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        CHAPTER 2 
Maternal, Infant, and Child Health
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Maternal, Infant, and Child Health
This chapter presents information about trends, disparities and resources related to maternal, infant, and child health in Massachusetts. 
This chapter addresses the following topics:
· Infant Health
· Child Health
· Children and Youth with Special Health Care Needs
· Women’s Health
· Selected Resources, Services, and ProgramsChapter Data Highlights
· Preterm births are declining, but disparities remain
· The infant mortality rate is the lowest in the nation, but disparities remain
· Among pregnant women enrolled in addiction treatment, opioids are the most common substance used in the past year
· Childhood overweight and obesity are declining, but disparities remain
· Receipt of adequate prenatal care is down for all racial and ethnic groups
· Massachusetts has the lowest teen birth rate in the US, but disparities remain

Overview
Health outcomes for women, infants, and children in Massachusetts are some of the best in the nation; however, some racial, ethnic, and socioeconomic disparities persist.
Massachusetts devotes substantial resources to protecting and improving the health of these populations, offering nearly 50 programs and services targeted at pregnant women, infants, and children. 
Infant Health 
Infant mortality is the best indicator of the health and well-being of a community or state, because the same biological, social, economic, and environmental risk factors that contribute to infant health also affect the health of the broader population.
MDPH tracks and responds to trends and disparities in infant health with a multi-faceted approach that includes preventive services, screening programs, and intervention strategies.
Preterm Birth
Preterm birth refers to the birth of an infant that occurs before the 37th week of gestation. Preterm birth is a major contributor to infant mortality; two-thirds of all infant deaths occur among infants born preterm.[endnoteRef:2] Preterm birth is also a major cause of infant morbidity and long-term neuro-developmental and behavioral disabilities, particularly if the birth occurs before 34 weeks of gestation.[endnoteRef:3] Additionally, infants who are born preterm are more likely to be re-hospitalized in the first year of life.[endnoteRef:4]  [2:  Callaghan WM, MacDorman MF, Shapiro-Mendoza CK, Barfield WD. Explaining the recent decrease in US infant mortality rate, 2007-2013. Am J Obstet Gynecol. 2017 Jan;216(1):73.e1-73.e8. ]  [3:  Behrman RE, Butler AS, Institute of Medicine, US Committee on Understanding Premature Birth and Assuring Healthy Outcomes. Preterm Birth: Causes, Consequences, and Prevention. Washington, DC: National Academies Press; 2007.]  [4:  Ray KN, Lorch SA. Hospitalization of early preterm, late preterm, and term infants during the first year of life by gestational age. Hosp Pediatr. 2013;3(3):194-203. ] 

Women of lower socioeconomic status, those who receive poor care during pregnancy, and those of younger or older ages are at increased risk of preterm birth. Other risk factors for preterm birth include elevated stress in the second trimester; behavioral risk factors such as smoking, drug use, or alcohol consumption; heavy physical labor; malnutrition; obstetric history including a previous preterm birth and multiple births; and pregnancy complications in the current pregnancy.[endnoteRef:5], [endnoteRef:6], [endnoteRef:7], [endnoteRef:8]  [5:  Hoffman MC, Mazzoni SE, Wagner BD, Laudenslager ML, Ross RG. Measures of Maternal Stress and Mood in Relation to Preterm Birth. Obstet Gynecol. 2016;127(3):545-552. ]  [6: Esplin MS, O'Brien E, Fraser A, et al. Estimating recurrence of spontaneous preterm delivery. Obstet Gynecol. 2008;112(3):516-523.]  [7:  Dekker GA, Lee SY, North RA, McCowan LM, Simpson NA, Roberts CT. Risk factors for preterm birth in an international prospective cohort of nulliparous women. PLoS One. 2012;7(7):e39154.]  [8: Greco E, Gupta R, Syngelaki A, Poon LC, Nicolaides KH. First-trimester screening for spontaneous preterm delivery with maternal characteristics and cervical length. Fetal Diagn Ther. 2012;31(3):154-161. ] 

Trends/Disparities
From 2006 to 2015, the proportion of preterm births in Massachusetts before 34 weeks declined by 0.6%.  Late preterm births (between 34-36 weeks of gestation) comprised 72% of all preterm births. In 2015, preterm birth was highest among Black non-Hispanics, followed by Hispanics, Asian non-Hispanics, and White non-Hispanics (Figure 2.1). 
Figure 2.1
Percent of Live Births That Were Preterm Births, By Race/Ethnicity, 2015

NOTE: OTHER INCLUDES AMERICAN INDIAN AND OTHER NOT SPECIFIED
Breastfeeding
Breastfeeding has proven benefits for both mothers and infants. Breastfeeding lowers the incidence of sudden infant death syndrome (SIDS); infant respiratory infections; and necrotizing enterocolitis, a serious intestinal disease among infants.[endnoteRef:9] Exclusive and extended breastfeeding is also associated with reduced risk of obesity, certain cancers, and diabetes.[endnoteRef:10]  [9:  Bartick MC, Schwarz EB, Green BD, et al. Suboptimal breastfeeding in the United States: Maternal and pediatric health outcomes and costs. Maternal & Child Nutrition [serial online]. 2017:13;e12366. Available from: Wiley Online Library Accessed June 19, 2017.]  [10:  Stuebe A. The Risks of Not Breastfeeding for Mothers and Infants. Reviews of Obstetrics & Gynecology[serial online]. 2009; 2(4): 222–231. Available from NCBI PMC. Accessed June 19, 2017.] 

Many low-income mothers, including many who receive support from the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), need to return to work earlier than higher income women. This makes it difficult for them to continue breastfeeding. 
Trends/Disparities
According to Massachusetts birth certificate records, breastfeeding at the time of hospital discharge increased from 83% in 2011 to 87% in 2015. In 2015, Asian non-Hispanic women (92%) had the highest prevalence of breastfeeding initiation, followed by Black non-Hispanic (88%), Hispanic (87%), and White non-Hispanic women (86%). 
Breastfeeding at eight weeks postpartum, as measured on the Massachusetts Pregnancy Risk Assessment Monitoring System (PRAMS) survey, increased from 65% in 2010 to 73% in 2014. Over this period, Asian non-Hispanic women maintained the highest prevalence of any breastfeeding at eight weeks postpartum (Figure 2.2). 
Figure 2.2
Any Breastfeeding at Eight Weeks Postpartum, By Race/Ethnicity, 2010-2014 
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There also are important socioeconomic disparities in breastfeeding. According to Massachusetts PRAMS survey estimates, in 2014 only 59% of mothers with MassHealth were breastfeeding at eight weeks postpartum, compared with 81% of mothers with private health insurance. 
Additionally, data from the 2016 National Immunization Survey indicate that only 28% of WIC participants in Massachusetts were breastfeeding at six months postpartum, compared to 68% of Massachusetts mothers overall, falling short of the Healthy People 2020 goal of 60.6%.
Infant Mortality
Infant mortality refers to the death of an infant prior to one year of age. The infant mortality rate (IMR) is calculated as the number of infant deaths per 1,000 live births. 
The decline in the US infant mortality rate during the 20th century is one of the country’s greatest public health victories.  However, currently 25 other developed nations have a lower IMR than the US.[endnoteRef:11],[endnoteRef:12] [11:  MacDorman MF, Matthews TJ, Mohangoo AD, Zeitlin J. International comparisons of infant mortality and related factors: United States and Europe, 2010. Natl Vital Stat Rep. 2014;63(5):1-6.]  [12:  Lorenz JM, Ananth CV, Polin RA, D'Alton ME. Infant mortality in the United States. J Perinatol. 2016;36(10):797-801.] 

Trends/Disparities
While Massachusetts has achieved a 2.6% annual decline in the IMR from 2005 to 2014 and currently has the lowest IMR in the nation, racial/ethnic disparities persist. In 2014, the IMRs for Black non-Hispanics and Hispanics were 2.1 and 1.5 times that of White non-Hispanic infants, respectively (Figure 2.3). 
IMRs also vary by city or town. In 2014, the communities of Fitchburg (9.9 per 1,000 live births), Chelsea (8.5 per 1,000), and Worcester (7.4 per 1,000) had some of the highest IMRs in the state. 
Disparities in infant mortality result from differential developmental pathways shaped by early life experiences and cumulative wear and tear on the body as an individual is exposed to repeated or chronic stress over time. 
To reduce disparities in birth outcomes and infant mortality, MDPH is addressing differential exposures to risk factors not only during pregnancy but over the life course. 


Figure 2.3
Infant Mortality Rate by Race/Ethnicity, Massachusetts, 2005-2014
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Perinatal Substance Exposure
Substance use disorder can negatively affect maternal and child health and place substantial burden on federal and state health and human service systems. Risks to children prenatally exposed to substances and/or exposed to parental addiction in the home can include adverse developmental, behavioral, and psychosocial outcomes.[endnoteRef:13]  [13:  Smith VC, Wilson CR. Families Affected by Parental Substance Use. Pediatrics[serial online]. 2016; 138(2). Available from AAP Publications. Accessed June 26, 2017.] 

Women who use substances may experience health risks from these substances and accompanying behaviors. They may also experience stress while interacting with health care providers, child welfare agencies and the criminal justice system.[endnoteRef:14] [14:  Bishop D, et al. Pregnant Women and Substance Use: Overview of Research & Policy in the United States. Bridging the Divide: A Project of the Jacobs Institute of Women’s Health. Feb. 2017. Available at: http://hsrc.himmelfarb.gwu.edu/cgi/viewcontent.cgi?article=1004&context=sphhs_centers_jacobs. Accessed June 26, 2017.  ] 

Trends/Disparities
Substance use disorders affect pregnant women across Massachusetts, but the burden varies by region. For example, Charlton Memorial Hospital in Fall River, St. Luke’s Hospital in New Bedford, Cape Cod Hospital in Hyannis, Melrose-Wakefield Hospital in Melrose, and Berkshire Medical Center in Pittsfield have the highest rates of infants diagnosed with neonatal abstinence syndrome, a collection of symptoms related to substance exposure in the womb that can include low birth weight, respiratory distress, feeding difficulty, tremors, increased irritability, diarrhea, and seizures.[endnoteRef:15]  [15:  Commonwealth of Massachusetts Health Policy Commission. Opioid Use Disorder in Massachusetts. Available at: http://www.mass.gov/anf/budget-taxes-and-procurement/oversight-agencies/health-policy-commission/publications/opioid-use-disorder-report.pdf. Accessed June 26, 2017.  ] 

Across the Commonwealth, mothers with opioid use disorder are more likely to be younger than 30 years of age, White non-Hispanic, US-born, unmarried, unemployed, of low educational attainment, receiving prenatal care at a hospital clinic, and covered by MassHealth.[endnoteRef:16]  [16:  MDPH. An Assessment of Fatal and Nonfatal Opioid Overdoses in Massachusetts (2011 – 2015). Available at: http://www.mass.gov/eohhs/docs/dph/stop-addiction/legislative-report-chapter-55-aug-2017.pdf. Accessed August 18, 2017. ] 

In 2016, among pregnant women enrolled in the Bureau of Substance Addiction Services (BSAS) treatment system, opioids, including pain relieving medications and heroin, were the most common substance used in the past year. Seventy-one percent of pregnant women reported use of heroin and 20% reported use of other opioids (Figure 2.4). Crack/cocaine use was reported by 44%, marijuana use by 37% and alcohol use by 35% of pregnant women. 
Figure 2.4
Bureau of Substance Addiction Services Enrollees Reporting Past Year Use, by Substance, 2016

NOTE: BSAS TREATMENT DATA DO NOT INCLUDE WOMEN WHO BECOME PREGNANT WHILE IN TREATMENT AND DO NOT REFLECT ALL TREATMENT PROGRAMS IN THE STATE.
Sudden Unexpected Infant Death 
MDPH classifies sudden unexpected infant death (SUID) as the death of an infant less than one year of age due to sudden infant death syndrome (SIDS), accidental suffocation and strangulation in bed, or from an undetermined cause and manner.
Unsafe infant sleep practices, including placing infants to sleep on their stomachs or sides or in places other than cribs/bassinets/play yards -- such as adult beds, baby slings, car seats, couches or armchairs -- are  known modifiable risk factors for SUID.[endnoteRef:17] Preterm birth is also a risk factor[endnoteRef:18] along with prenatal and secondhand smoke exposure,[endnoteRef:19] low access to prenatal care,[endnoteRef:20] prenatal substance use,[endnoteRef:21] soft bedding,[endnoteRef:22] parental alcohol use,[endnoteRef:23] and overheating.[endnoteRef:24] In addition to supine sleep position, firm sleep surface, and separate sleep space, known protective factors for SUID include breastfeeding,[endnoteRef:25] pacifier use,[endnoteRef:26] and parental exposure to educational interventions.[endnoteRef:27] [17:  Changing concepts of sudden infant death syndrome: implications for infant sleeping environment and sleep position. American Academy of Pediatrics. Task Force on Infant Sleep Position and Sudden Infant Death Syndrome. Pediatrics. 2000 Mar;105(3 Pt 1):650-656.]  [18:  Halloran DR, Alexander GR. Preterm delivery and age of SIDS death. Ann Epidemiol. 2006;16(8):600-606.]  [19:  Blair PS, Fleming PJ, Smith IJ, et al; CESDI SUDI Research Group. Babies sleeping with parents: case-control study of factors influencing the risk of the sudden infant death syndrome. BMJ.1999;319(7223):1457–1461pmid:10582925.]  [20:  Getahun D, Amre D, Rhoads GG, Demissie K Maternal and obstetric risk factors for sudden infant death syndrome in the United States. Obstet Gynecol. 2004;103(4):646–652pmid:15051553.]  [21:  Kandall SR, Gaines J, Habel L, Davidson G, Jessop D. Relationship of maternal substance abuse to subsequent sudden infant death syndrome in offspring. J Pediatr. 1993;123(1):120–126pmid:8320605.]  [22:  Hauck FR, Herman SM, Donovan M, et al. Sleep environment and the risk of sudden infant death syndrome in an urban population: the Chicago Infant Mortality Study. Pediatrics. 2003;111(5 pt 2):1207–1214pmid:12728140.]  [23:  Strandberg-Larsen K, Grønboek M, Andersen AM, Andersen PK, Olsen J. Alcohol drinking pattern during pregnancy and risk of infant mortality. Epidemiology. 2009;20(6):884–891pmid:19797967.]  [24:  Ponsonby A-L, Dwyer T, Gibbons LE, Cochrane JA, Jones ME, McCall MJ. Thermal environment and sudden infant death syndrome: case-control study. BMJ. 1992;304(6822):277–282pmid:1739826.]  [25:  Vennemann MM, Bajanowski T, Brinkmann B, et al; GeSID Study Group. Does breastfeeding reduce the risk of sudden infant death syndrome? Pediatrics. 2009;123(3). Available at: www.pediatrics.org/cgi/content/full/123/3/e406pmid:19254976.]  [26:  Mitchell EA, Blair PS, L’Hoir MP. Should pacifiers be recommended to prevent sudden infant death syndrome? Pediatrics. 2006;117(5):1755–1758pmid:16651334.]  [27:  Hauck FR, Tanabe KO. Sids. BMJ Clin Evid. 2009;2009(315):1–13.] 

Trends/Disparities
SUID rates decreased in Massachusetts during the 10-year period from 2005 to 2014. The three-year average annual SUID rate in Massachusetts declined 24.2%, from 54.2 per 100,000 infants in 2005-2007 to 41.1 per 100,000 infants in 2012-2014. 
Yet despite this overall reduction in SUID, racial and ethnic disparities persist. The five-year average annual SUID rate (2010-2014) among Black non-Hispanic infants was two times the rate of White non-Hispanic infants (see Figure 2.5).
According to data from MA PRAMS, while the prevalence of supine (back) sleep positioning has increased from 77% in 2010 to 85% in 2014, disparities persist as well. For example, in 2014, fewer WIC participants (76%) placed their infant on his/her back to sleep compared with non-WIC participants (90%). Further, Black non-Hispanic (70%) and Hispanic (74%) infants had a lower prevalence of supine sleep position than White non-Hispanic infants (91%).


Figure 2.5
Average Annual Rate of Sudden Unexpected Infant Death (SUID), by Race/Ethnicity, 2010-2014

Child Health
A child’s physical, social, and emotional health has important implications for health later in life.[endnoteRef:28] As children develop, they have unique health care needs and may require specialized services and interventions. Protecting and promoting the health of children and adolescents is a key mission of MDPH as the Commonwealth’s Title V Maternal and Child Health Block Grant Agency. [28:  Lu MC, Kotelchuck M, Hogan V, Jones L, Wright K, Halfon N. Closing the Black-White gap in birth outcomes: a life-course approach. Ethn Dis 2010;20(1 Suppl 2):S2-62-76.] 

Nutrition
Healthy eating in childhood and adolescence is important for proper growth and development and the prevention of various health conditions including cancers and heart disease.[endnoteRef:29],[endnoteRef:30]  Additionally, poor diet can increase the risk of obesity.[endnoteRef:31] Childhood obesity has important implications for the physical and emotional well-being of children and youth. Children who are obese are more likely to develop risk factors for chronic disease early in life, such as high blood sugar, high triglycerides, and high blood pressure. Children who are obese are also more likely to develop chronic diseases, such as type 2 diabetes, before becoming adults. In addition, children who are obese are more likely to experience bullying and weight-based discrimination.[endnoteRef:32] [29:  Dietary Guidelines Advisory Committee. Scientific Report of the 2015 Dietary Guidelines Advisory Committee: Advisory Report to the Secretary Health and Human Services and the Secretary of Agriculture. Washington, DC: US Department of Health and Human Services; 2015.]  [30:  US Department of Health and Human Services and US Department of Agriculture. 2015–2020 Dietary Guidelines for Americans. 8th Edition. December 2015. Available at: http://health.gov/dietaryguidelines/2015/guidelines/. Accessed June 27, 2017.]  [31:  Kushi LH, Byers T, Doyle C, et al. American Cancer Society Guidelines on Nutrition and Physical Activity for Cancer Prevention: Reducing the Risk of Cancer with Healthy Food Choices and Physical Activity. A Cancer Journal for Clinicians. 2006;56:254–281.]  [32:  Trust for America’s Health and the Robert Wood Johnson Foundation. F as in fat: how obesity threatens America's future 2012. Available at http://www.healthyamericans.org/ report/100/2012. Accessed June 27, 2017.] 


Trends/Disparities
Body mass index (BMI) screening data in Massachusetts indicate that the prevalence of overweight and obesity declined across the Commonwealth, from 34% in 2009 to 32% in 2015. While school districts with higher median household incomes (>$37,000) experienced significant reductions in the prevalence of overweight and obesity during this period, data from 2014-2015 show that districts with lower median household incomes have disproportionally higher prevalence of overweight and obesity (see Figure 2.6). 
Figure 2.6
Prevalence of Overweight and Obesity among Public School Children, Massachusetts Public School Districts, 
School Year 2014-2015
[image: ]
Social/Emotional Health
Emotional well-being is shaped by a variety of factors, including biological factors, life experiences, family and community supports, education, and environmental factors. Social connections are an important source of support for children and adolescents that can buffer the effects of stress, connect children with resources, and shape health behaviors.[endnoteRef:33] Early detection and intervention to address social and emotional risk factors can greatly improve outcomes for children and adolescents. Promoting emotional wellness and social connectedness across the life course is a Title V priority for MDPH, including during early childhood and adolescence.  [33:  Robert Wood Johnson Foundation. How Social Factors Shape Health: The Role of Stress. Issue Brief Series: Exploring the Social Determinants of Health. Available at: 
http://www.nmpha.org/Resources/Documents/RWJF%20Issue%20Brief%20-%20Stress%20_%20Health.pdf. Accessed June 27, 2017.] 

Trends/Disparities
Massachusetts data show an increase in the proportion of high school students who reported feeling sad or hopeless, from 22% in 2013 to 27% in 2015.[endnoteRef:34]   [34:  Massachusetts Department of Public Health. Health and Risk Behaviors of Massachusetts Youth, 2015. Available at: http://www.mass.gov/eohhs/docs/dph/behavioral-risk/youth-health-risk-report-2015.pdf. Accessed June 27, 2017.] 

Among Massachusetts high school students, in 2015 racial, ethnic, and sexual minority students were less likely to report supportive relationships with adults in their family or at school. During the same time period, 65% of high school students who identified as gay, lesbian, or bisexual reported having a parent or adult with whom they could talk about important matters compared with 84% of students who identified as heterosexual.[endnoteRef:35] [35:  Massachusetts Department of Public Health. Health and Risk Behaviors of Massachusetts Youth, 2015. Available at: http://www.mass.gov/eohhs/docs/dph/behavioral-risk/youth-health-risk-report-2015.pdf. Accessed June 27, 2017.] 

Children from households with incomes below the federal poverty level were 1.9 and 3.8 times as likely to experience two or more adverse family experiences as children in households with incomes 200-399% of the federal poverty level and those with household incomes >400% of the federal poverty level, respectively (Figure 2.7).


Figure 2.7
Prevalence of Adverse Family Experiences among Children 17 Years and Younger, by Federal Poverty Level, 2011-2012

SOURCE: NATIONAL SURVEY OF CHILDREN'S HEALTH
Immunizations
Immunizations are the cornerstone of communicable disease prevention and have led to the elimination of many diseases in the US.  Immunizing children against diseases such as whooping cough, measles, mumps, and chickenpox before they enter kindergarten remains critical. Human papillomavirus (HPV) vaccination for all pre-teens (11-12 years old) is alsoan important primary prevention strategy against a variety of cancers, particularly cervical cancer. Increasing skepticism about vaccines in certain communities in the US has led to a resurgence of domestic outbreaks of diseases like measles. Social norms surrounding vaccination are important for encouraging parents to vaccinate their children.  
Trends/Disparities
Since 2011, the proportion of children in Massachusetts meeting vaccination requirements before entering kindergarten has increased. In 2015-2016, Massachusetts met or surpassed the Healthy People 2020 goal of 95% coverage for MMR, DTP/DTaP/DT, varicella, hepatitis B, and polio vaccines. 
From 2008 to 2015, HPV vaccination coverage increased among female Massachusetts teenagers 13-17 years old from 53% to 74% receiving at least one dose and from 29% to 53% for those receiving three doses (Figure 2.8). As of December 2016, Centers for Disease Control and Prevention (CDC) recommends two doses of HPV vaccine for 11-12 year-olds who initiate the series between 9 and 14 years of age – rather than the previously recommended three doses.[endnoteRef:36] [36:  CDC. Use of a 2-Dose Schedule for Human Papillomavirus Vaccination — Updated Recommendations of the Advisory Committee on Immunization Practices.  MMWR December 2016;  65(49);1405–1408. ] 

Male teens have lower HPV vaccination rates compared to female teens. Between 2013 and 2015, HPV vaccination coverage increased among male Massachusetts teenagers 13-17 years old from 50% to 60% receiving at least one dose (Figure 2.8). 
Figure 2.8
Human Papillomavirus Vaccination Coverage among Massachusetts Teenagers Aged 13 to 17 Years, by Gender, 2008-2015
[image: ]
SOURCE: NATIONAL IMMUNIZATION SURVEY – TEEN
NOTE: THE HPV VACCINE WAS NOT RECOMMENDED FOR MALES UNTIL 2011 AND COVERAGE ESTIMATES PRIOR TO 2013 ARE NOT AVAILABLE FOR MALES. USE OF A 2-DOSE SCHEDULE FOR 11-12 YEAR-OLDS WHO INITIATE THE SERIES BETWEEN 9-14 YEARS OF AGE WAS RECOMMENDED IN DECEMBER 2016, REPLACING THE PREVIOUS 3-DOSE RECOMMENDATION.
Immunizing teenagers against meningococcal disease helps prevent outbreaks in schools, dormitories, and other densely populated settings. Meningococcal vaccine coverage among Massachusetts teenagers (13-17 years old) has increased from 56% in 2008 to 90% in 2015.[endnoteRef:37]  [37:  National Center for Immunization and Respiratory Disease, CDC. TeenVaxView. Available at: https://www.cdc.gov/vaccines/imz-managers/coverage/teenvaxview/index.html. Accessed June 16, 2017. ] 


Children and Youth with Special Health Care Needs
Children and youth with special health care needs (CYSHCN) include those who have or are at increased risk for a chronic physical, developmental, behavioral or emotional condition and who also require health-related and other services beyond that required by children generally.[endnoteRef:38]  [38:  McPherson M, Arango P, Fox H, et al. A new definition of children with special health care needs. Pediatrics. 1998; 102(1 pt 1): 137-140.] 

In 2009-2010, the National Survey of Children with Special Health Care Needs (NS-CSHCN) indicated that approximately 18% of Massachusetts children from birth to 17 years have a special health care need.  Among them, 48% had two or more of 18 listed chronic health conditions and 3% had complex conditions that led to 11 or more missed school days and required at least two medications daily.[endnoteRef:39]  [39:  Kuo DZ, Cohen E, Agrawal R. et al. A national profile of caregiver challenges among more medically complex children with special health care needs. Arch Pediatr Adolesc Med. 2011; 165(11):1020-1026. ] 

In the NS-CSHCN, 28% of parents reported reducing work hours or stopping work altogether to care for their children and youth with special health care needs. Further, one in three (34%) families with health insurance had coverage that was not sufficient to meet their children’s needs and one in four (25%) families had incomes below 200% of the federal poverty level.  
Family engagement -- the intentional practice of working with families toward positive outcomes across the life course -- is increasingly recognized as a key strategy to improve systems of care, health care quality, and safety for CYSHCN. Strategic family engagement is at the core of the vision, mission, and activities of the MDPH Division for Children and Youth with Special Health Care Needs.  
Care within a Medical Home 
The medical home is a model of delivering primary care that is accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally sensitive to every child and adolescent.[endnoteRef:40] To meet medical home criteria, CYSHCN from birth to age 17 should have a personal doctor or nurse, a usual source of care, and family-centered care, referrals, and care coordination if needed. Access to a pediatric medical home is associated with increased quality of care, improved health outcomes, and decreased unmet medical needs.[endnoteRef:41] Medical homes for CYSHCN have a positive impact on reducing health care costs through decreased utilization of unnecessary services, such as visits to the emergency department and inpatient hospitalizations.   [40:  American Academy of Pediatrics. AAP Agenda for Children: Medical Home. Available at: https://www.aap.org/en-us/about-the-aap/aap-facts/AAP-Agenda-for-Children-Strategic-Plan/pages/AAP-Agenda-for-Children-Strategic-Plan-Medical-Home.aspx. Accessed on June 30,2017.]  [41:  National Center for Medical Home Implementation. Why is Medical Home Important? Available at: https://medicalhomeinfo.aap.org/overview/Pages/Evidence.aspx.] 

Trends/Disparities
The National Survey of Children’s Health (NSCH) has provided population-based estimates of the proportion of children connected to a medical home since 2003 from three administrations: 2003, 2007, and 2011/12. The newly-revised 2016 NSCH results are similar to medical home estimates from previous years, indicating that only about half (49%) of Massachusetts CYSHCN receive care in a medical home, lower than their counterparts without special health needs (61%) (Figure 2.9).  
Figure 2.9
Percentage of Massachusetts Children Receiving Care in a Medical Home, By Special Health Care Need Status, 2016

SOURCE: NATIONAL SURVEY OF CHILDREN’S HEALTH
Future NSCH data for Massachusetts CYSHCN will enable monitoring of statewide estimates of medical home connection according to insurance coverage, income level, and race/ethnicity, using 2016 data as the new baseline. 
Support for Effective Care Transition
The transition of youth between 12 to 17 years of age with special health care needs (YSHCN) to adulthood has become a priority nationwide.[endnoteRef:42] More than 90% of YSHCN now live to adulthood but are less likely than non-YSHCN to complete high school, attend college, or be employed. Health and health care are cited as two of the major barriers to successful transitions.  [42:  American Academy of Pediatrics, American Academy of Family Physicians, and American College of Physicians, Transitions Clinical Report Authoring Group. Supporting the Health Care Transition From Adolescence to Adulthood in the Medical Home. Pediatrics. Jul 2011; 128 (1): 182-200.] 

Trends/Disparities
The NSCH defines the components of a successful transition as whether the health care provider actively worked with the youth to think about and plan for the future, make positive choices about the future, gain skills to manage health and health care, and understand the changes in health care that happen at age 18. According to 2016 NSCH data, only 16% of Massachusetts YSHCN received the services necessary to transition to adult health care compared to only 17% of US YSHCN (Figure 2.10).  
Figure 2.10
Percentage of Massachusetts Children who Received Services Necessary to Make Transitions to Adult Health Care, By Special Health Care Need Status, 2016

SOURCE: NATIONAL SURVEY OF CHILDREN’S HEALTH
As mentioned above for the medical home estimate, future administrations of the NSCH will enable monitoring of statewide estimates of health care transition with 2016 data serving as the new baseline.
Women’s Health
Poor maternal health is associated with adverse child health outcomes with implications for neonatal survival, birth weight, cognitive development, child behavior, school performance, and adult health and productivity.[endnoteRef:43],[endnoteRef:44],[endnoteRef:45],[endnoteRef:46],[endnoteRef:47],[endnoteRef:48] It is important to provide opportunities for deliberate family planning and to promote the health of mothers before, during, and after childbirth. Reducing preventable maternal morbidity and mortality can improve health outcomes for mothers and infants and is critical to the promotion of health across the lifespan.[endnoteRef:49]   [43:  Almond D, Currie J, Herrmann M. From infant to mother: Early disease environment and future maternal health. Labour Economics. 2012; 19(4): 475–483.]  [44:  Victora CG, Adair L, Fall C, et al. Maternal and child undernutrition: Consequences for adult health and human capital. Lancet. 2008; 371(9609): 340–357.]  [45:  Bhalotra S, Rawlings SB. Intergenerational persistence in health in developing countries: The penalty of gender inequality? Journal of Public Economics. 2011; 95(3–4): 286–299.]  [46:  Martorell R. Physical growth and development of the malnourished child: Contributions from 50 years of research at INCAPP. Food and Nutrition Bulletin. 2010; 31(1): 68–82. ]  [47:  Chen J, Millar WJ. Birth outcome, the social environment and child health. Health Rep. 1999; 10(4): 57–67(ENG); 59–71(FRE). ]  [48:  Kahn RS, Wilson K, Wise PPH. Intergenerational health disparities: Socioeconomic status, women's health conditions, and child behavior problems. Public Health Reports. 2005; 120(4): 399–408.]  [49:  Association of State and Territorial Health Officials. Maternal Mortaity and Morbidity – Position Statement.  Available at: http://www.astho.org/Policy-and-Position-Statements/Position-Statement-on-Maternal-Mortality-and-Morbidity/.  Accessed August 22, 2017.] 

Access to Routine Preventive Care and Personal Health Care Provider
Increasing access to preventive health care remains a longstanding public health goal.[endnoteRef:50],[endnoteRef:51] Women’s preventive health care services provide an opportunity to screen for high blood pressure; high cholesterol; breast, cervical, and colorectal cancers; depression; gonorrhea and chlamydia; diabetes; HIV and human papilloma virus; substance use and misuse; obesity; and intimate partner violence.[endnoteRef:52]  [50:  Frieden TR; Centers for Disease Control and Prevention (CDC). Use of Selected Clinical Preventive Services Among Adults—United States, 2007–2010. MMWR Suppl. 2012; 5;61(2):1–2. ]  [51:  Robertson R, Collins SR. Women at risk: Why increasing numbers of women are failing to get the health care they need and how the Affordable Care Act will help. Findings from the Commonwealth Fund Biennial Health Insurance Survey of 2010. Issue Brief (Commonwealth Fund). 2011;3:1–24.]  [52:  Stolp H, Fox J. Increasing Receipt of Women's Preventive Services. J Womens Health (Larchmt). 2015; 24(11):875-81. ] 

Trends/Disparities
From 2011 to 2015, the proportion of women reporting a personal health care provider and a routine check-up in the past year remained stable (Figure 2.11). In 2015, 82% of women had a routine check-up in the past year and 92% had a personal health care provider. Hispanic women were significantly less likely than White non-Hispanic women to have a personal health care provider, even after adjusting for age (87% vs. 93%). Black non-Hispanic women were the most likely to receive a routine check-up in the past year, significantly more likely than White non-Hispanic women when adjusting for age (87% vs. 80%).  


Figure 2.11
Women’s Access to a Personal Health Care Provider and Routine Check-Up Visit by Year, 
Massachusetts, 2011-2015

Prenatal Care	
Prenatal care is one of the most frequently used preventive health care services in the US.[endnoteRef:53] Prenatal care is important for preventing maternal mortality and morbidity as well as infant mortality by allowing for detection and management of potential complications. Prenatal care also provides a setting for health education and behavioral interventions.  [53:  Alexander GR, Kotelchuck M. Assessing the Role and Effectiveness of Prenatal Care: History, Challenges, and Directions for Future Research. Public Health Rep. 2001; 116(4): 306-316.] 

Trends/Disparities
MDPH measures the adequacy of prenatal care utilization by considering gestational age, number of prenatal health care visits completed, and timing of entry into prenatal care. 
The proportion of Massachusetts mothers receiving adequate prenatal care has long exceeded the national Healthy People 2020 goal of 78% (Figure 2.12). While the prevalence of adequate prenatal care improved from 2006 to 2012, it has declined from 2012 to 2014. 


Figure 2.12
Trends in Adequacy of Prenatal Care, by Race/Ethnicity, Massachusetts, 2006-2015
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Persistent disparities remain in the percentage of mothers receiving adequate prenatal care by race/ethnicity. While the percentage declined during 2012-2014 in all racial and ethnic groups, the largest decline occurred among Black non-Hispanic mothers. The underlying causes are complex and multifactorial.
Initiation of prenatal care services during the first trimester has declined over the last decade in Massachusetts. Findings from the 2011 PRAMS survey indicate that about 10% of mothers reported not receiving prenatal care as early as they had wanted. Among those who did not receive prenatal care as early as wanted and entered prenatal care after the first trimester of pregnancy, the top four reasons included: not knowing about the pregnancy (24%); not having a MassHealth card (14%); lack of money or insurance (14%); and lack of transportation, childcare, or inability to take time off from work or school (13%).
Pregnancy Intention
Women’s control over their own fertility, through access to contraception and family planning, is crucial for advancing their opportunities for higher education and employment.[endnoteRef:54] Unintended pregnancy is associated with inadequate prenatal care, substance use during pregnancy, and low birth weight.[endnoteRef:55],[endnoteRef:56],[endnoteRef:57],[endnoteRef:58]  [54:  Goldin C, Katz LF. The power of the pill: Oral contraceptives and women's career and marriage decisions. Journal of Political Economy. 2002; 110(4): 730–770.]  [55:  D'Angelo DV, Gilbert BC, Rochat RW, Santelli JS, and Herold JM. Differences between mistimed and unwanted pregnancies among women who have live births. Perspectives on Sexual and Reproductive Health. 2004; 36(5):192-197.]  [56:  Kost K, Landry DJ, Darroch JE. The effects of pregnancy planning status on birth outcomes and infant care. Family Planning Perspectives. 1998; 30(5):223-304.]  [57:  Sable MR, Spencer JC, Stockbauer JW, et al. Pregnancy wantedness and adverse pregnancy outcomes: differences by race and Medicaid status. Family Planning Perspectives. 1997; 29(2):76-81.]  [58:  Shah PS, Balkhair T, Ohlsson A, et al. Intention to become pregnant and low birth weight and preterm birth: a systematic review. Maternal and Child Health Journal. 2011;15(2):205-216.] 

Trends/Disparities
Massachusetts Behavioral Risk Factor Surveillance System (BRFSS) data indicate that during 2012-2014, 21% of women 18 to 44 years of age had an unintended pregnancy. Trends in unintended pregnancy have remained relatively stable over this period. Among women who had a live birth from 2012 to 2014, women less than 20 years of age had a higher prevalence of unintended pregnancy than older women (Figure 2.13). 

Figure 2.13
Trends in Unintended Pregnancies Resulting in a Live Birth by Maternal Age, Massachusetts, 2012-2014
[image: ]
Additionally, in 2014 women with MassHealth coverage (32%) were twice as likely as women with private health insurance (16%) to have an unintended pregnancy that resulted in a live birth. In 2014, Black non-Hispanic and Hispanic women were 2.3 and 1.7 times as likely as White non-Hispanic women to have an unintended pregnancy resulting in a live birth, respectively. 
Teen Pregnancy
Adolescent childbearing is associated with lower educational attainment for teen mothers and fathers.[endnoteRef:59],[endnoteRef:60] Children of teen parents are also more likely to experience a range of adverse health outcomes, including low birth weight, infant mortality, and barriers to educational attainment and employment.[endnoteRef:61] With appropriate support and access to services, teen parents can complete their education, successfully achieve employment, and provide for their children.[endnoteRef:62] [59:  Perper K, Peterson K, Manlove J. Diploma Attainment Among Teen Mothers. Child Trends, Fact Sheet Publication #2010-01: Washington, DC: Child Trends; 2010.]  [60:  Covington R, Peters HE, Sabia JJ, Price JP. Teen fatherhood and educational attainment: Evidence from three cohorts of youth. Working Paper; 2011.]  [61:  Hoffman SD. Kids Having Kids: Economic Costs and Social Consequences of Teen Pregnancy. Washington, DC: The Urban Institute Press; 2008.]  [62:  Massachusetts Alliance on Teen Pregnancy. Not the Exception: Making Teen Parent Success the Rule. Available at: http://www.massteenpregnancy.org/research/not-exception-making-teen-parent-success-rule.  Accessed June 26, 2017.] 


Trends/Disparities
Teen birth rates have been declining across the US and in Massachusetts. While teen birth rates have been declining in all racial/ethnic groups, in 2015 Hispanic teens 15-19 years of age were still seven times as likely to give birth as White non-Hispanic teens (Figure 2.14).
In 2015, lesbian, gay, and bisexual high school students were three times as likely to report ever having been pregnant or gotten someone pregnant, compared to heterosexual students.[endnoteRef:63] In 2015, the communities of Holyoke, Southbridge, Chelsea, Lawrence, Lynn, New Bedford, Springfield, Fall River, Fitchburg, West Springfield, and Brockton had teen birth rates that exceeded the state average. [63:  Massachusetts Department of Public Health, Health Survey Program, Office of Data Management and Outcomes Assessment.  Data brief:  Massachusetts Adolescent Health Sexual Health, Experiences, and Behaviors.  Available at: http://www.mass.gov/eohhs/docs/dph/behavioral-risk/mass-adole-health-sexual-health.pdf. Accessed June 26, 2017. ] 

Figure 2.14
Teen Birth Rates, by Race/Ethnicity, US and Massachusetts, 2015

Postpartum Depression
Postpartum depression is a mood disorder that can affect women after childbirth. Mothers with postpartum depression experience feelings of extreme sadness, anxiety, and exhaustion that may make it difficult for them to complete their daily activities.[endnoteRef:64] Postpartum depression can be a serious and debilitating condition for new mothers, affecting both maternal and infant health, and potentially interfering with infant development and mother-child bonding.[endnoteRef:65],[endnoteRef:66] Screening for and early detection of depression are important to ensure women receive timely and appropriate treatment. [64:  National Institute of Mental Health. Postpartum Depression Facts. Available at: https://www.nimh.nih.gov/health/publications/postpartum-depression-facts/index.shtml. Accessed on August 24, 2017.]  [65:  Pajulo M, Savonlahti E, Sourander A, Helenius H, Piha J. Antenatal depression, substance dependency and social support. J Affect Disord 2001;65(1):9-17.]  [66:  Weissman MM, Olfson M. Depression in women: implications for health care research. Science 1995;269(5225):799-801.] 

Trends/Disparities
Data from Massachusetts PRAMS indicate that the percentage of new mothers reporting depressive symptoms in the postpartum period decreased from 12% in 2012 to 10% in 2014. However, racial and ethnic disparities in the prevalence of postpartum depressive symptoms exist.  Mothers who are non-Hispanic black (20%), Asian (16%) or Hispanic (15%) had higher prevalence of postpartum depressive symptomology than non-Hispanic white mothers (7%) (Figure 2.15). Women with household incomes at 100% of the federal poverty level or lower were twice as likely to report postpartum depressive symptoms (16%) as women with incomes above 100% of the federal poverty level (8%).
Figure 2.15
Postpartum Depression Symptoms, by Race/Ethnicity, Massachusetts, 2014

[bookmark: _Hlk487136848]Severe Maternal Morbidity
Severe maternal morbidity (SMM) includes unexpected outcomes of labor and delivery that result in significant short or long-term consequences to a woman’s health. While maternal deaths are extremely rare in Massachusetts, SMM events are more common and, similar to the national trend, the rate of SMM is on the rise. Studying SMM events is crucial for identifying close calls and improving obstetric care.   
Several co-morbidities including obesity, diabetes, and heart disease are associated with increased risk for delivery complications.[endnoteRef:67] These chronic conditions are intimately linked with the built environment and social and economic factors.  [67:  Mhyre JM, Bateman BT, Leffert LR. Influence of Patient Comorbidities on the Risk of Near-miss Maternal Morbidity or Mortality. Anesthesiology. 2011; 115: 963-972.] 

Trends/Disparities
Massachusetts monitors SMM using hospital discharge data to identify 25 indicators associated with life-threatening events or life-saving procedures. Women who received blood transfusions account for the greatest percentage of women with SMM. Because the procedure code for blood transfusion does not include information on the number of units transfused, it is difficult to judge the severity of hospitalizations with only that indication. Therefore rates of SMM are typically examined both with and without transfusion codes to better assess trends over time. 
The rate of SMM including blood transfusion increased 179%, from 57 per 10,000 delivery hospitalizations in 1998 to 159 per 10,000 delivery hospitalizations in 2013 (Figure 2.16). 
The rate of SMM not including blood transfusion increased 81%, from 36 per 10,000 delivery hospitalizations in 1998 to 65 per 10,000 delivery hospitalizations in 2013.


Figure 2.16
Severe Maternal Morbidity (SMM) Rate, With and Without Blood Transfusion, By Year, 1998-2013

From 1998-2013, Black non-Hispanic women (175 per 10,000 hospitalizations) had twice the rate of SMM including blood transfusion during delivery hospitalization as White non-Hispanic women (83 per 10,000 hospitalizations). Over this same period, SMM rates were higher among older women (40-44 years of age: 163 per 10,000 hospitalizations) than younger women (20-24 years of age: 93 per 10,000 hospitalizations) and for women with MassHealth (122 per 10,000 hospitalizations) compared with women with private health insurance (84 per 10,000 hospitalizations). These patterns were similar when comparing women without blood transfusions.  
Pregnancy-Associated Mortality
A pregnancy-associated death is the death of a woman while pregnant or within a year of the end of pregnancy from any cause, including obstetric causes (e.g., postpartum hemorrhage), non-traditional obstetric causes (e.g., suicide in the setting of postpartum depression), and accidental or injury-related causes such as opioid overdose months after delivery.


Trends/Disparities
The biennial proportion of pregnancy-associated deaths with any indication of substance use has increased from 13.3% in 2005/2006 to 35.4% in 2013/2014, reflecting the effects of the growing opioid epidemic in Massachusetts and nationwide (Figure 2.17). During 2000-2007, Black non-Hispanic women were twice as likely to experience pregnancy-associated death compared to White non-Hispanic women.[endnoteRef:68] Additionally, compared to women who had private health insurance, those with MassHealth were almost three times as likely to experience a pregnancy-associated death.[endnoteRef:69] [68:  Massachusetts Department of Public Health. Pregnancy-Associated Mortality 2000-2007. Available at: http://www.mass.gov/eohhs/docs/dph/com-health/prego-newborn/pregnancy-mortality-report-2000-2007.pdf. Accessed June 16, 2017.]  [69:  Ibid.] 


Figure 2.17
Pregnancy-Associated Deaths with Any Indication of Substance Use in Massachusetts, 2005-2014

NOTE: INDICATION OF SUBSTANCE USE INCLUDES ANY MENTION OF SUBSTANCE USE ON THE DEATH CERTIFICATE AND IS NOT LIMITED TO OVERDOSE DEATHS
Selected Resources, Services, and Programs
Following are selected resources, services, and programs that support the topics discussed in this chapter.
Infant Health 
· The Neonatal Quality Improvement Collaborative (NeoQIC) of Massachusetts is an organization of health care providers and institutions to support quality improvement in the health care of newborns through the open sharing of information and practices
· The Infant Mortality Collaborative Improvement and Innovation Network (IM CoIIN) is a national movement of federal, state and local leaders, public and private agencies, professionals, and communities to employ quality improvement, innovation, and collaborative learning to reduce infant mortality and improve birth outcomes
· The Massachusetts WIC Program provides prenatal nutrition counseling, breastfeeding support and education, and advances the professional development of WIC staff to increase availability of expert lactation care for participants
· The Massachusetts Maternal, Infant and Early Childhood Home Visiting (MA MIECHV) Program and the Early Intervention Partnerships Program (EIPP) provide education, intervention, and referrals to improve breastfeeding initiation and duration rates to high risk mothers/infants
· The Welcome Family Program provides a universal, one-time nurse home visit to caregivers with newborns in five Massachusetts communities (Boston, Fall River, Lowell, Holyoke and Springfield), including breastfeeding education and related referrals as needed
· The Massachusetts Breastfeeding Coalition supports hospitals that promote breastfeeding and assists hospitals to become Baby Friendly based on a core set of evidence-based maternity care practices that support positive breastfeeding outcomes
· The NeoQIC Human Milk Quality Improvement Collaborative project brings together Massachusetts Neonatal Intensive Care Units (NICU) to increase the percentage of very low birth weight infants that receive their mother’s own milk throughout their hospitalization 
· Baby Cafes are a free drop-in resource for pregnant and breastfeeding mothers to get support from International Board Certified Lactation Consultants (IBCLCs) and Certified Lactation Counselors (CLCs) and to share experiences with other mothers 
· MDPH and other state agencies are working together to address the current opioid crisis and its impact on perinatal populations. Current activities include:
· Forming the Massachusetts Interagency Task Force on Newborns with neonatal abstinence syndrome (NAS) and Substance-Exposed Newborns to inventory services, identify, and address gaps
· Participating in the Policy Academy to Improve Outcomes for Pregnant and Postpartum Women with Opioid Use Disorders, and their Infants, Families and Caregivers sponsored by SAMHSA and led by the National Center on Substance Abuse and Child Welfare[endnoteRef:70] [70:  Children and Family Futures. The Role of Plans of Safe Care in Ensuring the Safety and Well-Being of Infants with Prenatal Exposure, Their Mothers and Families. Updated October 4, 2016. Available at: http://www.cffutures.org/files/Plans%20of%20Safe%20Care%20Draft_100416.pdf. Accessed June 26, 2017.  ] 

· Committing $3.5 million for eligible birthing hospitals to develop and/or enhance programs designed to improve care for infants with NAS and for women in treatment for opioid use disorder during and after pregnancy
· Selecting substance use as a priority for Title V, the major federal block grant that funds maternal and child health programs, and selecting as the state performance measure the percentage of infants diagnosed with NAS in Massachusetts hospitals who are receiving EI services   
· SAMHSA continues to fund grant programs to expand medication-assisted treatment and peer support for pregnant women with opioid use disorder, and to provide peer and clinical parenting support through recovery centers in the Commonwealth 
· MDPH collaborated with numerous stakeholders to develop an Infant Safe Sleep Policy aligned with the American Academy of Pediatrics (AAP) 2011 safe sleep guidelines  
· Massachusetts IM CoIIN team has worked to improve infant safe sleep practices through modeling safe sleep at Massachusetts birthing hospitals; training home visitors to counsel their clients on safe sleep; training local WIC office staff; revising the Department of Early Education and Care’s safe sleep training for child care providers; and training NICU staff to implement safe sleep practices in NICUs 
· Birthing Hospital Safe Sleep Forums were held with the goal of increasing awareness of SUID and infant safe sleep among labor and delivery staff 
· A Sudden Unexplained Infant Death investigation database is used by state and municipal police officers to collect information on the circumstances of sudden unexpected deaths among children less than 3 years of age
Child Health 
· The Massachusetts WIC Nutrition Program offers children a healthy food package containing whole grains, low-fat dairy, fruits, and vegetables and provides caregivers with nutrition counseling and education to help them choose and prepare healthy foods. WIC also promotes the Farmers' Market Coupon Program, through which approximately 20,000 WIC participants receive $20 in Farmers’ Market coupons to use through the growing season
· Massachusetts school nurses are required to screen students in grades, 2, 4, 7 and 10 for healthy weight
· Massachusetts Project LAUNCH is a program to ensure early childhood mental health prevention practices are integrated into pediatric primary care practices to support families with children identified by primary care providers as showing early signs of social and emotional difficulties or who experience risk factors known to lead to poor social and emotional development outcomes (located in Springfield, Worcester, and Chelsea)
· Massachusetts Early Childhood Comprehensive Systems (MECCS) develops systems-level approaches to promote young children’s emotional wellness 
· Massachusetts Early Intervention Program provides screening and services from birth to age three years to improve social emotional skills (including social relationships)
· The Vaccines for Children (VFC) Program is a federal program that provides vaccines free of cost for children whose parents cannot afford them

Children and Youth with Special Health Care Needs
· The Massachusetts Title V Division for Children and Youth with Special Health Needs (DCYSHN) Community Support Line at 1-800-882-1435 provides information, technical assistance and resources to families of CYSHN and providers serving them
· The Division of Children and Youth with Special Health Care Needs offers a variety of programs to support CYSHN and their families such as Care Coordination, the Catastrophic Illness in Children’s Relief Fund, Family TIES, MassCARE, MASSTART, Pediatric Palliative Care Network, Universal Newborn Hearing Screening, and several others 
· Through a federally-funded Systems Integration Project, MDPH has developed an interactive searchable online platform for families of CYSHN and professionals to access reliable resources and services for CYSHN and their families
· Since 2010, MassHealth requires behavioral health screening for children and youth less than 21 years of age as part of the Early and Periodic Screening, Diagnosis, and Treatment Program 
· Massachusetts has mandatory private health insurance coverage for the diagnosis and treatment of Autism Spectrum Disorder (ASD)
· The 2016 Massachusetts Healthy People 2020 Autism Roadmap report serves as a blueprint for better data collection and monitoring across the system of care serving children and youth with ASD and other developmental disabilities and their families in Massachusetts[endnoteRef:71]  [71:  Gabovitch EM, Lauer E, Dutra C. Healthy People 2020 Roadmap Report for Massachusetts Children and Youth with ASD/DD: Understanding Needs and Measuring Outcomes. Boston, MA: University of Massachusetts Medical School, E.K. Shriver Center; 2016.] 

Women’s Health
· The Massachusetts Maternal Mortality and Morbidity Review Committee reviews all pregnancy-associated deaths and makes recommendations to improve clinical practice, health care systems, and public health in Massachusetts
· The Massachusetts Perinatal Quality Collaborative is a voluntary organization of Massachusetts birthing hospitals and key perinatal stakeholders that focuses on quality improvement initiatives to reduce pregnancy-related mortality by reducing obstetric complications 
· Massachusetts WIC Program conducts screening of all pregnant and postpartum participants by nutrition staff to assess utilization of prenatal care and provides referrals to health care providers
· The Massachusetts Maternal, Infant, and Early Childhood Home Visiting Program and the Early Intervention Partnerships Program contract with local agencies to conduct community outreach to pregnant women to encourage early enrollment into programs for women at risk of late entry to prenatal care
· The Boston Healthy Start Initiative provides services to self-identifying Black non-Hispanic and Hispanic women in three Boston neighborhoods in which disparities in birth outcomes are most pronounced 
· The Sexual and Reproductive Health Program provides counseling on reproductive life planning and promotes access to all FDA-approved contraceptive methods while focusing on geographic areas with adverse reproductive health outcomes 
· Through in and out of school settings the MDPH Adolescent Sexuality Education (ASE) Program partners with community-based organizations to deliver evidence-based sexuality education, educational programming backed by preliminary research, and youth development programming for youth aged 11-19 build connectedness with a trusted adult
· The Personal Responsibility Education Program (PREP) works with community-based organizations to deliver evidence-based sexuality education in middle school, high school, and out of school settings
· The Massachusetts Pregnant and Parenting Teens Initiative (MPPTI) supports multidisciplinary teams to provide wrap-around services for pregnant and parenting teens  
· Postpartum Depression (PPD) regulations require health care providers to report their data to MDPH annually if they conduct a PPD screen using a validated screening tool during a clinical encounter with a postpartum woman
· MDPH home visiting programs screen women prenatally and postpartum for depression utilizing a validated screening tool and provide education, brief intervention, and referral to treatment as needed
· Effective May 16, 2016, MassHealth began paying for the administration of standardized depression screening during pregnancy and the postpartum period
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Disparities in infant mortality result from differential developmental pathways shaped by early life experiences and
cumulative wear and tear on the body as an individual is exposed to repeated or chronic stress over time.

To reduce disparities in birth outcomes and infant mortality, MDPH is addressing differential exposures to risk factors
not only during pregnancy but over the life course.

Figure 2.3
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Infant Mortality Rate by Race/Ethnicity, Massachusetts, 2005-2014
W12
H
£ 94
8
s, 77 73
5
2
g6 5.0
8 43
z
34
£
5
z , SN
% ¥e
=
=0

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

White non-Hispanic Black non-Hispanic
Hispanic Asian non-Hispanic

Perinatal Substance Exposure

Substance use disorder can negatively affect maternal and child health and place substantial burden on federal and state
health and human service systems. Risks to children prenatally exposed to substances and/or exposed to parental
addiction in the home can include adverse developmental, behavioral, and psychosocial outcomes.”

‘Women who use substances may experience health risks from these substances and accompanying behaviors. They may |
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Male teens have lower HPV vaccination rates compared to female teens. Between 2013 and 2015, HPV vaccination
coverage increased among male Massachusetts teenagers 13-17 years old from 50% to 60% receiving at least one dose

(Figure 2.8).
Figure 2.8
Human Papillomavirus Vaccination Coverage among Massachusetts Teenagers Aged 13 to 17 Years, by Gender, 2008-
2015
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NOTE: THE HPV VACCINE WAS NOT RECOMMENDED FOR MALES UNTIL 2011 AND COVERAGE ESTIMATES PRIOR TO
2013 ARE NOT AVAILABLE FOR MALES. USE OF A 2-DOSE SCHEDULE FOR 11-12 YEAR-OLDS WHO INITIATE THE SERIES
BETWEEN 9-14 YEARS OF AGE WAS RECOMMENDED IN DECEMBER 2016, REPLACING THE PREVIOUS 3-DOSE
RECOMMENDATION.

Immunizing teenagers against meningococcal disease helps prevent outbreaks in schools, dormitories, and other densely
populated settings. Meningococcal vaccine coverage among Massachusetts teenagers (13-17 years old) has increased
from 56% in 2008 to 90% in 2015.%
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Figure 2.12

Trends in Adequacy of Prenatal Care, by Race/Ethnicity, Massachusetts, 2006-2015
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Persistent disparities remain in the percentage of mothers receiving adequate prenatal care by race/ethnicity. While the
percentage declined during 2012-2014 in all racial and ethnic groups, the largest decline occurred among Black non-
Hispanic mothers. The underlying causes are complex and multifactorial.

Initiation of prenatal care services during the first trimester has declined over the last decade in Massachusetts. Findings
from the 2011 PRAMS survey indicate that about 10% of mothers reported not receiving prenatal care as early as they
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Figure 2.13
Trends in Unintended Pregnancies Resulting in a Live Birth by Maternal Age, Massachusetts, 2012-2014
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Additionally, in 2014 women with MassHealth coverage (32%) were twice as likely as women with private health b
insurance (16%) to have an unintended pregnancy that resulted in a live birth. In 2014, Black non-Hispanic and Hisphnic &
women were 2 3 and 1 7 times as likely as White nan-Hisnanic women ta have an unintended nresnancy resulfing in a o
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