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FAMILY PLANNING 

I. Background
The Kentucky Cabinet for Health and Family Services, Department for Public Health (DPH), Family Planning Program (FPP) is the grantee for federal Title X funds. The Title X Family Planning program ["Population Research and Voluntary Family Planning Programs" (Public Law 91-572)], was enacted in 1970 as Title X of the Public Health Service Act. Title X is the only federal grant program dedicated solely to providing individuals with comprehensive family planning and related preventive health services. The Title X program is designed to provide access to contraceptive services, supplies and information to all who want and need them. 

II. Definition
The FPP is intended to assist individuals in determining the number and spacing of their children. This promotes positive birth outcomes and healthy families. The education, counseling, and medical services available in Title X funded clinic settings assist in achieving these goals.  Through local health departments (LHDs), the FPP is the largest provider of family planning services to women, men, and teens throughout the state to provide access to publicly funded contraception.  In addition to contraceptive services and related counseling, Title X funded clinics provide a number preventive health services such as: patient education and counseling; breast and pelvic examinations; breast and cervical cancer screening; sexually transmitted disease (STD) and Human Immunodeficiency Virus (HIV) prevention education, counseling, testing and referral; preconception care; and pregnancy diagnosis and counseling. 

III. Eligibility
Women, men, and teens are eligible for Title X funded family planning services.  By law, the priority population to be served is low-income individuals.

IV. Expectations
Title X funded clinics must assure compliance with all federal and state regulations. 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. 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.  Kentucky regulation regarding family planning services is 902 KAR 4:050, and relates to KRS 211.090 and KRS 211.180.  Sterilizations provided with federal funds shall meet all requirements as identified in Chapter 1, Public Health Services 43FR52165 Subpart B, 50.209.  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. 
 

Additionally, LHD must assure compliance with the Title X guidelines related to family planning services, which includes administrative, financial, clinical, and community outreach requirements.  Title X administrative requirements include but are not limited to: assuring a competently trained health care staff to provide services; adherence to state mandatory reporting for abuse, neglect, violence and human trafficking; minors are counseled to encourage family participation in the decision of the minor seeking family planning services and how to resist coercive attempts to engage in sexual activities; assure access to a broad range of acceptable and effective family planning methods and related preventive health services that include natural family planning methods, infertility services, and services for adolescents, emphasizing the important role Title X plays in teen pregnancy prevention; assure services does not include abortion as a method of family planning.

Title X financial requirements include but not limited to: ensure that inability to pay is not a barrier to services; charges for services must be based on a cost analysis; bills showing total charges shall be given directly to the patient even if the amount is zero; ensure that patients at or below 100% of poverty are not charged for services; all obligated third party payers shall be billed total charges; ensure that discounts for minors obtaining confidential services are based on the income of the minor; maintain reasonable efforts to collect charges without jeopardizing patient confidentiality; assure patients between 101% and 250% FPL are billed utilizing a sliding fee scale. 
 
Title X clinical requirements include but are not limited to: provide preventive health care services in accordance with nationally recognized standards of care; assure informed consent for pregnancy prevention; testicular, breast and cervical cancer screening and prevention services; STD prevention, detection and prevention; HIV prevention education, testing, and referral; pregnancy testing and options counseling; emphasizing the importance of counseling family planning clients on establishing a reproductive life plan; and providing preconception counseling as a part of family planning services.

Title X community outreach requirements include but are not limited to:  addressing the comprehensive family planning and other health needs of individuals, families, and communities through outreach to hard-to-reach and/or vulnerable populations, and partnering with other community-based health and social service providers that provide needed services for low income persons.  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.  

V. Allowable Expenditures
Clinical examinations (including education and counseling) for initial, annual, contraceptive supply, follow up, pregnancy test and emergency contraception family planning visits; contraceptive supplies; testicular, breast and cervical cancer screening and prevention services; STD prevention, detection, and treatment; HIV prevention education, testing, and referral; pregnancy testing and options counseling; emphasizing the importance of counseling family planning clients on establishing a reproductive life plan; and providing preconception counseling as a part of family planning services.

VI. DPH Responsibility
DPH responsibilities include: completion of a statewide needs assessment of reproductive health issues and outcomes; collection of family planning user data to complete the mandated Family Planning Annual Report (FPAR); Administrative Reference and Public Health Practice reviews with appropriate revisions based on federal site visit findings, assurance of national standards or care, and identified improvements to family planning services; monitor the fiscal management of Title X funds; provide LHD training related to Title X and state financial requirements; provide technical assistance to LHD support staff, nursing staff, nurse leaders, and directors; monitor LHD budgets; allocate Title X awarded funds; distribute relevant federal and state information related to family planning services, including training opportunities, to all Title X funded clinic sites;  and write and submit the annual Title X grant application to assure continued funding.

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  


KENTUCKY WOMEN’S CANCER SCREENING

I. Background
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 Breast and Cervical Early Detection Program (NBCCEDP) as well as state and local funds.

II. Definition 
KWCSP services include clinical breast exams, pap tests, bimanual examinations, mammograms, follow-up diagnostic services, case management and treatment referrals for eligible clients.  All other components are related to and support the delivery of screening and diagnostic services to women most in need. 

III. Eligibility
The program’s eligibility requirements are women 21 to 64 years of age, no Medicaid, Medicare, no private health insurance or third party payor and household income should be at or below 250% Federal Annual Poverty Guidelines.

IV. Expectations                                                                                                                                          
Provider Recruitment:  LHDs may recruit providers for services – all providers may be considered to participate; Providers must follow KWCSP guidelines.

Clinical Services Training for Providers:  LHDs will train providers on CDC and KWCSP requirements; LHDs and providers will establish procedures to ensure LHDs receive data and information to ensure continuity of care.

LHDs will train provider’s support staff on program eligibility and program components and consider staff attrition for ongoing training needs and updates.

Patient Education: LHDs will train providers on program requirements for patient education. 

Data Collection:  LHDs will train providers and staff on proper completion of the ACH-58 or other KWCSP approved form that captures the required data elements; LHDs will be notified of KWCSP eligible patient’s office visit within 14 days LHDs and providers will establish procedures to ensure data is collected in a timely and accurate manner.

Billing:  LHDs will train providers and staff in CPT allowable procedures; Providers will submit invoices to LHDs for reimbursement; Providers will be educated regarding procedures or services that are provided outside the KWCSP guidelines will not be reimbursed with KWCSP funds. 

LHDs without community providers or providers unwilling to participate must provide the services.

Patient Follow-Up:  LHDs will follow all KWCSP patients screened by local providers with federal funds; LHDs will case manage all KWCSP patients with abnormal CBEs, paps and mammogram results; LHDs will maintain a mammogram and pap log; LHDs will ensure diagnostic services are provided to the KWCSP patient.

Treatment Services:  LHD staff will refer all eligible KWCSP patients to the Breast and Cervical Cancer Treat Program (BCCTP).  

Quality Assurance:  LHDs will establish a quality assurance program to ensure the highest quality of services continues to be provided through the assurance provider to the KWCSP eligible population.  

Evaluation:  The KWCSP will evaluate the effectiveness and efficiency of the KWCSP LHD screening assurance program.

V. Allowable Expenditures
Allowable expenditure information is disseminated to providers annually.  The list of approved list of CPT codes is approved by the CDC each budget period.  Reimbursement for KWCSP services to LHDs cannot exceed current Medicare B rates. 

VI. DPH Responsibility
DPH is responsible for providing technical assistance, monitoring and oversight of the KWCSP administrative, financial and clinical services provided throughout the state network of providers.  DPH is also responsible for the application of CDC National Breast and Cervical Cancer Early Detection Program grant funds each year.   

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

[bookmark: MCH]Division of Maternal and Child Health 
PRENATAL 
I. Background 
Kentucky’s efforts to reduce infant mortality and improve birth outcomes were enacted by the legislature decades ago, beginning with a system of regionalized perinatal care funded in 1978.   The Prenatal program was enacted in the early 80’s with the intent that no pregnant woman in Kentucky would go without prenatal care. 

II. Definition
Prenatal care is a core public health service, authorized by KRS 211:180, that serves as the primary strategy for reducing infant mortality and improving birth outcomes. Recent science has confirmed the link between prenatal experience of the fetus and increased risk for adult disease (heart disease, diabetes, obesity, and others).  There is no more effective prevention than getting an individual off to a healthy start in life, beginning with good prenatal care.  
III. Eligibility
Core Public Health Block Grant  Prenatal funding for Personal Health Services should be used for pregnant women who have income at or below 185% of the Federal Poverty Level (FPL) and have no other payor source (i.e., are not Medicaid eligible).  This eligibility was defined in the legislation.  These eligible patients will be assigned to Payor Code 7 as Project Eligible.
IV. Expectations
1.   Presumptive Eligibility (PE) enrollment:   All local health departments must assist pregnant women in enrolling for PE per the current guidance in the Administrative Reference.  This includes assisting them in going to the Department for Community Based Services (DCBS) to enroll in Medicaid prior to the end of the PE period, getting them signed up for emergency Medicaid to cover the delivery, and getting the baby enrolled in Medicaid after birth.  
2.  Referral to support services:  All local health departments must assure pregnant women are enrolled in WIC if eligible, screened and referred to HANDS if eligible, provided folic acid supplementation, and are aware of other services such as breastfeeding support, medical nutrition therapy, and smoking cessation.  
3.  Prenatal Care:  All local health departments must assure that pregnant women are enrolled with and seen by a 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).
For those pregnant women who are eligible for the Public Health Prenatal Program, their prenatal care may be provided in-house, externally with a contracted provider, or externally without a contract as long as care is provided and no pregnant woman is left without access to prenatal care.
Regardless of which provider is delivering the care, the provider is recommended to follow the most current guidelines of the American Congress of Obstetricians and Gynecologists (ACOG) http://www.acog.org/.  These guidelines detail the number and type of visits, labs, and procedures that should be done.  Contracted providers should also commit to billing the LHD for only medically necessary procedures. 
V. Allowable Expenditures 
· Core Public Health Block Grant funding should be used to cover basic prenatal care services for pregnant women with incomes at or below 185% FPL who have no other payor source. 
· Core Public Health Block Grant funding should include coverage for, at a minimum, those prenatal services in the Prenatal Services database and Administrative Reference.  However, additional services for eligible pregnant women can be covered at the discretion of the LHD according to local need.  
· The Prenatal Service database, available from the program, will include the current Medicaid physician rate for those CPT codes, but the LHD may negotiate for lower rates with providers according to local circumstances.  LHDs may, alternatively, negotiate a set amount to pay a contracted provider not tied to a specific fee-for-service reimbursement. However, in those cases, we recommend that the LHD receive documentation from the provider of which program-eligible patients were seen by the provider and what services were provided so that the LHD can monitor utilization. The LHD must keep a log of patients served through the contract (name, DOB, EDC, patient identifier) to report to DPH on a quarterly basis.
· Pregnant women served from the Core Public Health Block Grant funding must not be charged a co-pay or sliding scale, nor balance-billed, nor turned over to collections.  Contracted providers must agree to not let cost be a barrier to care for these patients. 
· The Public Health Prenatal Program has never provided 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
· LHDs may serve additional prenatal patients (e.g., patients on Medicaid, patients with incomes above 185%FPL) but their personal health service encounters should not be charged to the Core Public Health Block Grant

REQUIREMENTS FOR CONTRACTING:
Plans for assurance of services via contracts with a neighboring local health department or other community partner should consult with the appropriate DPH Division and outline such plans in the LHD Assurance Plan (Due FY14).   

VI. DPH Responsibility
· DPH will continue to provide technical assistance
· Align to ACOG standards at least annually the prenatal service database and prenatal protocols for LHDs
· Provide/arrange for trainings for nurses from local health departments working in the prenatal setting
· Assist with coding and billing provided through the Local Health Operations branch of Administration and Financial Management (AFM)


Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

HANDS  
I. Background 
The HANDS program was developed in 1998 as an initiative to reduce child abuse.  It is modeled on Healthy Families America and the Hawaii Healthy Start programs.  It transformed the existing KY Resource Mothers program into a broader home visiting program for first time parents, and is staffed by both paraprofessionals and professionals.  HANDS was put into statute and regulation in 2000, and is also part of the Medicaid State Plan.
II. Definition
HANDS is a maternal and infant home visitation program to teach and support first time parents with developing family strengths, improving family functioning, and improving parenting skills.  HANDS is a fee-for-service program funded through the completion of successful home visits as defined in the Administrative Reference.
III. Eligibility
Unless in a piloted grant project area, HANDS serves only first time parents (mother or father). Eligibility is not based on income, but on risk. Overburdened families are identified through a screening tool and those who screen positive go on for a full assessment of the family’s needs and strengths.  Participation is voluntary.
IV. Expectations
1.  Screening and Referral:  All health departments must accept calls for HANDS referrals from community partners, and identify potentially eligible families served at the local health department in other programs (e.g., WIC, family planning, prenatal).  Families who are likely to be eligible should be referred for HANDS screening, assessment and offering services.  

2.  HANDS Services:  HANDS home visiting services must be offered in every Kentucky county.   In practice, where caseloads are small, it may be more cost-effective for a LHD to contract with a neighboring county to provide the actual HANDS services to families.   Any county interested in contracting with another health department to provide HANDS services in their county should contact the HANDS program administrator to discuss the details. Specific deliverables are required in those contracts to assure fidelity to the model.  Funding for these HANDS services will continue as allocations from the Master Tobacco Settlement, with a Medicaid allocation and non-Medicaid allocation, which are drawn down as fee-for-service as the services are provided.   HANDS services are assigned to Cost Center 853.

V. Allowable Expenditures 
In addition to the Core Public Health Block Grant funding, HANDS services will continue to be covered by the Master Tobacco Settlement and Medicaid funding and are fee-for-service charges to Cost Center 853 according to the assigned Medicaid and Non-Medicaid allocations.

REQUIREMENTS FOR CONTRACTING:
Plans for assurance of services via contracts with a neighboring local health department or other community partner should consult with the appropriate DPH Division and outline such plans in the LHD Assurance Plan (Due FY14).   
  
VI. DPH Responsibility
DPH will continue to provide program management, federal grants and reporting, relationships with home visiting models, coordination with other state agencies/programs, required and optional trainings/staff development offerings, determining allocations, and consultation for financial issues.
Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

WOMEN, INFANTS, AND CHILDREN SUPPLEMENTAL NUTRITION (WIC) 
The WIC program will continue as currently described in the Administrative Reference and Core Clinical Service Guide.  The WIC program is a core service that is paid from federal funding.  LHDs receive this funding according to the number of patients served at that health department (regardless of the patient’s county of residence).
Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

WELL CHILD  
I. Background 
The Public Health Well Child Program was formalized more than 3 decades ago through legislation and a budget allocation.  The program was designed to increase access, so that Kentucky children could receive Well-Child/Early Periodic Screening of EPSDT exams by nurses at LHDs.  A training program was also established for public health nurses performing these exams.  
II. Definition
Core services for children are required of public health in KRS 211.180.  These preventive services include comprehensive health, history, screening, and assessment of the physical, developmental, mental, and social well-being of the child.  Core well child services required of local health departments are directed towards assuring that no child in Kentucky is denied basic preventive care.
III. Eligibility
Core Public Health Block Grant  funding should be used to cover direct, personal and preventive health services for those pediatric patients, age 0-21, and whose family income is at or below 185% of FPL with no other source of coverage.  Eligible children will be assigned to Payor Code 7 as Project Eligible.

IV. 
Expectations
1. Children who present to a local health department should be linked to a medical home with a primary care provider  
2. If a local primary care provider is not available and the child is due for a preventive health exam, that screening exam can be performed by LHD staff with DPH approved well child training and certification
3. Well child services are to be appropriate for age and health history.  Specifics of what is age-appropriate is detailed in the national standards of care Bright Futures, from the American Academy of Pediatrics (AAP) http://brightfutures.aap.org/.
4. A preventative “well child” exam must include, at a minimum (per 902 KAR 4:100):
a. Health and developmental history
b. Unclothed physical exam
c. Developmental assessment
d. Vision and hearing testing
e. Nutritional assessment
f. Laboratory testing
i. Blood lead levels required at 12 month and 24 month visits, or for older children up to age 6 who have not previously been screened
g. Anticipatory guidance and health education
i. Breastfeeding information
ii. Safe sleep
iii. Proper use of child safety seats
iv. Injury prevention according to age, including childhood lead poisoning prevention
v. Avoidance of second hand smoke
vi. Feeding and nutrition guidance (if not done in WIC)
h. Referral for acute, chronic, or handicapping conditions identified during the preventative health assessment
i. Nursing follow-up of referrals
5. Immunizations  are provided per the CDC periodicity schedule
6. Case Management for children with elevated lead levels (including a home visit) is a core public health function  

Most initial newborn metabolic screens are procured at the birthing centers and sent directly to the Division of Laboratory Services for testing. Local health departments procuring specimens will also forward the blood spot to the Division of Laboratory Services for screening, as indicated by an initial test result with a request for a repeat specimen; an initial specimen not procured following a home birth; or related to an adoption or transfusion.  The health department must assure that the child has a primary care provider who will see the child within 48 hrs, as the metabolic diseases may cause rapid deterioration that results in death within hours to days if not addressed.  

V. Allowable Expenditures 
Core Public Health Block Grant funding should be used to fund the following well child services for income-eligible children:  
(1) Preventive health services to income-eligible children.  These should be coded using the preventive medicine service codes [99381-5, 99391-5, 99401-12, 99420]
(2) Childhood lead poisoning home visits [99510]
(3) Childhood Immunizations provided as part of a preventive health service [v20.2]
(4) Repeat newborn metabolic screenings if not done at the local hospital

· A database of the pediatric preventive services that must be covered, at a minimum, for this population will be available through the Well-Child program.   
· Pediatric visits that are not preventive visits should be coded as Evaluation & Management codes and are not required in the core public health services.  
· Pediatric visits that are done in the school setting should be coded to the new School Health cost center. School health services are not part of the core public health services.
· Only Lab/Rad/Path related to preventive visits [v20.2] or childhood lead follow-up for income-eligible patients should be charged to the core funding. 

VI. DPH Responsibility
DPH will continue to provide technical assistance; to align Core Clinical Service Guide guidance and Pediatric preventive services database to AAP/Bright Futures standards at least annually; and to provide for pediatric assessment trainings for nurses from local health departments.  Assistance with coding and billing will be provided through the Local Health Operations branch of AFM.
Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

CHILD FATALITY REVIEW & INJURY PREVENTION
I. Background 
The Public Health Local Child Fatality Review (CFR) System was established in law in 1996 [KRS 211.686].  The purpose of the local teams is to assist the coroner in determining an accurate manner and cause of deaths.  Teams should recommend and promote prevention strategies in their communities based on what is learned in the death reviews.   Historically, the local coroner has been responsible for leading the local CFR teams.  According to the legislation, the LHD, Department for Community Based Services (DCBS), and law enforcement are required members of the local teams.  
There are currently 76 active CFR teams in Kentucky.  LHDs may host a local CFR team meeting if any member of the team requests that a child death be reviewed, even if the coroner does not call a team meeting.  The LHD representative is responsible for filing a report of team meetings with the State CFR Coordinator.  
Grief counseling for families who have lost an infant to Sudden Infant Death Syndrome (SIDS) was initiated through local health departments after the SIDS program was established in KRS 213.161. The demand for grief counseling has decreased due to the low number of childhood deaths. However, LHDs continue to send a condolence letter to families with a list of local grief counseling resources where they could get grief counseling and information of who to contact at the LHD if they want help getting counseling. This is consistent with assurance of this core service.
II. Definition
Child Fatality Review is a core public health surveillance function.  Injury is the number one cause of death in persons age 1 thru age 44, both in Kentucky and nationally.  Child Fatality Review process is established to learn from child deaths and develop local and state strategies to reduce “preventable” deaths in Kentucky communities in the future.

III. Eligibility
Child deaths that are required to be reviewed are coroner’s cases, as defined in KRS 72.405 and 72.025.  However, any child death can be reviewed by a local team.  All participants should represent a local agency and must sign a confidentiality form at least annually, which should be kept on file at the local health department.
IV. Expectations
1. Local Health Departments must identify a local CFR coordinator who shall:
a. Assist the local coroner with the logistics of a team meeting when needed.
b. Represent Public Health at the local CFR team meetings and provide a report of the meeting to the State CFR coordinator.
c. Maintain confidentiality forms for the local team and assure that each participating member has signed a form.  Any violations of confidentiality should be reported to the State CFR coordinator.
d. Report discussions from the local CFR team meetings to the State CFR coordinator on the forms designated by the State program.

2. The local CFR Coordinator, or their designee, shall provide information on grief counseling to local families who have had an infant die. This information, usually provided through a letter, must include condolences, and provide a list of local counseling resources.  
a.  If the family calls to request assistance, the local CFR coordinator shall link them to a local resource with training for grief counseling for infant/child deaths.
b. The local CFR coordinator or designee will submit the grief counseling report to the State CFR coordinator.

3. The local CFR Coordinator, or their designee, shall assure local resources are available to families for checking car seats for proper installation.  

V. Allowable Expenditures 
Expenses related to CFR team meetings, contacting families for grief counseling, or arranging for car seat safety checks can come from Core Public Health Block Grant funding as well as any other applicable funding source (grants).  
VI. DPH Responsibility
DPH will provide a State CFR and Injury Prevention program coordinator, who will provide technical assistance; arrange trainings for CFR local teams or grief counseling on request; provide local CFR coordinators with a copy of the protocols from the National Center for Child Death Review; disseminate information on prevention of child injury and deaths; collect and analyze available data for trends; create the annual CFR report, and coordinate the State CFR team. 

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

TOBACCO CONTROL 
I. Background 
According to the CDC, tobacco use is the single most preventable cause of mortality and morbidity for mothers, infants, and children in the US.  Kentucky’s smoking rates are some of the highest in the nation, and it impacts most all of the adverse health outcomes in communities. However, over the last decade, by consistently following evidence-based practices, much progress has been made in Kentucky through the consistent work of LHDs, advocates, and the DPH Tobacco Control program.  

II. Eligibility 
Tobacco Control is a population-based service; all people in the LHD’s jurisdiction are the target population for tobacco control efforts.

III. Expectations 
While the most effective interventions for tobacco control are policy and environmental change strategies, there are evidence-based practices recommended by the U.S. Preventive Services Task Force (USPSTF) that should be implemented in the personal health services provided by local health departments.

1.  All LHD’s should follow the evidence-based practice recommended by the US Preventive Services Task Force and implement the 5A’s or at least “ Ask, Advise, Refer” for all clinical personal health visits
2. All LHD’s should promote and provide education on how to access on Kentucky’s Tobacco Quit Line and other cessation services to tobacco users
3.  All LHD’s should provide information on dangers of second hand smoke during pediatric visits where there is smoking in the home

IV. Allowable Expenditures
Tobacco control services are funded from other sources and do not need to be paid from the Core Public Health Block Grant.  Tobacco counseling should be part of preventive health visits.  Specific tobacco counseling can be charged as a CPT-coded service (99401-99409).  Community-based tobacco-control education and policy efforts are funded through a combination of State, Federal, and other grant funds through cost center 836.
Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

MEDICAL NUTRITION THERAPY 
Medical Nutrition Therapy (MNT) will continue as currently described in the Administrative Reference and Core Clincal Service Guide.  In addition to the Core Public Health Block Grant funding, MNT can be paid from its federal funding stream (cost center 805).

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  


CORE PUBLIC HEALTH EDUCATION FOR MCH
I. Definitions 
Public health education is a core function and essential public health service #3.-- Inform, educate, and empower people about health issues.  All local health depts. are expected to be able to provide some level of health education, through a variety of modalities.
II. Expectations  
Related to Maternal and Child Health, LHDs are expected to provide some level of education, even if it is just a fact sheet or reference sheet, on the following topics:
1.  Healthy pregnancies                                                                                                                                                   2.  Breastfeeding                                                                                                                                                                          3.  Childhood Obesity prevention (My Plate,  5-2-1-0)                                                                                                  4.  Injury Prevention - Counseling for injury prevention occurs as part of the pediatric preventive health visit.  For those persons not getting a preventive health visit at the local health department, or for community health education efforts, the LHD must promote the following topics:                                                                                                                                                                        	a.   Safe Sleep, including avoidance of co-sleeping                                                                                    	b.   Proper use of child safety restraints in vehicles                                                                               	c.   Childhood lead poisoning prevention                                                                                                  	d.   Age-appropriate injury prevention                                                                                                              	e.   Avoidance of Second Hand Smoke, drugs, and alcohol                                                                                                 5. Tobacco Control                                                                                                                                                                  Dangers of second hand smoke and Kentucky’s Tobacco Quit Line information
III. Allowable Expenditures
Information, education and empowerment are essential public health services.  Core Public Health Block Grant funding can be used for educational materials, and, depending on the LHD utilization of their core funding in other areas, for evidence-based practices/programs that have been shown to be effective in addressing these issues.   
IV. DPH Responsibility
The Dept for Public Health programs can provide templates, patient education sheets, and fact sheets to local health departments on these topics.







[bookmark: PHPS]
Division of Public Health Protection and Safety
(Environmental Services)
FOOD 
I. Background 
KRS 217.005 to 217.285; 217.808 to 217.812; 217.920-217.928, and 217.992 authorizes the Cabinet to draft and administer regulations related to the sanitary operation of food service establishments including restricted concessions, food  service establishments, retail food stores, temporary  food, vending machines and bed and breakfast facilities.   Regulations mandate the inspection frequency and the fees collected for these programs.  The safety of the Commonwealth’s food supply is critical to the health and well-being of Kentucky’s citizens and its visitors.  All establishments that process, prepare, sell, or serve food are subject to the food safety standards that are administered by the Food Safety Program.

II. Definition
Food Programs for this definition includes the restricted food program (603); the food service establishment program (605); retail-food stores (607); bed and breakfast facilities (retail stores);  and temporary food (604) programs.   Also, regulated under this statute are the Farmer’s Market Program (611), the Home Based Processors programs; the salvage program; the food manufacturing program (615) and the vending machine program (606). 

III. Eligibility
This program impacts all commercial food establishments and the consumers that use these types of facilities.  This program also impacts the food industry partners including owners and workers.   There are over 23,000 of these facilities state-wide. 

IV. Expectations
Food Service Programs- This program area includes 603, 605, 607, 608, and 610.   Program requirements include routine inspections at mandated frequency; follow-up inspections as necessary to insure compliance; complaint inspections; administrative enforcement as needed; plan review of new and altered facilities; opening inspection and permit issuance; boil water activities per guidance.  

Temporary Food – 604 program area.  At minimal, programs should permit and inspect, at least once during operation any temporary event lasting more than one day.  Follow-ups and enforcement should be conducted as necessary to assure compliance.  Large, one-day events of special significance should also be inspected if staff resources allow.  
Food Manufacturing- 615 program.  Local Health agencies shall refer questions and building plans for food manufacturing facilities to the State Food Branch.  Local health agencies may do the initial plan review of the facility in some instances. 
V. Allowable Expenditures 
Core Public Health Block Grant  funding can be used for the time that staff spend in completing all elements of this program including travel costs associated with the program.

VI. 
DPH Responsibility
DPH will continue to provide data management of online records, provide program oversight and regulatory guidance; technical training for new and seasoned inspectors; provide technical assistance as conference officers; provide enforcement guidance; and will serve as the liaison with other state agencies when issues arise with food establishment facilities. 

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

PUBLIC FACILITIES
I. Background
KRS 211.920–211.945, KRS 219.011–219.081, KRS 219.310–219.410, KRS 211.180,  KRS 211.180 & 211.990, KRS 211.760, and KRS 211.180 authorize the Cabinet to regulate public facilities for sanitary operation to protect public health. 

II. Definition
Programs included in this definition include: correction facilities (645); hotel & motels (620); mobile homes and R.V.s (625); schools (635); swimming pools and beaches (695/696); tanning facilities (677) tattoo and body piercing studios (634/644); and youth camps (650).  These facilities account for nearly 109,000 inspections statewide each year.  

III. Eligibility
This program impacts all commercial facility owners, operators and public patrons.  This program also impacts all industries involved in the construction and development of such facilities.  Inspection of these types of facilities and the interaction with local health agencies is critical to the economy of these communities.  

IV. Expectations
Public Facility Programs including:  hotel/motel; mobile home and R.V. parks; schools; confinement facilities; youth camps; swimming pools, spas and beaches; tattoo and body piercing establishments should be inspected at mandated frequency; follow-up inspections as necessary to insure compliance; complaint inspections as requested; plan review where applicable; administrative enforcement as needed; opening inspection and permit issuance when applicable.  

V. Allowable Expenditures 
Core Public Health Block Grant  funding can be used for the time that staff spent in completing all elements of this program including travel costs associated with the program. 

VI. DPH Responsibility
DPH will continue to provide data management of online records, provide program oversight and regulatory guidance; technical training for new and seasoned inspectors; provide technical assistance as conference officers; provide enforcement guidance; and will serve as the liaison with other state agencies when issues arise with public facilities.  

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

GENERAL SANITATION
I. Background
KRS 212.210; KRS 258.005-085; KRS 211.345; KRS 211.970;  and KRS 212.210 authorizes the Cabinet to regulate matters related to vector control; rabies control measures; septic tank pumpers; private water; and public health nuisances in order to protect public health.  

II. Definitions
Programs included in this definition include: vectors (670); septic tank pumpers (640); rabies (697); private water (655) and public nuisances (660).  Local health departments conduct and respond to approximately 22,781 inspections statewide each year related to these program areas.  

III. Eligibility
These programs potentially can impact everyone in the community. 

IV. Expectations
Septic tank pumper trucks and companies should be inspected and permitted annually.   Follow-up and complaint inspections should be conducted as necessary to insure compliance. Inspection of the septic tank disposal site may require additional inspections when applicable.
   
Nuisance Program- complaint inspections and follow-up inspections should be conducted as requested on all permitted program areas and other regulated programs of the health department.  This may exclude complaints that deal with issues that are not directly regulated by the health department.  Local agencies may expand their nuisance inspection program as local resources allow.  
Private Water: private water testing for bacterial contaminants may be conducted in cases of disease investigation as necessary.  Other testing and sampling may be completed as local resources permit.   
Rabies Program- This program shall include at a minimum the investigation, quarantine, release, or sample submittal of animals involved in a human exposure.   
V. Allowable Expenditures
Core Public Health Block Grant  funding can be used for the time that staff spent in completing all elements of this program including travel costs associated with the program.

VI. DPH Responsibility
DPH will continue to provide data management of online records, provide program oversight and regulatory guidance; technical training for new and seasoned inspectors; provide technical assistance as conference officers; provide enforcement guidance; and will serve as the liaison with other state agencies when issues arise with these programs. 

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  


OTHER PROGRAMS
I. Background
KRS 224 Chapter 1 authorizes the Cabinet to regulate methamphetamine contaminated properties.   KRS 211.900-905 mandates the Cabinet to establish a program aimed at the prevention, screening, diagnosis, and treatment of lead poisoning. 

II. Definition
The methamphetamine program (667) and the lead program (684) are programs deemed to be core public health. 

III. Eligibility
These programs affect the general public and particularly children. 

IV. Expectations
Methamphetamine Program-  Minimum program activities would include ensuring the appropriate notification to property owners and other designated agencies of the notice of contamination; the disclosure requirements; the release of the property when appropriate; and referrals to other agencies for additional information dealing with methamphetamine contaminated properties. 

Lead Program- Where the local environmentalists serves as the Risk Assessor or is engaged in visual lead assessment, activities shall be conducted in accordance with MCH Guidance.
 
V. Allowable Expenditures
Core Public Health Block Grant  funding can be used for the time that staff spent in completing all elements of this program including travel costs associated with the program.

VI. DPH Responsibility
DPH will continue to provide data management of online records, provide program oversight and regulatory guidance.  

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

DISASTER RESPONSE
Disaster Response activities should be conducted as they relate to regulated facilities and public protection emergency operations.
[bookmark: Epi]
Division of Epidemiology and Health Planning 

COMMUNICABLE/REPORTABLE DISEASE SERVICES
I. Background
Surveillance/Reporting:  Kentucky Administrative Regulation, 902 KAR 2:020, requires health professionals to report the diseases from a list of “Reportable Diseases and Conditions” [listed on the back of the EPID-200 form http://chfs.ky.gov/NR/rdonlyres/026A1FAE-C7BE-4572-B052-C634BB630723/0/EPID200updateKentuckyReportableDiseaseForm2010doc.pdf] to the local health departments (LHDs) serving the jurisdiction in which the patient resides or to the Kentucky Department for Public Health (KDPH).  Animal bites shall be reported to local health departments within twelve (12) hours in accordance with KRS 258:065.  Long Term Care facilities, per 902 KAR 02:065, are required to report an outbreak (2 or more cases) of influenza-like illnesses (ILI) within 24 hours to the local health department or the KDPH.  When health professionals report these diseases to LHDs, LHD staff should use the same deadlines for further reporting those diseases to KDPH.

II. Definition 
1. A notifiable disease is any disease that is required by law to be reported to government authorities.  The collation of information allows the authorities to monitor the disease, and provides early warning of possible outbreaks.  Kentucky has a Disease Surveillance regulation, 902 KAR 2:020-Disease surveillance, identifying specific diseases and conditions for reporting.
2. A disease outbreak is the occurrence of cases of disease in excess of what would normally be expected in a defined community, geographical area, or season. 
3. A foodborne-disease outbreak (FBDO) is defined as an incident in which two or more persons experience a similar illness resulting from the ingestion of a common food. 

III. Eligibility 
Reporting of communicable diseases is based on case definitions established by CDC and the Council of State and Territorial Epidemiologists (CSTE).  In 2012, some of the nationally notifiable diseases tracked by CDC are not reportable in Kentucky.  Example: chronic hepatitis C.  However, there are conditions and diseases that are reportable in Kentucky that are not nationally reported, such as histoplasmosis.

IV. Expectations
Routine communicable diseases surveillance, investigation, and reporting: 
1.	Each reportable case or occurrence identified should be investigated by the LHD staff assigned to communicable diseases or the regional epidemiologist and results of findings entered into the states electronic reporting system (NEDSS).  Local health department staff should use CDC/CSTE case definitions for investigations and case classifications.  Not all cases will require follow-up, however investigation of each reported disease/condition and findings will determine this.  
2.	Communicable disease work should be scheduled during normal health department work hours and afterhours or on weekends, as needed. LHD nurses investigating communicable diseases shall use a function code to document work hours spent on investigations.  That function code is to be used by nurses only with cost centers specific to adults and children if the cases are being seen for a communicable/reportable disease.
Outbreak Reporting and Referral:  KDPH expects the local health departments to report an outbreak of 2 or more persons in a given setting (long-term care facilities, daycares, schools, etc.) within one business day.  Also it is expected that the LHD establish a rapport in their communities with the various facilities and share the requirements for reporting conditions that can affect others in their facilities and the community as a whole. 
Outbreak Investigations:  It is expected that all outbreak investigations be conducted and tracked by LHD staff and the regional epidemiologist.  The KDPH, Division of Epidemiology and Health Planning, Reportable Diseases Section will provide consultation and guidance.  KDPH staff will go to the site of the outbreak investigation to provide onsite assistance as necessary, when requested by the LHD.  Example: Limited LHD staff; multisite outbreaks, etc.
Training – Local health departments assure that communicable disease nurses and other appropriate staff are trained upon hiring and annually in surveillance, investigation, and reporting of communicable diseases.  Training will also include the use of the Nationally Electronic Diseases Surveillance System (NEDSS) or other surveillance tools recommended by KDPH. 
Epidemiology Rapid Response Teams – Each local health department will organize and train a multidisciplinary team for rapid response to communicable disease outbreaks and other public health events requiring urgent action.  Team members will include, at a minimum, one communicable disease nurse, an environmentalist, and the regional epidemiologist.
V. Allowable Expenditures
Communicable/Reportable Disease services can be funded through the Core Public Health Block Grant.  

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

STD CONTROL 
I.	Background 
KRS 211.180 and 902 KAR 2:080 require the Cabinet for Heath and Family Services to implement a statewide program for the detection, prevention and control of communicable diseases, including sexually transmitted diseases (STDs).  The regulation emphasizes the role of public health in investigation and reporting of STDs. 

II.	Definition
The STD screening and prevention services provided by the local health departments offer screenings and treatments to those who have been infected with certain STDs, thus reducing the risk of individuals exposing and infecting their sexual partners.  The STD service also provides counseling services to those who are at risk for infections and teaches preventive methods to clients at risk.  The goal of the program is to reduce infection and complications from STDs in the state.

III.	Eligibility
All residents of the Commonwealth, regardless of their income or residential status, are eligible to receive STD screening services.  Any fees associated with the service are based on the sliding income scale, and no individual shall be turned away from being served for lack of ability to pay.  

IV.	Expectations
1. LHDs must be able to provide or assure adequate STD screening, examination, testing and treatment services.  This includes actual physical examination, drawing of blood, and urine screening.  As for treatment, the LHDs should have adequate supply of STD meds to treat gonorrhea, Chlamydia and syphilis.  Face-to-face counseling for suspected infection, re-infection or someone who may be exposed to an infection shall be performed by physicians, nurses or Disease Investigation Specialist (DIS) staff. 
2.  LHDs must be able to provide or assure surveillance for gonorrhea, Chlamydia and syphilis, including rapid follow-up of positive laboratory results, rapid follow-up for contacts to STD or HIV, outbreak investigation, and reporting to the Kentucky Department for Public Health. 
3. LHDs must be able to provide or assure professional and public information and education.  
4. All local health departments are expected to submit their positive reports within prescribed time lines, and submit EPID 200.
V.	Allowable Expenditures 
Core Public Health Block Grant  funding can be used for the time LHD staff, clinicians and physicians spend in screening, testing, evaluation, treatment, referral, and investigations for persons with suspected or confirmed gonorrhea, Chlamydia, or syphilis.

REQUIREMENTS FOR CONTRACTING:
Plans for assurance of services via contracts with a neighboring local health department or other community partner should consult with the appropriate DPH Division and outline such plans in the LHD Assurance Plan (Due FY14).   

VI.	DPH Responsibility
DPH will continue to provide program guidance, training, and technical assistance as it is needed or as requested by the local health departments.  The STD Control program assists local health departments with screening, treatment and follow up for those who have been infected or have been exposed to certain STDs.  The state STD Control Program also provides STD reporting, investigation and prevention resources and guidance to all local health departments, including providing ongoing reports on local morbidity rates and activities.

The partnership with the local health departments also includes allocating funds for their STD prevention activities to providing them with personnel to provide disease intervention activities in their respective areas. 
The core STD laboratory service is provided by the state laboratory, and partially funded through the state STD program.  The state provides partial funding for the Infertility Prevention Program (IPP) to screen women under the age of 26 at the local STD and Family Planning clinics.  
Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

HIV/AIDS
I. Background
The Kentucky Department for Public Health HIV/AIDS Branch will promote the prevention of HIV transmission and associated morbidity and mortality by: 
· Ensuring that HIV/AIDS surveillance is a quality, secure system; 
· Ensuring that all people at risk for HIV infection know their sero-status; 
· Ensuring that those who are not infected with HIV remain uninfected; 
· Ensuring that those infected with HIV do not transmit HIV to others; 
· Ensuring that those infected with HIV have access to the most effective therapies possible; 
· Ensuring a quality professional education program that includes the most current HIV/AIDS information.

II. Definition
[bookmark: 902_kAR_2:020,_Section_7]The intent of the Kentucky HIV/AIDS Care Coordinator Program (KHCCP) is to facilitate the provision of quality care and services to HIV-infected individuals and their families in a timely, consistent manner of continued care. KHCCP also is an umbrella program for other client assistance programs such as the Kentucky AIDS Drug assistance Program (KADAP), Kentucky Health Insurance Continuation Program, Outpatient Health Care and Support Services and state support service programs.  This program collects, maintains and analyzes the reported HIV/AIDS cases and provides Epidemiological reports and trends for program planning and evaluation purposes. HIV and AIDS case reporting is mandated by Kentucky Communicable Disease Reporting Regulations (902 KAR 2:020, Section 7).

III. Eligibility
Prevention will be provided to all persons with priority to the following groups: on men who have sex with men, minorities at risk (African Americans and Hispanics), injecting drug users, women and youth at risk, sex-trade workers and the incarcerated. 

Services: The intent of the Kentucky HIV/AIDS Care Coordinator Program (KHCCP) is to facilitate the provision of quality care and services to low-income HIV-infected individuals and their families.  
·   Household income - no more than 300 percent or of federal poverty level 
· Household resources - case assets less than $10,000 
· Residency - must be a resident of Kentucky 
· Medical documentation - HIV positive status must be confirmed with appropriate documentation (for KADAP participation, medical documentation must also include CD4+ T cell count and viral load) 
· Lack of other third-party payor - must be ineligible for assistance from other third-party payors for assistance requested
· For Kentucky Health Insurance Continuation Program (KHICP):
1. Have a Medicare Part D or a prescription rider as part of a health insurance policy. Individual policies must cover HIV positive status. Family policies must cover at least two HIV positive family members 
2. Part B funds may be used, if cost effective, to pay premiums through an insurance continuation program if the participant can't afford the costs and meets state income eligibility criteria
3. Eligible priority services are identified during each funding period based on client and care coordinator input, needs assessments, resource inventories, client satisfaction surveys, funding limitations and other factors

IV. Expectations
All services must be provided in accordance with the approved local health department community service plan.  
1. Surveillance
All LHDs must offer HIV screening and confirmatory testing, provide timely and accurate results to the patients, obtain risk factor information, provide risk management to patients, and be able to track, follow-up and refer patients for treatment, if necessary.

2. HIV Testing
The expectation is that all LHDs will have the ability to perform Human Immunodeficiency Virus Counseling and Testing (HIVCT) Services is to prevent the spread of Human Immunodeficiency Virus (HIV) infection, especially to those who are the highest risk of Human Immunodeficiency Virus (HIV) infection.   All LHDs nurses and staff, conducting HIV Testing, are required, first, to be trained in the Fundamentals of HIV Prevention Counseling (FHPC), which includes training on counseling, testing, and partner notification and all staff are expected to follow the guidelines set forth within the training.   Please note that KRS214.625 and KRS214.181 requires all LHDs, to conduct face-to-face HIV Testing, conduct pretest and post-test counseling and risk assessment. All LHDs nurses and staff conducting HIV Testing will collect data and submit data to DPH in a timely manner.  In addition to testing, LHDs will provide information regarding HIV/AIDS prevention and a referral guide to ensure a link between those who test Positive for HIV to the respective Ryan White funded Care Coordinator Region.  LHDs are expected to complete HIV testing forms and submit data to DPH HIV/AIDS Branch in a timely manner.

3. Condom Distribution
The expectation is that LHDs plan and implement collaborative condom distribution using local and state epidemiological zip code data as well as collecting their own qualitative information as a guide for targeting services for those are the highest risk for HIV transmission and infections.  LHD staff will specifically target venues and sites, in their respective counties, know to provide services to people at high-risk of HIV transmission.

4. Education Dissemination
The expectation is that LHDs arrange and implement prevention education programs and peer training programs (e.g., Making Proud Choices!) in various settings for individuals at highest risk for HIV transmission as well as youth for highest risk (including but not limited to homeless shelters, correctional facilities, drug treatment facilities, group homes, rehabilitation centers, community health centers, churches, youth homes, Job Corps, family resources centers, etc.).  It is also expected that collaboration with the State HIV Prevention Coordinator(s) and the Kentucky Department of Education, and community partners will occur.  Prevention education programs and peer training programs will be used to initiate and compliment the Targeted Rapid Testing and Condom Distribution Programs; Prevention Education programs should be a part of the Comprehensive Counseling and Targeted Rapid Testing and Condom Distribution program.

5. Linkage to Care
The expectation is that LHDs will provide persons who test positive for HIV linkage to a care navigator. The care navigator will assist the client by setting up appointments with DIS for partner notification services and Care Coordinators to ensure clients attend their first medical appointment. Collaborating agencies will utilize an online shared database and color-coded bounce back referral card system to track continuity of services and successful linkage to medical care.

V. Allowable Expenditures
Core Public Health Block Grant funding is allocated to local health departments, especially those serving regions of high HIV prevalence, for provision of prevention, education, testing services, and linkage to care.

VI. DPH Responsibility
DPH will continue to provide HIV testing training and technical assistance and training on case reporting and prevention service strategies.  DPH will also provide ongoing program guidance and support on HIV program planning, policy development, federal grants and reporting, coordination with other state agencies/programs, required and optional trainings/staff development offerings, and consultation for financial issues.

QUALITY MONITORING AND QUALITY ASSURANCE:
Local Health departments are required to meet program performance standards, quality assurance standards, as well as data collection and submission requirements with guidance from the HIV/AIDS branch.   


Tuberculosis Prevention and Control Program 

I. Background
The Kentucky Department for Public Health (DPH) Tuberculosis (TB) Prevention and Control Program is authorized by state law to coordinate TB Prevention and Control activities throughout the state of Kentucky.  The KY TB Prevention and Control Program’s goal is to reduce TB as a public health problem. 

II. Definition
The KY TB Prevention and Control Program works to control TB as a public health problem by focusing its efforts on three main goals:

· To render and maintain as non-infectious all individuals who have TB disease;
· To ensure non-infected persons do not become infected; and
· To ensure that individuals who are infected but who do not have TB disease remain 
non-infectious

III. Eligibility
The KY TB Prevention and Control Program requires local health departments (LHDs) to provide TB-related services for citizens and refugees throughout the Commonwealth of Kentucky.  Services for TB screening, targeted testing, evaluation, treatment, and/ or investigations should not be based on income, but on risk of suspected or active TB or of developing TB infection or disease.  Treatment of active TB is mandated by KY state law.  Treatment of active TB by directly observed therapy (DOT) is the standard of care for Kentucky.

IV. Expectations
A. TB Screening, Targeted Testing, Medical Evaluation, Treatment, and Case Management. 
	The expectation is that LHDs will have the ability to:
1)	Perform or assure the administration of services related to latent TB infection (LTBI)
· Assess for TB risk factors and perform targeted tuberculin testing if indicated
· Assure placement and proper reading of TB skin tests (TSTs) or perform a blood assay for Mycobacterium tuberculosis (BAMT)
· Conduct a medical evaluation of patients with TSTs interpreted as positive
· Order a chest x-ray and HIV testing for patients with TSTs interpreted as positive
· Offer treatment for LTBI is the chest x-ray results are normal
· Evaluate for possible active TB if the chest x-ray results are abnormal by obtaining three sputum tests collected at least 8 to 24 hours apart with one specimen being collected in the early morning
· Track, follow up, and collect essential labs 
· Provide Education
· Case management with consultation as necessary with KY DPH TB Program and/ or SNTC
· Provide directly observed preventive therapy (DOPT) services for high risk patients with LTBI or DOT for active TB diagnosed during an evaluation for LTBI
· Report, treat or refer patients for treatment of latent TB infection or active TB disease, if necessary  
· Report to the state TB Program and complete CDC and DPH required forms

2)	Conduct investigations to identify low, medium and high risk contacts to active cases.  The LHD should be able to identify high-risk contacts to active cases and provide directly observed preventive therapy (DOPT) for new LTBI cases.  The LHD will provide DOPT for those identified in the TB Risk Assessment as being high risk individuals for preventive LTBI therapy.  The LHD will complete required paperwork for reporting TB suspects, TB cases, and LTBI individuals.
	
B. Isolation, Assessment, Treatment and Case Management of Suspected or Confirmed Active TB Cases
The expectation is that LHDs will have the ability to perform or assure services related to active TB.
· Isolation of suspected TB cases or confirmed TB cases until deemed non-infectious
· Assessment and medical evaluation
· Obtain a chest x-ray and obtain three sputum specimens collected at least 8 to 24 hours apart with at least one specimen being collected in the early morning 
· Track, follow up, and collect essential labs and drug susceptibilities
· Medical treatment with recommended medications
· Provide DOT and follow-up medical assessments and evaluations
· Provide Education
· Case Management with consultation as necessary with KY DPH TB Program and/or SNTC

C.  Public Health Investigations related to LTBI and Active TB
The expectation is that LHDs will have the staff and the ability to provide, perform or assure services related to LTBI cases and active TB cases.
· Identify contacts within 3 workdays of receiving a suspect or confirmed TB case report
· Targeted testing and screening in at-risk groups
· Provide education and training
· Completed Contact Rosters and Contact Investigations, prioritizing low, medium and high risk contacts
· Assessment and Risk Assessment
· Assure placement and proper reading of TB skin tests or perform a blood assay for Mycobacterium tuberculosis (BAMT)
· Conduct a medical evaluation of patients with TSTs interpreted as positive
· Order a chest-x-ray and HIV testing for patients with TSTs interpreted as positive
· Offer treatment for LTBI if the chest x-ray results are normal
· Evaluate for possible active TB if the chest x-ray results are abnormal by obtaining three sputum specimens collected at least 8 to 24 hours apart with one specimen being collected in the early morning
· Test,  with plans for follow-up testing and care
· Provide DOT to Active TB cases
· Provide window period prophylaxis with DOPT for high priority contacts
· Provide DOPT for high priority contacts that develop LTBI

D.  	Reporting to Public Health Officials
The expectation is that LHDs will have the staff and ability to provide or assure the following:   The LHD will complete required paperwork or electronic reports for reporting TB suspects, TB cases, and LTBI cases to the KY DPH TB Prevention and Control Program as mandated by state law, by DPH, or CDC.

E. 	Community Based TB Services
Background/Purpose
One 2011 National Health Objective is to reduce the incidence of tuberculosis (TB).  To promote a reduction in the incidence of TB, the Kentucky Department for Public Health TB Prevention and Control Program has identified the following strategies that will educate the public and raise awareness about tuberculosis infection and disease; increase awareness and trust in the foreign-born and transient communities; and enhance and improve awareness and reporting of tuberculosis among the health-care community. 

Use of Funds
Federal, state, and local funds can be used to support population-focused TB prevention and control strategies.   The 806 cost center can be used for a variety of TB prevention and control efforts targeting those populations with and at risk for TB.  It is acceptable for a portion of the funds to be used for individual clinic services; however, the services should be directly related to TB.

Staffing Requirement
Each local and district health department shall have a designated TB Coordinator who is responsible for the implementation of TB prevention and control strategies in their community. 

Plan of Action
Local health departments should work with community partners, such as hospitals, nursing homes, assisted living communities, and community based services to develop a comprehensive approach to TB prevention and control.

Objectives/Strategies/Interventions
The number of objectives to be fulfilled is determined according to the incidence of TB in the community.  According to the following Completion Scale, local health departments should implement or assure the implementation of education and prevention strategies to fulfill the objective(s) of their choosing.  For additional ideas and strategies concerning the objectives below, please contact the Kentucky TB Prevention and Control Program.  The local health department may also develop an activity of their own choosing in order to meet the objective.  These activities can be vetted through the Kentucky TB Prevention and Control Program. 

Completion Scale 
1. 0 through 5 cases of TB in the last five years:
· Choose and complete two of objectives 1 through 3.
2. 6 through 10 cases of TB in the last five years:
· Choose and complete two of objectives 1 through 3, AND
· Complete one of objectives 4 through 5.
3. 11 or more cases of TB in the last five years:
· Complete all three of objectives 1 through 3, AND
· Complete both objectives 4 and 5.

1. Provide TB in-services to greater than 90% of long-term care facilities in the community
2. Collaborate with hospital infection control staff to coordinate prevention activities and reporting strategies through activities such as providing TB in-services on reporting practices and/or contact investigations, strengthening communication between infection control and LHD staff, educating staff on proper fit of respirators, etc. 
3. Provide TB education to the community once per quarter by selecting four targeted locations and doing TB education at each site chosen
4. Provide TB education targeted toward transient populations twice per year
5. Provide TB education targeted toward foreign-born populations twice per year

Target Population 
Kentuckians of all ages, economic status, and nationalities

Disparate Populations
Foreign-born
Transient population (e.g., homeless, migrant workers, etc.)

	F.  Refugee/Immigrant TB Services  
The expectation is that LHD will assure that an immigrant/ or a refugee referred to the KY TB Prevention and Control Program by the Centers for Disease Control and Prevention and the U.S. Department of State (DOS) receives an evaluation for active TB Disease.  The process for completing the evaluation of an immigrant or a refugee is collaborative with roles for the Center for Disease Control and Prevention Electronic Disease Notification (EDN) system, the KY TB Program, and the LHD staff. The LHD will have the ability to perform or assure the administration of Refugee/Immigrant service.  

Procedures for LHD Staff: 
· The immigrant or refugee designated as TB Class B1 or B2 must be contacted within three working  days of receiving DOS documents (DS-2053: Medical Examination for Immigrant or Refugee Applicant; DS-3024: Chest X-Ray and Classification Worksheet; DS-3025: Vaccination Document; and DS-3026: Medical History and Physical Examination Worksheet) forwarded by the KY TB Program
· There should be three points of Contact, this can be accomplished by the following methods:
a. Step 1 – Make a telephone call within 24 hours of receipt of documents
b. Step 2 – Send a letter within 7 working days if no response to phone call
c. Step 3 – Make a home visit within 10 working days if no response to call or letter
· Medical evaluation must be initiated within 30 days of notification for immigrants and refugees with abnormal chest x-rays consistent with TB
· Completed medical evaluation within 90 days of notification date for immigrants and  refugees with abnormal chest x-rays consistent with TB
· All immigrants and refugees with abnormal chest x-rays read overseas consistent with TB and diagnosed with latent TB infection (LTBI) should be evaluated, diagnosed and treated
· All immigrants and refugees with abnormal chest x-rays read overseas consistent with TB, diagnosed with LTBI and started on treatment should complete LTBI treatment
· Notification to the KY TB Program if an immigrant and/or a refugee cannot be located within 14 working days of receipt of DOS documents 
· All refugees from high-prevalence countries must be evaluated for tuberculosis as described in the Core Clinical Services Guidelines 

	G. 	Management of Laboratory Data
The expectation is that LHD’s will have the staff and the ability to provide, perform, or assure the management of laboratory services:
· All culture positive pulmonary and extra pulmonary Mycobacterium tuberculosis isolates from outside laboratories shall be sent to the State Public Health Laboratory for drug susceptibility testing and genotype testing  
· Copies of sputum positive TB culture results, positive TB culture results from any other body site, and positive Nucleic Acid Amplification test results (e.g., MTD positive results and PCR positive results) from outside laboratories will be sent to the State TB Prevention and Control Program
· Drug susceptibility testing is performed on initial culture positive pulmonary and extra pulmonary TB isolates
· Copies of the laboratory report about drug susceptibility testing will be sent to the State TB Prevention and Control Program 
· All sputum samples will be sent to the State Public Health Laboratory for testing

V. Allowable Expenditures
Core Public Health Block Grant funding can be used for the time LHD Staff, Clinicians and physicians spend in screening, testing, evaluation, treatment, referral, and investigations for TB suspects, TB cases, and LTBI cases. 

REQUIREMENTS FOR CONTRACTING:
Plans for assurance of services via contracts with a neighboring local health department or other community partner should consult with the appropriate DPH Division and outline such plans in the LHD Assurance Plan (Due FY14).   

VI. DPH Responsibility
The KY DPH TB Prevention and Control Program will continue to provide:
· Program management 
· Federal grants management and reporting 
· Relationships and consultation with LHD and Infectious Disease personnel
· Coordination with other state agencies/ programs 
· Required and optional orientation, training and staff development offerings 
· Consultation for financial issues; and 
· Quality monitoring and quality assurance

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

IMMUNIZATION SERVICES
I. Background 
More than two centuries have passed since the first successful vaccine for smallpox was developed.  Today's vaccines are among the 21st century's most successful and cost-effective public health tools for preventing disease and death.  Thanks to immunizations, debilitating and often fatal diseases like polio, that were once common, are now only distant memories for most Americans.  The Immunization Program encourages the Local Health Departments (LHD) to provide immunizations and immunization education to promote the health of Kentuckians by decreasing the incidence of vaccine preventable diseases.  KRS 214.034, KRS 214.036, 902 KAR 2:060

II. Definition
LHDs should provide or assure immunization services to their community:  administration of vaccinations according to the ACIP guidelines and provision of immunization education to patients which would include counseling on risk benefits, side effects, and the importance of completing the series if applicable, immunization education to other healthcare personnel which would include latest recommendations and contraindications, and immunization outreach activities to include off site vaccination clinics, if able to do so, to further reduce barriers to vaccination for the community.  Additionally, LHDs shall investigate and report cases of vaccine preventable diseases according to state and Kentucky Department for Public Health (DPH) requirements.

III. Eligibility
1. Vaccine for Children’s Program (VFC) provides vaccines for Medicaid-eligible, American Indian or Alaska Native, or uninsured children from birth through 18 years of age.  Underinsured have health insurance that does not pay for vaccinations.  To be supported with VFC-funded vaccine, underinsured children must be vaccinated at a Federally Qualified Health Center (FQHC), Rural Health Clinic (RHC), or a LHD deputized by a FQHC.  The Immunization Program may also distribute vaccines purchases with federal 317 funds, state funds, or other monies.
2. 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.  
3. Parents of children covered by insurance should be counseled to seek vaccinations from their child’s private health care provider as determined by their health insurance plan. 
4. A record of patient eligibility of all children from birth through 18 years of age (i.e., < 19 years) 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 the Administrative Reference Volume II.  Eligibility screening must take place with each visit to ensure the child’s eligibility status has not changed.  

IV. Expectations
LHDs will provide or assure immunization services to their community using the following guidelines:  
· Administration of vaccinations according to the ACIP guidelines and provision of immunization education to parents and/or patients which would include counseling on risk benefits, side effects, and the importance of completing the series if applicable
· Immunization education to other healthcare personnel which would include latest recommendations and contraindications 
· Immunization outreach activities to include off site vaccination clinics, if able to do so, to further reduce barriers to vaccination for the community  
· Investigate and report cases of vaccine preventable diseases according to state and DPH requirements
· Proper storage and dispensing of vaccines per guidelines stated in the AR and sites listed below.  Vaccines should be handled and stored 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 CDC’s Vaccine Management: Recommendations for Handling and Storage of Selected Biologicals, included in the VFC manual distributed to each local health department (LHD).  CDC’s vaccine management recommendations for selected biologicals may also be found at: http://cdc.gov/vaccines/recs/storage/
· Administer all vaccines necessary to comply with the current version of the ACIP Recommended Immunization schedule including those vaccines needed for entry and attendance to Kentucky primary or secondary schools (public and private), preschool programs, child 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  
· 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.  Guidelines for developing clinic specific procedures for the protection of vaccine inventories before and during emergency conditions may be found at:  http://www.cdc.gov/vaccines/recs/storage/guide/vaccine-storage-handling.pdf
· Establish Immunization Linkage interventions to ensure children are properly immunized
· Establish Reminder and Recall Policies for parent and/or patient notification
· Develop a policy to provide programmatic direction for the prevention of fraud and abuse in the utilization of state-supplied, VFC funded vaccine, 42 U.S.C. 1396s, KRS 205.520, KRS 205.8453, 907 KAR 1:675, 907 KAR 1:680

Staff Requirements
1. Staff Required- Nurses with current Kentucky license who are proficient in administering immunizations both orally and by injections
2. Protocols for vaccine administration signed by the LHD Medical Authority
3. Education -Requires familiarity with immunization recommendations and references.
http://www.cdc.gov/vaccines/pubs/videos-webcasts.htm 
http://www.cdc.gov/vaccines/pubs/textbks-manuals-guides.htm
http://www.cdc.gov/vaccines/vpd-vac/default.htm
4. All ACIP routinely recommended childhood and adolescent vaccines are published by the CDC in the Recommended Childhood and Adolescent Immunization Schedule – United States.  This immunization schedule is revised at least annually.  http://www.cdc.gov/vaccines/recs/schedules 

Special Situations:  Adults, Outbreak Control, Other 
1. State-supplied hepatitis B vaccine may also be given to susceptible adult household, sexual, and needle sharing contacts of hepatitis B surface antigen (HBsAg)-positive pregnant women who have been reported to the DPH Immunization Program as a perinatal hepatitis B prevention case.
2. [bookmark: _Toc93121742]The DPH Immunization Program is not funded to provide for routine vaccination of adults aged 19 years and older.  However, the DPH Immunization Program may initiate supply of vaccine and immune globulin for adult disease intervention and other special situations or projects.  Otherwise, request for vaccine and immune globulin to support adult vaccination of patients not specifically identified above as eligible needs to be made to DPH 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.  

[bookmark: _Toc93121744][bookmark: _Toc263860434][bookmark: _Toc263860621][bookmark: _Toc263920001]Perinatal Hepatitis B Prevention and Reporting 
Testing and Screening:  KRS 214.160 (7) has required the screening of pregnant women for hepatitis B virus 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 virus infection, 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 those women.
Epidemiology reports required:
1. Kentucky Reportable Disease form – EPID 200 (06/2010) – Used to report all vaccine preventable diseases and other diseases reportable in Kentucky per 902KAR2:020
2. Hepatitis B Infection in Pregnant Women or hepatitis B Infection in a Child – EPID 394 (08/12) – Used to report all pregnant women or children positive for hepatitis B
3. Perinatal hepatitis B Prevention Form for Infants – EPID 399 (05/12) – Used by hospitals to report vaccination status of newborn infants

Perinatal Hepatitis B Prevention Coordination
a. 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
b. The designated person at the local health department will work with private physicians and hospitals to coordinate the care and follow-up of these patients
c. The designated person at the local health department will report to the State Perinatal hepatitis B Prevention Coordinator regularly with any current information on patients being case managed

Infants Born To HBsAg Positive Women
Administration of hepatitis B immune globulin, hepatitis B vaccine, and follow-up testing should be conducted in accordance with the most current recommendations of ACIP and other guidance in the Core Clinical Service Guide.

V. Allowable Expenditures
· [bookmark: _GoBack]Immunization Services Cooperative Agreement Funding

VI. DPH Responsibility 
DPH will provide program management, guidance, federal grants and reporting coordination, relationships with CDC and vaccine partners, coordination with other state agencies/programs, required and optional trainings/staff development offerings, consultation for financial issues, quality monitoring and quality assurance.

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  


RABIES PREVENTION

1. Background
The rabies program evolved during the 1950’s when animal rabies was endemic in the state’s domestic dog population. State rabies laws were instituted in 1954 to define the rabies prevention plan and have been amended multiple times since; specifically detailing what the pet owning public is responsible for in terms of rabies immunizations, animal testing and quarantines relating to human bites. The diagnostic testing at the DPH state laboratory for animals suspected of having rabies began during this period.

1. Definition
The rabies program strives to prevent human fatalities due to the zoonotic transmission of rabies. The unique characteristics of rabies require an accurate assessment of the elements of human exposure so that the proper prevention protocol can be recommended and the appropriate post-exposure prophylaxis (PEP) be administered, if needed. The provision of appropriate rabies post-exposure recommendations is a fundamental function of the local health department in the prevention of human rabies fatalities.

1. Eligibility 
All persons calling or presenting at Kentucky public health departments are eligible for services.

1. Expectations
It is expected that local health departments will maintain trained personnel to be able to receive animal exposure telephone calls, investigate the situation as indicated, and perform risk assessments of the reported animal exposures.  All local health departments are expected to remain knowledgeable about current rabies surveillance in their jurisdictions and understand the high risk animal species, understand the recommendation for quarantine of certain species of animals that may have placed humans at risk for rabies, and know about methods to insure the humane euthanasia of the animals.  If animals are sacrificed for rabies testing due to potential human exposure to rabies,  it will be the responsibility of the local health department to correctly package and send those animal specimens in a timely manner and with the appropriate information to an authorized laboratory using suitable shipping methods, as prescribed by the Division of Laboratory Services.  The local health department should notify the DPH rabies program of any specimens being sent for rabies testing.

 It is also expected that local health departments will attend to patients (“do or assure”) presenting for rabies risk assessment and administer rabies Post Exposure Prophylaxis (rabies PEP) as indicated. If the local health department does not administer rabies PEP, the health department would assume the responsibility for assuring the linking of the exposed person to a designated medical provider for completion of the rabies PEP, if indicated. Prompt reporting of all animal rabies testing results to all proper authorities is also expected. 

It is expected that each local health department provide information for dissemination on rabies, the health risks associated with contracting rabies, and proper quarantine methods.  It is expected that the local health department will refer the exposure report to another local health department if the animal resides in another county or to the proper governing authority of another state if the offending animal resides out of state.  It is expected that if there are questions as to whether prophylaxis is to be administered that the local health department will consult with the state veterinarian or on-call DPH practitioner (if after hours) and refer the patient to his or her physician.

Finally, each local health department is encouraged to plan, organize, advertise and help facilitate at least one rabies clinic once a year in their jurisdiction. Each local health department will work with their local animal control agency to assist in controlling feral dog and cat populations in their jurisdiction.

1. Allowable Expenditures 
Core Public Health Block Grant funding can be used for staff time required to answer rabies telephone calls, attend to patients presenting for rabies prophylaxis, investigate animal exposures, and receive and ship animal specimens to appropriate labs.  Potential costs that would be included in allowable expenditures would include:
1. The proper storage and overnight shipping of animal diagnostic specimens to the state lab or its agent;
2. The transportation expenses to investigate and or quarantine a biting animal in the jurisdiction; and
3. Rabies post exposure prophylaxis biologics, specifically human rabies immune globulin (HRIG) and rabies immunizations.
  
REQUIREMENTS FOR CONTRACTING:
Plans for assurance of services via contracts with a neighboring local health department or other community partner should consult with the appropriate DPH Division and outline such plans in the LHD Assurance Plan (Due FY14).   

1. DPH Responsibility
DPH will continue to provide rabies prevention program management, reporting infrastructure, and relationships with local health departments, animal control centers, veterinary practitioners and coordination with other state agencies/programs. DPH will perform required and optional trainings/staff development offerings, consultation for zoonotic and financial issues concerning rabies exposure, quality monitoring and quality assurance. DPH staff will continue to serve as   subject matter experts on rabies and offer guidance on specific questions and scenarios that arise across the state. DPH will continue to offer accurate diagnostic animal testing for rabies, specified shipping containers, shipping diagnostic specimens’ expertise and report results in a timely and documentable method to the local health department and or submitter. DPH will report all animal rabies surveillance testing quarterly.

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  



PREPAREDNESS

I. Background
The Preparedness program seeks to ensure Public Health’s ability to support the citizen of the Commonwealth during disasters, public health emergencies, and planned events. Kentucky is currently in the top six states for presidentially declared disasters. The Center for Disease Control and the Department of Health and Human Services directs expectations for public health and health care system preparedness. These expectations are described at length in two documents. For public health emergency preparedness: http://www.cdc.gov/phpr/capabilities and for health care preparedness: http://www.phe.gov/Preparedness/planning/hpp/reports/Documents/capabilities.pdf.

II. Definition
Preparedness is responsible for ensuring health departments have the capability including the tools and training needs to maintain essential health services during a disaster or event. This is accomplished through planning, training, exercises and disaster response support. These core capabilities include; Community Preparedness, Community Recovery, Emergency Operations Coordination, Emergency Public Information and Warning, Fatality Management,  Information Sharing, Mass Care, Medical Countermeasure Dispensing, Medical Material Management and Distribution,  Medical Surge,  Non-Pharmaceutical Interventions, Public Health Laboratory Testing, Public Health Surveillance and Epidemiological Investigation,  Responder Safety and Health, and Volunteer Management.

III. Expectations  
1. Develop or assist in developing local emergency operations plans to include the County’s ESF 8 Public Health and Medical Services Annex with supporting ESF 8 Incident Specific Plans (Pandemic Influenza), Support Plans (Strategic National Stockpile, CHEMPACK, Mass Fatality, Medical Support Needs, Volunteer Management, etc.) and the agency’s Continuity of Operations Plan.
2. Participate  with the Regional Healthcare Planning Coalitions to assist in the development of plans including: Mass Fatality, Medical Surge, Healthcare Preparedness Regional Plan, and Alternate Care Sites
3. Maintain 24/7 contact information for public to reach the local health department, key local health department staff  through the health alert network (HAN), and for ESF-8 partners
4. Conduct a jurisdictional assessments on hazards, risks, vulnerable and planning gaps
5. Keep  at least two persons trained on systems used by preparedness including WebEOC, MDMS, K HELPS, IRMS, Catalyst, Sat Radio, NEDSS; having a designated HAN Administrator
6. NIMS/ICS compliance through training of personnel and incorporation into plans
7. Conduct exercises, or responding to planned events, and submitting after action reports/improvement plans (AAR/IP)
8. Attend applicable local, regional and state preparedness meetings
9. Track inventory purchased with federal preparedness funds
10. Use an online system (Catalyst) to report activities 

IV. Allowable Expenditures
Core Public Health Block Grant funding can be used to support meeting preparedness deliverables as specified by the DPH Preparedness Branch including staff time for planning, training, and exercises; travel; equipment purchases and maintenance; supplies;  and information technology expenses.

V. DPH Responsibility
DPH will continue to provide program oversight, grants proposal development and reporting to funding agencies, coordination with other state and federal agencies, and programs to provide or coordinate staff training, subject matter expertise, and exercise support.

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  


LOCAL REGISTRAR CORE SERVICES
I. Background 
A designated local registrar along with the responsibilities of the local registrar for each registration district is mandated by statue.  KRS 213.036 (1) states, “each county in the Commonwealth shall constitute a registration district for the purposes of carrying out the provisions of this chapter.”

KRS 213.036 (2) states, “The secretary shall, upon the recommendation of the state registrar, designate a local registrar in each registration district to aid in the efficient administration of the system of vital statistics.  The local registrar shall be an employee of the local health department.  The designation may be revoked by the secretary.”

II. Definition
Local registrar is appointed by the secretary of the Cabinet, upon the recommendation of the state registrar, to aid in the efficient administration of the system of vital statistics mandated by KRS 213.036.  The local registrar shall be an employee of the local health department.  

III. Eligibility
All residents are eligible for these services.

IV. Expectations
KRS 213.036 (2) mandates:  It is the local registrar’s responsibility to carry out the provisions of the law relating to the registration and filing of births, deaths, and stillbirths to aid in the efficient administration of the system of vital statistics.  KRS 213.036 (4) mandates:  The local registrar shall carefully examine each certificate of birth or fetal death when presented for filing, to ensure the record has been properly completed.  If the certificates are properly completed, the local registrar shall also make a complete and accurate copy of each certificate to be filed and permanently preserved in the local registrar’s office as the local record, in the manner directed by the Cabinet for Health and Family Services.  The local registrar shall supply blank forms of certificates to all providers in the county who require them.

When a birth or fetal death certificate filed with a local registrar indicates the residence of the mother or the deceased to be in another county, the registrar shall mail a copy of the certificate to the local registrar of the county of residence.  Local registrars are to gather documentation and file home births or births that did not occur in a hospital setting.  The local registrar has the ultimate responsibility to see that the Certificate of Stillbirth is prepared and filed when a non-hospital delivery occurs.  

Local registrars shall provide for voluntary paternity establishment services in accordance with 42 U.S.C. secs. 651 et seq., and transmit original certificates and affidavits to the Office of Vital Statistics.  All health departments should post a notice stating these services are available.  KRS 213.076 mandates:  Provisional reports of death shall be filed with the local registrar in the county where the death occurred and shall serve as the initial notification that a death has occurred.  The provisional also serves as a release for the body, a notification that organs are to be donated, who will be responsible for filing the death certificate, and coroner authorization for cremation.  

Per Office of Vital Statistics (OVS) Business Procedures:  Each local registrar is responsible for maintaining a filing system for the completed provisional reports of death. Only provisional for deaths that occur the registrar’s home jurisdiction should be filed.  Local registrars should make facilities aware that the next-of-kin could take possession of a body.  If this occurs, the facility should explain to the next-of-kin, if no funeral home is involved with the burial, that the white copy of the provisional needs to be taken to the health department within five (5) days after disposition. The local registrar will then be responsible for getting all the information needed to complete a death certificate.  Local registrars should maintains a set of records that are legally available for the public to view, including the “Birth” and “Death” microfiche, the electronically produced “Death Index” (Report 677), copies of death certificates prior to 1993, and copies of birth and stillbirth certificates.  These records, or portions of these records, can be made available for inspection by the public.

V. Allowable Expenditures-N/A  

VI. DPH Responsibility
OVS ensures the local registrars are provided training to complete the required duties.  Liaisons in OVS are available to assist local health departments with guidance and technical assistance.

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  

[bookmark: Lab]
Division of Laboratory Services

I. Background 
The Division of Laboratory Services (DLS) provides diagnostic, surveillance, and consultative clinical and environmental laboratory services to support core public health initiatives. DLS also supports the community at-large with newborn screening testing and select agent testing for biological, chemical and radiological pathogens. DLS is accredited by advanced clinical (CAP) and environmental agencies: AIHA, FDA, EPA, CDC and a host of other federal agencies. Community education and outreach activities in collaboration with other divisions within DPH and with first responders, sentinel laboratories, federal, state and local agencies are ongoing efforts. Consultative services are also offered to the public health labs of KY (PHLOK) for assistance in CLIA Certification and maintenance, proficiency testing, and developing and monitoring performance improvement metrics. DLS maintains stringent reporting turnaround times and monitors in-transit specimens to deliver optimum customer service. DLS offers electronic ordering through 2 web portals, OUTREACH and KY CHILD (newborn screening). Test results are also available through 2 web portals, Outreach and the KY Health Information Exchange.

II. Definition
DLS supports Core Communicable Disease Services by providing initial diagnosis, surveillance, and outbreak notification for influenza, TB, STD, HIV, Neisseria and a host of other bacterial and viral pathogens. DLS also supports communicable disease services by immunization status testing. DLS surveills sentinel sites for influenza through the flu seasons to ensure vaccine components are present in circulating strains and to detect novel influenza. Outbreak investigations require DLS to maintain an array of testing capabilities on clinical and environmental isolates. Some outbreak investigations require molecular fingerprinting for matching to local and national outbreaks. In addition, DLS maintains an expansive select agent panel to assist in nefarious activity investigations related to biological, chemical, or radioactive events.

DLS offers support to Core Maternal and Child Services with newborn screening for 48 routine screens and an additional 30 reflex tests. Environmental tests associated with childhood lead screening are also offered.  DLS offers support to Core Family Planning Services by providing STD, immune status and other clinical tests, as needed.  DLS offers support to Core Public Health Education Services by providing chronic disease testing, education, and consultation.
DLS supports testing efforts to provide Core Environmental Services. DLS works with food manufacturing regulatory services to provide food testing on manufactured foods. DLS also investigates food outbreaks through examinations of food specimens in an effort to link to clinical specimens associated with outbreak investigations. DLS coordinates with environmentalists to obtain specimens for water and milk testing. Nonhuman rabies testing is performed at DLS.  DLS also collaborates with Public Protection and Safety for evaluation of clinical specimens for radiation testing.
DLS offers 24/7 customer services for preparedness activities associated with environmental and clinical events requiring emergency testing or triage activities at the Department Operations Center. 
To maximize efficient communications to meet core public health measures requiring laboratory testing, DLS provides efficient electronic order entry and electronic resulting through 2 web portals (Outreach System and the KY Health Information Exchange). 

III. Eligibility
Utilization of testing services performed by DLS is pathogen specific, site specific for select pathogens, and/or may be required in statute, such as newborn screening.  Testing services by DLS for local health departments are program linked to the Department for Public Health. Programs include but are not limited to: Communicable diseases, food safety, and emergency preparedness. DLS offers local health departments access to training on packaging and shipping and quality assurance tools for obtaining and maintenance of CLIA certification.

IV. Expectations
It is recommended that the local health departments who are identified as sentinel sites for pathogen specific testing, such as influenza, utilize DLS for diagnostic testing to ensure accurate rapid test results using advanced diagnostics, strain verification, timely coordination with CDC of vaccine effectiveness, and rapid surveillance. Specimens procured by the local health departments who receive grant monies to provide communicable disease surveillance and family planning, would most likely find it financially and clinically beneficial both from the patient and surveillance aspects to utilize DLS.

Emergency preparedness activities are coordinated using the state emergency operation plans and procurement of specimens to be sent to DLS requires a concerted effort with local health department staff, emergency responders, state and federal officials. 
DLS provides packaging and shipping classes and CLIA Certification guidance and monitoring of which DLS encourages participation.
Most initial newborn screens are procured at the birthing centers and sent directly to DLS for testing. Local health departments procuring specimens will also forward the blood spot to DLS for screening, as indicated by an initial test result with a request for a repeat specimen; an initial specimen not procured following a home birth; or related to an adoption or transfusion.
DLS encourages customers to utilize its web portals for electronic specimen submission and reporting. DLS reports are also accessible in the KY Health Information Exchange (HIE) which is also a useful tool in meeting Meaningful Use (http://healthit.hhs.gov/portal/server.pt?open=512&objID=2996&mode=2).
V. Allowable Expenditures-N/A

VI. DPH Responsibility
The Division of Laboratory Services is a division within the KY Department for Public Health. DLS is required to support the Department for Public Health by providing accurate, reliable, state of the art, timely transmitted test results. DLS will continue to maintain stringent accreditation standards for both clinical and environmental testing. DLS serves as laboratory performance improvement consultants to public and private partners. DLS is accessible 24/7.

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  


Additional information on DLS can be found at: www.chfs.ky.gov/dph/info/lab

[bookmark: AFM]
Division of Administration and Financial Management


I. Background 
Local health departments provide administrative services to maintain the operations of their agency.

II. Program Definition-NA

III. Program Eligibility-NA

IV. Program Expectations 
Human Resources
· Contracting – Use Employment or other LHDs agencies or employee
contracts within guidelines

Workforce Development
· Training – Use of Distance Learning and Modules on TRAIN
· Competency Development

Purchasing
· Group or subcontracting

Processing Payroll/Processing AP and Travel
· Contract (outsource) with other LHDs or businesses to perform this service

V. Allowable Expenditures- Core Public Health Block Grant  

VI. DPH Responsibility 
Technical assistance with administrative, personnel, financial and information technology issues










[bookmark: PQI]Division of Prevention and Quality Improvement

CHRONIC DISEASE PREVENTION AND CONTROL/HEALTH PROMOTION
I. Background
Chronic diseases such as Heart Disease and Stroke, Diabetes, Asthma/COPD, Arthritis, Osteoporosis, and Cancer are among the most common, costly and preventable health problems in Kentucky and the nation.  Three modifiable risk factors for chronic disease, physical activity, poor nutrition and tobacco use, are directly linked to the development of chronic diseases and their negative impact on quality of life and premature death.  There is an increasing emphasis on the interconnections between common chronic diseases and modifiable risk factors.  Because of these interconnections, it is increasingly common to develop coordinated efforts to address these areas rather than simply working in “silos” focusing on one disease at a time.  

II. Definition
Promote, implement, and evaluate evidence-based interventions/strategies at the community and state level that support healthy living; improve access to preventive services, disease management and quality care; and prevent new cases of chronic disease. 

III. Eligibility
As population-based programs, eligibility is not based on income.  People with or at risk for chronic diseases, as well as, the providers who care for them, and the communities in which they live, are eligible for chronic disease prevention and control/health promotion efforts.  

IV. Expectations
Local health departments will support one or more of the strategic areas in the Kentucky Coordinated Chronic Disease Prevention and Health Promotion program plan in order to “do” or “assure” the core public health services related to chronic disease prevention and control.  

Strategic Areas: 
· Evidence-based practices and environmental approaches that support and reinforce healthy behaviors
· Expand access to coordinated, quality, evidence-based clinical preventive services, clinical management and chronic disease self-management
· Cultivate strong connections linking individuals, community organizations, businesses, schools, the health care system and other partners to improve health outcomes, reduce health care costs, and improve quality of life  
· Translate surveillance, research and evaluation findings into information that is easily accessible to and useful to the community partners, health advocates and decision makers

Examples of activities which could be supported under the strategic areas: 
1. Create, maintain or participate in community coalitions that support chronic disease prevention and management such as Healthy Communities 
2. Develop or participate in a Community Health Assessment, Health Impact Assessment, or Mobilizing for Action through Planning or Partnerships moving to public health accreditation  
3. Provide or facilitate disease management education with approved evidence-based curricula (such as Diabetes Self-Management Education, Chronic Disease Self- Management, KY’s tobacco quit line and other cessation services, Walk with Ease, etc.), which will help individuals better manage their disease 
4. Host public awareness events for prevention and management of specific chronic diseases  
5. Support quality improvement projects related to chronic disease prevention and management (e.g., SEQIP)

V. Allowable Expenditures  
Core Public Health Block Grant funding for chronic disease prevention and control/health promotion may be used for costs related to personnel, travel expenses, supplies, materials, printing, postage, and continuing education related to program activities.  

VI. DPH Responsibility 
· Continue to provide program management for the federally funded, categorical Chronic Disease Prevention and Control Programs
· Provide leadership for increasing coordination of efforts across all health promotion and chronic disease programs
· Provide technical assistance and training to LHDs and other partners related to evidence-based chronic disease prevention and control/health promotion efforts
· Disseminate chronic disease data, best practice guidelines, and other related resources. Monitor progress, activity, and outcomes as deemed appropriate

Quality Monitoring and Quality Assurance:
All LHDs providing program services commit to carrying out initiatives consistent with program standards and applicable regulations.  
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[bookmark: planning]Community Health Planning


[bookmark: terminology]LHDs are asked to submit annually a fiscal year community-based public health activity plan as part of the LHD Budget process. See Accreditation, Performance Management, and Quality Improvement section of the AR for more detailed information on community health planning.




[bookmark: reporting]Community Health Reporting


For FY 13, the community health activities reporting process is currently under revision as a department quality improvement project.  The goal is to make community reporting mutually beneficial for both the state and local health departments, provide both parties with useable data for grant requirements and planning purposes.  


Guidance from Administration and Finance Management (AFM):
  
If the program requires you to report certain information, you will need to continue to provide that information whether it is through the Community Reporting System, Catalyst, etc. or through other methods of submitting the information.  

The objectives and strategies that a LHD provided last year for FY12, will remain there to enable the LHD to continue reporting services through the Community Reporting System. 

For FY 2013, LHDs may implement their own objectives/strategies. Please share with the program so that those objectives/strategies can be keyed into the system to allow for reporting. 

[bookmark: topofpage][bookmark: _Toc18821092][bookmark: _Toc18821307][bookmark: _Toc42490350][bookmark: _Toc42501088]Community Based Cost Center Codes are found in the AR Vol.I, Financial Management Section. 
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Core Public Health Services
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notifiable diseases, investigation
and follow-up
Outbreak reporting and referral
Outbreak investigations
STD testing & treatment
STD Screening as part of FP visit
HIV Services
TB Screening/Testing
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Prenatal Care
Hands Screening and Referral
Hands Services
Newborn Screenings (if not done at hospital)
WIC
Well Child Exams
Lead Screening & Referral
Grief Counseling {SIDS): Letter w/ resource list
Child Fatality Review
Childhood Lead Poisoning RN Case Mgmt & Home Visit
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Supporting LHD programs

Administrative
Human Resources
Workforce Development
Purchasing
Processing Payroll
Processing AP & Travel
Local registrar responsibilities
LHDs are encouraged to share administrative
services, by contracting among themselves
for these and other services

Environmental
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Temporary/Restricted Food
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Mobile Home/RV Park
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Confinement Facilities
Youth Camps
Septic Pumpers/Onsite Sewage
Swimming Pools/Spas/Beaches
Water Testing-Required for lliness Only
Tattoo & Body Piercing
Rabies
Meth Notification
Nuisance Program-Limited to basic complaints
dealing with regulated issues.

KentuckyPublic Health

Prevent. Promote. Protect

Chronic Disease Prevention

and Community Health
LHDs are encouraged to build sustainable partnerships
and coalitions to address overarching goals which
include strategies to support healthy behaviors, self-
management skills and access to quality care in areas
such as: Obesity (Adult and Childhood), Tobacco
Control, Chronic Diseases which have evidence based
interventions including Asthma, Arthritis, Cancer,
Chronic Obstructive Pulmonary Disease, Diabetes, Heart
Disease and Stroke, Osteoporosis and Injury Prevention.
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