Supervisor assist in management and supervision of the Breastfeeding Peer Counselor Program (if applicable).

DUTIES OF WIC BREASTFEEDING PEER COUNSELOR 

LACTATION SPECIALIST

The Lactation Specialist is a Registered Dietitian (RD) or Nurse (RN or LPN) with certification as an International Board Certified Lactation Consultant (IBCLC), Certified Lactation Counselor (CLC), or Certified Lactation Specialist (CLS) that will provide lactation management and support services for participants of the Breastfeeding Peer Counselor Program when the client is experiencing issues which are outside the scope of practice for the paraprofessional Breastfeeding Peer Counselor.

The Lactation Specialist will:

1. Obtain State Agency provided Lactation Specialist training for the Peer Counseling Program.
2. Receive referrals from Breastfeeding Peer Counselors for clients who are experiencing complex maternal and infant breastfeeding problems beyond their scope of practice.

3. Provide timely follow-up services by telephone, home visit, WIC clinic visits, and/or hospital visits. The follow-up may occur outside of the normal hours of clinic operations. 

4. Assess breastfeeding situation and provide counseling to mothers.

5. Maintain and protect the confidentiality of each client.

6. Document services in the medical record in accordance with the guidelines in the Medical Records Management section of the AR and the Breastfeeding Peer Counselor protocols, as appropriate.

7. Codes clinical or community services on the appropriate reporting or billing form in order for the local agency to receive reimbursement for services, as appropriate.

8. Coordinate continued follow-up of the client with the Peer Counselor.

9. Assist the Breastfeeding Peer Counselor Supervisor in providing initial and ongoing breastfeeding training for Peer Counselors.

10. Mentors or assists in mentoring, Peer Counselors through shadowing opportunities and ongoing guidance.

11. In conjunction with the Breastfeeding Peer Counselor Supervisor, provides breastfeeding trainings for local agency staff, and in-service education for hospital staff and local health care professionals.

12. Teach breastfeeding classes and support groups for pregnant and breastfeeding women (optional).

13. Assist in conducting outreach with community organizations to promote WIC breastfeeding and peer counseling services (optional).

14. Records and collects data required by State or Local agency.

15. Maintains credentials and breastfeeding knowledge and skills through continuing education as required by credentialing organization (minimum of 4 hours of continuing education in breastfeeding management or promotion each year).

DUTIES OF WIC BREASTFEEDING PEER COUNSELOR SUPERVISOR

The Breastfeeding Peer Counselor Supervisor shall be a nutritionist or nurse (RN or LPN) or International Board Certified Lactation Consultant (IBCLC). This person must have experience in providing WIC services in the clinic or lactation support services. The supervisor cannot be contracted. 

RESPONSIBILITIES:

1. Obtain State training on Loving Support Through Peer Counseling Supervisor Curriculum.

2. Recruit, interview, train and supervise Peer Counselors according to WIC Program policies and procedures. 

3. Provide and/or ensure that all Breastfeeding Peer Counselors are trained in lactation management using Loving Support Through Peer Counseling curriculum and provide ongoing training as needed.  

4. In conjunction with agency administrator, ensures adequate and appropriate staffing of Peer Counselors to serve the local WIC caseload of pregnant and breastfeeding women.

5. In conjunction with the WIC Coordinator/Breastfeeding Coordinator and agency administrator or authorized representative, ensures that the agency’s allotment of funds for Breastfeeding Peer Counseling is appropriately expended in fiscal year. 

6. Manages and coordinates Breastfeeding Peer Counselor staff and services with agency WIC Program staff and services to assure program quality assurance and compliance.

7. Provides supervision and management of Breastfeeding Peer Counselors by monitoring counseling and documentation of services provided.  Shares management and monitoring findings with staff as appropriate or necessary.   Ensures correction of identified deficiencies in a timely manner.

8. Maintain communication with the State Breastfeeding Peer Counselor Coordinator to assure continuous quality improvement for the Breastfeeding Peer Counselor Program.

9. Attends WIC Program Breastfeeding Peer Counselor meetings and Breastfeeding Peer Counselor Supervisor meetings.

10. Receives 4 hours of continuing education on Breastfeeding Management and Promotion each year.

WIC BREASTFEEDING PEER COUNSELOR 

The Breastfeeding Peer Counselor will be a contemporary/cohort/equal to the woman to whom she will be providing information and support. This may include having the ability to speak another language such as Spanish, have successfully breastfed an infant for 6 months or longer; be an advocate for breastfeeding; have basic computer skills in the use of email and common Word documents; have the ability to communicate effectively with peers, supervisors and other health department staff; have been or currently is a WIC participant; have reliable transportation; and be readily accessible by phone.

A Peer Counselor scope of practice is to provide basic breastfeeding information, encouragement and support to WIC participants.

A Peer Counselor must refer/yield identified breastfeeding problems or other health issues outside the Peer Counselor scope of practice. See Guidelines for Referring/Yielding. Other referrals shall be provided as specified in the Breastfeeding Peer Counselor protocols.

RESPONSIBILITIES:

1. Complete 12 modules of Loving Support through Peer Counseling: A Journey Together training provided by the state agency, prior to providing counseling through the Peer Program. The Peer Counselor Supervisor will document and maintain on file the successful completion of the modules.

2. Demonstrate the ability to work with pregnant and breastfeeding women as observed by the Peer Counselor Supervisor.
3. Communicate effectively with Breastfeeding Peer Counselor Supervisor, local health department staff, clients, and other peer counselors, as appropriate.

4. Receive an assigned caseload of pregnant and breastfeeding WIC mothers.  

5. Contact the mothers per the Breastfeeding Peer Counselor Protocol for Contacting WIC Mothers in the WIC and Nutrition Manual.
6. Provide counseling by telephone, home visit, clinic visit and/or hospital visit per the Breastfeeding Peer Counselor protocols and individual client’s needs. 

7. Provide basic breastfeeding information and support such as; the benefits of breastfeeding, overcoming common barriers, establishing breastfeeding, etc. Assists clients in preventing and handling common breastfeeding problems and concerns. 

8. Maintain and protect client confidentiality.  

9. Document all contacts made with clients via the policies and procedure in the Breastfeeding Peer Counselor Section of the WIC and Nutrition Manual. 

10. Operate within the Scope of Practice for a Breastfeeding Peer Counselor. See Scope of Practice for WIC Breastfeeding Peer Counselor in the Breastfeeding Peer Counselor Section of the WIC and Nutrition Manual. 

11. Refer identified breastfeeding problems or other health issues to an appropriate Lactation Specialist (health professional with Certification as an IBCLC, CLC, or CLS Registered Dietitian or Physician)   See the Guidelines for Referring/Yielding in the Breastfeeding Peer Counselor Section of the WIC and Nutrition Manual.  Other referrals may be provided per Breastfeeding Peer Counselor protocols. 

12. Terminate clients from the Breastfeeding Peer Counselor Program after 3 documented unsuccessful attempts to contact, once the client is no longer breastfeeding or the client wishes not to participate in the program.  The Contact History or Prenatal/Breastfeeding Contact Logs must be printed and placed in the participant’s medical record.
13. Attend and assist with prenatal classes and breastfeeding support groups, as appropriate. 

14. Assist WIC staff in promoting breastfeeding peer counseling through special projects and duties, as assigned.
15. Attend peer counselor meetings as directed by State Peer Counselor Coordinator. Attends other breastfeeding conferences/workshops, as appropriate. 

NOTE: The above information regarding a Breastfeeding Peer Counselor is reflected in the standard contract for Peer Counselors. 

DUTIES OF WIC REGIONAL BREASTFEEDING COORDINATOR

The person designated in this position must be approved by the State WIC Agency. 
A Regional Breastfeeding Coordinator is a Registered Dietitian (RD) or Nurse (RN or LPN) with certification as a Certified Lactation Counselor (CLC), Certified Lactation Specialist (CLS) or an International Board Certified Lactation Consultant (IBCLC).  The Regional Breastfeeding Coordinator will provide breastfeeding education, promotion and support in their local agency as well as other designated agencies and public and private community partners in their region.  The region will be designated by the State WIC Agency.

RESPONSIBILITIES:

1. Develop programs, activities, and outreach that promote breastfeeding in the specified region. Work with the Breastfeeding Coordinators at the local agencies, in the specified region, in the development of a Breastfeeding Promotion Plan.

2. Provide support, promotion, and education to public and private community partners such as other local agencies, hospitals, physicians and community groups in the specified region.

3. Develop and support breastfeeding coalitions and mother to mother support groups in the specified region.

4. Serve as a committee chair and lead committee towards meeting the strategies in “The Strategic Plan for Improving Breastfeeding Rates in Kentucky.”

5. Attend Regional Breastfeeding Coordinator meetings, as designated by the State Office.

6. In conjunction with the Local Agency Administrator, or authorized representative, ensure the agency’s allotment of funds for 833 is appropriately expended in fiscal year.

7. Maintain communication with State Breastfeeding Promotion Coordinator to assure continuous quality improvement in breastfeeding promotion and support in the specified region.

8. Develop and evaluate an annual plan based upon the assessment of need of the public and private partners in the specified region and “The Strategic Plan for Increasing Breastfeeding Rates in Kentucky.”

9. Assist Breastfeeding Promotion Coordinators in specified region with breastfeeding training and promotion.

833 Cost Center-Breastfeeding (WIC)

Only expenditures for designated Regional Breastfeeding Coordinators approved by the State WIC office, in specified agencies can be charged to this cost center.  The expenditures will be for breastfeeding promotion activities to increase breastfeeding initiation and duration rates.  This includes working with other local health departments and public and private community partners.  Expenditures for direct one-on-one services cannot be coded to this cost center.
WIC PROGRAM APPLICANT/PARTICIPANT FAIR/VENDOR/AGENCIES HEARING PROCEDURES

The following are policies that pertain to WIC applicants and participants only:
1. A WIC applicant/participant shall be provided with a copy of the Fair Hearing Procedures when:

· Found ineligible;

· Disqualified or suspended during a certification period; and

· An action has resulted in a claim for repayment of improperly issued benefits.

2. Requests for fair hearings shall be honored unless:

· The request for a hearing is not received by the state WIC Agency within sixty (60) days from the date of notice; or

· The request is due to the tailoring of the WIC food package, which results in a reduction of supplemental foods.

The fair hearing will be in accordance with Administrative Regulation 902 KAR 18:040 and KRS Chapter 13B.  The fair hearing will be conducted by a Cabinet Hearing Officer.  
Additionally, refer to the WIC Program Fair Hearing Procedures Poster and Fair Hearing Procedures Info Sheet in the WIC and Nutrition Manual. 
The following policies pertain to WIC Vendors:
1. A WIC Vendor shall be informed in writing of the right to a hearing and the method by which a hearing may be requested for the following adverse actions:

a.
Denial of application to participate in the program;

b.
Disqualification; or

c.
Other adverse action which affects participation during the agreement performance period.

2. Refer to 902 KAR 18:081 for the actions that are not subject to appeal.


3.
The vendor’s fair hearing will be in accordance with Administrative Regulation 902 KAR 18:081 and KRS Chapter 13B.

The following policies pertain to WIC local agencies:

An appeal shall be granted if a local agency:

· Is denied application;

· Has participation in the program terminated; or

· Has any other adverse action affecting participation.

The appeal shall be to the Cabinet and shall be in accordance with the requirements of KRS Chapter 13B, Administrative Regulation 902 KAR 18:081 and the relevant federal and/or state regulations or laws.

Appealing the termination or suspension does not relieve the local agency from continued compliance with program requirements.  Any adverse action will be postponed until a decision is reached in the hearing.  A local agency cannot appeal the expiration of their services at the end of the service period.
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Kentucky Hepatitis C Virus (HCV) Local Health 


Department Screening and Testing Billing Codes 


Hepatitis C Billing Codes 


Office visit for evaluation or management of: 


New Patient:  99201-99205 


Est. Patient: 99211-99215 


I 


99211: HCV Risk Assessment Form 


I 


36415: Collection of venous blood by venipuncture 


86803: Hepatitis C Antibody 


87522: HCV RNA Quantification* 


I 


99241-99275: Office consultation, initial or follow up, 


and confirmatory 


* If HCV antibody testing is positive, DLS will reflex to HCV RNA Quantitative testing for confirmation.
No additional specimen collection is needed
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