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Foreword

T

he publication of this volume is a celebration of 65 years of growth and development. Title V of
the Social Security Act created the Federal-State Maternal and Child Health (MCH) Partnership—
the foundation of America’s maternal and child health infrastructure.
Since 1935, the achievements of the Title V Federal-State Partnership have been integrated into the
ongoing care system for children and families. A few of the Partnership’s major contributions to date
include:
•

Provided a safety net of last resort for children and families with no financial means for accessing
medical care.

•

Brought the concerns of children with special health care needs and their families to the attention
of the health professions.

•

Initiated professional training for needed MCH specialty and subspecialty areas such as adolescent
medicine, neurodevelopmental disabilities, and behavioral pediatrics.

•

Made Title V the first Federal program to implement a State “match” for Federal Block Grant funds,
producing an additional $2 billion for maternal and child health annually.

•

Inaugurated a national Title V Information System (TVIS) that provides easy access to evidencebased results of MCH practice nationwide.

Today, as one of the largest Federal block grant programs, Title V leads the Nation in assuring the
health of all America’s pregnant women, infants, children, adolescents, and their families—including
women of reproductive age, fathers, and children with special health care needs.
The Maternal and Child Health Bureau’s (MCHB) mission is to provide national leadership and to work
in partnership with States, communities, public-private partners, and families to strengthen the MCH
infrastructure, assure the availability and use of medical homes, and build knowledge and human
resources to assure continued improvement in the health, safety, and well-being of the maternal and
child population. MCHB provides leadership to improve access to comprehensive, culturally sensitive,
quality health care for all pregnant women, infants, children, adolescents, and their families, including
women of reproductive age, fathers, and children with special health care needs.
MCHB envisions a future America in which the right to grow to one’s full potential is universally assured
through attention to the comprehensive physical, psychological, and social needs of the MCH population. It
strives for a society in which children are wanted and are born with optimal health, receive quality care, and
are nurtured lovingly and sensitively as they mature into healthy, productive adults. Bureau programs help
us become a Nation that provides equal access for all to quality health care in a supportive, culturally
competent, family, and community setting.

Peter C. van Dyck, M.D., M.P.H.
Associate Administrator for Maternal and Child Health
Maternal and Child Health Bureau
Health Resources and Services Administration
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tality and morbidity rates and proportions for types of individuals, such as the proportion of infants born with drug
dependence within the total population of the State. The
radically changed reporting requirements necessitated
concentrated review and formulation of guidance and intensive technical assistance on the part of Federal MCH
administrators.

ters under sections 329 and 330 of the PHS Act, the
grant program for the homeless under section 340 of
the PHS Act, the WIC program under Section 17 of the
Child Nutrition Act of 1996, and the Head Start program under the Head Start Act.

Reporting to Congress was expanded to include detailed
results of SPRANS-funded projects, a compilation of national MCH data by health status indicators, and assessment of progress toward national goals and objectives.
The two-year audit requirement bound States to have their
expenditures under the block audited not less than once
every two years by an entity independent of the State MCH
agency. Standard State maintenance of reports and audit
documentation language was added to ensure State compliance with accounting and audit provisions affecting Federal grants to States.

Development, field testing, evaluation, availability, and
distribution of a maternal and child health handbook
to pregnant women and families with young children.

•

Conduct (by the Health Care Financing Administration) of demonstration projects to provide health
insurance coverage through an eligible plan to medically uninsurable children under 19 years of age.

All of these activities were carried out in the early 1990s
with substantial interagency collaboration.

3. Creation of a Federal Maternal and Child
Health Bureau
OBRA ’89 called for increased leadership and programmatic responsibility at the Federal level, especially in the
area of national policy development and policy coordination. These expectations were finally recognized with the
May 1990 elevation of the MCH organization to Bureau
status within HRSA. Subsequently, in February 1995, a
new Office of State and Community Health (OSCH) was
established to bring a defined focus and management
capability to MCHB in support of State-funded programs.
Since then, OSCH has functioned as an effective focal point
for sustaining State accountability.

d. Administration of the Program
The law specifies that the health agency of each State
shall be responsible for administering or supervising the
administration of programs carried out with Title V allotments, with a “grandfather” clause providing for continued
separate functioning of any CSHCN units (formerly Crippled
Children’s units) located outside the State health agency.
At the Federal level, the law requires that the Secretary
designate an identifiable administrative unit with expertise
in MCH within the Department of Health and Human Services with a broad range of responsibilities. Included are
promoting coordination of Title V and related Federal programs; disseminating information to the States; providing
technical assistance; providing information relating to the
health status and health services needs of mothers and
children in the United States; and assisting in the preparation of mandated reports to Congress. A final responsibility
is developing and making available to State agencies a
national directory listing by State of toll-free numbers. The
Maternal and Child Health Bureau (MCHB) is the administrative unit designated under the law.

4. The Government Performance and Results
Act (GPRA) of 1992
Passed on August 3, 1993, GPRA (P. L. 103-62) resulted
in government-wide action to establish and track measurable performance goals. DHHS moved quickly to implement the provisions of the new law, directing administering
agencies and programs to develop strategic plans, performance plans with measurable goals and objectives, and
annual reports on actual performance compared with performance goals. MCHB’s OSCH designated a Block Grant
Guidance External Committee, comprised of State Title V
program representatives and other stakeholders in maternal and child health and related communities, to act in
an advisory capacity for developing the Title V Block Grant
Performance Measurement System.

e. Other Provisions of the OBRA ‘89 Affecting
MCH Programs and Populations
OBRA ‘89 included several additional mandates for activities of substantial importance to women and children served
by Title V programs:
•

•

Following agreement on a conceptual framework, the Committee developed core and negotiated performance measures that represent Block Grant activities. Briefly stated,
four levels of the service pyramid, namely basic, enabling,
population-based, and capacity/infrastructure services
were to be measured by capacity, process, and risk factor

Development of a model application form for a pregnant woman or a child under 6 years of age to enable
simultaneous application for assistance under any
maternal and child health assistance program, defined
to include the Title V MCH Block Program, the Title XIX
Medicaid Program, migrant and community health cen17

performance measures. This system has already yielded
data and information of great utility.

OBRA ‘89. Beginning in 1990, a process of review of State
applications on-site in the DHHS field offices was instituted.
Field review proved an effective mechanism for Federal
managers and State officials to interact in monitoring State
programs.

5. The Title V Information System

Closely allied to the GPRA-related performance measurement system instituted by MCHB, the Title V Information The year 1996 saw the development by MCHB and clearSystem, a collaborative effort between MCHB and the Na- ance by the Office of Management and Budget (OMB) of
tional Center for Education in Maternal and Child Health, Interim Guidance packages for the application and annual
was designed to capture much of the financial and pro- report. This was followed by the publication of more comgram data contained in MCH Block Grant applications for plete guidance in 1997, and culminated for the 1999 appliboth national and State MCH program managers. With the cation cycle in the provision to States of a formatted diskette
initiation of online internet service in late 1999, the system for completion of their applications. Technical assistance
provides an indispensable base for the evaluation of State was made readily available to States through MCHB’s Omand local program technical assistance needs and is the nibus Budget Reconciliation Act as they entered this new
basis for oversight of priority needs, objectives, perfor- and more streamlined phase of the MCH Block Grant apmance, and financing. No less critical an aspect of the re- plication process. States welcomed this new approach and
porting system is that it provides States with a simplified the opportunity it afforded to Federal and State partners
electronic means of submitting the forms required under to build a national database focusing on State MCH prothe block grant application and reporting
grams and the populations they serve.
guidance. The outcomes of these efforts
Also in 1996, MCHB published a compilaare captured as evidence of progressive
These efforts repretion of legislative documents (with accomimprovement and provide accountability to
sented a serious
panying CD-Rom) entitled Legislative
the States and the Nation as a whole.
attempt on the part
Base: Maternal and Child Health Block
of the “Federal
6. The 1994 Formula Study
Grant. These materials provided an hisadministrative
torical compendium of the Title V authorizIn 1994, MCHB commissioned a new study
agency” to resume
ing legislation, regulations, and related
of the Title V formula for allocating funds to
major responsibility
laws affecting maternal and child health
the States. State concern about the equity
for
its
own
archival
programs in the United States since 1912.
of the formula had been a recurring theme
MCH program
The Legislative Base was intended as a
since the 1970s, last addressed following
policies
and
records
useful resource for Title V managers at all
enactment of OBRA ‘81. The 1994 study
levels. It has also been widely distributed
after
a
number
of
focused on the fact that census data used
to the public.
years when they
to calculate a major portion of the formula

were dispersed in
allotment lagged behind actual data and
In 1997, in one of a number of efforts to
circumstances in individual States. The
larger organizations. assist State MCH managers, OSCH prestudy group was composed of State direcpared and disseminated a Legal Compentors, experts from national MCH-related ordium of Interpretations of Title V of the Social Security Act,
ganizations, and the General Accounting Office (GAO). which included substantially all responses provided to States
The group reviewed various options for change in the for- and others inquiring about the meaning and legal implicamula, and, as had been the case in the past, concluded tions of provisions of Title V, as amended by the OBRA ‘89.
that without a major increase in appropriated funds, the While States continued to be provided much flexibility under
apparent inequity could not be resolved. In its own review Title V, questions regarding the more complex provisions of
of the formula, GAO also recommended no change.
the law still arise from time to time, principally relating to
matching of Federal funds with State monies, allocation of
funds according to the law’s percentage distributions, the
1989 “hold harmless” stipulation, and other fiscal issues.

7. Block Grant, Annual Report Guidance,
and Technical Assistance
Following passage of OBRA ‘89, major management and
program resources of MCHB were devoted to the development (and subsequent clearance by the Office of Management and Budget) of guidance materials for both the
application and the annual report from States. Previous
guidance developed to implement the OBRA ‘8l block grant
legislation required major revision with the passage of

8. The Traumatic Brain Injury (TBI) Program
The TBI program, authorized under section 1252 of the
PHS Act in 1996, was initially funded by Congress through
the addition of funds to the Title V SPRANS authority. This
was accomplished through bill language added to the appropriation for the MCH Block Grant in fiscal years 1997
18

through 2000. The TBI program is administered by MCHB
and authorizes grants to States to develop infrastructure
for providing comprehensive services to individuals suffering from traumatic brain injuries and their families.

more parents who work. Lack of insurance results in these
children being at risk for preventable illness, resultant morbidity, costly remedial care, and conditions that result in
lost or unproductive school days.

9. Managed Care and Medicaid Reimbursement
Impact

Subtitle J of the 1997 Balanced Budget Act (P. L. 105-33)
authorized the new State Children’s Health Insurance Program (SCHIP), which targeted the bulk of the uninsured
children identified by CDF. The law added a new Title XXI
to the Social Security Act to enable States to initiate and
expand child health assistance, through Medicaid or a separate program, to uninsured, low-income children. The program was a capped entitlement for States, with payments
for child assistance beginning October 1, 1997. Implementation of SCHIP at the State level was primarily assigned to
the State Medicaid agency. The dollar size, some $40 billion between 1998 and 2007, and the scope of the new
entitlement program required that States develop comprehensive Child Health Plans for establishing and implementing SCHIP provisions. Title V State agency staff worked
collaboratively with State Medicaid staff to ensure that planning for this program was coordinated effectively with Title
V program efforts in all the States. At the Federal level,
HRSA and HCFA jointly oversaw initial implementation and
monitoring of the program.

The widespread implementation of systems of managed
care in the 1990s, coupled with radical changes in the
Medicaid reimbursement system in the same period, required major re-evaluation and restructuring of State and
local organizational frameworks for service delivery as well
as adjustments in the scope and functioning of their health
care and related programs. By June 1997, the Health Care
Financing Administration (HCFA) reported that nearly 50
percent of all State Medicaid enrollees, about 15.3 million
persons, were enrolled in managed care programs. Only
three States had enrolled no eligibles—Alaska, Virgin Islands, and Wyoming. Nine States had enrolled 80 to 100
percent of their eligibles.
To address the effect managed care was having on the services provided by State MCH agencies, MCHB developed a
process for managed care consultation and technical assistance that included collaborative efforts with HRSA’s managed care staff and on-site presentations in several States.
This process offered a forum to State managers for input
into Federal planning and technical assistance development
targeted to managed care concerns. Particular attention was
directed to assisting States in addressing the needs of children with special health care needs; services for these children appeared to be at particular risk of disruption as a
result of the rise in managed care.

11. State Health Agency Reviews
In 1997, the National Governors Association (NGA) released a report entitled Transforming State Health Agencies to Meet Current and Future Challenges. The NGA
recognized that States were fundamentally changing the
way health services are organized, administered, financed,
and delivered by the State health agency. Changes influencing States included the increased use of managed care,
an increased demand for accountability, a focus on customer satisfaction, and a shift by some States from direct
service to the performance of core public health functions.

Recognizing the need for interagency collaboration and
partnership between Federal and State programs serving
a common population as welfare reform was becoming a
reality, MCHB and Administration for Children and Families
(ACF) established the ACF Technical Assistance Group
(TAG) in 1995. Composed of five Federal agencies—
MCHB, ACF, Head Start, WIC, and HCFA/Medicaid —and
augmented by State representatives from each of the key
content areas—this TAG provided a forum for interaction,
communication, and program prioritization that was vital to
ongoing mutual child health and welfare program planning and implementation efforts at all levels.

In the same year, MCHB commissioned a study entitled
State Maternal and Child Health Organization Placement
and Leadership. Based on review of Block Grant application and annual reports, coupled with interviews of MCH
directors in all 50 States, this study revealed that over
80 percent of the State Title V Directors indicated that organizational change had occurred, or that they were in the
implementation phase of such change, and/or that such
change was under consideration.

10. The State Children’s Health Insurance
Program (SCHIP)

In response to both reports, MCHB intensified its efforts, in
conjunction with the Association of Maternal and Child Health
Programs (AMCHP), to provide technical assistance and
support to the State directors faced with varying degrees of
organizational restructuring and streamlining, to ensure
minimal disruption to services, and to ensure continued
compliance with the requirements of Title V.

In a 1996 report on key facts about uninsured children, the
Children’s Defense Fund (CDF) indicated that 11.3 million
children under age 18 were uninsured, the largest number
ever reported by the Census Bureau. The report noted that
more than 90 percent of uninsured children have one or
19

Trends in MCH
Appropriations:
1936-2000

12. The Abstinence Education Program
Beginning in FY1998 and continuing each year through
2002, $50 million became available under a new Section
510 of Title V for a “separate program for Abstinence Education.” Authorized under the Personal Responsibility and
Work Opportunity Reconciliation Act of 1966 (P. L. 104193), Section 510 is a capped entitlement that requires
each State to apply specifically for abstinence educationonly funds in order to receive their allotment under the law.
The primary purpose of this program is to enable States to
provide abstinence education—and where appropriate,
mentoring, counseling, and adult supervision—to promote
abstinence from sexual activity, with a focus on those
groups most likely to bear children out of wedlock. A highly
specific definition of “abstinence education” is included in
the law. Legislation enacted in 1997 authorized an independent evaluation of State Title V-funded abstinence education programs to be sponsored by DHHS’ Assistant
Secretary for Planning and Evaluation.

F

ederal funds to support efforts to improve the health
of mothers and children and handicapped children
increased significantly between 1936 and 2000. This is
shown both on Appendix Tables 1 and 4 (showing the differences in allocations to current DHHS Regions in FY1937
and FY2000). Of special concern during this period, however, was the major increase in the Consumer Price Index,
which rose by 153 percent between 1975 and 1991.
To keep pace with inflation, program spending should have
increased by the same amount. While the increases in
funding were fairly substantial in terms of annual dollars,
the amounts in constant dollars reflected much smaller increases and, finally, beginning in the mid-1970s, amounted
to a net loss in purchasing power. See Appendix Table 4,
which shows the difference between actual dollars appropriated and constant dollars defined by the CPI, and Figure 4 for the trend in Title V and MCH Block Grant funding
in actual and constant dollars, for fiscal years 1936–2001.

13. Strengthening MCH’s Partnership with
the Association of Maternal and Child Health
Programs
Throughout the 1990s, MCH Bureau efforts were directed
toward strengthening its partnership with AMCHP, the professional organization representing State Title V directors.
These efforts included the contribution of Federal financial support for the AMCHP organizational structure. The
institution of annual meetings planned and implemented
by AMCHP has resulted in major advances in sharing innovative program approaches and resolving challenges
facing the MCH community at all levels stemming from the
need to implement myriad changes to Title V as well as
from fundamental system-wide changes in health care and
its financing. Through regular meetings and close communications, MCHB and AMCHP maintain a vigilant and
responsive hub for the MCH community as a whole.

After some fluctuation in appropriations levels between
FY1982 and FY1986 accompanying the 1991 shift to the
Block Grant, and with the exception of almost level funding
in FY1990, the MCH Block Grant showed a rate of growth
of between 5 percent and 8 percent a year between
FY1986 and FY1991. Exclusive of the additional funds provided for the Abstinence Education program, the increase
in funding available for Title V State and Federal programs
between the years 1986 and 1999 was significant, even
as it leveled off again during the deficit reduction years of
the 1990s:

The partnership with AMCHP was mirrored by important
MCHB partnerships with other national membership organizations with a variety of professional concerns affecting mothers and children. The many “Partnership in
Communication” or “PIC” partners have included the National Governors Association; the Washington Business
Group on Health; Family Voices; and Healthy Mothers,
Healthy Babies.

Block Grants

SPRANS

Total

1986

$388,829,100

$68,616,900

$457,446,000

1999

586,781,920

109,071,690

695,853,610

Increase

191,461,375

38,785,302

230,246,677

Percent

+49%

+57%

+50%

In addition, the Community Integrated Service System
(CISS) program, which began at a level of $6,375,000 in
1992, increased to $12,084,323 in 1999, an increase of
90 percent in the 7-fiscal-year period.
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