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MATERNAL, CHILD AND ADOLESCENT HEALTH DIVISION

BLACK INFANT HEALTH PROGRAM

SCOPE OF WORK TEMPLATE
GROUP 2: CURRENT BIH PROGRAM
The California Department of Public Health (CDPH) Maternal, Child and Adolescent Health (MCAH) Division places a high priority on decreasing the poor health outcomes that disproportionately impact the African American community in California.  Central to the efforts in reducing these disparities is the Black Infant Health (BIH) Program.  The goal of the BIH Program is to improve African American infant and maternal health and to decrease the Black-White disparities of participants in the program. To achieve the goal, the BIH Program has been revised to provide a group intervention model with case management services that assist participants with securing community and social services.  

MCAH Division staff divided the BIH sites into two groups.  Group 1 will function as a pilot and will start the new intervention model in July 2010.  Group 2 will continue their current BIH activities from July 1, 2010 through June 30, 2011, and will start the new intervention model in July 2011.  The Local Health Jurisdictions (LHJs) participating in Group 1 are required to comply with the revised CDPH/MCAH BIH Policy and Procedure Manual, while LHJs participating in Group 2 will adhere to the current CDPH/MCAH BIH Program Policy and Procedure Manual

	Objectives
	Functions, Tasks, Activities
	Outcome Measures 

	Objective 1:  To recruit clients through outreach to:

· Medical providers 
· Community service providers
· Street (direct client contact)
· Media

	1.1  Develop a recruitment plan to enroll African American women who are pregnant or parenting an infant up to 3 months of age.

1.2  Implement outreach, recruitment and enrollment from medical providers, community service providers, street and media.
1.3 Complete BIH Street Outreach Activities,  Form 3C to provide CDPH/MCAH with three examples.

	As of June 30, 2011

1. Document the number of women who will be referred by medical providers.

2. Document the number of women who will be contacted through outreach.
3. Document the number of women who will be referred by community service providers.
4. Submit three BIH Street Outreach Activities, Form 3C


	Objective 2:  To conduct Prenatal Care Outreach and Tracking based on the existing BIH program standards


	2.1 Develop a standardized intake process.
2.2 Conduct client assessment on women enrolled using the Screening Tool in the BIH. management information system (MIS) to determine eligibility.
2.3 Provide care coordination based on the assessment which refers and links clients to appropriate medical and social services essential for the health and well being of mothers and infants.
2.4 Provide health education information and materials prevent poor health outcomes
2.5 Follow clients as they participate in BIH until they exit from the program.

	As of June 30, 2011

1. Document the number of  women enrolled
2. Document the number of referrals completed by clients.



	COMPLETE THIS OBJECTIVE ONLY IF YOU CONDUCT THE BIH SOCIAL SUPPORT & EMPOWERMENT MODEL (SSE)

Objective 3:  To conduct the a group intervention that provides health education, peer support, personal skill building to increase healthy behaviors, strengthen personal abilities, support constructive lifestyles and reduces stress

	3.1 Conduct the BIH SSE group intervention from the existing program.

	As of June 30, 2011

1. Document the number of women who will have completed SSE groups


	COMPLETE THIS OBJECTIVE IF YOU CONDUCT THE BIH (NURSE) CASE MANAGEMENT MODEL

Objective 4:  To conduct nurse case management that integrate medical- prenatal care and other health, and social service linkages 

	4.1 Conduct client health assessments to triage and prioritize client problems.
4.2 Develop and implement a care plan to address the problems identified.
4.3 Provide referrals to community and social services agencies.
4.4 Provide health education information and materials improving health outcomes

	As of June 30, 2011

1. Document the number of women receiving nurse case management

2. Document the number of referrals completed by clients.


	Objective 5:  To collect data on BIH clients and activities.

	5.1 Collect and transmit data using the BIH MIS as directed by CDPH/MCAH.


	1. Collect and transmit data via MIS on clients as directed by CDPH/MCAH until those clients exit from the program.
2. OPTIONAL: Designate one person as representative to the data committee.


	Objective 6: To develop and maintain community partnerships that support the goal of BIH
	6.1 Develop MOUs and interagency agreements that create systems to recruit and refer BIH clients.
6.2 Participate in formal collaboratives with agencies working toward similar goals.

	As of June 30, 2011

3. Maintain a list of MOUs and interagency agreements and what is expected from those partnerships.
4. Complete the Formal Community Collaborative Form 4D.
 

	Objective 7:  Implement a  continuous quality improvement (CQI) based on existing program components

	7.1 Submit CQI plan that ensures service delivery, and data quality/management are conducted in a standardized manner
7.2 Respond to CDPH/MCAH data requests in a timely manner. 

7.3 MCAH Director and BIH Coordinator to attend annual a one-day annual BIH Meeting held by CDPH/MCAH.
7.4 OPTIONAL:  Participate in monthly conference calls with BIH Coordinators convened by CDPH/MCAH with other FHAs to discuss:
· Model fidelity

· Other issues that arise

7.5 OPTIONAL: Participate in monthly conference calls with group facilitators convened by CDPH/MCAH to discuss:

· Curricula fidelity

· Retention issues

· Other issues that arise

7.6 OPTIONAL:  Participate in monthly conference calls with FHAs convened by CDPH/MCAH to discuss:

· Model fidelity

· Following the ICP

· Other issues that arise

7.7 OPTIONAL:  Participate in BIH data committee conference calls to address ongoing issues related to data collection, data reporting, and data collection software.  Frequency of calls to be determined.


	1. Document a CQI  

     plan   

3. Record  of attendance 

      of the annual BIH

      one-day meeting.

	Objective 8. To engage the community in addressing the African American infant and maternal disparities.

	8.1 Maintain a community council to:
· Advocate for funding and services.

· Assist in developing and maintaining community partnerships.

8.2 Council members will be stakeholders from various segments of the community including:

· Community partners

· Prenatal care providers

· Former clients

· Community leaders

· Academia

· Social organizations

· Faith-based community

[CDPH/MCAH in conjunction with local sites will revise the protocol/standards for community councils.]
8.3  Conduct community activities 

       to raise awareness of health 

       disparities
	1. Documentation of council members as part of report as determined by CDPH/MCAH on the Community Council 

    Membership BIH 

    Form 3F.
2. Document   

    community 

    awareness

    activities


