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I. General Requirements

I.A. Letter of Transmittal
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I.B. Face Sheet

The Face Sheet (Form SF424) is submitted electronically in the HRSA Electronic Handbooks (EHBs).

I.C. Assurances and Certifications

The State certifies assurances and certifications, as specified in Appendix 2 of the 2026 Title V Application/Annual Report
Guidance, are maintained on file in the States’ MCH program central office, and will be able to provide them at HRSA’s request.

I.D. Table of Contents

This report follows the outline of the Table of Contents provided in the “Title V Maternal and Child Health Services Block Grant To
States Program Guidance and Forms”, OMB NO: 0915‐0172; Expires: December 31, 2026.

II. MCH Block Grant Workflow

Please refer to figure 3 in the “Title V Maternal and Child Health Services Block Grant To States Program Guidance and Forms”, OMB
NO: 0915‐0172; Expires: December 31, 2026.
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III. Components of the Application/Annual Report

III.A. Executive Summary

III.A.1. Program Overview

Program Overview – Republic of the Marshall Islands (RMI) 

Geographic and Demographic Context

The Republic of the Marshall Islands (RMI) is a Small Island Developing State (SIDS) in the North Pacific with an estimated 
population of 42,418 spread across 29 coral atolls and 5 islands. More than half of the population resides in Majuro, the 
capital, nearly one quarter live on Ebeye (Kwajalein Atoll), and the remainder in scattered Neighboring Islands (NIs). Almost 
40% of the population is under age 18, and 20% are women of reproductive age, keeping maternal and child health (MCH) at 
the center of public health priorities.

Health needs are shaped by rapid urbanization in Majuro and Ebeye, ongoing out-migration under the Compact of Free 
Association (COFA), and the growing impact of climate change. Overcrowding, workforce shortages in the NIs, and 
displacement due to droughts and sea-level rise deepen inequities in access to essential health services.

 

Health System and Program Structure

 

RMI’s health system is organized in three tiers. At the national level, Majuro Hospital and Leroij Atama Zedkaia Memorial 
Hospital in Ebeye provide inpatient care, deliveries, cesarean sections, neonatal services, pediatrics, and dental care, while 
also functioning as referral hubs. At the community level, service delivery relies on Zone Outreach Units (ZOUs), Mobile 
Outreach Teams, and 56 dispensaries in the Neighboring Islands (NIs), which provide immunizations, antenatal and
postnatal care, family planning, nutrition counseling, and growth monitoring. For conditions beyond national capacity, 
patients are referred to hospitals in Hawai‘i, the Philippines, or Taiwan through Compact funding and bilateral support. 

 

Delivering services across 750,000 square miles of ocean is logistically complex. Travel to NIs requires boat or small 
aircraft missions, often delayed by irregular schedules, fuel shortages, or weather disruptions. Title V funds are vital in 
maintaining these outreach cycles by covering mission costs such as transport, per diem for outreach staff, and vaccine 
and supply shipments.
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Frontline staff anchor this system: Community Health Outreach Workers (CHOWs), nurses stationed in Majuro’s seven 
zones under the Clinics Without Walls model, and Health Assistants assigned to NI health centers. These cadres, most of 
them women, provide preventive care at the community level while referring complex cases to Majuro or Ebeye. 
Coordination within MOHHS ensures integration of MCH with NCD, HIV/STI, TB, Cancer Control, and Health Information 
Systems. Partnerships with WHO, UNICEF, CDC, UNFPA, Pacific Island Health Officers Association (PIHOA), Women 
United Together in Marshall Islands (WUTMI), Canvasback Missions, and faith-based and regional organizations extend
reach and technical capacity. 

Title V Role and Workforce Support

Within the Bureau of Primary Health Care Services (BPHCS), the MCH Program manages Title V alongside reproductive 
health and MCH clinic services. In RMI, Title V is not supplemental; it is the backbone of the MCH workforce. In FY2024, 
more than $184,000 of the federal allocation sustained salaries for MCH nurses in Majuro, Ebeye, and the NIs, along with a 
dental assistant and reproductive health staff who deliver cervical cancer screening, family planning, and adolescent health 
education. By funding these positions, Title V ensures continuity of essential services across all six MCH domains and 
makes outreach missions possible. Without Title V, these frontline services would not be sustained.

Title V Funding and Financial Management

In FY2024, the RMI Title V allocation totaled $241,229. Funds were distributed as follows: 30 percent ($72,368.70) for 
children, 32 percent ($75,985.00) for Children with Special Health Care Needs (CSHCN), 8 percent ($20,505.82) for 
administrative costs, and the remaining 30 percent ($72,368.70) for other program activities.

Complementary resources include Compact State Match funds, the State Systems Development Initiative (SSDI), UNFPA 
RMNCAH programming, and categorical grants such as Family Planning, EHDI, and Immunization. In addition, partners 
such as Shriners Hospitals, Taiwan Medical Missions, Canvasback Missions, and the World Bank Early Childhood
Development project provide in-kind resources. 

Financial management has faced challenges. Across two years, $77,000 in unobligated funds were lost due to Ministry of 
Finance drawdown delays. State match and in-kind contributions have not always been certified, and administrative costs 
have been reported inconsistently. To correct these issues, MOHHS is implementing a program-level financial tracker, 
clarifying definitions of administrative expenditures, and strengthening coordination with the Ministry of Finance to ensure
timely drawdowns and certification. 

Title V Needs Assessment and Priority Alignment

In 2025, MOHHS completed a focused one-month Maternal and Child Health (MCH) Needs Assessment to inform the 
FY2026–FY2030 State Action Plan. The process was guided by the Title V Nine-Step Framework and supported by 
resources from the Strengthen the Evidence for MCH Programs initiative. Although condensed, the assessment drew on 
national strategies, surveys such as the 2025 MCH Jurisdictional Survey, the 2024 Rapid Youth Survey, and the 2023 Hybrid 
Adult Survey, as well as program reports and community inputs. The assessment ensured alignment with the RMNCAH 
Strategy 2024–2030, the MOHHS Strategic Plan 2024–2028, and the National Strategic Development Plan 2020–2030.

The review confirmed persistent system gaps, including inconsistent postpartum follow-up, low rates of exclusive 
breastfeeding, delayed immunization in the Neighboring Islands, limited oral health services, low cervical cancer screening 
coverage, and unmet needs for children with special health care needs (CSHCN). Adolescents also continued to report 
barriers to accessing sexual and reproductive health services. These issues were assessed using the criteria of burden of
need, feasibility, data availability, alignment with national strategies, and severity of service delivery gaps. 

Based on this structured process, MOHHS identified seven priority needs for FY2026:
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1. Improve postpartum care and 12-week follow-up.
2. Increase breastfeeding initiation, exclusivity, and continuation rates.
3. Increase immunization and newborn care in Neighboring Islands.
4. Improve adolescent access to sexual and reproductive health services.
5. Expand oral health services in pregnancy and early childhood.
6. Increase cervical cancer screening among women ages 21–65 years.
7. Early identification and coordinated care for CSHCN.

 
These priorities provide the foundation for RMI’s Title V strategy, ensuring that federal investments are targeted toward the
most critical and feasible areas for improving maternal and child health outcomes, while also aligning with national policies 
and community-identified needs. 
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III.A.2. How Federal Title V Funds Complement State‐Supported MCH Efforts

The Republic of the Marshall Islands (RMI) receives an annual allocation of approximately $234,585 through the HRSA Title 
V Maternal and Child Health Block Grant. These federal funds play a pivotal role in advancing the health and well-being of 
women, infants, children—including those with special health care needs (CSHCN)—and adolescents across the Marshall 
Islands. In compliance with Title V statutory requirements, RMI allocates a minimum of 30% of federal funds to services for 
CSHCN, at least 30% to preventive and primary care services for children and adolescents, and no more than 10% for 
administrative purposes. Title V funding is integrated with additional support from the General Fund, Compact Sector funds, 
other federal programs including Immunization (CDC), Newborn Screening (HRSA), SSDI (HRSA), EHDI (HRSA), ERASE-
MMR (CDC), Cancer Grant (CDC), Breast and Cervical Cancer Screening (CDC), TB and STD/HIV (CDC), Public Health 
Emergency Preparedness (PHEP), Hospital Preparedness Program (PHEP), Epidemiology and Laboratory Capacity Grant 
(ELC), Chronic Diseases Grant (CDC) and other partners like World Bank, UNICEF, UNFPA, SPC, WHO —ensuring a 
comprehensive and coordinated public health system.
 
Addressing Gaps and Supporting State Plans 
Unlike states with local-level health departments, RMI’s Ministry of Health and Human Services (MOHHS) operates a
centralized health system, requiring the Title V program to play a cross-cutting role in both service delivery and system-
building. Title V funds complement state and other federal investments by: 

Filling key gaps in maternal, infant, child, and adolescent health services, especially for underserved Neighboring 
Islands (NIs) through outreach and decentralization
Supporting the development, revision, and rollout of national clinical guidelines (e.g., postpartum care indicators, 
immunization protocols, cervical cancer screening strategy)
Enhancing health workforce capacity through targeted trainings (e.g., breastfeeding counselling, Ages and 
Stages Questionnaires, Third Edition (ASQ-3) or Ages and Stages Questionnaires: Social-Emotional, Second 
Edition ASQ:SE-2), screening, family planning, HPV vaccination, referral protocols for CSHCN.
Supporting family-centered care coordination models for CSHCN, including new referral tracking systems and 
draft transition planning tools

 
Workforce and Public Health Infrastructure 
The majority of RMI’s Title V federal funds support personnel—including midwives, nurses, and outreach staff—who directly 
deliver or enable MCH services in both hospital and community-based settings. Four staff are partially or fully supported by 
Title V funds, with the remainder of the MCH Program team funded through the General, Compact, CHC program. These 
staff collaborate with immunization teams, data officers, health educators, and CHOWs to implement shared program 
priorities across domains. Title V also supports professional services such as community media campaigns, local printing 
of health education materials, and small-scale operational supports (e.g., pap kits, pregnancy tests, immunization and STI 
supplies, CSHCN referrals). Importantly, the MCH program leverages these investments to reinforce MOHHS Strategic Plan 
goals and KPIs especially around NPMs.
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III.A.3. MCH Success Story

Transforming Health for the Next Generation: RMI Launches Milestone Framework for Women, Children, and 
Adolescents
 
The Ministry of Health and Human Services launched a landmark action plan to shape the future of health and wellbeing 
for women, newborns, children, and adolescents in the Republic of the Marshall Islands. This is more than a new 
document. It marks a bold turn toward integration, equity, and resilience in our health system‐centered around the people 
who matter most: our mothers, our babies, and our youth. 
 While many initiatives have been launched in recent years, this one stands out. It reflects an intentional and thoughtful 
shift toward a transformative health agenda—one that ties together fragmented systems and reorients services around the 
life course of our people.
 
Why now?  Because our Ministry has been laying the foundation for reform. Because the stories from our outer islands, our 
nurses, and our communities have made clear that a new path is needed. And because aligning our vision with the lived 
realities of our people can no longer wait.
 
This plan is both a symbol and a strategy: 
 A symbol of our commitment to real, people‐centered change. 
 A strategy built through wide consultation, technical rigor, and a focus on long‐term impact.
 
To all our frontline workers, community members, and partners: your voice made this possible. And your involvement will 
ensure its success. We look ahead with purpose—and with all of you.
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III.B. Overview of the State

III.B.1. State Description

The RMI Ministry of Health and Human Services’ (MOHHS) MCH Program is responsible to facilitate the needs assessment 
process and administers MCH grant funds.  The mission statement of the Ministry is "To provide high quality, effective, 
affordable, and efficient health services to all people of the Marshall Islands, through a primary care program to improve the 
health statistics, and build the capacity of each community, family and the individual to care for their own health”.  To the 
maximum extent possible, the MOHHS pursues these goals using the national facilities, staff and resources of the RMI.
 

 
The Marshall Islands are located in the 
Central Pacific Ocean, approximately 
2,000 miles southwest of Hawaii and 
1,300 miles southeast of Guam. They 
are comprised of 29 scattered chains 
of remote atolls, the Eastern Ratak 
(Sunrise) and Western Ralik (Sunset). 
The total land area is 181 square 
kilometers and has some 370 km of 
coastline (less than 0.01 percent of 
the total surface area). The Marshall 
Islands face great challenges in the 
delivery of basic health services. 
Transportation and communications 
are limited by the isolated nature of 
many of the islands and atolls. Two-

thirds of the population lives on the two major urban atolls, Majuro and Kwajalein (including Ebeye Island). Population
densities in some of the urban settlements exceed 28,000 people/km 2 . More than half of the RMI total population lives in 
Majuro. The Marshallese is of Micronesian origin. The matrilineal Marshallese culture revolves around a complex system of 
clans and lineages tied to land ownership.   RMI has an area of 1826 square kilometers and is composed of two coral atoll 
chains in the Central Pacific.  
 
RMI is a parliamentary democracy, constitutionally in free association with the United States of America.  It has a developing 
fisheries and service-oriented economy.  It is mainly a Christian nation with most of the population being protestant followed 
by Catholic and other religions.  The two main urban centers (Majuro and Ebeye-Kwajalein atoll) have paved roads and 
piped water and a sewer system.  The island of Ebeye is one of the most densely populated places in the world, only 
second to Bangladesh/Dakka.  While the majority of the RMI population is concentrated on the two main urban centers, it is 
important to note that a great portion is dispersed around the many islands/atolls.  This makes the provision of 
comprehensive health services to the entire population a challenge.  However, the development of fundamental services 
such as health care and education have, over many decades, developed and improved in the remote islands.  Health 
services capacity is further enhanced through provision of on-site health visits and follow-up care from the urban centers 
through field trips including availability of case evacuation and referrals to the central hospital.   This established system is
under RMI constitutional mandate, a responsibility of the Government. 

Population
 
In FY2024, the MCH Program has served the following population:
1. Pregnant Women: 735 
2. Infant <1 year old : 613 
3. Children from 1 to 22 years old: 3,059 
4. CSHCN : 89 
5  Others: 3,059
 
Population Demographics
 
In September 2021, a national census of population and housing was conducted in RMI. The RMI Census of Population and 
Dwellings is conducted by the country’s statistics agency, the Economic, Planning, Policy and Statistics Office (EPPSO). It 
provides an official count of people, along with demographic and socioeconomic information at the atoll/island and 
community level. It is the 12th census of population to be undertaken after the first census enumeration was undertaken in
the RMI in 1920. 
 
There is 20% decrease in the total population count from the 2011 census. In 2011, there was 53,158 population while in
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2021 census population is down to 42,418. Decrease in population is attributed to migration of Marshallese mostly to the
USA because of job opportunities, health care and education. The Marshall Islands has a young population.
 
Table 1: Key Indicators, RMI 2021 Census Report
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Indicator Total Males Females
Total enumerated 
population (2021)

42,418 21,728 20,690

Annual rate of population change (%), 2011 to 2021 -2.23%   

Population density (people per sq. miles) - national level 605   

Kwajalein 1,546   

Majuro 6,175   

Proportion of population living in urban area (%) 78%   

Proportion of population aged under 15 years of age 34% 34% 34%
Proportion of population aged 15 to 24 years (youth 
aged group)

20% 20% 20%

Proportion of population aged 15 to 59 years (working 
age population)

60% 59% 60%

Proportion of population aged 60 years and older 6% 6% 6%
Age dependency ratio 61   

Median age (years) 22 21 22
Households
Number of private HHs 7,123   

Average household size 5.85   

Proportion of private HHs receiving a remittance in last 
12 months

11%   

Number of institutions (non-private HHs) 78   

Number of people in institutions 843   

Proportion of private HHs with piped water supply 44%   

Proportion of private HHs with access to a flush toilet 88%   

Proportion of private HHs using electricity as the main 
source of lighting

75%   

Proportion of private HHs with access to the internet 43%   

Proportion of private HHs with access to a mobile phone 89%   

Births and fertility

Estimated births 704   

Crude birth rate (CBR), per 1,000 population 16.6   

Total fertility rate (TFR), per woman 3.4   

Teenage fertility rate, per 1,000 (SDG 3.7.2) 47   

Mean age at childbearing 27.6   

Mean age at first birth 21.6   

Average age at first marriage 25.6 26.5 24.8

Health and mortality
Disability prevalence (population aged 5 years and 
over)

3.1% 3.3% 2.9%

Net migration

Population who lived in a different location 1 year ago 1,088   

Elsewhere in RMI 912   

Outside the country 176   

Population who lived in a different location 5 years ago 2,456   

Elsewhere in RMI 1,700   
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Indicator Total MalesFemales

Outside the country 756   

Population who lived in a different location 1 year ago 
(%)

2.7   

Elsewhere in RMI (%) 2.2   

Outside the country (%) 0.4   

Population who lived in a different location 5 years ago 
(%)

6.7   

Elsewhere in RMI (%) 4.6   

Outside the country (%) 2.1   

Education
School enrolment rate of 6-14 year old (% of population 
of same age)

93% 93% 94%

Proportion of population aged 15 years and over (%) with:
Secondary education 62% 60% 63%
Secondary qualification (as highest grade completed) 61% 60% 62%
Tertiary education 5% 5% 4%
Tertiary qualification (as highest level completed) 5% 5% 4%
Gender parity index, Primary (GPI) 0.9   

Gender parity index, Secondary (GPI) 1.0   

Labour force (population 15+ years)
Employed population (number) 12,297 7,774 4,523

Paid workers (number) 11,574 7,500 4,074
Subsistence workers (number) 325 295 30
Not in the labour force (number) 13,529 5,243 8,286

Labour force participation rate 50.3 62.0 38.1
Employment to population ratio 45.2 56.3 33.8
Unemployed (number) - looking for, available and willing 
to start work

1,371 784 587

Unemployment rate (%) - looking for, available and 
willing to start work

10.0 9.2 11.5

Unemployed - available and willing to start work 
(number)

373 172 201

Unemployed - all unemployed + subsistence workers 
(number)

2,008 1,162 846

Source: Economic Policy, Planning and Statistics Office, 2021
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Figure 2 RMI Population by Age Group, 2021 

The 3 bottom bars show the population's younger dependents (0-14 years old). In RMI this is approx. 62% of the population.
This means they have a YOUTHFUL population. Only 7% are over 65 years old. 
 
Table 2: RMI Population by Age, 2021-2025
 

Age 2021 2022 2023 2024 2025
     Total 42,418 42,320 42,223 42,126 42,029
0 to 4 4,740 4,729 4,718 4,707 4,697

0 983 981 978 976 974
1 977 975 973 970 968
2 984 982 979 977 975
3 899 897 895 893 891
4 897 895 893 891 889

5 to 9 4,573 4,562 4,552 4,542 4,531
5 966 964 962 959 957
6 888 886 884 882 880
7 860 858 856 854 852
8 967 965 963 960 958
9 892 890 888 886 884

10 to 14 5,140 5,128 5,116 5,105 5,093
10 1,041 1,039 1,036 1,034 1,031
11 980 978 975 973 971
12 1,035 1,033 1,030 1,028 1,026
13 1,035 1,033 1,030 1,028 1,026
14 1,049 1,047 1,044 1,042 1,039

15 to 19 4,865 4,854 4,843 4,832 4,820
15 1,054 1,052 1,049 1,047 1,044
16 1,076 1,074 1,071 1,069 1,066
17 985 983 980 978 976
18 939 937 935 933 930
19 811 809 807 805 804

20 to 24 3,641 3,633 3,624 3,616 3,608
20 819 817 815 813 811
21 862 860 858 856 854
22 717 715 714 712 710
23 662 660 659 657 656
24 581 580 578 577 576
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25 to 29 2,561 2,555 2,549 2,543 2,538
25 588 587 585 584 583
26 569 568 566 565 564
27 531 530 529 527 526
28 458 457 456 455 454
29 415 414 413 412 411

30 to 34 2,962 2,955 2,948 2,942 2,935
30 557 556 554 553 552
31 610 609 607 606 604
32 594 593 591 590 589
33 575 574 572 571 570
34 626 625 623 622 620

35 to 39 3,003 2,996 2,989 2,982 2,975
35 577 576 574 573 572
36 605 604 602 601 599
37 604 603 601 600 598
38 619 618 616 615 613
39 598 597 595 594 593

40 to 44 2,683 2,677 2,671 2,665 2,658
40 557 556 554 553 552
41 646 645 643 642 640
42 542 541 540 538 537
43 456 455 454 453 452
44 482 481 480 479 478

45 to 49 2,280 2,275 2,270 2,264 2,259
45 516 515 514 512 511
46 444 443 442 441 440
47 470 469 468 467 466
48 412 411 410 409 408
49 438 437 436 435 434

50 to 54 1,849 1,845 1,841 1,836 1,832
50 369 368 367 366 366
51 428 427 426 425 424
52 356 355 354 354 353
53 343 342 341 341 340
54 353 352 351 351 350

55 to 59 1,461 1,458 1,454 1,451 1,448
55 317 316 316 315 314
56 316 315 315 314 313
57 341 340 339 339 338
58 263 262 262 261 261
59 224 223 223 222 222

60 to 64 1,091 1,088 1,086 1,083 1,081
60 237 236 236 235 235
61 251 250 250 249 249
62 220 219 219 218 218
63 213 213 212 212 211
64 170 170 169 169 168

65+ 1,569 1,565 1,562 1,558 1,555
Source: Economic Policy, Planning and Statistics Office, 2021
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Table 3. Population by Urban/Rural and atoll by sex – RMI Census 2021
 

Atoll by
Urban/Rural 

Sex
Total Male Female

Urban / Rural area
Total 42,418 21,728 20,690

Rural 9,473 4,962 4,511
Urban 32,945 16,766 16,179

Atoll / island
Total 42,418 21,728 20,690

1–Ailinglaplap 1,175 599 576
2–Ailuk 235 117 118
3–Arno 1,141 619 522
4–Aur 317 172 145

5–Bikini 0 0 0
6–Ebon 469 260 209

7–Enewetak 296 159 137
8–Jabat 75 41 34

9–Jaluit 1,409 721 688
10–Kili 415 226 189

11–Kwajalein 9,789 5,096 4,693

12–Lae 133 69 64
13–Lib 156 74 82

14–Likiep 228 114 114

15–Majuro 23,156 11,670 11,486
16–Maloelap 395 219 176

17–Mejit 230 119 111

18–Mili 497 272 225
19–Namdrik 299 155 144

20–Namu 525 284 241

21–Rongelap 0 0 0
22–Ujae 310 153 157
24–Utirik 264 131 133

25–Wotho 88 44 44

26–Wotje 816 414 402
Source: Economic Policy, Planning and Statistics Office, 2021

 
 
Educational Attainment 
 
With the 2021 census, there are no new information on the education on enrollment to learning institutions.
 
The level of educational attainment is an important indicator of the degree of development and quality of life standards 
achieved by countries, as reflected in many demonstrated inter-relationships between education and demographic, 
economic and social development. For example, educated mothers tend to have fewer and healthier children. Higher levels 
of education also contribute to a better qualified workforce, and better educated people also have improved chances to find 
employment, both domestically and overseas. It is for such reasons that education is an important development goal for 
Pacific island countries and their development partners.
 
According to the RMI 2011 Census, 42.9% of people aged 25 and over have completed high school or pursued further
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studies and training; an additional 47.8 % had completed primary education (19.2%) or completed some years of High 
school (28.6%). While this picture represents a small improvement over the situation prevailing in the late 1990s, as 
reflected in comparative figures of 40.1% and 45.6% respectively, the fact that (1) 28.6% of people aged 25 or older had 
started but not completed high school, and that (2) this proportion increased since the late 1990s (21.6%), could be seen as
two major policy challenges. 
 
The vast majority of Marshallese attends school, although many do not complete primary school and very few go on to
complete secondary or higher education. Starting at age 14, attendance rates decline noticeably for all children. 
 

Educational Attainment in the RMI, 1999 and 2011 comparison
Educational Attainment 1999 2011

Number Percent Number Percent
No Schooling 554 3.1% 296 1.3%

Some Elementary 2003 11.2% 1747 7.9%
Elementary completed 4284 24.0% 4247 19.2%

Some high school 3858 21.6% 6317 28.6%
High School completed 4450 24.9% 5478 24.8%
Some college or higher 1419 7.9% 2008 9.1%

College or higher
completed 

1303 7.3% 1987 9.0%

Total 17871 100.0 22080 100.0%
Source: RMI Household Census 2011

 
Enrollment Status

School enrollment has increased slightly for children aged 5-9 years to 80.1% in 2011 from 74.2% in the late 1990s and 
increased to 91.9% from 86.6% aged 10-14 over the same period. While showing a positive development in recent years, 
building on these achievements in the context of achieving education for all children, especially those that drop out due to
adolescent pregnancy and reversing the recent decline in enrollment represent an important policy challenge 
 
Enrollment Ratios by Age Group, 5-24, 1999 and 2011
Age 
Enrolled

Number 
Enrolled

Total Persons Enrollment 
Ratio

1999 2011 1999 2011 1999 2011
5 - 9 4,929 5,611 6,640 7,009 74.2% 80.1%
10 - 14 6,518 5,943 7,513 6,464 86.8% 91.9%
15 - 24 4,719 3,601 10,861 9,473 43.4% 38.0%

 
Nuptiality
 
Figure 3 shows the distribution of household 
population 12 years old and over by marital status. 
More than half of this population (55.4%) was married, 
with 29.5 percent legally married and 25.8 percent 
living in a common-law union or live-in status. Almost 
two-fifths were never married, and some 3 percent 
were widowed and 1.8 percent were either divorced or 
separated. Over three-quarters of widowed persons 
were women; this is attributed to the difference in the 
age of spouses at the time of marriage (women 
tended to be younger than their spouses) and a higher 
life expectancy at birth for women compared to men. 
The percentage of widowed women increased with
age as they tended to remarry less frequently upon 
divorce or the death of a spouse 
 
Health care in the RMI
 
In 1986 the RMI Government adopted the concept of Primary Health Care declared by the WHO in 1978. The Bureau of
Primary Health Care was established to target the strengthening of preventive programs/services at the community level. 
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The bureau is renamed the Bureau of Public Health Services. The health care system comprises two hospitals, one in 
Majuro and one in Ebeye and fifty-six (56) active health care centers in the outer atolls and islands. Both hospitals provide 
primary and secondary care but limited tertiary care. Patients who need tertiary care are referred to Honolulu, Republic of
China-Taiwan, or the Philippines. 
 
Health centers in the outer islands focus on the preventative, promotive and essential clinical care services. All health care
centers are permanently staffed by full time Health Assistants who provide health services. 
 
Table 4 indicates the hospital and health centers under the MOHSS. Leroij Atama Zedkeia Medical Center commonly known 
as Majuro Hospital and Leroij Kitlang Memorial Health Center commonly known as Ebeye Hospital are serving inpatient, 
outpatient, public health clinics and ancillary services. There is 56 Health Centers in RMI. 177 Health Care Program funded 
by US grant can hire 1 doctor and 1 health assistant in their 4 Outer Islands Clinics namely Utrik, Enewetak, Kili and Mejatto. 
177 Health Care Program provides services to the people that were affected by the nuclear testing. Aside from the 177 
Health Centers, Health Assistants are the health care providers in the health centers. 
 

Table 5: Health Care Locations

  MAJURO ATOLL
●   Leroij Atama Zedkeia Medical Center (Majuro Hospital) 
●   Laura Health Center 
●   Rongrong Health Center 
●   Woja Health Center

KWAJALEIN ATOLL
●   Leroij Kitlang Memorial Health Center (Ebeye Hospital) 
●   Santo Dispensary 
●   Ebadon Dispensary
●   Gugeegue Dispensary

OUTER ISLANDS HEALTH CENTERS
Ratak Chain 

1. Aerok 
2. Maleolap 
3. Ailuk 
4. Arno 
5. Aur 
6. Bikarej 
7. Enejelar 
8. Enejit 
9. Ine 

10. Jang 
11. Jebal 
12. Kaven 
13. Kilange 
14. Likiep

 
 

15. Lukonwor 
16. Mejit 
17. Milli 
18. Nallu 
19. Ollet 
20. Tarawa 
21. Tinak 
22. Tobal 
23. Tokewa 
24. Tutu 
25. Ulien 
26. Wodmej 
27. Wotje

Ralik Chain 
1. Aerok 

Ailinglaplap 
2. Bwoj 
3. Ebon 
4. Imiej 
5. Imiroj 
6. Jabnoden 
7. Jabot 
8. Jabwor 
9. Jaluit 

10. Lae 
11. Lib

 
12. Loen 
13. Mae 
14. Majkin 
15. Mejrirok 
16. Namdrik 
17. namu 
18. Narmij 
19. Toka 
20. Ujae 
21. Woja 
22. Wotho

177 HCP Program Department of Energy 
Clinic

Kumit Wellness 
Center

Taiwan Health Center

Majuro Clinic 
Ejit Clinic
Kili Health Center
Enewetak Health 
Center
Utrik Health Center 
Mejatto Health Center
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Table 6: No. of Beds in the two Main Hospitals
Hospital No. of 

beds
Leroij Atama Zedkeia Medical Center (Majuro 
Hospital)

101

Leroij Kitlang Memorial Health Center (Ebeye 
Hospital)

54

 
Table 7: Private Clinics and Pharmacy

Clinic Name Location
Majuro Clinic Delap, Majuro
Eyesight, Professional Delap, Majuro
Medisource Pacific Pharmacy Majuro and Ebeye

 
 
Communication
 

In 2020, MOHHS and Marshall Islands National 
Telecommunication Authority (MINTA) partnered through a grant to 
install VSAT in all the health centers in the NI. The VSAT will provide 

voice and data. 
Our plan is to 
be able to use 
the VSAT 
services for
better 

communication, telehealth, access to the MHIS (Marshall Health Information System) and can provide remote training. The 
improvement in communication will also decrease medical evacuation that can costs from 10,000 to 15,000 per case. 
Specialists from Majuro and Ebeye can do an assessment first based on the information that will be submitted through
email and video calls. 
 
In 2022, 47 of the health centers have VSAT but only 8 were activated. Majority of the health centers need to install new solar 
power panel system to power on the IT equipment that will be installed. Through World Bank, WHO, CDC, and USAID 
COVID-19 funds, we purchased laptops and UPS, solar batteries, and panels that will be assigned and installed in the 
health centers. There are challenges in the procurement of the solar panel system which also cause delays in the 
implementation in NI. During the TB Mass Screening in Wotje, the TB physician and staff were able to access MHIS, update 
encounters and transfer images to the radiology system. The TB Mass Screening team was able to conduct hotwash calls 
with Majuro team to present cases and provide updates on the activities. We also encounter challenge in the VSAT
connection and have to wait for NTA to assist in the troubleshooting. 
 
We have started installing Starlinks in the Neighboring Islands. By FY2026, atleast 80% of the health centers have upgraded 
to Starlinks. We also must install new solar panel systems in the health centers to accommodate the needed electricity for 
the IT equipment. Once this whole system is set, MCH program will conduct its telehealth for the Children with Special 
Health Care Needs, High risk pregnancy and follow up of cases. Weekly reporting of syndromic surveillance, birth and death
occurrence will improve. 
 
With the Health Informatics Department’s communication plan, MOHHS purchased new HF radios to replace the 
old/nonfunctional radios in 2022. Satellite phones were also purchased for redundant communication. Funding was provided 
under CDC Crisis funds – COVID-19. CDC Epidemiology and Laboratory Capacity - COVID-19 supplemental funds and
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CDC Immunization funds support the communication fees to ensure communication in all the health centers are hospitals
are uninterrupted. 
 
The main challenge for communication is the high cost. Internet connection fee is very expensive in RMI. For Majuro 
Hospital, we pay $10,000 per month for 20mbps of connection. $600 per month in Laura Health Center and $600 for Woja 
Health Center to connect for internet dsl. For Ebeye Hospital, we pay $3,600 for the internet connection per month. A total of 
$14,800 per month for all our internet connections. International calls are $1.25 per minute. National Calls are $0.50 per 
minute. To use VSAT, there will be an additional cost $200/site/month for MOHHS to incur.
 
 
Transportation 
 
Mode of transportation:
 

a. Majuro: Public transportation is shared taxi with minimum fee of $2.00 to maximum of $5.00. There was an increase 
of .50 cents from 2024. Speed boats are used to go to the small islands, 20-30 minutes ride to the nearest small
islands inside Majuro. 

b. Ebeye: Public transportation is a shared taxi with a minimum fee of $1.50. Speed boats are used to go to the small 
islands, 1 hr. ride to go to the farthest health center in Ebeye. Ebeye Hospital staff use the military plane to go to one 
of the islets in Ebeye to provide health care. Military base also provides military ship to bring people from Ebeye to 
the US Military base where Kwajalein airport is located. Marshallese working in the base is also using the ship to go
to work daily. 

c.  Neighboring Islands: RMI has a government-owned ship that brings people, food, and other supplies to the NI. Within 
the NI, there are speed boats, bicycle and trucks to bigger atolls. Air Marshall Islands (AMI) has two planes that 
service the whole RMI. But it’s not reliable. We also have the Marshall Islands Shipping that cater to the sea
transportation in the Outer Islands. 

 
For the MCH program, we usually travel by AMI. One way airfare can range from $70 on the nearest island to $400 on 

the farthest island. There are instances that public health outreach team including MCH staff get stranded for a day 
or a month if the planes are not working. We also use small boats to go to the small islands or islets in the NI. The 
trip to Enewetak is 4-5 days via boat, which is the farthest island. Enewetak is near Pohnpei. When the weather is 
bad or the ocean is too rough, we can’t provide outreach visits to the NI. Recently with the donated medical boat 
from UNICEF, LiWatoon-Mour was able to service the NI outreach mobile trips.

 
Food Security
 
The Marshall Islands face multiple challenges. It has few natural resources, and imports by far exceed exports. Agricultural
production is relatively small but important to the livelihood of people and the economy. 
 
RMI has been severely affected by rising food and fuel costs coupled with natural disasters. The dependency on imported 
fuel and food has led to high inflation rates. According to the RMI Food Security Policy (FAO, 2013), the food import in RMI
goes up to 80-90% depending upon Islands. The population has seen rapidly increasing levels of food and nutrition related 
non communicable diseases, which impact negatively on the health system, families, and national economy. 
 
 
The major constraints to food security in RMI are: 

●   Limited technical expertise in agriculture production with the Ministry of Resources and Development (MRD)
●   Lack of improved agriculture and livestock production skills among growers
●   Limited disease and pest control and surveillance capacity and practices in Agriculture production system
●   Lack of food preservation/processing facilities, technologies, and skills
●   Limited awareness and knowledge on nutrition 
●   High vulnerability to natural disasters
●   High price

 
 
 
 
Early Childhood Development Program Update:
 
In 2019, the World Bank (WB) launched the Multisectoral Early Childhood Development (ECD) Program with the MOHHS, 
Ministry of Education, Sports, and Training, Ministry of Culture and Internal Affairs, and the MOFBPS. Results from the ICHN 
Survey conducted by UNICEF in 2017 portrayed an alarming rate of stunting in RMI. The ECD program is taking on the 
initiative to assist with the most vulnerable, pregnant mothers, and children 0-5 years of age. It is important to highlight the
much-needed action within the first 1,000 days of a child’s life for intervention. 
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Component 1 (MOHHS) aims to improve the availability and coverage of an evidence-based package of essential 
Reproductive, Maternal, Newborn, Child and Adolescent Health (RMNCAH)and stimulation services for the first 1,000 days
(pregnant and lactating women and children up to age 2). 
 
Adolescent girls, women of reproductive age and children aged 2-5 years will be secondary target groups, with interventions 
for these populations incorporated in an opportunistic manner and/or in later stages of implementation. The component 
seeks to both strengthen the package of services provided and alleviate supply- and demand- side barriers to the use of this 
package of services. 
The first 2 years will focus on alleviating key pressure points to ensure adequate coverage of a revised and evidence-based 
package of RMNCAH services in the Majuro/Ebeye Hospitals. Financing will focus on strengthening hospital and clinic-
based service delivery in Majuro and Ebeye and filling short-term gaps in supply-side readiness in NI clinics. This immediate 
term measure is considered vital for preventing further deterioration of key health and nutrition outcomes. The component 
will also support a suite of TA activities to identify strategic shifts in service delivery to inform further scale-up beyond the
initial phase. 
 
The component has two sub-components; one aimed at strengthening stewardship and management of health 
administration and the other at directly strengthening service delivery. Each sub-component will have four dimensions: (a)
RMNCAH service package; (b) human resources; (c) equipment and supplies; and (d) data and information. 
 
Implementation of activities will be financed under component 1 (MOHHS) and other components (MOCIA, MOEST, 

MOFBPS). While component 1 will support MOHHS in the delivery of early years-focused SBCC activities in 
combination with other RMNCAH interventions, a comprehensive, cross- sectoral strategy and campaign will be 
developed under component 4. Sub-component 1.1 will support the development and roll-out of training, capacity 
building, and coaching packages required for MOHHS to effectively deliver the activities, whereas sub-component 1.2
will finance the production of materials, roll-out and delivery of the campaign through MOHHS channels. 

 
5. Sub-component 1.1: Strengthening MOHHS management and stewardship capacity to deliver essential RMNCAH 
services. The objective of this sub-component is to strengthen the management and stewardship capacity of MOHHS to
scale up access to a package of essential RMNCAH services. Activities/inputs to be financed include: 
 
• Essential RMNCAH Service Package: The Project will finance a suite of TA activities to define an essential RMNCAH 
package, assess supply-side readiness to deliver the package and recommend strategic shifts in service delivery needed to 
improve coverage and utilization. While many RMNCAH interventions are underway, there is a need for MOHHS define and 
deliver a basic essential package of services, strengthening areas such as: maternal nutrition counselling during ANC; infant
and young child feeding promotion; routine monitoring and promotion of optimal child growth and development; identification 
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of disability and developmental delay, birth registration, etc. The component will support an assessment to define the 
essential RMNCAH package and an expanded package of activities as well as accompanying operational guidelines for the 
essential package. A supply-side readiness assessment will be undertaken to identify frontline needs and gaps. A service 
delivery study will be undertaken and complemented by a Health Financing Systems Assessment to develop 
recommendations for sustainable, cost-effective delivery models and modalities in Majuro/Ebeye and the NI.
 
• Equipment, commodities, and supplies: We have hired UNOPS for assessment and develop improvement plan for
procurement and inventory. 
 
• Data and information: ANC and WCC Modules were developed and implemented.
 
6. Sub-component 1.2: Enhancing delivery of essential RMNCAH services. The objective of this sub-component is to scale

up access to and coverage of a package of essential RMNCAH services. This sub-component will support the following: 
 
• Human Resources: The Project will finance contracted service delivery providers (e.g. doctors, nurses, midwives) to 
support MOHHS to achieve a more optimal number, distribution, skills/skills mix, and performance of health care 
professionals required to effectively deliver the RMNCAH service package. This includes: (a) surge support to Majuro/Ebeye 
Hospitals to fill critical human resource gaps for RMNCAH provision; (b) additional health providers to complement and 
assist the Health Assistants in the NI Health Centers in delivering RMNCAH services; (c) a third-party provider to deliver 
training and coaching to boost provider skills and adherence to guidelines; and (d) design and roll-out of a transparent 
performance management system, including the associated management, supervision, and mentoring costs. Direct hire or 
contracting arrangements identified as appropriate by the service delivery TA will be used for (a) and (b). It is expected that 
contract providers will be absorbed into the MOHHS payroll during the life of the project. Therefore, the number and type of 
additional contract staff will be included in the annual work plan and budget, and jointly agreed between the RMI and the WB. 
Counterpart financing is one option that may be considered.  With the ECD funding, we have hired 2 pediatricians for Majuro 
and Ebeye respectively, 1 MCH Nurse for Ebeye, 3 Nurse Practitioners for the Neighboring Islands – Wotje, Santo and Jaluit,
1 Health ECD Coordinator, 1 Health Advisor, and 1 Neighboring Islands Consultant. 
 
Equipment, commodities and supplies: The Project will finance the procurement of small equipment (including 
anthropometric measurement equipment), materials, pharmaceuticals/commodities, in order to meet standards of 
readiness to deliver the basic essential RMNCAH package. In the first phase, procurement will be limited to filling equipment, 
commodity, and supplies requirements for the Majuro/Ebeye Hospitals, Laura Clinic, and NI Health Centers. Additional 
equipment/commodity/supply requirements may be identified in in the strategic mapping and the component can finance 
costs of upgrading NI Health Centers and/or equipping zone nurses, health outreach workers, mobile clinics, etc. to deliver 
the RMNCAH service package. Investments in the immunization cold chain will be complementary to those financed under 
the Asian Development Bank’s regional immunization TA.
 
• Data and Information Technology: The Project will finance gaps in the IT system infrastructure (hardware, software, and 
training) to monitor RMNCAH patient records and service utilization, manage stock, and assess performance. Enhancing 
the availability, quality, and use of data for decision-making will be necessary to translate the supply- and demand-side 
investments to improved health and nutrition outcomes. With support from Taiwan, China, efforts are underway to upgrade 
and modernize the HMIS. Development of innovative IT solutions to strengthen community outreach and service delivery 
may be considered at the midterm review. The Project will further support the development of a database and digital 
dashboards to make the information for decision-making readily available.
. 
 
The Milestone Passbook or newborn baby passports is set to launch in November 2021 and is currently in its final stages of 
approval. Translation and consultations with stakeholders have taken place to ensure consensus. Due to COVID-19 
competing activities and community transmission in August 2022, the milestone passbook was not implemented in 2022.
 
The project has initiated discussion with partners from both MOHHS and Public School System (PSS) to roll out the dental 
school checkup and outreach. Early 2021, discussion took place to assist with revamping the annual school dental 
checkups done by the MOHHS dental team. With the support from Taiwan Health Center (THC), PSS, and MOHHS, this 
initiative will launch in September 2021. THC was able to give a generous donation of dental kits and ECD will assist with 
financial support regarding travel to Ebeye for outreach at the schools there. The main challenge is lack of funding and staff 
for the dental program. It is important this program can continue and reach the outer islands as a required health check up 
to improve overall dental health in the RMI.
 
The main challenge for the ECD project is lack of staffing and financial constraints caused by the COVID-19 pandemic. 
With only the National Coordinator on board, it has been a challenge hiring and keeping staff to implement and roll out this 
project. Due to the COVID-19 project, the borders have been closed and have made it harder to bring in consultants, 
trainers, staff, and so forth. MOHHS has been in a constant State of Emergency since August 2019, in part due to the 
dengue outbreak. The MOHHS has been exhausted and working tirelessly to make sure the RMI is safe and COVID-free. 
The implementation of this project started in 2023. The Oral Health Team conducted visits in 4 schools (1 in Ebeye and 3
Majuro) targeting Kindergarten to Third Grader. 1 st  visit which is oral health education and promotion and 2 nd  visit is for oral
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health examination. In 2024, the team plan to conduct the 3 rd  visit for interventions which is fluoride varnish and fissure
sealants. 
 

 
 
 
 
 
 
 
Strengthening
of Antibiotic
Resistance
 
RMI received
funding from

CDC through
ELC Health
Associated
Infection /
Antimicrobial
/ Antibiotic
Resistance.
We have
created a
video, social
media

campaign and newspaper advertisement on #AntimicrobialResistance
during the US Antibiotic Awareness Week, November 18-24, 2023. We
will strengthen and heighten the campaign to improve the antibiotic use
and improve health equity
 
 
World Diabetes Day
 
In observation of World Diabetes Day, Ministry of Health & Human 
Services collaborated with KIJLE, Canvasback Wellness, NCD Coalition, 
University of Arkansas Medical School (UAMS) and other local partners in
organizing an informative and physically active event in Jenrok Delap 
Track & Field.  This served as part of MOHHS ongoing technical

cooperation to the community partners, in their efforts to raise awareness on the importance of a healthy lifestyle for those
living with diabetes and other chronic diseases to address the risk factors and strengthen prevention through the promotion 
of a healthy lifestyle. 
 
To encourage physical activity, the Ministry of Health and Human Services sponsored one day only volleyball tournament
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Non-Communicable Diseases (NCD) Summit, June 22-23, 2-24
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We convened  #NCD
summit on 22-23
June and brought
together stakeholders
from government and
non-government
organizations re-
evaluate its NCD
national strategic

III.B.2. State Title V
Program

III.B.2.a. Purpose and
Design

State Title V
Purpose and
Design
Mission Alignment
The Republic of the
Marshall Islands
(RMI) Ministry of
Health and Human
Services (MOHHS) is
guided by its mission:
“To provide high-
quality, effective, affordable, and efficient health services to all people of the Marshall Islands through a primary care
program that improves health outcomes and builds the capacity of each community, family, and individual to care for their
own health.”
The Maternal and Child Health (MCH) Program is central to achieving this mission. It delivers accessible, community-based 
preventive services across Majuro, Ebeye, and the Neighboring Islands (NIs), prioritizing vulnerable populations such as
women of reproductive age, infants, children, adolescents, and children with special health care needs (CSHCN). 

Program Purpose and Vision 
The Title V MCH Program works to improve the health and well-being of women, infants, children, adolescents, and families.
It envisions a future where all families in the Marshall Islands thrive with equitable access to high-quality, culturally 
appropriate services. This vision is achieved through: 

Evidence-based interventions tailored for both urban and outer island populations.
Community outreach and zone-based nursing services.
Cross-sector partnerships with schools, churches, NGOs, and traditional leaders.
Integration with national programs on immunization, nutrition, NCDs, and reproductive health.

Program Design and Infrastructure 
Title V funds are administered through the National MCH Program in coordination with the Ministry of Finance, Banking, and 
Postal Services. Services are delivered through a decentralized workforce, anchored at Majuro and Ebeye hospitals and 
extended to NIs via zone public health nurses, CHOWs, and quarterly outreach missions. 
The program is structured around the State Action Plan (FY2026–FY2030), which directly reflects findings from the 2023–
2024 Needs Assessment. This assessment incorporated: 

Quantitative data (2021 Census, Rapid Youth Survey 2024, Hybrid Adult Survey 2023, MHIS, WebIZ, school 
readiness assessments).
Qualitative insights (community consultations, focus groups, and stakeholder interviews across 15 atolls and 
islands).
Cross-sector validation through a MOHHS-led Taskforce.

Through this process, eight Priority Needs were identified, including improved postpartum care, expanded oral health 
services, immunization equity in NIs, adolescent SRH, and CSHCN care coordination. These needs now guide Title V 
strategies and measures for the next five years.

Program Role and Partnerships 
While many MCH staff are supported by external funding sources (World Bank, UNICEF, UNFPA, Taiwan Health Center,
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U.S. CDC), their work contributes to Title V’s strategic goals. Title V plays a coordinating role, ensuring that partner efforts 
are aligned with national MCH priorities and integrated into surveillance, reporting, and community service delivery. 
Title V also provides:

Policy visibility: advocating for MCH priorities in national planning and budgeting.
Data stewardship: strengthening MHIS/WebIZ reporting, especially from NIs.
Capacity building: leveraging regional partners (SPC, PIHOA, WHO) to expand skills in maternal mental 
health, newborn care, oral health, and disability screening.

Conclusion 
The RMI Title V MCH Program provides a strategic bridge between national health goals, community-identified needs, and 
external partner investments. Its design—grounded in the State Action Plan and informed by comprehensive needs 
assessment—ensures that resources are directed toward reducing inequities, expanding preventive services, and
improving maternal and child health outcomes across the Marshall Islands. 
 

III.B.2.b. Organizational Structure

 
The Republic of the Marshall Islands (RMI) Maternal and Child Health (MCH) Program operates under the Bureau of Public 
Health Services and the Office of Primary Health Services within the Ministry of Health and Human Services (MOHHS). This 
structure reflects a recent reorganization aimed at realigning services to support Universal Health Coverage (UHC) and 
ensuring that work plans and budgets are aligned with the MOHHS Strategic Plan 2022–2030.
 
Leadership and Reporting Structure

The MCH Program is led by Director Caroline Johnny-Jibas, who reports directly to the Chief Medical Officer 
(CMO).
The CMO reports to the Assistant Secretary of the Office of Primary Health Services, who in turn reports to 
the Deputy Secretary of the Bureau of Public Health Services.
The Deputy Secretaries report directly to the Secretary of Health and Human Services, Francyne Wase-
Jacklick.
The Ministry is under the leadership of the Honorable Minister Ota Kisino, a sitting Senator.

 
This new structure is designed to streamline coordination, improve accountability, and enhance service delivery across all 
health programs.
 
Program Coordination and Services

The MCH Program has a counterpart in Ebeye, led by MCH Coordinator Ana Valotu.
Core services provided by the MCH Program include:

Family Planning
Reproductive Health
Children with Special Health Care Needs (CSHCN)
Newborn Screening

The Early Hearing Detection and Intervention (EHDI) Program is managed by the University of Hawaiʻi, acting 
as a bona fide agent. However, it coordinates and reports all activities to the MCH Director. ) Program aimed 
at ensuring that newborns, infants, and young children who are deaf or hard of hearing (DHH) receive timely
and appropriate services to support language acquisition and development. Key components are Universal
newborn hearing screening; Timely diagnostic audiological evaluation; Enrollment in early intervention (EI) 
services; Family support and engagement and data tracking and system improvement.
State System Development Initiative main goal is to improve maternal and child health (MCH) outcomes by 
enhancing capacity to collect, analyze, and use reliable data for policy and program development under 
the Title V MCH Block Grant. This is managed under the Office of Health Planning, Policy, Preparedness, 
Personnel and Epidemiology
Early Childhood Development Program is a multisectoral project – Health, Education,

 
Integration with Other Public Health Programs 
Being housed under the Office of Primary Health Services, the MCH Program works closely with other public health 
initiatives, including:
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Immunization
Tuberculosis/Leprosy
Cancer Screening and Prevention
Health Promotion
HIV/STD Prevention
Zone Health Program
Outer Islands Health Care Services

Specific service responsibilities include:
Reproductive Health overseeing Antenatal/Prenatal Clinics
Immunization Program managing the Well Baby Clinics

 
 
 
 

III.B.3. Health Care Delivery System

III.B.3.a. System of Care for Mothers, Children, and Families

The Republic of the Marshall Islands (RMI) has developed a comprehensive, culturally responsive, and community-centered 
system of care that supports the health and well-being of mothers, children, adolescents, and families. This system 
integrates primary and preventive care, behavioral and mental health, bereavement support, and substance use services to 
ensure equitable access and continuity of care across the life course.
 
At the heart of this system is a robust public health infrastructure, anchored by two main hospitals—Majuro 
Hospital and Ebeye Hospital—which serve as regional hubs for primary, secondary, and limited tertiary care. These 
hospitals are supported by 49 active health centers and clinics across the outer islands, ensuring that even the most remote 
communities have access to essential health services.

Key Components of the System
Primary and Preventive Care 
Health services are delivered through a network of hospitals, clinics, and outreach programs. Outer Island 
clinics are staffed by locally trained Health Assistants who provide frontline care and referrals. Services 
include immunizations, maternal and child health screenings, family planning, and chronic disease 
management.
Specialized Programs and Partnerships

The 177 Health Care Program provides targeted care to communities affected by nuclear testing, with 
services managed by a dedicated physician.
The DOE Clinic offers specialized care to direct nuclear-affected patients.
The Diabetes Wellness Center, operated by Canvasback Missions in partnership with MOHHS, 
promotes lifestyle-based diabetes management and offers affordable healthy food options.
The Taiwan Health Center supports health education, NCD outreach, and medical training, including 
monthly specialty missions and internship placements.

Clinic Without Walls 
This innovative model brings public health services directly into communities, offering home-based care, NCD 
screening, immunizations, and counseling. Zone nurses play a critical role in reaching homebound patients 
and coordinating referrals.
Medical Referral System 
The Medical Referral Office coordinates off-island referrals for tertiary care in Hawaii, the Philippines, and 
Taiwan. The MCH program collaborates closely with this office to support referrals for Children with Special 
Health Care Needs (CSHCN). Access to referral services is supported by the national health insurance 
system, which provides subsidized care for all Marshallese citizens.
Health Financing and Access 
RMI’s national health insurance offers basic and supplemental coverage. All citizens are automatically 
enrolled in Basic Insurance, which significantly reduces out-of-pocket costs for outpatient, emergency, and 
inpatient services. Foreign residents may qualify through the Social Security system and legal residency.

Created on 11/21/2025 at 1:36 PMPage 28 of 293 pages



Private Sector and Licensing 
In addition to public services, Majuro hosts one private clinic and one optometry practice. All healthcare 
providers, public and private, are licensed through the MOHHS Medical Examining and Licensing Board, 
ensuring quality and accountability.

Strengths and Opportunities
Strong public-private and community partnerships that enhance service delivery and outreach.
Expansion of telehealth to improve access in remote areas.
Growing investment in maternal mental health and early childhood development.
Use of geospatial mapping tools to identify service gaps and optimize resource allocation.

 
Identified Gaps and Challenges 
Despite its strengths, the system faces several critical challenges:

Limited behavioral health workforce, particularly in rural and outer island communities.
Insufficient bereavement care, especially for families experiencing perinatal or infant loss.
Fragmented health information systems, which hinder real-time data sharing and coordinated care.
Underfunded substances use treatment programs, particularly for adolescents and young parents.

RMI’s system of care reflects a holistic and resilient approach to maternal and child health, grounded in community values 
and strengthened by strategic partnerships. Continued investment in workforce development, data integration, and 
behavioral health services will be essential to advancing health equity and improving outcomes for all families across the 
Marshall Islands.
 

III.B.3.b. System of Services for CSHCN

The Republic of the Marshall Islands (RMI) is committed to building a comprehensive, family-centered, and culturally 
responsive system of care for Children with Special Health Care Needs (CSHCN). The Title V Maternal and Child Health 
(MCH) Program plays a central role in coordinating services, advocating for system improvements, and ensuring that 
CSHCN and their families receive the support they need across the life course.
 
Core Components of the System
 
1. Families as Partners in Decision-Making 
Families are engaged through care coordination meetings, referral planning, and feedback sessions. The MCH program 
collaborates with families to develop individualized care plans and supports shared decision-making in clinical and 
educational settings. Family representatives are included in advisory groups and program planning committees to ensure 
their voices shape policies and services.
 
2. Medical Home 
The MCH program promotes the medical home model by coordinating with primary care providers, zone nurses, and outer 
island health assistants. Children with complex needs are linked to designated physicians who facilitate referrals, follow-up, 
and communication across providers.
 
Efforts are underway to train providers in family-centered care and to strengthen continuity between hospitals, clinics, and 
home-based services.
 
3. Adequate Health Insurance 
All Marshallese citizens are automatically enrolled in Basic Health Insurance, which covers outpatient, emergency, and 
inpatient services. The MCH program works with the Medical Referral Office to ensure that CSHCN requiring tertiary care 
off-island (e.g., in Hawaii, Manila, or Taiwan) are supported through the referral and insurance process. 
Families are educated on insurance eligibility and benefits, especially for children with chronic or complex conditions.
 
4. Early and Continuous Screening 
The MCH program conducts routine developmental, hearing, and vision screenings at well-child visits, schools, and 
community outreach events.
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Zone nurses and health assistants are trained to identify early signs of developmental delays and refer children for further 
evaluation. 
Screening data is integrated into the Health Information System to support follow-up and service planning.
 
5. Easy Access to Community-Based Services 
Services are delivered through a “clinic without walls” model, bringing care directly to homes and communities, especially in 
remote areas. The MCH program partners with schools, churches, and community groups to provide health education, 
therapy referrals, and family support services.
6. Transition to Adult Care 
The MCH program is developing transition protocols to support adolescents with special health care needs as they move 
into adult services. Youth and families receive counseling and planning support to prepare for changes in care, education, 
and employment.
 
Public Health Infrastructure Supporting CSHCN
 
The Title V MCH Program is housed within the Bureau of Public Health Services and serves as the national coordinator for 
CSHCN services. The program works closely with the Medical Referral Office, Health Information System, and community-
based organizations to ensure integrated care. Health Assistants on outer islands serve as the first point of contact for 
CSHCN and are supported through regular training and supervision.
 
Strengths of the System 

Universal health coverage for Marshallese citizens.
Strong community outreach through zone nurses and mobile services. 
Integrated referral system for off-island tertiary care. 
Culturally grounded care that respects family values and traditions.

 
Identified Gaps and Challenges 

Limited access to pediatric specialists, especially in behavioral and developmental health.
Lack of formal transition programs for youth aging out of pediatric care. 
Inconsistent data sharing across providers and systems. 
Limited family support services, such as respite care and peer support networks.

 
The RMI continues to strengthen its system of care for CSHCN through collaborative partnerships, culturally responsive 
practices, and strategic investments in workforce and infrastructure. The Title V MCH Program remains a key driver in 
ensuring that all children with special health care needs receive the care, support, and opportunities they need to thrive.

III.B.3.c. Relationship with Medicaid

III.E.2.b.v.b. Title V MCH -Title XIX Medicaid Inter-Agency Agreement (IAA)
 
RMI does not have Medicaid services. We have our own local insurance. All services provided by the MCH programs are
free to the public. 
 
 

III.B.4. MCH Emergency Planning and Preparedness

The RMI Ministry of Health and Human Services (MOHHS), through its Title V Maternal and Child Health (MCH) Program, 
plays a critical leadership role in ensuring that the needs of women, infants, children, including those with special health 
care needs, are integrated into the national emergency preparedness and response framework. Given RMI’s vulnerability 
to natural disasters, climate-related events, disease outbreaks, and pandemics, the Title V program is actively engaged in 
proactive planning, coordination, and response efforts.

i. Emergency Operations Plan (EOP) and Review Cycle 
MOHHS has Emergency Operations Plan (EOP) that is reviewed and updated annually in collaboration with the 
Preparedness Program, MCH and the rest of the members of the EPINet team. The EOP outlines protocols for disaster 
response, including public health emergencies, and integrates sector-specific annexes, including health and MCH.
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ii. Inclusion of MCH Populations in the EOP 
The EOP explicitly addresses the needs of at-risk and medically vulnerable populations, including:

Pregnant and postpartum women
Infants and young children
Children with special health care needs (CSHCN)
Families in remote and outer island communities

The plan includes provisions for continuity of maternal and child health services, emergency medical referrals, and access 
to essential medications and supplies.

iii. Title V Involvement in EOP Development 
Title V program staff are actively involved in the development and review of the EOP through participation in:

Health Cluster meetings
National Disaster Risk Management (DRM) planning sessions
Simulation exercises and after-action reviews

Their input ensures that MCH-specific needs are reflected in emergency protocols and resource allocation.

iv. Title V Leadership in Emergency Planning 
Title V leadership is engaged before, during, and after emergencies. They contribute to:

Preparedness planning
Risk communication strategies
Community outreach and education
Post-disaster recovery planning

v. Role in the Incident Management Structure (IMS) 
During emergencies, Title V leadership is embedded within the Health Operations Center (HOC), which is part of the 
national Incident Management Structure. They serve as:

MCH Technical Advisors
Liaisons to community-based organizations
Coordinators for maternal and child health service continuity

vi. Identified Gaps and Lessons Learned 
Based on recent emergencies, including the COVID-19 pandemic and typhoon-related evacuations, the following gaps were 
identified:

Limited real-time data on pregnant women and CSHCN during emergencies
Insufficient emergency supplies (e.g., formula, diapers, medications) in outer islands
Need for mobile communication tools to reach families in remote areas
Lack of formal protocols for continuity of care for CSHCN during evacuations

These insights have informed ongoing improvements in surveillance, logistics, and community engagement.

vii. Training, Communication, and Preparedness Tools 
The Title V program has contributed to the development of:

Emergency preparedness training for zone nurses and health assistants
Culturally appropriate communication materials for families (e.g., radio messages, flyers)
Checklists and toolkits for pregnant women and caregivers of CSHCN
Community drills and tabletop exercises to test readiness

viii. Coordination with Public Health and Community Programs 
Title V collaborates with multiple programs to ensure integrated emergency response:

Newborn screening and hearing programs to ensure continuity of follow-up
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Nutrition services to maintain food security during disasters
Home visiting and immunization programs to support outreach and recovery
Shelter planning to ensure safe spaces for pregnant women and families with infants

These partnerships are formalized through memoranda of understanding (MOUs) and coordinated through the Health 
Emergency Coordination Committee.

The RMI Title V program is a key partner in national emergency preparedness and response, ensuring that the unique needs 
of the MCH population are prioritized. Through strategic planning, cross-sector collaboration, and community engagement, 
the program continues to strengthen its capacity to respond to both immediate threats and long-term recovery needs.
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III.C. Needs Assessment

III.C.1. Five‐Year Needs Assessment Summary and Annual Updates

III.C.1.a. Process Description

Title V Needs Assessment and Priority Alignment 

Background

In 2025, the Ministry of Health and Human Services (MOHHS) conducted a Five-Year Maternal and Child Health (MCH) 
Needs Assessment to inform the FY2026–FY2030 State Action Plan. Planning began in 2024, but procurement delays 
prevented the engagement of an external consultant. As a result, the MOHHS Title V team carried out a rapid one-month 
assessment in 2025, drawing on available data sources, program reports, and targeted consultations. The assessment 
was guided by the Title V Needs Assessment Framework and was designed to capture the realities of service delivery 
across a geographically dispersed nation where logistical barriers, workforce shortages, and fragmented systems continue
to affect outcomes for women, children, and families. 

Policy and Strategic Alignment

The Needs Assessment was guided by national frameworks to ensure alignment with existing health priorities. It directly 
supports the Reproductive, Maternal, Newborn, Child, and Adolescent Health (RMNCAH) Strategy and 
Implementation Plan 2024–2030, which provides the umbrella framework for all MCH domains. The RMNCAH plan outlines
seven pillars of action: maternal and newborn care, child health, adolescent health, sexual and reproductive health, nutrition, 
health systems strengthening, and cross-cutting access to care, which align directly with Title V domains. 

The assessment was also aligned with:

The MOHHS Strategic Plan 2024–2028,
The RMI National Strategic Plan (NSDP) 2020–2030,
RMNCAH sector coordination milestones agreed at the Tole Mour Conference in 2023, and
International benchmarks from the Joint External Evaluation (JEE) and the State Party Annual Reporting (SPAR) 
assessments of health system readiness.
 

Framework and Methodology

The assessment was guided by the Title V Five-Year Needs Assessment 9-Step Conceptual Framework, developed 
by the MCH Evidence Center, MCH Navigator, National MCH Workforce Development Center, AMCHP, and CityMatCH. 
Because the assessment was completed within one month, the Title V team applied those framework steps that were 
feasible in the RMI context.
 
Data sources reviewed included: 
 

National strategies and frameworks: Reproductive, Maternal, Newborn, Child and Adolescent Health (RMNCAH) 
Strategy 2024–2030, MOHHS Strategic Plan, NSDP.
Surveys: 2021 Population Census; 2024 Rapid Youth Survey; 2023 Hybrid Adult Survey; and the 2025 MCH 
Jurisdictional Survey (MCH-JS).
Program reports: MOHHS Triennial Report; Canvasback outreach records; Marshall Health Information System 
(MHIS) and WebIZ immunization data.
Technical assessments: Integrated Child Health and Nutrition Survey (ICHNS, 2017); Maternal Mortality Review 
Report (2025); Social and Behavior Change Communication–Early Childhood Development (SBCC-ECD) 
assessments; Draft MCH Handbook.
Community inputs: Focus group discussions with mothers under the New Kids Program; Republic of Marshall 
Islands Public School System (RMI PSS) Statewide System of Early Intervention Services for Infants and Toddlers 
with Disabilities (Early Intervention Program)
 

Stakeholder and Partnership Input

Because the Needs Assessment was completed within a one-month period, MOHHS relied on opportunities from existing
meetings and interviews rather than convening a dedicated national validation workshop. 

A focus group discussion (FGD) was held directly after the scheduled meeting of the RMI PSS Statewide System of 
Early Intervention Services for Infants and Toddlers with Disabilities (Early Intervention Program), with participation
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from the Ministry of Culture and Internal Affairs (MOCIA), the Early Hearing Detection and Intervention (EHDI) 
program, MOHHS, and PSS.

A focus group discussion (FGD) with mothers was held after their New Kids Program class, providing additional 
perspectives from caregivers.

Key informant interviews were conducted with the Non-Communicable Disease (NCD) Presidential Envoy and with 
directors of the Bureau of Public Health Services, including the Directors of Health Promotion and Disease 
Prevention; HIV/STI Program; Tuberculosis; Leprosy; Environmental Health; Cancer Control; Immunization; and 
MCH, as well as the Medical Officer for Behavioral Services.

Evidence from the Rapid Youth Survey and ECD program reviews helped inform feasibility analysis. 

Prioritization Process

1. Burden of Need: Conditions were assessed based on their prevalence, severity, and contribution to morbidity and 
mortality in the RMI. Particular attention was given to maternal and infant health outcomes, breastfeeding practices, 
immunization delays, oral health, and cervical cancer screening. Indicators such as postpartum visit coverage, 
breastfeeding initiation and exclusivity, infant mortality, child immunization status, and cervical cancer screening
coverage were reviewed to measure burden. 

2. Feasibility in the RMI Context: Each potential priority was evaluated in terms of whether it could realistically be 
addressed given RMI’s geographic isolation, limited workforce, and resource constraints. Feasibility considered the 
availability of proven interventions, the ability to deliver services to Neighboring Islands (NIs), and opportunities to 
integrate with ongoing RMNCAH and MOHHS initiatives such as immunization outreach, reproductive health 
services, newborn care, and early childhood programs.

3. Data Availability and Quality: To ensure priorities could be tracked and evaluated over time, the team considered 
whether reliable data were available from surveys, program records, or registries. Priorities were retained only where 
data sources existed and could provide regular reporting (e.g., MHIS, WebIZ, Rapid Youth Survey, Hybrid Adult 
Survey). Although standardized developmental screening data were limited, caregiver inputs and program reports 
highlighted significant unmet needs for CSHCN, which justified inclusion as a priority for early identification and
coordinated care. 

4. Alignment with National Strategies: Candidate priorities were reviewed for consistency with the RMNCAH 
Strategy 2024–2030, the MOHHS Strategic Plan 2024–2028, and the National Strategic Development Plan 2020– 
2030. Alignment ensured that Title V priorities reinforced existing policy directions and sector-wide goals, particularly 
around maternal health, breastfeeding and nutrition, immunization, adolescent SRH, workforce capacity, and health 
system strengthening.

5. Severity of Service Delivery Gaps: The team considered the extent to which services were absent, inconsistent, 
or inaccessible for the affected population. This included barriers to postpartum follow-up, insufficient breastfeeding 
counseling and community support, delays in immunization outreach to NIs, lack of oral health services for pregnant 
women and children, and low cervical cancer screening coverage. Service gaps were most severe in the NIs, where
staffing shortages, transport constraints, and inconsistent reporting continue to limit access to care. 

This framework ensured that the final set of FY2026 priority needs reflects not only the most pressing health issues, but 
also those that the RMI has the capacity to address through Title V investments, cross-sector partnerships, and health 
system strengthening efforts.

Thematic Summary

Recurring themes included:
Postpartum care remains inconsistent, especially in NIs where follow-up services are rare.
Breastfeeding support is limited, with low exclusivity rates and inconsistent counseling for new mothers.
Childhood immunization and follow-up are delayed due to transport and supply chain challenges.
Oral health is underserved for children and pregnant women.
Adolescents face barriers to sexual and reproductive health (SRH) services.
Caregivers receive limited structured support for early childhood development.
Health information systems are fragmented and underutilized.
The MCH workforce remains overstretched, especially in outer islands.
 

Key Findings 

In addition to qualitative themes, the assessment documented quantitative findings from recent surveys and program data:
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Only 26 percent of postpartum women had a preventive visit (MCH-JS 2025).
Exclusive breastfeeding rates remain low, with fewer than 40 percent of infants exclusively breastfed at 6 
months (MCH-JS 2025; ICHNS 2017 baseline).
35 percent of children under five in outer islands were stunted (SBCC-ECD).
One in three youth reported violence at home or school (Rapid Youth Survey 2024).
73 percent of adults were classified as overweight or obese (Hybrid Adult Survey 2023), though obesity was 
not retained as a Title V priority due to stronger alignment with NCD programming.
15 percent of children were identified as CSHCN, but referral systems were limited (MCH-JS, ECD program 
reports).
Pregnancy and postpartum status were often missing on death certificates (Maternal Mortality Review 2025).
No systematic newborn screening follow-up was documented (MOHHS Triennial Report).

 
Final FY2026 State Priority Needs 

Based on evidence, feasibility, and alignment with national strategies, the following seven priority needs were identified:

1. Improve postpartum care and 12-week follow-up.
2. Increase breastfeeding initiation, exclusivity, and continuation rates.
3. Increase immunization and newborn care in NIs.
4. Improve adolescent access to SRH services.
5. Expand oral health services in pregnancy and early childhood.
6. Increase cervical cancer screening among women ages 21–65 years.
7. Early identification and coordinated care for CSHCN.

 
Limitations

The Needs Assessment process faced several limitations that shaped both the scope and depth of the findings. Because 
the assessment was completed within a compressed one-month timeframe, no new primary data collection was 
undertaken. Instead, the team relied heavily on existing surveys, program reports, and technical assessments. While these 
sources provided valuable insights, some of the information was dated. For example, the 2017 Integrated Child Health and 
Nutrition Survey (ICHNS) remained one of the few sources of population-level nutrition and child health data available, and
while useful for trend analysis, it no longer reflects the most recent conditions in the country. 

Another limitation was the presence of data gaps in key program areas. For children with special health care needs, 
standardized developmental screening data were limited, and referral and follow-up records were inconsistently maintained. 
Similarly, oral health data were sparse, as services are provided inconsistently, and record-keeping has not been 
systematic. Postpartum care tracking was also incomplete, with limited documentation of follow-up visits, particularly in the 
Neighboring Islands where outreach is irregular. These data gaps made it difficult to establish precise baselines for certain 
indicators and created challenges for monitoring progress.

The process also did not include a full national validation workshop, which would normally bring together a wide cross-
section of partners and community stakeholders to review and refine findings. Instead, the team relied on targeted focus 
group discussions and key informant interviews, which provided meaningful perspectives but did not fully capture the 
breadth of community views. This constraint was largely due to time and resource limitations, and while the perspectives 
gathered were valuable, they cannot substitute for the consensus-building process that a broader validation effort would
have provided. 

Finally, some of the surveys used to inform the assessment may not fully represent the population in the Neighboring 
Islands due to sampling challenges. Limited connectivity and transportation barriers often make it difficult to ensure 
representative sampling across atolls, which means that national-level indicators may understate or overlook the severity of
challenges faced by more remote communities. 

Despite these limitations, the Needs Assessment provided a practical and evidence-based foundation for setting priorities. 
The findings remain credible and relevant, particularly when triangulated across multiple data sources and stakeholder 
perspectives. Future efforts will focus on filling data gaps, strengthening surveillance systems, and conducting broader
community validation to ensure that priorities reflect the realities and needs of all Marshallese families. 

Next Steps

To strengthen future assessments and improve planning, MOHHS has committed to several concrete actions that build on 
the findings of this Needs Assessment. A key focus will be the alignment of Title V measures, including National, State, and 
Evidence-Based Strategy Measures, with the seven identified priorities so that reporting in Form 6 and Form 10 accurately 
reflects the issues most relevant to the Marshall Islands. The team will also update all six MCH domain narratives to ensure
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that they fully incorporate the assessment findings, creating stronger links between evidence, priorities, and planned 
activities.

 
In parallel, efforts will be made to strengthen Title V data infrastructure through the development of integrated dashboards 
and the improved use of program data systems. This will help address existing data gaps, enhance the timeliness and 
quality of reporting, and allow for better tracking of progress over the five-year cycle. Recognizing the importance of 
community engagement, MOHHS will also conduct validation sessions during the FY2026–FY2027 outreach cycles. These 
sessions will provide an opportunity to expand family participation, particularly by gathering the perspectives of caregivers of 
children with special health care needs, whose voices have often been underrepresented in planning processes.

 
Finally, the findings of this assessment will be shared with RMNCAH working groups and other national MCH partners to 
promote continued refinement of strategies and alignment across sectors. By embedding these next steps into ongoing 
program and policy processes, MOHHS aims to ensure that the priorities identified are not only evidence-based but also 
responsive to the lived experiences of Marshallese women, children, families, and communities.
 

 

III.C.1.b. Findings 

III.C.1.b.i. MCH Population Health and Wellbeing

III.C.1.b.i. MCH Population Health and Wellbeing 

Overview

The Republic of the Marshall Islands (RMI) faces unique maternal and child health challenges shaped by its geography, 
small population, and limited workforce capacity. Health status indicators show progress in certain areas, such as declining 
maternal mortality and increased immunization coverage, but persistent gaps remain in infant survival, adolescent 
reproductive health, nutrition, and equitable access to services in the Neighboring Islands (NIs). Findings below present 
health and wellbeing across all six Title V domains, based on the 2024 Triennial MOHHS Report, Integrated Child Health and 
Nutrition Survey (ICHNS), Hybrid Adult and Youth Surveys, and stakeholder consultations.

Women/Maternal Health 

Mortality/Morbidity

The maternal mortality ratio (MMR) declined to 116 per 100,000 live births in 2024, down from 144 in 2023 and 169 in 
2022.

Severe maternal morbidity remains associated with hypertensive disorders, hemorrhage, and delayed referrals. 

Risk and Protective Factors

Protective: high facility-based delivery rates in Majuro/Ebeye; expansion of family planning and cancer screening 
services.

Risks: high prevalence of obesity, hypertension, and diabetes among women; late antenatal booking; cultural 
reluctance toward cervical screening.

Access to Services 

Comprehensive ANC, delivery, and postpartum care are available in Majuro and Ebeye hospitals.

NI women face limited staffing, transport barriers, and irregular outreach, leading to delayed ANC and reduced 
postpartum follow-up.

Perinatal/Infant Health 

Mortality/Morbidity

Infant mortality was 22 per 1,000 live births in 2024; neonatal mortality is estimated at 14 per 1,000. 

Infant deaths remain concentrated among preterm and low-birth-weight infants. 

Risk and Protective Factors

Protective: high breastfeeding initiation; improved hospital neonatal protocols; introduction of newborn health 
passbooks.

Risks: exclusive breastfeeding at 6 months remains low (42% baseline from ICHNS 2018); cultural reliance on
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formula; household crowding; limited newborn screening coverage. 

Access to Services 

Majuro/Ebeye hospitals updated neonatal SOPs and trained staff, but NICU-level capacity remains absent.

Outreach immunization missions to NIs are essential but irregular, constrained by fuel shortages and transport 
delays.

Child Health 

Mortality/Morbidity

Post-neonatal child mortality is relatively low, but preventable illness episodes (ARI, diarrhea, skin infections) remain 
common.

Stunting prevalence among under-fives was 35% (ICHNS 2017), indicating persistent chronic malnutrition. 

Risk and Protective Factors

Protective: school-based health programs, Vitamin A supplementation, oral health campaigns.

Risks: poor dietary quality; reliance on imported processed foods; high NCD risks in households. 

Access to Services 

Immunization coverage for children 19–35 months improved to 62% in 2024 (up from 60% in 2023).

Developmental screening tools were piloted in Majuro and Ebeye clinics with referrals to Early Intervention and 
SPED.

Oral health outreach reached most schools in Majuro/Ebeye; NI children remain underserved. 

Adolescent Health 

Mortality/Morbidity

Teen birth rate rose to 64 per 1,000 girls ages 15–19 in 2024, up from 58 in 2023.

Suicide mortality was 18 per 100,000 in 2024, reflecting significant mental health challenges. 

Risk and Protective Factors

Protective: Youth-to-Youth programs; school-based awareness campaigns; increased HPV vaccination.

Risks: stigma surrounding SRH services; high unmet need for contraception; exposure to social stressors. 

Access to Services 

HPV vaccination among 13-year-old girls rose to 37% in 2024 (from 26% in 2023).

Youth-friendly services are available in Majuro and Ebeye, but access in NIs remains limited and dependent on 
outreach.

Preventive dental visits and health education expanded in schools, though coverage was urban-centric.

 

Children with Special Health Care Needs (CSHCN) 

Mortality/Morbidity

National prevalence is uncertain, but developmental delays and disabilities are increasingly identified in Majuro/Ebeye 
through new screening tools.

Morbidity includes speech/hearing impairments, learning delays, and chronic health conditions. 

Risk and Protective Factors 

Protective: Early Intervention (ages 0–3), PSS Special Education (school age), and NGO advocacy.

Risks: lack of standardized national definition; delayed identification in NIs; limited access to therapy/rehabilitation 
services.

Access to Services 

Screening and referrals expanded in FY2024; children are transitioned from EI to SPED at age 3.
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Transition to adult care remains limited (NPM 12), though some adolescents linked to non-medical programs.

Services concentrated in Majuro/Ebeye; NI coverage minimal.

 

Cross-Cutting/Systems Building 

Mortality/Morbidity

Oral health disease burden is high; Hybrid Survey (2017) found 61% of adults had no dental visit in the past year, 
reflecting limited access.

Childhood oral disease and malnutrition remain cross-cutting concerns. 

Risk and Protective Factors 

Protective: oral health school programs; preventive fluoride varnish campaigns; community outreach.

Risks: poor dietary quality; limited family engagement; facility readiness gaps in NIs (power, cold chain, essential 
medicines).

Access to Services 

Outreach missions delivered integrated MCH services but covered only ~8% of atolls in 2024. 

Oral health outreach was consistent in Majuro/Ebeye schools but limited in NIs. 

Data systems (MHIS, WebIZ) improving but incomplete for oral health and outreach.

 

Summary

Across all domains, FY2024 findings show progress alongside persistent disparities. Maternal mortality declined, 
immunization and HPV vaccination coverage improved modestly, and developmental and oral health screening expanded. 
Yet, infant mortality remains high, exclusive breastfeeding low, teen pregnancy and adolescent suicide concerning, and 
CSHCN services fragmented. Access disparities between Majuro/Ebeye and NIs are stark, driven by workforce shortages, 
transport barriers, and incomplete data systems. Addressing these issues will require sustained investment in NI outreach, 
neonatal care capacity, adolescent mental health, and stronger integration of registries and reporting systems to track MCH 
outcomes nationwide.

 

III.C.1.b.ii. Title V Program Capacity 

III.C.1.b.ii.a. Impact of Organizational Structure

III.C.1.b.ii.a. Impact of Organizational Structure

The Republic of the Marshall Islands (RMI) Title V Program is embedded within the Ministry of Health and Human Services 
(MOHHS), under the Office of Health Planning, Policy, Preparedness, Personnel, and Epidemiology (OHPPPPE). This 
organizational structure positions Title V at the core of strategic planning and policy coordination while maintaining close 
links with technical programs responsible for direct service delivery, such as Reproductive Health (RH), Immunization, Non-
Communicable Disease (NCD), Early Childhood Development (ECD), Oral Health, and Nutrition. 

This placement within OHPPPPE gives Title V program leadership access to epidemiology, surveillance, and policy teams, 
which strengthens its ability to integrate data into program planning and respond to emerging maternal and child health 
needs. As a result, Title V is directly involved in shaping policies such as the RMNCAH 2024–2030 Strategy, the MOHHS
Strategic Plan, and cross-sector frameworks for early childhood development and education. 

The program’s organizational positioning also enables strong coordination with the Registry Data Unit (RDU) and Zone 
Outreach Unit (ZOU). The RDU supports Title V with health information systems (MHIS, WebIZ, NBS/EHDI) and reporting 
capacity, while the ZOU extends MCH services to Neighboring Islands (NIs) through integrated outreach missions. This 
linkage strengthens the Title V mandate to ensure equitable access to MCH services in remote atolls, where permanent 
staffing and facility readiness remain limited.

Another strength of the current structure is the ability of Title V leadership to convene cross-programmatic collaboration. Title 
V has facilitated joint activities with RH clinics, Cancer and NCD programs, Oral Health, TB/Leprosy, and Immunization, 
reflecting MOHHS’s effort to integrate vertical programs into comprehensive outreach. Externally, Title V is recognized as 
the key convener for maternal and child health partnerships, linking MOHHS to the Public School System (PSS), Women 
United, Canvasback Wellness Center, UNICEF, SPC, and PIHOA.

However, the organizational structure also presents challenges. While Title V sits in a central policy and coordination office,
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much of the clinical service delivery authority rests in separate MOHHS units (Hospital Services, Public Health). This
creates fragmentation, with parallel reporting systems and occasionally competing priorities. Limited staffing in OHPPPPE 
means Title V staff are tasked with both planning and implementation, stretching capacity and slowing program expansion. 

Additionally, while the structure supports integration with central programs in Majuro and Ebeye, it is less effective at 
ensuring consistent communication and supervision of NI dispensaries, which fall under local government authorities but 
depend heavily on MOHHS for supplies and outreach. This governance gap reduces Title V’s ability to enforce standard 
protocols and monitor quality across all service points.

Overall, the organizational structure of the RMI Title V Program provides strategic visibility, policy influence, and opportunities 
for multi-sector coordination. The placement within OHPPPPE enhances alignment with epidemiology, planning, and policy, 
but fragmentation of service delivery units and thin staffing reduce efficiency. Sustained investment in cross-unit 
coordination, NI governance engagement, and staffing at OHPPPPE will be critical to maximize the benefits of this structure
and strengthen Title V’s ability to deliver on its mandate across all six MCH domains. 

 

III.C.1.b.ii.b. Impact of Agency Capacity

III.C.1.b.ii.b. Impact of Agency Capacity 

Impact of Agency Capacity

The capacity of the Republic of the Marshall Islands (RMI) Ministry of Health and Human Services (MOHHS) to deliver 
maternal and child health (MCH) services is shaped by its dual role as both the national health authority and the direct 
provider of services across Majuro, Ebeye, and 56 Neighboring Island (NI) facilities. Title V operates within this agency 
context, benefiting from integration with national strategies and donor resources, but also facing constraints linked to
infrastructure, financing, and system fragmentation. 

Strengths of Agency Capacity

MOHHS provides a unified structure in which Title V priorities are aligned with broader health sector planning. The agency
benefits from: 

Policy alignment: Title V priorities are embedded within the RMNCAH Strategy 2024–2030, the MOHHS Strategic
Plan, and the national Early Childhood Development (ECD) framework. 

Infrastructure: Majuro and Ebeye hospitals provide obstetric, pediatric, and reproductive health services, including 
delivery care, immunization, and neonatal stabilization. Centralized laboratory and pharmacy services strengthen 
referral capacity.

Partnerships: MOHHS maintains strong ties with regional and international partners (HRSA, CDC, WHO, UNICEF,
SPC, PIHOA), which provide technical support, capacity building, and critical funding streams. 

Integrated outreach: The Zone Outreach Unit (ZOU) enables Title V and other MOHHS programs to extend
services to NIs, integrating immunization, reproductive health, oral health, and nutrition services. 

Constraints on Agency Capacity 

Despite these strengths, agency capacity remains limited in several areas:

Infrastructure inequities: The 2019 HeRAMS assessment found fewer than 15% of NI facilities had reliable 
electricity or essential drug stocks. In FY2024, NI readiness remained poor, constraining service continuity after
outreach missions. 

Financial sustainability: RMI’s health system depends heavily on external financing (Compact of Free Association, 
U.S. federal grants, and bilateral partners). Title V, like other programs, is vulnerable to fluctuations in donor funding
cycles and project-based support. 

Fragmentation of services: While central coordination is strong, service delivery authority rests in multiple MOHHS 
units (Hospital Services, Public Health, Preventive Services). This can lead to parallel reporting and competing 
priorities, reducing efficiency.

Referral limitations: Transport between NIs and referral hospitals is unreliable and costly. Many NI patients face
delayed or missed referrals due to ship schedules, fuel shortages, or weather conditions. 

Agency Role in Supporting Title V Goals 

The agency structure both enables and constrains Title V implementation:

Title V benefits from MOHHS’s centralized planning, donor engagement, and integration of vertical programs (e.g.,
RH, Immunization, NCD, Oral Health). 
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However, agency-wide constraints in workforce, transport, and NI facility readiness limit Title V’s ability to achieve
equitable service coverage and timely reporting. 

Agency emphasis on data modernization (MHIS, WebIZ, registry integration) supports Title V’s evidence-based
planning, but capacity gaps in IT staffing and connectivity reduce efficiency. 

Summary

Agency capacity provides Title V with the policy alignment, infrastructure, and partnerships needed to pursue maternal and
child health priorities. However, reliance on external financing, persistent NI infrastructure gaps, and fragmented service 
delivery structures constrain impact. Strengthening NI readiness, ensuring financial sustainability, and improving cross-unit 
coordination remain critical priorities to enhance agency capacity and fully support Title V goals. 

 

III.C.1.b.ii.c. Title V Workforce Capacity and Workforce Development

III.C.1.b.ii.c. Title V Workforce Capacity and Workforce Development 

Title V Workforce Capacity and Workforce Development

The Republic of the Marshall Islands (RMI) Title V workforce reflects both the dedication of core maternal and child health 
(MCH) staff and the systemic challenges of operating within a small-island health system. Workforce availability and 
development are central to the ability of Title V to achieve its objectives, particularly in reaching underserved Neighboring
Islands (NIs) and sustaining specialized services. 

Current Workforce Capacity

Urban hospitals (Majuro and Ebeye): Title V collaborates with obstetricians, pediatricians, reproductive health nurses, 
midwives, public health nurses, and outreach staff who deliver maternal, newborn, child, and adolescent health 
services.

Community and outreach: The Zone Outreach Unit (ZOU) and community health workers extend services to NIs,
where permanent facility staffing is often limited to a single nurse or health assistant. 

Integration with programs: Title V relies on cross-cutting staff from RH, Immunization, Oral Health, TB/Leprosy, and
NCD programs to implement integrated outreach missions, reflecting strong teamwork across program lines. 

Data support: The Registry Data Unit (RDU) supports Title V with data entry, monitoring, and evaluation, while 
epidemiologists and planners within the Office of Health Planning, Policy, Preparedness, Personnel, and 
Epidemiology (OHPPPE) contribute analytic capacity.

Workforce Gaps and Challenges

Shortages: The number of trained MCH staff is limited, particularly in NI facilities. Many dispensaries are staffed by
one nurse without specialized maternal or child health training. 

Distribution: Most skilled health professionals are concentrated in Majuro and Ebeye, leaving NIs dependent on
outreach missions and local aides. 

Turnover and retention: High turnover, contract-based employment, and limited career pathways reduce continuity
and institutional knowledge. 

Skill gaps: Specialized neonatal, adolescent mental health, oral health, and rehabilitation staff remain scarce.

Workload: Existing staff juggle multiple program responsibilities, stretching capacity for both service delivery and
data reporting. 

Workforce Development Efforts in FY2024

Nurses and community health workers received Certified Lactation Counselor training to strengthen breastfeeding
support. 

MOHHS staff participated in regional trainings (SPC, PIHOA, WHO) on reproductive health, newborn care, and
health information systems. 

The Title V program collaborated with UNICEF to deliver capacity-building workshops for early childhood
development (ECD). 

RH nurses and outreach teams were supported in postpartum care documentation and MHIS use, improving follow-
up and reporting. 

Efforts to build adolescent health capacity included school-based SRH training for Youth-to-Youth peer educators.
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Constraints to Workforce Development 

Despite these initiatives, systemic barriers persist:

Limited funding for in-country training and continuing education.

Lack of advanced training programs in-country, requiring costly overseas training.

Few incentives to retain skilled workers in remote atolls. 

Small pool of trained professionals restricts succession planning and coverage during leave or turnover. 

Summary

The Title V workforce is highly committed and benefits from integration across MOHHS programs, supported by regional 
and international training opportunities. However, chronic shortages, maldistribution, and turnover continue to limit capacity 
—especially in Neighboring Islands. Sustained investment in workforce development, incentives for retention in remote 
settings, and structured career pathways are essential to ensure that Title V can deliver comprehensive, equitable services
across all six MCH domains. 

 

III.C.1.b.ii.d. State Systems Development Initiative (SSDI)

III.C.1.b.ii.d. State Systems Development Initiative 

State Systems Development Initiative

The State Systems Development Initiative (SSDI) supports the Republic of the Marshall Islands (RMI) in building stronger 
data and performance monitoring systems that are essential for Title V program management. SSDI resources have been 
instrumental in advancing the health information systems needed to track maternal and child health (MCH) outcomes,
evaluate program performance, and strengthen cross-program integration. 

Progress in FY2024

Health Information Systems: Expansion of the MOHHS Health Information System (MHIS) improved electronic 
documentation of maternal and child health encounters in Majuro and Ebeye. Some Neighboring Island (NI) clinics
began uploading records when internet connectivity allowed, though gaps remain. 

Immunization Tracking: The WebIZ registry continued to expand as the central immunization tracking system. It is 
increasingly used to monitor timeliness of infant immunizations (SPM 2) and adolescent HPV vaccination (ESM 
10.3). Data entry remains stronger in urban centers, with NI reporting lagging behind.

Newborn Screening: Integration of newborn screening results (EHDI and NBS) into MHIS advanced in FY2024.
However, inconsistent data entry and limited follow-up capacity in NIs hinder full tracking of outcomes. 

Outreach Monitoring: Outreach registers were piloted for digitization, enabling more consistent reporting of NI 
services (immunization, ANC/PNC, oral health). This improved Title V’s ability to monitor SPM 4 – outreach mission
coverage. 

Program Dashboards: Planning began for dashboard development to allow MOHHS leaders and program staff to
monitor MCH indicators in real time. 

Challenges

Connectivity: NI health centers often lack reliable internet, making it difficult to upload MHIS and WebIZ data in real
time. 

Staffing: Limited numbers of trained IT and data staff at MOHHS constrain the speed of system development and
maintenance. 

Data completeness: Some registries (oral health, CSHCN, outreach) remain paper-based and are not fully
integrated into MHIS. This results in delays and incomplete national reporting. 

Analytic capacity: While reporting systems are expanding, analytic skills remain concentrated in a few staff within the
Registry Data Unit and OHPPPE. This limits the depth of evaluation and use of data for decision-making. 

Impact on Title V Program Capacity

SSDI resources have strengthened RMI’s ability to collect, manage, and analyze MCH data. They enable the Title V program
to document progress on NPMs, SPMs, and ESMs, support quality improvement, and provide evidence for priority-setting. 
Improved data entry for immunization and postpartum visits demonstrates how SSDI investments directly impact program 
monitoring. 
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Summary

The SSDI has been a critical driver of data modernization in the RMI, improving MHIS, WebIZ, and newborn screening 
integration. While progress has been significant, ongoing challenges with connectivity, staffing, and integration of paper-
based registers limit full system effectiveness. Continued SSDI support will be essential to build analytic capacity, 
strengthen NI data reporting, and ensure that Title V has the information needed to guide maternal and child health
improvements. 

 

III.C.1.b.ii.e. Other Data Capacity

III.C.1.b.ii.e. Other Data Capacity 

Other Data Capacity

Beyond the State Systems Development Initiative (SSDI), the Republic of the Marshall Islands (RMI) Title V program relies 
on a range of health information systems and registries to monitor maternal and child health (MCH) outcomes. These 
systems provide essential data for reporting on National Performance Measures (NPMs), State Performance Measures
(SPMs), and Evidence-Based Strategy Measures (ESMs), but they remain uneven in coverage, quality, and integration. 

Core Data Systems

MOHHS Health Information System (MHIS): Serves as the primary electronic medical record, capturing clinical 
encounters in Majuro and Ebeye. While gradually expanding to Neighboring Islands (NIs), connectivity issues and
staff capacity limit consistent entry. 

WebIZ Immunization Registry: Tracks vaccine doses and timeliness across the country. It is increasingly used to
monitor infant immunization coverage and adolescent HPV uptake, though NI entries lag. 

Newborn Screening Registries (EHDI and NBS): Track hearing and metabolic screening, with integration into MHIS in
progress. Data entry remains inconsistent, leading to gaps in follow-up of at-risk infants. 

Registry Data Unit (RDU): Centralizes reporting and supports Title V in compiling data from multiple sources. RDU
also collaborates on validation of maternal, infant, and mortality statistics. 

Supplementary Data Sources

Surveys: National surveys such as the Integrated Child Health and Nutrition Survey (ICHNS 2017), the Hybrid Adult 
and Youth Surveys (2017), and the Rapid Youth Survey (2024) provide population-level benchmarks on nutrition, 
health behaviors, and service utilization.

Program Records: Outreach registers, oral health school visit logs, and Early Intervention (EI)/Special Education
records supplement national reporting but are largely paper-based. 

Vital Statistics: Birth and death registration remains incomplete, particularly in NIs, limiting accurate denominators for 
maternal and infant mortality. MOHHS continues to work with the Economic Policy, Planning, and Statistics Office 
(EPPSO) to improve civil registration and vital statistics (CRVS).

Strengths 

Multiple systems provide complementary data sources, allowing triangulation of findings.

WebIZ has improved visibility of immunization timeliness, enabling follow-up of defaulters. 

Collaboration with PSS (Special Education) and NGOs strengthens reporting on developmental delays and CSHCN. 

Challenges

Fragmentation: Data remain siloed across MHIS, WebIZ, newborn screening, and program registers, limiting
comprehensive analysis. 

Completeness: NI facilities often experience delays or under-reporting due to staff shortages and lack of connectivity.

Quality assurance: Inconsistent coding and variable entry practices affect accuracy.

Analytic capacity: Limited numbers of trained analysts constrain the ability to transform raw data into actionable
insights for policy and planning. 

Impact on Title V Program Capacity

Other data systems complement SSDI investments and provide the foundation for evidence-based planning. However, 
incomplete coverage and weak integration reduce their usefulness for monitoring NPMs and SPMs. These gaps directly
affect Title V’s ability to fully assess progress in areas such as postpartum visits, breastfeeding exclusivity, CSHCN 
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prevalence, and oral health. 

Summary

RMI maintains a diverse set of data sources supporting Title V reporting, including MHIS, WebIZ, newborn screening 
systems, surveys, and program registers. While these systems provide valuable information, fragmentation, under-
reporting, and limited analytic capacity constrain their full potential. Continued investment in integration, connectivity, and 
workforce development is necessary to ensure data capacity meets the needs of the Title V program and supports 
improved maternal and child health outcomes.

 

III.C.1.b.iii. Title V Program Partnerships, Collaboration, and Coordination

III.C.1.b.iii. Title V Program Partnerships, Collaboration, and Coordination

The Republic of the Marshall Islands (RMI) Title V Program relies on extensive partnerships and coordination mechanisms 
to extend maternal and child health (MCH) services across Majuro, Ebeye, and the Neighboring Islands (NIs). Given limited
resources and geographic dispersion, collaboration is essential for program success. 

Intra-Agency Collaboration Within MOHHS, Title V works closely with:

The Title V Program is situated within the Bureau of Primary Care of the Ministry of Health and Human Services (MOHHS). 
This location facilitates direct collaboration with all primary care and preventive service programs, ensuring integration of
maternal and child health priorities into the broader health service delivery system. Title V coordinates closely with: 

Reproductive Health and Family Planning (ANC, PNC, FP, cervical cancer screening).

Immunization (childhood vaccines, HPV, adult immunization).

Oral Health (school and outreach preventive services).

Non-Communicable Diseases (NCD) (nutrition, diabetes, hypertension in women of reproductive age).

TB and Leprosy Program (screening, prevention, and joint outreach to communities).

Nutrition Program (stunting reduction, breastfeeding promotion, maternal nutrition counseling).

Zone Outreach Unit (ZOU): Extends integrated MCH services to the NIs.

Registry Data Unit (RDU): Supports data reporting for MHIS, WebIZ, newborn screening, and outreach registers.

This organizational alignment under the Bureau of Primary Care ensures that Title V activities are not siloed but instead
embedded within a broader continuum of preventive and curative care, maximizing efficiency and service reach. 

Inter-Agency Collaboration Title V partners actively with:

Public School System (PSS): Joint work on developmental screening, Early Intervention (EI) to Special Education
referrals, oral health promotion, HPV vaccination, and adolescent health education. 

Ministry of Internal Affairs / Local Government: Coordination on outreach to NIs and support for dispensary
operations. 

Ministry of Culture and Internal Affairs: Alignment on family and youth programs, including adolescent SRH
education. 

Economic Policy, Planning and Statistics Office (EPPSO): Collaboration on census and survey data for MCH
planning. 

External and Regional Partnerships

UNFPA: Supports adolescent reproductive health, family planning, and gender-based violence (GBV) prevention.
Provides technical assistance on SRH education and commodity security. 

Youth-to-Youth Health Services: Provides confidential, youth-friendly reproductive health counseling, HIV/STI
services, and preventive care. A critical partner for reaching adolescents in both Majuro and Ebeye. 

Canvasback Wellness Center: Offers specialty services in diabetes, maternal nutrition, and cancer screening.

Women United and faith-based organizations: Extend culturally sensitive education and outreach on preventive
health, breastfeeding, and cervical cancer screening. 

Regional Partners: SPC, PIHOA, UNICEF, and WHO provide training, technical assistance, and policy alignment.

Federal Partners: HRSA Title V, CDC, and U.S. agencies provide funding and technical assistance.
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Impact of Collaboration

These partnerships enable Title V to reach otherwise underserved populations. UNFPA and YTY improve adolescent SRH
access and amplify youth voices; NGOs and faith-based groups deliver culturally relevant messaging. Regional and federal 
partners ensure sustainability through resources, training, and policy support. 

 

 

III.C.1.b.iv. Family and Community Partnerships

III.C.1.b.iv. Family and Community Partnerships

Family and community partnerships are central to the Title V Program in the Republic of the Marshall Islands (RMI). Families 
are both beneficiaries of services and active partners in shaping maternal and child health (MCH) priorities. Given the 
cultural importance of extended family, church, and community leadership, engaging families ensures that Title V services
are acceptable, relevant, and sustainable. 

Family Engagement in Service Delivery

Families are reached through church-based activities, outreach missions, and home visits, where community health 
workers (CHOWs) and nurses provide counseling on breastfeeding, postpartum care, immunization, and preventive 
visits.

The Early Childhood Development (ECD) program equips parents with milestone checklists and home-based
learning materials, empowering them to monitor growth and development. 

In reproductive health, family planning counseling often includes couples, reflecting cultural norms of joint decision-
making. 

Families of children with special needs are engaged through Individualized Family Service Plans (IFSPs) in Early
Intervention and Individualized Education Programs (IEPs) in PSS Special Education. 

Community Consultation in Program Planning

Families and youth were directly engaged in the FY2026 Needs Assessment through focus groups and community
dialogues. Youth-to-Youth peer educators ensured adolescent voices were heard in priority-setting, particularly 
around reproductive health and preventive visits. 

Parent-teacher associations (PTAs) and women’s NGOs provided input on adolescent SRH education and identified
barriers to family engagement in care. 

Local governments facilitated community meetings to discuss outreach gaps in Neighboring Islands (NIs), ensuring
family concerns informed Title V planning. 

Family Roles in Advisory and Partnership Structures 

Families and parents are represented in RMNCAH strategy workshops, contributing to policy direction.

Parents of CSHCN participate in multi-sectoral planning meetings linking MOHHS, PSS, and NGOs to coordinate
services. 

Youth voices are represented through Youth-to-Youth, which provides adolescent-friendly services and acts as a
feedback channel between young people and MOHHS. 

Cultural Relevance and Empowerment

Faith-based organizations are trusted partners in disseminating health messages on breastfeeding, postpartum
care, cervical cancer screening, and adolescent reproductive health. 

UNFPA-supported initiatives strengthen family and community dialogues on adolescent SRH and gender-based
violence (GBV), helping reduce stigma and empowering both parents and youth to access care. 

Community-led activities, such as women’s church groups promoting well-woman visits and traditional leaders
supporting immunization campaigns, reinforce health promotion with cultural legitimacy. 

Impact on Title V Priorities Family and community partnerships directly shape Title V priorities: 

Postpartum care programs incorporate family input on timing and barriers. 

Breastfeeding promotion reflects cultural practices shared by mothers and grandmothers. 

Developmental screening and ECD activities rely on parents for milestone reporting.
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Adolescent health priorities were strongly influenced by youth-led groups, especially Youth-to-Youth. 

CSHCN services integrate family-centered planning through IFSP/IEP processes. 

Summary

Family and community engagement is embedded across Title V activities in the RMI. Families are not only service users but 
also partners in planning, evaluation, and advocacy. By leveraging the cultural authority of families, churches, and youth-led 
organizations, Title V ensures that its programs are responsive to community needs and sustainable in practice. 
Partnerships with UNFPA, Youth-to-Youth, PTAs, NGOs, and faith-based organizations extend the program’s reach and
ensure that family and youth voices shape both policies and services. 

 

III.C.1.c. Identifying Priority Needs and Linking to Performance Measures

III.C.1.c. Identifying Priority Needs and Linking to Performance Measures

The FY2026 Five-Year Needs Assessment was completed by the Ministry of Health and Human Services (MOHHS) Title V 
team in 2025. It drew on multiple data sources, including the 2021 Population Census, the 2023 Hybrid Adult Survey, the 
2024 Rapid Youth Survey, the 2025 MCH Jurisdictional Survey (MCH-JS), the MOHHS Triennial Report (2022–2024), and 
program data from MHIS and WebIZ. Qualitative input was collected through focus group discussions with mothers under 
the New Kids Program, caregivers engaged in Early Intervention services, youth representatives through Youth-to-Youth, and 
NGOs such as Women United. Technical assistance inputs from UNFPA, UNICEF, SPC, PIHOA, and WHO were also 
considered.

The assessment applied the Title V Needs Assessment Framework, using criteria of burden of need, feasibility, data
availability, alignment with national strategies, and severity of service gaps. Recurring themes included inconsistent 
postpartum care, low exclusive breastfeeding, immunization delays in Neighboring Islands (NIs), limited oral health services, 
adolescent SRH barriers, under-documented CSHCN needs, and fragmented health information systems. 

Final FY2026 State Priority Needs and Linkages

1. Improve postpartum care and 12-week follow-up 
Linked Measures: NPM 1 (Well-Woman Visit); ESMs for early prenatal booking, postpartum visit
documentation. 

Evidence: Only 26% of postpartum women reported a preventive visit (MCH-JS 2025).

2. Increase breastfeeding initiation, exclusivity, and continuation rates 
Linked Measures: NPM 4 (Breastfeeding); ESMs for facility/community counseling and lactation training.

Evidence: Exclusive breastfeeding <40% at 6 months (MCH-JS 2025; ICHNS 2017 baseline).

3. Increase immunization and newborn care in NIs 
Linked Measures: NPM 3 (VLBW infant care); SPM 2 (timeliness of 2-month immunizations); ESMs for
outreach documentation. 

Evidence: Infant mortality 22/1,000 live births (Triennial 2024); immunization completeness only 62% in
FY2024. 

4. Improve adolescent access to SRH services 
Linked Measures: NPM 10 (Adolescent Well-Visit); SPM 4 (Teen Family Planning); ESMs for HPV vaccination
and SRH education. 

Evidence: Teen birth rate increased to 64/1,000 in 2024; Rapid Youth Survey (2024) found 1 in 3 youth
experienced violence at home or school. 

5. Expand oral health services in pregnancy and early childhood 
Linked Measures: NPM 13.2 (Preventive Dental Visit – children and adolescents); oral health ESMs for
school-based fluoride outreach. 

Evidence: Oral health services are inconsistently available, with low coverage in NIs; high caries prevalence
noted in school outreach reports. 

6. Increase cervical cancer screening among women ages 21–65 
Linked Measures: ESM (percent of RH clinics and outreach missions reporting cervical cancer screening
quarterly). 

Evidence: Coverage remains low; cervical cancer is a leading cause of female cancer mortality.

7. Early identification and coordinated care for CSHCN 
Linked Measures: NPM 12 (Transition to Adult Care); ESM 12.1 (enrollment in non-medical programs).
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Evidence: 15% of children identified as CSHCN in program reports; referral and follow-up remain limited
(MCH-JS 2025; EI/SPED records). 

Summary

The seven State Priority Needs reflect both quantitative health gaps and family/community-identified issues. They align with 
the RMNCAH Strategy 2024–2030 and the MOHHS Strategic Plan 2024–2028, ensuring coherence with national health 
sector priorities. By linking each SPN to NPMs, SPMs, and ESMs, the Title V program ensures accountability and
measurable progress through FY2030. 
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$229,808 $233,858 $230,524 $234,585

$2,646,295 $2,397,695 $2,646,295 $2,646,295

$0 $0 $0 $0

$0 $0 $0 $139,528

$0 $0 $0 $0

$2,876,103 $2,631,553 $2,876,819 $3,020,408

$200,000 $97,000 $97,000 $100,000

$3,076,103 $2,728,553 $2,973,819 $3,120,408

$233,858 $241,229 $234,585

$2,646,295 $2,646,295 $2,646,295

$0 $0 $0

$0 $0 $139,528

$0 $0 $0

$2,880,153 $2,887,524 $3,020,408

$100,000 $100,000 $100,000

$2,980,153 $2,987,524 $3,120,408

III.D. Financial Narrative

2022 2023
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State Funds
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Program Funds

SubTotal

Other Federal Funds

Total

2024 2025

Budgeted Expended Budgeted Expended
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State Funds

Local Funds

Other Funds

Program Funds

SubTotal

Other Federal Funds

Total

Created on 11/21/2025 at 1:36 PMPage 47 of 293 pages



$241,229

$2,646,295

$0

$0

$0

$2,887,524

$395,000

$3,282,524
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III.D.1. Expenditures

III.D.1. Expenditures

The Republic of the Marshall Islands (RMI) Maternal and Child Health (MCH) Program expended its full FY2025 Title V
allocation of $241,229.00 to support program operations across Majuro, Ebeye, and 22 Neighboring Islands. These 
expenditures supported service delivery aligned with the State Action Plan, emphasizing maternal, infant, and child health; 
outreach; infrastructure; and support for children with special health care needs (CSHCN). 

Expenditure Tracking and Accountability

All expenditures are tracked through the Ministry of Finance, Banking and Postal Services (MoFBPS) accounting system. 
The Federal Grants Coordinator provides monthly reports on the use of federal funds, while the Ministry of Health and 
Human Services (MOHHS) Performance-Based Budget and Fiscal Officers conduct monthly reconciliations to ensure 
compliance with the Title V 30-30-10 allocation rule. Drawdowns are processed in the Payment Management System (PMS)
by MoFBPS. 

FY2025 Federal Title V Expenditures by Population Domain

Population Domain FY2025
Allocation 

% of Title V
Budget 

Pregnant Women and Infants $72,368.70 30%

Preventive & Primary Care for Children $72,368.70 30%

Children with Special Health Care Needs $72,368.70 30%

Administrative Costs $24,122.90 10%

Total Title V Allocation $241,229.00 100%

 

RMI met all legislative financial compliance requirements in FY2025, including the 30%-30%-10% funding rule and
administrative cap limits. 

 

 

 

 

 

 

 

Figure 1: FY2025 Federal Allocation by Population Domain (Pie Chart
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FY2025 Expenditures by Cost Category

Cost Category Description

Personnel & Fringe Salaries for 4 program nurses, 1 midwife, 1 dental
assistant, and 1 CSHCN coordinator 

Professional Services Lactation training, IEC design, evaluation consultants,
MMRIA software 

Public Education Breastfeeding campaigns, HPV awareness, postpartum
care IEC materials 

Supplies & Equipment Pap smear k i ts ,  pregnancy test  s t r ips,  RH/STI
commodities 

Travel & Outreach Fuel, per diem, and boat charters for mobile health teams

Train ing & Capaci ty
Dev. 

EHDI refresher, Project Firstline IPC (planned FY2026),
SSDI support 

 

Figure 2. FY2025 Title V Expenditures by Cost Category – Republic of the Marshall Islands

 

Other Federal and Matching Funds

Other Federal Funds – SSDI: 
The RMI MCH Program expended $100,000.00 in FY2025 from the State Systems Development Initiative (SSDI) grant.
These funds were used to: 

Strengthen the Registry Data Unit

Support MCH data analysis and visualization

Provide training on performance measures and MHIS integration

Total State Match

The program also expended $2,785,295.00 in non-federal matching funds, meeting and exceeding the 3:4 federal-to-non-
federal requirement. Most state match expenditures supported: 

Personnel salaries and fringe at Majuro and Ebeye Hospitals

Facility utilities and infrastructure

Mobile outreach transportation (fuel, vehicles, charters)
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Equipment procurement (ultrasound, cold chain, diagnostic tools)

Patient referrals, including air and boat transport for CSHCN

Figure 3. Distribution of FY2025 State and Other Fund Expenditures

Legislative Requirements Met

Requirement Compliance

30%-30%-10% Rule Met in FY2025 (30%-30%-10%) allocation

Non-Federal Match (Sec.
503a) Exceeded with over $2.7 million in match funds

Maintenance of Effort (Sec.
505a4) Maintained consistent level of investment

Administrative Cap (≤10%) Compliant – $24,122.90 spent (10%)

Audit & Accounting Documented via Ministry of Finance ledger and audit

 

Programmatic Highlights Linked to FY2025 Expenditures

Title V supported ANC, FP, and outreach services on 10 Neighboring Islands

Purchase of pap smear kits, STI commodities, and safe delivery kits

Cervical cancer awareness integrated into mobile events with Canvasback and WUTMI

SSDI investments enhanced health data systems and MCH analytics

Preparations for EHDI tele-audiology and NICU readiness launched

Implementation of Newborn Screening CoPropel funding

Implementation and strengthening of maternal mortality review
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III.D.2. Budget

III.D.2. Budget Overview

In FY2025, the Republic of the Marshall Islands (RMI) Maternal and Child Health (MCH) Program received a Title V Federal 
Allocation of $241,229.00 to implement services and strategies across the six population health domains. This funding 
supports implementation of the RMI State Action Plan, focusing on preventive care, perinatal support, and system-building 
across Majuro, Ebeye, and 22 Neighboring Islands. All expenditures comply with Title V financial regulations, including the
30-30-10 funding distribution requirements. 

The total MCH program expenditures exceeded $2.9 million, including matching contributions from state/Compact sector 
sources, and additional support from SSDI and development partners. The Title V allocation represents a small but vital 
portion (8.2%) of the total MCH budget and is leveraged to support outreach, staffing, data systems, and preventive service
delivery. 

Title V Federal Allocation by Population Domain

Population Domain FY2025 Allocation % of Title V Budget

Pregnant Women and Infants $72,368.70 30%

Preventive & Primary Care for Children $72,368.70 30%

Children with Special Health Care Needs $72,368.70 30%

Administration $24,122.90 10%

Total Title V Allocation $241,229.00 100%

The RMI MCH Program complies with federal requirements, allocating a minimum of 30% each to children and CSHCN,
and not more than 10% for administrative costs. 

                         Figure 1. Distribution of FY2025 Title V Federal Funds by Population Domain (RMI)

 

Expenditures by Cost Category

Created on 11/21/2025 at 1:36 PMPage 52 of 293 pages



Cost Category Description of Use

Personnel & Fringe 4 program nurses, 1 midwife, 1 dental assistant, 1
CSHCN coordinator 

Professional Services Lactation training, IEC materials, external TA/evaluation,
MMRIA data software 

P  u  b  l  i  c  E  d  u  c  a  t  i  o  n  &
Outreach 

Campaigns for breastfeeding, HPV awareness, safe
delivery kits, postpartum care 

Travel & Transport Mobile outreach (fuel, per diem, boat charters), NI field
visits for ANC and FP 

Supplies & Equipment Pap smear kits, pregnancy test str ips, RH/STI
commodities 

Training & Capacity Building Staff TA (EHDI, Firstline IPC), Registry Data Unit
strengthening, SSDI analytics 

 

Match Funds and Other Contributions

The non-federal match for FY2025 totaled $2,785,823, exceeding the required 3:4 federal-to-non-federal ratio. Sources
include the RMI Compact Health Sector allocation, General Fund, and in-kind contributions such as: 

MOHHS salaries for supervisory staff

Facility utilities, maintenance, and telehealth expansion

Transport for outreach teams and patient referral coordination

Equipment procurement (ultrasound, cold chain, diagnostic tools)

SSDI and UNFPA support for M&E and RMNCAH programs

 

Legislative Compliance 

The RMI MCH Program ensures compliance with all applicable federal mandates:

Requirement Compliance

30%-30%-10% Rule Met in FY2025 (30%-30%-10%) allocation

Non-Federal Match (Sec.
503a) Exceeded with over $2.7 million in match funds

Maintenance of Effort (Sec.
505a4) Maintained consistent level of investment

Administrative Cap (≤10%) Compliant – $24,122.90 spent (10%)

Audit & Accounting Documented via Ministry of Finance ledger and audit
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                 Figure 2. FY2025 Title V Federal Expenditures by Cost Category (RMI)

 

FY2025 Program and Budget Highlights

Increased outreach visits to 10 Neighboring Islands for ANC and family planning

Pap kits, implants, safe delivery kits procured with Title V support

Cervical cancer awareness integrated into outreach events in partnership with Canvasback and WUTMI

Investment in data infrastructure (MCH Passbook, Registry Unit) expanded under SSDI, UNICEF, World Bank,
CDC PHIG

Telehealth and audiology service upgrades for EHDI planned with additional training (FY2026)

Implementation of Newborn Screening CoPropel funding

Implementation and strengthening of maternal mortality review
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III.E. Five‐Year State Action Plan

III.E.1. Five‐Year State Action Plan Table

State: Marshall Islands

Please click the links below to download a PDF of the Entry View or Legal Size Paper View of the State Action Plan Table. 

State Action Plan Table ‐ Entry View 

State Action Plan Table ‐ Legal Size Paper View 
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III.E.3 State Action Plan Narrative by Domain

  If a Priority Population is selected for an NPM, then this section will display only the data associated with the Priority
Population in the charts, data tables, and field notes. Additional NPM data are available in the Form 10 appendix. 

Women/Maternal Health 

National Performance Measures

NPM ‐ A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth ‐ PPV 
Indicators and Annual Objectives

NPM ‐ A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth ‐ PPV 

Federally available Data (FAD) for this measure is not available/reportable.

 

State Provided Data

2024

Annual Objective

Annual Indicator 23.9 

Numerator 209

Denominator 873

Data Source MHIS, MCH Reports

Data Source Year 2024

Provisional or Final ? Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 40.0 50.0 60.0 70.0 80.0

NPM ‐ B) Percent of women who attended a postpartum checkup and received recommended care components ‐ PPV
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NPM ‐ B) Percent of women who attended a postpartum checkup and received recommended care components ‐ PPV

Federally available Data (FAD) for this measure is not available/reportable.

 

State Provided Data

2024

Annual Objective

Annual Indicator 23.9 

Numerator 209

Denominator 873

Data Source MHIS, MCH Reports

Data Source Year 2024

Provisional or Final ? Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 40.0 50.0 60.0 70.0 80.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

ESM PPV.1 ‐ Percent of postpartum women recorded in MHIS/WebIZ as having a clinic visit within 12 weeks after delivery.

Measure Status: Active

Baseline data was not available/provided.

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 40.0 50.0 60.0 70.0 85.0

NPM ‐ Percent of women who had a dental visit during pregnancy ‐ PDV‐Pregnancy 
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NPM ‐ Percent of women who had a dental visit during pregnancy ‐ PDV‐Pregnancy 
Indicators and Annual Objectives

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS)

2024

Annual Objective

Annual Indicator 52.9 

Numerator 9,428

Denominator 17,821

Data Source MCH-JS

Data Source Year 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 55.0 57.0 59.0 61.0 63.0

Evidence‐Based or –Informed Strategy Measures
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Marshall Islands - Objectives
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Evidence‐Based or –Informed Strategy Measures

ESM PDV‐Pregnancy.1 ‐ Percent of pregnant women receiving a dental health screening or preventive service (clinic‐based or through
outreach).

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 6.7

Numerator 55

Denominator 820

Data Source MHIS ANC Registers, Dental Clinic Reports

Data Source Year 2024

Provisional or Final ? Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 10.0 12.0 15.0 18.0 20.0

State Performance Measures
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State Performance Measures

SPM 1 ‐ Percent of postpartum women who attend a clinic visit within 12 weeks

Measure Status: Active

Baseline data was not available/provided.

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 40.0 50.0 60.0 70.0 80.0

Evidence‐Based or –Informed Strategy Measures

None

SPM 3 ‐ Percent of women ages 21–65 years who received cervical cancer screening (Pap smear or HPV‐DNA test) in the reporting year.

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 23.3

Numerator 1,050

Denominator 4,500

Data Source MHIS, Reproductive Health Program Records, Canvasb

Data Source Year 2024

Provisional or Final ? Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 26.0 28.0 30.0 32.0 35.0

Evidence‐Based or –Informed Strategy Measures
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SPM ESM 3.1 ‐ Percent of RH clinics and outreach missions reporting cervical cancer screening services quarterly.

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 34.5

Numerator 10

Denominator 29

Data Source RH Program reports and BISAN

Data Source Year 2024

Provisional or Final ? Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 45.0 55.0 65.0 75.0 85.0

State Action Plan Table
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State Action Plan Table

State Action Plan Table (Marshall Islands) ‐ Women/Maternal Health ‐ Entry 1

Priority Need

Improve postpartum care and 12‐week follow‐up. 

NPM

NPM ‐ Postpartum Visit 

Five‐Year Objectives

By FY2030, achieve ≥85% documented postpartum visits within 12 weeks through Marshall Islands Information System (MHIS)
/ Immunization Information System (WebIZ) across Majuro, Ebeye, and the Neighboring Islands. 

Strategies

Strengthen Postpartum Follow‐Up tracking through MHIS/WebIZ to record visits
Conduct community outreach for postpartum women through Zone Outreach Unit (ZOU) visits and the Reproductive Health
clinic visits. 

NOMs

Maternal Mortality

Neonatal Abstinence Syndrome

Women's Health Status

Postpartum Depression
Postpartum Anxiety

ESMs Status

ESM PPV.1 ‐ Percent of postpartum women recorded in MHIS/WebIZ as having a clinic visit within 12
weeks after delivery. 

Active
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State Action Plan Table (Marshall Islands) ‐ Women/Maternal Health ‐ Entry 2

Priority Need

Expand oral health services in pregnancy and early childhood. 

NPM

NPM ‐ Preventive Dental Visit ‐ Pregnancy 

Five‐Year Objectives

By FY2030, at least 40% of pregnant women will receive a dental health screening or preventive service during pregnancy. 

Strategies

Integrate preventive oral health services into routine antenatal care for pregnant women in Majuro, Ebeye, and Neighboring
Islands. 

NOMs

Women's Health Status
Children's Health Status

ESMs Status

ESM PDV‐Pregnancy.1 ‐ Percent of pregnant women receiving a dental health screening or preventive
service (clinic‐based or through outreach). 

Active
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State Action Plan Table (Marshall Islands) ‐ Women/Maternal Health ‐ Entry 3

Priority Need

Increase cervical cancer screening among women ages 21–65 years. 

SPM

SPM 3 ‐ Percent of women ages 21–65 years who received cervical cancer screening (Pap smear or HPV‐DNA test) in the
reporting year. 

Five‐Year Objectives

By FY2030, at least 80% of RH clinics and outreach missions will submit quarterly cervical cancer screening service reports. 

Strategies

Integrate cervical cancer screening into routine RH and outreach services
Strengthen reporting and data systems for cervical cancer screening 

ESMs Status

SPM ESM 3.1 ‐ Percent of RH clinics and outreach missions reporting cervical cancer screening services
quarterly. 

Active
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State Action Plan Table (Marshall Islands) ‐ Women/Maternal Health ‐ Entry 4

Priority Need

Improve postpartum care and 12‐week follow‐up. 

SPM

SPM 1 ‐ Percent of postpartum women who attend a clinic visit within 12 weeks 

Five‐Year Objectives

By FY2030, achieve ≥85% documented postpartum visits within 12 weeks through Marshall Islands Information System (MHIS)
/ Immunization Information System (WebIZ) across Majuro, Ebeye, and the Neighboring Islands. 

Strategies

Strengthen postpartum follow‐up systems and service delivery to ensure timely 12‐week visits are provided and
documented across Majuro, Ebeye, and the Neighboring Islands. 

NOMs

Maternal Mortality
Infant Mortality

2021‐2025: National Performance Measures

ESMs Status

No ESMs were created by the State. ESMs are optional for this measure. 
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2021‐2025: NPM ‐ Percent of women, ages 18 through 44, with a preventive medical visit in the past year ‐ WWV 
Indicators

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS)

2020 2021 2022 2023 2024

Annual Objective 48 50 52 54 30

Annual Indicator 48.3 29.2 29.2 29.2 25.7 

Numerator 8,951 5,743 5,743 5,743 4,122

Denominator 18,513 19,682 19,682 19,682 16,056

Data Source MCH-JS MCH-JS MCH-JS MCH-JS MCH-JS

Data Source Year 2019 2021 2021 2021 2021_2025

 
2021‐2025: Evidence‐Based or –Informed Strategy Measures
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2021‐2025: Evidence‐Based or –Informed Strategy Measures

2021‐2025: ESM WWV.1 ‐ Percent of women program participants (18‐44 years) that received education on the importance of a well‐
woman visit in the past year.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 10 15 20 25

Annual Indicator 10.8 37.5 23.5 25.4

Numerator 103 386 235 241

Denominator 958 1,030 1,000 950

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or 
Final ?

Provisional Provisional Provisional Provisional

2021‐2025: ESM WWV.2 ‐ Number of community health centers that provide cancer screening/referrals for women

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 1 2 3 3

Annual Indicator 0 0 0 0

Numerator

Denominator

Data Source Cancer Program Cancer Program Cancer Program Cancer Program

Data Source Year 2021 2022 2023 2024

Provisional or 
Final ?

Provisional Provisional Provisional Provisional

2021‐2025: State Performance Measures
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2021‐2025: State Performance Measures
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2021‐2025: SPM 1 ‐ Percent of women ages 21–65 years screened for cervical cancer.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 13 12 14 16 18

Annual Indicator 10.8 13.4 10.1 10.5 13.3

Numerator 917 1,146 679 703 890

Denominator 8,529 8,529 6,719 6,719 6,688

Data Source MCH Program MCH Program MCH Program MCH Program MCH Program

Data Source Year 2020 2021 2022 2023 2024

Provisional or 
Final ?

Provisional Provisional Provisional Provisional Provisional

2021‐2025: SPM 2 ‐ Percent of women ages 15‐44 years old that use family planning services

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 16 15 16 17 18

Annual Indicator 11 12 13 14 14.9

Numerator 1,353 1,479 1,261 1,355 1,437

Denominator 12,271 12,301 9,715 9,692 9,670

Data Source Family Planning 
Program

Family Planning 
Program

Family Planning 
Program

Family Planning 
Program

Family Planning 
Program

Data Source Year 2020 2021 2022 2023 2024

Provisional or 
Final ?

Final Final Final Provisional Provisional

2021‐2025: SPM 3 ‐ Percent of deliveries to women receiving prenatal care in the first trimester of pregnancy

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024
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Annual Objective 33 35 37 39 41

Annual Indicator 34.9 36.4 39.1 44.3 45.6

Numerator 359 368 399 355 398

Denominator 1,028 1,010 1,021 801 873

Data Source MCH Program MCH Program MCH Program MCH Program MCH Program

Data Source Year 2020 2021 2022 2023 2024

Provisional or
Final ?

Provisional Provisional Provisional Provisional Provisional

Women/Maternal Health ‐ Annual Report
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Women/Maternal Health ‐ Annual Report

Women/Maternal Health – FY2024 Annual Report

In FY2024, the Republic of the Marshall Islands prioritized strengthening women’s preventive and maternal health services 
through promotion of well-woman visits, early prenatal care, and improved postpartum follow-up. The State Action Plan 
focused on NPM 1: Percent of women ages 18–44 with a preventive medical visit in the past year, supported by four ESMs 
targeting education, cancer screening referrals, early prenatal booking, and postpartum care.

NPM 1 – Well-Woman Visit

Progress was made in promoting preventive visits for women. Public awareness campaigns were delivered through radio, 
women’s NGOs, and church groups, while RH clinics in Majuro and Ebeye expanded after-hours access to services. 
Although utilization data are still incomplete, reports from RH clinics and outreach indicate that more women sought 
preventive care in FY2024 compared to the baseline year.

ESM 1.1 – Education on well-woman visit 
Community health workers and Reproductive Health (RH) nurses provided group and individual education sessions 
on the importance of annual preventive visits, often integrated into family planning and maternal health outreach. 
Women United and other NGOs helped extend education to community settings.
ESM 1.2 – Cancer screening referrals 
Cervical cancer screening was integrated into well-woman services, with referrals provided during RH visits and 
outreach. Quarterly clinic reports documented increased Pap smear and HPV screening coverage compared to 
previous years, though overall uptake remains low.
ESM 1.3 – Prenatal booking in the first trimester 
Zone Outreach Unit (ZOU) nurses and immunization staff encouraged early prenatal registration, supported by 
community awareness campaigns. MHIS data show a modest increase in women attending prenatal care in the first 
trimester, but the majority continue to present late in pregnancy.
ESM 1.4 – Postpartum follow-up 
RH clinics in Majuro and Ebeye began systematic documentation of postpartum visits within 4–6 weeks of delivery. 
Pilot use of MHIS and outreach registers for postpartum follow-up improved service tracking, though gaps remain, 
especially in Neighboring Islands.

Maternal Health Outcomes

According to the 2024 MOHHS Triennial Report, the maternal mortality ratio declined to 116 per 100,000 live births, down 
from 144 in 2023 and 169 in 2022. This improvement reflects strengthened obstetric management, referral systems, and 
availability of emergency obstetric services at Majuro and Ebeye hospitals.

Challenges

 

Data quality and completeness: The MHIS is still being strengthened, and reporting on well-woman visits, first-
trimester prenatal bookings, and postpartum follow-up is not yet consistent across all sites. In Majuro and Ebeye, 
records are more complete, but outreach visits and Neighboring Island clinics often face delays in data entry due to 
lack of connectivity or trained staff. As a result, coverage estimates for maternal indicators may underrepresent 
actual services delivered. This limits the ability to track year-to-year improvements and to fully assess whether 
program objectives are being met.
Service reach in Neighboring Islands: Access to maternal health services outside Majuro and Ebeye remains a 
significant barrier. Many NI clinics are staffed by one nurse or health assistant, who may lack training in 
comprehensive maternal care. Transport for pregnant women to reach Majuro or Ebeye hospitals is unreliable and 
costly, often depending on infrequent ships or small aircraft. Outreach missions are conducted by the Zone 
Outreach Unit, but these are subject to delays due to fuel shortages, vessel breakdowns, or adverse weather. As a 
result, women in the NIs face late or missed prenatal care, limited postpartum follow-up, and reduced opportunities 
for cervical cancer screening.
Cultural barriers and health-seeking behavior: Despite awareness campaigns, some women still delay seeking 
prenatal or postpartum care due to cultural norms and misconceptions. In some communities, there is a belief that 
pregnancy care is not needed unless complications arise, and stigma remains around family planning services. 
Postpartum care is also sometimes undervalued, as women return quickly to household duties, making it difficult to 
attend follow-up visits. Similarly, preventive screenings such as Pap smears are often declined due to fear,
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discomfort, or lack of understanding about their importance. These cultural barriers continue to impact service 
uptake even when services are available. 
Workforce shortages and capacity: Maternal and reproductive health services rely on a small cadre of nurses, 
midwives, and doctors, most of whom are concentrated in Majuro and Ebeye. Neighboring Island facilities often lack 
trained staff capable of providing comprehensive antenatal, delivery, and postpartum care. Staff turnover, limited 
opportunities for professional development, and high workloads further strain the system. Outreach services help fill 
gaps but cannot substitute for the absence of permanent skilled staff in remote areas. This shortage constrains 
expansion of early prenatal care, postpartum follow-up, and preventive services such as oral health during 
pregnancy.

Summary

FY2024 demonstrated important progress in expanding access to preventive and maternal health services, reflected in 
more consistent well-woman education, improved integration of cancer screening referrals, modest increases in first-
trimester prenatal attendance, and strengthened postpartum follow-up systems. While maternal mortality decreased, 
sustaining these gains requires continued focus on Neighboring Island service access, workforce development, and 
improved data capture through MHIS.

 
Women/Maternal Health ‐ Application Year
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Women/Maternal Health ‐ Application Year

Women/Maternal Health – FY2026 Application Narrative
 
The Republic of the Marshall Islands has identified the priority need to improve postpartum care and follow-up, expand 
cervical cancer screening, and strengthen access to preventive oral health services during pregnancy. These needs reflect
the Five-Year Needs Assessment findings and align with the RMNCAH 2024–2030 Policy. 
 
To address these needs, the RMI Title V Program selected the following measures:
 

NPM – Postpartum Visit: Percent of women who attended a postpartum checkup within 12 weeks after delivery. 
ESM PPV.1: Percent of postpartum women recorded in MHIS/WebIZ as having a clinic visit within 12 weeks 
after delivery.
 

SPM 1: Percent of postpartum women who attend a clinic visit within 12 weeks.
 
SPM 3 – Cervical Cancer Screening: Percent of women ages 21–65 years who received cervical cancer screening 
(Pap smear or HPV-DNA test) in the reporting year. 

ESM 3.1: Percent of RH clinics and outreach missions reporting cervical cancer screening services 
quarterly.
 

NPM – Preventive Dental Visit (Pregnancy): Percent of pregnant women receiving a preventive dental visit during
pregnancy.

ESM PDV-Pregnancy.1: Percent of pregnant women receiving a dental health screening or preventive service
(clinic-based or through outreach).
 

The five-year objectives are to:
 

1. Achieve ≥85% documented postpartum visits within 12 weeks across Majuro, Ebeye, and the Neighboring Islands by
FY2030. 

2. Ensure at least 80% of RH clinics and outreach missions submit quarterly cervical cancer screening service reports
by FY2030. 

3. Provide preventive oral health services to at least 40% of pregnant women during pregnancy by FY2030.
 

Strategies for FY26
 
Title V will strengthen postpartum follow-up systems by expanding MHIS/WebIZ documentation and ensuring that 
postpartum women are reached through RH clinics and Zone Outreach Unit (ZOU) visits. Cervical cancer screening will be 
integrated into routine RH services and outreach missions, with quarterly reporting tracked through clinic registers. 
Preventive oral health services will be incorporated into antenatal care visits, with screenings and treatment offered in
Majuro, Ebeye, and expanded to NIs through outreach missions. 
 
Partners
 
Partners include RH clinics, ZOU for outreach, the Registry Data Unit for data verification, the Oral Health Program,
Canvasback Wellness Center (OB/GYN and RH missions), and NGOs such as Women United. 
 
Challenges 
Challenges include workforce shortages on the NIs, cultural barriers to preventive dental care, and inconsistent data capture 
for postpartum visits and cervical screening. Continued strengthening of MHIS/WebIZ is required to ensure complete and 
timely documentation. 
In FY26, progress will be monitored through the selected NPMs, SPMs, and ESMs, providing accountability for
improvements in postpartum care, cancer prevention, and maternal oral health. 
 
By aligning strategies and measures with the FY26 State Action Plan Table, the Women/Maternal Health domain will
strengthen postpartum and preventive care for women, supporting healthier pregnancies and long-term maternal health 
outcomes. 
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Perinatal/Infant Health 

National Performance Measures

NPM ‐ A) Percent of infants who are ever breastfed B) Percent of infants breastfed exclusively through 6 months ‐ BF 
Indicators and Annual Objectives

NPM ‐ A) Percent of infants who are ever breastfed ‐ BF

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS)

2024

Annual Objective 64

Annual Indicator 83.9 

Numerator 6,073

Denominator 7,238

Data Source MCH-JS

Data Source Year 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 66.0 68.0 70.0 73.0 75.0

NPM ‐ B) Percent of infants breastfed exclusively through 6 months ‐ BF
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National - National Vital Statistics System (NVSS) (BF-A) 
National - National Survey of Children's Health (NSCH) (BF-B) 
Marshall Islands - MCH Jurisdictional Survey (MCH-JS) (BF-A) 
Marshall Islands - Objectives (BF-A) 
Marshall Islands - Objectives (BF-B)
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NPM ‐ B) Percent of infants breastfed exclusively through 6 months ‐ BF

Federally available Data (FAD) for this measure is not available/reportable.

 

State Provided Data

2020 2021 2022 2023 2024

Annual Objective 46 48 50 52

Annual Indicator 42.3 42.3 42.3 42.3 42.3 

Numerator 373 373 373 373 373

Denominator 881 881 881 881 881

Data Source RMI ICHNS RMI ICHNS RMI ICHNS RMI ICHNS RMI ICHNS

Data Source Year 2018 2018 2018 2018 2018

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 45.0 50.0 55.0 60.0 65.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

ESM BF.1 ‐ Breastfeeding counseling is integrated into all ANC, delivery, and postnatal visits, with documentation in MHIS.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective Yes Yes Yes Yes

Annual Indicator No Yes No Yes

Numerator

Denominator

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or
Final ?

Provisional Provisional Provisional Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective Yes Yes Yes Yes Yes
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ESM BF.2 ‐ Percent of health facilities (Majuro, Ebeye, NI outreach clinics) routinely providing breastfeeding support as part of ANC,
delivery, and postnatal services.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 5 10 15 20

Annual Indicator 0 0 0 0

Numerator 0 0 0 0

Denominator 30 30 30 30

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or
Final ?

Provisional Provisional Provisional Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 20.0 30.0 40.0 50.0 60.0

State Performance Measures
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State Performance Measures

SPM 2 ‐ Percent of infants from Neighboring Islands (NIs) who received all recommended 2‐month immunizations by 8 weeks of age.

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 6.1

Numerator 7

Denominator 115

Data Source WebIZ, ZOU Outreach Logs

Data Source Year 2024

Provisional or Final ? Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 10.0 15.0 20.0 25.0 30.0

Evidence‐Based or –Informed Strategy Measures

None

State Action Plan Table

Created on 11/21/2025 at 1:36 PMPage 79 of 293 pages



State Action Plan Table

State Action Plan Table (Marshall Islands) ‐ Perinatal/Infant Health ‐ Entry 1

Priority Need

Expand access to breastfeeding education and support for mothers in Majuro, Ebeye, and the Neighboring Islands 

NPM

NPM ‐ Breastfeeding 

Five‐Year Objectives

• Increase the percentage of infants ever breastfed from 55.8% (2019 MCH‐JS) to ≥75% • Increase exclusive breastfeeding to 6
months from 42.3% (2018 ICHNS) to ≥65% 

Strategies

trengthen facility‐based breastfeeding support during antenatal, delivery, and postnatal care 

NOMs

Infant Mortality

Postneonatal Mortality
SUID Mortality

ESMs Status

ESM BF.1 ‐ Breastfeeding counseling is integrated into all ANC, delivery, and postnatal visits, with
documentation in MHIS. 

Active

ESM BF.2 ‐ Percent of health facilities (Majuro, Ebeye, NI outreach clinics) routinely providing
breastfeeding support as part of ANC, delivery, and postnatal services. 

Active
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State Action Plan Table (Marshall Islands) ‐ Perinatal/Infant Health ‐ Entry 2

Priority Need

Increase immunization and newborn care in the Neighboring Islands 

SPM

SPM 2 ‐ Percent of infants from Neighboring Islands (NIs) who received all recommended 2‐month immunizations by 8
weeks of age. 

Five‐Year Objectives

By FY2030, at least 50% of infants from NIs will complete their 2‐month immunizations by 8 weeks of age. 

Strategies

Use WebIZ and MHIS to track and follow up on immunization completion with the support of the Registry Data Unit (RDU).
Conduct ZOU outreach visits to deliver immunization to children who missed follow‐up appointments. 

2021‐2025: National Performance Measures

2021‐2025: NPM ‐ Percent of very low birth weight (VLBW) infants born in a hospital with a Level III + Neonatal Intensive Care Unit (NICU)
‐ RAC 

Indicators and Annual Objectives

Federally available Data (FAD) for this measure is not available/reportable.

 

ESMs Status

No ESMs were created by the State. ESMs are optional for this measure.
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State Provided Data

2020 2021 2022 2023 2024

Annual Objective 0 1 1 2

Annual Indicator 0 0 0 0 0 

Numerator 0 0 0 0 0

Denominator 8 5 9 8 2

Data Source Vital Records 
Information 

System

MOHHS Vita Statistics Vita Statistics Vita Statistics

Data Source Year 2020 2021 2022 2023 2024

Provisional or 
Final ?

Provisional Provisional Provisional Provisional Provisional

2021‐2025: Evidence‐Based or –Informed Strategy Measures
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2021‐2025: Evidence‐Based or –Informed Strategy Measures

2021‐2025: ESM RAC.1 ‐ Number of birthing hospitals re‐designated with updated standard operating procedures

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 1 1 2 2

Annual Indicator 0 0 0 50

Numerator 0 0 0 1

Denominator 2 2 2 2

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or 
Final ?

Provisional Provisional Provisional Provisional

2021‐2025: ESM RAC.2 ‐ Percent of birthing hospitals who complete the CDC Levels of Care Assessment Tool (CDC LOCATe) annually

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 50 100 100 100

Annual Indicator 0 0 0 0

Numerator 0 0 0 0

Denominator 2 2 2 2

Data Source MCH Program MCH Program MCH MCH

Data Source Year 2021 2022 2023 2024

Provisional or 
Final ?

Final Provisional Provisional Provisional
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2021‐2025: ESM RAC.3 ‐ Percent of newborn babies issued newborn baby health passbook

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 20 25 30 35

Annual Indicator 0 0 0 0

Numerator 0 0 0 0

Denominator 100 100 100 100

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or
Final ?

Final Final Provisional Provisional

2021‐2025: State Performance Measures
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2021‐2025: State Performance Measures

2021‐2025: SPM 5 ‐ Percent of children ages 19–35 months who are fully immunized according to the national schedule.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 65 65 67 69 70

Annual Indicator 58.6 62.7 63.4 59.8 62

Numerator 954 1,006 987 867 842

Denominator 1,629 1,604 1,556 1,449 1,358

Data Source Immunization 
Program, WebIZ

Immunization 
Program, WebIZ

Immunization 
Program, WebIZ

Immunization 
Program, WebIZ

Immunization 
Program, WebIZ

Data Source Year 2020 2021 2022 2023 2024

Provisional or 
Final ?

Final Final Final Final Final

Perinatal/Infant Health ‐ Annual Report
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Perinatal/Infant Health ‐ Annual Report

Perinatal/Infant Health – FY2024 Annual Report 

Progress

In FY2024, the Republic of the Marshall Islands prioritized infant survival and healthy early development by focusing on 
breastfeeding promotion, improved newborn care, and stronger immunization coverage. The State Action Plan targeted 
NPM 4: Breastfeeding and NPM 3: Very Low Birth Weight (VLBW) infant care, supported by linked ESMs to strengthen 
counseling, training, and newborn service delivery. These priorities reflect continued challenges with infant mortality,
nutrition, and access to quality perinatal care, particularly in the Neighboring Islands (NIs). 

NPM 4 – Breastfeeding 
Breastfeeding promotion was advanced in both health facilities and community settings. Counseling was routinely provided 
to mothers during antenatal visits, delivery, and postnatal follow-up in Majuro and Ebeye. Public health nurses and 
community health workers extended support to NIs through outreach missions, although coverage remained inconsistent.

ESM 4.1 – Breastfeeding consults/support: MCH nurses and CHWs integrated breastfeeding counseling into all 
maternal health contacts. Some mothers in Majuro were piloted into telephonic follow-up after delivery to reinforce 
exclusive breastfeeding.

ESM 4.2 – Lactation counseling training: Several nurses and CHWs completed Certified Lactation Counselor 
training, increasing the capacity of local staff to provide evidence-based breastfeeding guidance.

According to the Integrated Child Health and Nutrition Survey (ICHNS 2018), exclusive breastfeeding rates at six months 
were 42.3%. While more recent nationally representative data are not yet available, reports from outreach and hospital 
registers suggest slight improvements in exclusive breastfeeding during FY2024. However, cultural practices, including early
introduction of formula and perceptions of insufficient breast milk, continue to undermine progress. 

NPM 3 – VLBW Infant Care 
Majuro and Ebeye hospitals made progress in neonatal care by updating standard operating procedures and beginning
readiness assessments for neonatal services. 

ESMs 3.1–3.3: Both hospitals advanced SOP redesignation, began applying the CDC LOCATe tool to assess 
neonatal care capacity, and distributed newborn health passbooks more consistently to families, supporting early 
documentation of growth and development milestones.

Infant Mortality Outcomes

The Triennial MOHHS Report (FY2022–2024) estimated the infant mortality rate at 22 per 1,000 live births in 2024, remaining 
high but showing stabilization compared to prior years. Neonatal mortality was estimated at 14 per 1,000 live births (WHO 
VSP 2021). Mortality was concentrated among low-birth-weight infants and those born outside of hospital settings, where
referral delays remain common. 

Challenges

Data quality and completeness: Infant mortality rates varied across sources, highlighting the need for multi-year 
averages to establish reliable trends. EHDI and newborn screening (NBS) results were inconsistently entered into 
MHIS, limiting timely follow-up of at-risk infants. Outreach registers were sometimes not uploaded, leaving gaps in 
coverage data for remote communities.

Health system readiness: Neither Majuro nor Ebeye hospital has full NICU capacity. While protocols were updated 
and staff trained, shortages of neonatal specialists, essential equipment (incubators, oxygen), and medications 
remain a barrier. This limited capacity means high-risk infants are vulnerable, particularly those born preterm or with 
low birth weight.

Geographic barriers: Outreach missions to NIs were constrained by transport delays, fuel shortages, and adverse 
weather. As a result, timely immunizations and newborn follow-up could not be guaranteed in remote atolls. Families 
in NIs often faced delayed referrals to central hospitals, contributing to higher infant mortality.

Cultural practices and beliefs: Exclusive breastfeeding is challenged by early formula introduction, often driven by 
maternal return to work, cultural perceptions that breast milk is insufficient, and the influence of imported food 
products. Traditional practices around infant feeding persist, limiting adherence to recommended breastfeeding 
duration.

Summary
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FY2024 demonstrated progress in strengthening breastfeeding support, expanding staff training, updating neonatal care 
protocols, and stabilizing infant mortality rates. However, sustaining gains requires improving data reporting, investing in 
neonatal care infrastructure, ensuring reliable outreach to NIs, and addressing cultural practices that undermine exclusive 
breastfeeding. Continued focus on these priorities will be essential to improve survival and healthy development in the
critical first year of life. 

 

Perinatal/Infant Health ‐ Application Year
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Perinatal/Infant Health ‐ Application Year

Perinatal/Infant Health – FY2026 Application Narrative
 
The Republic of the Marshall Islands has identified the priority need to increase immunization and newborn care in the 
Neighboring Islands (NIs) and to expand access to breastfeeding education and support for mothers across Majuro, Ebeye, 
and the NIs. These needs reflect findings from the Five-Year Needs Assessment and community consultations, which 
highlighted persistent gaps in immunization timeliness for NI infants and inconsistent breastfeeding support outside of
central facilities. 
 
To address these needs, the RMI Title V Program selected the following measures:
 

SPM 2: Percent of infants from Neighboring Islands who received all recommended 2-month immunizations by 8 
weeks of age.
NPM – Breastfeeding: Percent of infants ever breastfed, and percent exclusively breastfed for 6 months. 

ESMs:
BF.1: Breastfeeding counseling integrated into all antenatal, delivery, and postnatal visits with 
documentation in MHIS.
BF.2: Percent of health facilities in Majuro, Ebeye, and NI outreach routinely providing breastfeeding 
support as part of ANC, delivery, and postnatal services.

 
The five-year objectives are to:
 

1. ensure at least 50% of infants from Neighboring Islands complete their 2-month immunizations by 8 weeks of age
by FY2030, and 

2. increase breastfeeding outcomes by raising the percentage of infants ever breastfed from 55.8% (2019 MCH-JS) to
≥75% and exclusive breastfeeding at 6 months from 42.3% (2018 ICHNS) to ≥65%. 

 
Strategies for FY26
 
Focus on strengthening systems for both immunization and breastfeeding. For immunization, Title V will use WebIZ and 
MHIS to track timeliness, with the Registry Data Unit ensuring follow-up for NI infants. The Zone Outreach Unit (ZOU) will 
conduct outreach missions to deliver catch-up immunizations and support NI families who face travel and cost barriers. For 
breastfeeding, facility-based support will be strengthened during antenatal, delivery, and postnatal care. Training will be 
provided for nurses and midwives to deliver counseling and ensure MHIS documentation. Facilities in Majuro and Ebeye will 
integrate consistent breastfeeding counseling into routine care, while outreach missions will extend this support to NI
mothers. 
 
Partners
 
These include the Registry Data Unit for data monitoring, the Zone Outreach Unit for NI outreach, Canvasback Wellness
Center for maternal nutrition and lactation support, UNICEF for technical support, and the Early Childhood Development 
(ECD) program and PSS for linking family education with health promotion. 
 
Challenges
 
These include limited staff in NI health centers, delayed or incomplete entry of immunization records into WebIZ, and cultural 
practices contributing to early formula introduction. Infant mortality and immunization data remain inconsistent, with 
denominators varying across surveys, underscoring the need for data standardization and the use of multi-year averages.
 
In FY26, the ESMs for breastfeeding will be critical to measure system strengthening, ensuring that counseling is not limited 
to urban hospitals but integrated into NI outreach. For immunization, Title V will monitor coverage through SPM 2, working 
toward its 50% by FY30 target.
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Child Health 

National Performance Measures 

NPM ‐ Percent of children who have completed the combined 7‐vaccine series (4:3:1:3*:3:1:4) by age 24 months ‐ VAX_Child
Indicators and Annual Objectives

Federally available Data (FAD) for this measure is not available/reportable.

 

State Provided Data

2024

Annual Objective

Annual Indicator 62 

Numerator 541

Denominator 873

Data Source MHIS, WbBIZ Immunization Information System

Data Source Year 2024

Provisional or Final ? Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 64.0 66.0 68.0 70.0 72.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

ESM VAX_Child.1 ‐ Percent of planned NI immunization outreach missions completed and with data entered into WebIZ within 1 month
of the visit.

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 72.4

Numerator 21

Denominator 29

Data Source Bisan FMIS (Financial Management Information Syste

Data Source Year 2024

Provisional or Final ? Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 73.0 75.0 78.0 80.0 82.0

NPM ‐ Percent of children, ages 1 through 17, who had a preventive dental visit in the past year ‐ PDV‐Child 
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NPM ‐ Percent of children, ages 1 through 17, who had a preventive dental visit in the past year ‐ PDV‐Child 
Indicators and Annual Objectives

NPM ‐ Percent of children, ages 1 through 17, who had a preventive dental visit in the past year ‐ PDV‐Child ‐ Child Health

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS)

2020 2021 2022 2023 2024

Annual Objective 10 12 14 33

Annual Indicator 25.2 15.9 15.9 15.9 11.6 

Numerator 5,835 3,613 3,613 3,613 2,290

Denominator 23,195 22,676 22,676 22,676 19,704

Data Source MCH-JS MCH-JS MCH-JS MCH-JS MCH-JS

Data Source Year 2019 2021 2021 2021 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 40.0 50.0 60.0 70.0 85.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

ESM PDV‐Child.1 ‐ Percent of children ages 1–17 years receiving preventive oral health screening through clinic or school visits
(MHIS/Oral Health records).

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 15 17 19 21

Annual Indicator 14.3 18.8 10.7 3.6 3.6

Numerator 16 21 12 4 4

Denominator 112 112 112 112 112

Data Source Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Data Source Year 2020 2021 2022 2023 2024

Provisional or
Final ?

Final Provisional Provisional Provisional Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 5.0 10.0 15.0 20.0 25.0

Created on 11/21/2025 at 1:36 PMPage 92 of 293 pages



ESM PDV‐Child.2 ‐ Number of children ages 1‐17 years receiving preventive dental care from a dentist.

Measure Status: Inactive - Completed

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 20 22 24 26

Annual Indicator 20.9 21.3 20.6 15.9 14.9

Numerator 2,691 2,746 2,659 3,613 2,459

Denominator 12,889 12,889 12,889 22,676 16,471

Data Source Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

MCH program Dental
Clinics/MCH

Program

Data Source Year 2020 2021 2022 2023 2023

Provisional or 
Final ?

Final Provisional Provisional Final Provisional

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a medical home ‐ MH 

Created on 11/21/2025 at 1:36 PMPage 93 of 293 pages



NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a medical home ‐ MH 
Indicators and Annual Objectives

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a medical home ‐ MH ‐ Child Health ‐ 
All Children

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS) - All Children

2023 2024

Annual Objective

Annual Indicator 21.6 12.5 

Numerator 5,207 2,612

Denominator 24,154 20,861

Data Source MCH-JS-All Children MCH-JS-All Children

Data Source Year 2021 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 14.0 16.0 20.0 23.0 25.0

Evidence‐Based or –Informed Strategy Measures
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Created on 11/21/2025 at 1:36 PMPage 94 of 293 pages



Evidence‐Based or –Informed Strategy Measures

ESM MH.1 ‐ Percent of CSHCN identified in MHIS, ECD program registers, or Public School System Special Education registers who have a
documented ongoing point of care (Majuro/Ebeye hospital or NI health facility) serving as their medical home.

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 30

Numerator 30

Denominator 100

Data Source EHDI, PSS SPED

Data Source Year 2024

Provisional or Final ? Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 12.0 15.0 18.0 20.0 25.0

State Action Plan Table

Created on 11/21/2025 at 1:36 PMPage 95 of 293 pages



State Action Plan Table

State Action Plan Table (Marshall Islands) ‐ Child Health ‐ Entry 1

Priority Need

Expand oral health services in pregnancy and early childhood. 

NPM

NPM ‐ Preventive Dental Visit ‐ Child 

Five‐Year Objectives

By FY2030, at least 50% of children in Majuro and Ebeye combined receive oral health screening through clinic visits and
outreach, with expansion to Neighboring Islands as feasible. 

Strategies

Provide oral health screening and fluoride treatment during clinic visits and community outreach. 

NOMs

Tooth decay or cavities

Children's Health Status
CSHCN Systems of Care

ESMs Status

ESM PDV‐Child.1 ‐ Percent of children ages 1–17 years receiving preventive oral health screening
through clinic or school visits (MHIS/Oral Health records). 

Active

ESM PDV‐Child.2 ‐ Number of children ages 1‐17 years receiving preventive dental care from a dentist. Inactive
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State Action Plan Table (Marshall Islands) ‐ Child Health ‐ Entry 2

Priority Need

Increase immunization and newborn care in the Neighboring Islands 

NPM

NPM ‐ Childhood Vaccination 

Five‐Year Objectives

By FY2030, at least 80% of planned NI immunization outreach missions will be completed and entered into WebIZ within 1
month of the mission. 

Strategies

Strengthen immunization outreach planning, delivery, and data reporting for Neighboring Islands to improve childhood
vaccination coverage. 

NOMs

Infant Mortality

Postneonatal Mortality

SUID Mortality

Child Mortality
Children's Health Status

ESMs Status

ESM VAX_Child.1 ‐ Percent of planned NI immunization outreach missions completed and with data
entered into WebIZ within 1 month of the visit. 

Active
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State Action Plan Table (Marshall Islands) ‐ Child Health ‐ Entry 3

Priority Need

Early identification and coordinated care for CSHCN 

NPM

NPM ‐ Medical Home 

Five‐Year Objectives

By FY2030, increase the percentage of children ages 0–17 years with a documented medical home in MHIS from the current
baseline (MCH‐JS 2025) to at least 50%. 

Strategies

Strengthen documentation and continuity of care for children across health facilities and outreach missions by embedding
medical home fields into MHIS and routine child health visits. 

NOMs

Children's Health Status

CSHCN Systems of Care

Flourishing ‐ Young Child

Flourishing ‐ Child Adolescent ‐ CSHCN
Flourishing ‐ Child Adolescent ‐ All

2021‐2025: National Performance Measures

ESMs Status

ESM MH.1 ‐ Percent of CSHCN identified in MHIS, ECD program registers, or Public School System Special 
Education registers who have a documented ongoing point of care (Majuro/Ebeye hospital or NI health 
facility) serving as their medical home.

Active
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2021‐2025: NPM ‐ Percent of children, ages 9 through 35 months, who received a developmental screening using a parent‐completed 
screening tool in the past year ‐ DS 

Indicators

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS)

2020 2022 2023 2024

Annual Objective 48 52 55 25

Annual Indicator 1.5 0.0 0.0 0.3 

Numerator 53 0 0 8

Denominator 3,619 3,829 3,829 2,930

Data Source MCH-JS MCH-JS MCH-JS MCH-JS

Data Source Year 2019 2021 2021 2021_2025
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State Provided Data

2020 2021 2022 2023 2024

Annual Objective 50 52 55 25

Annual Indicator 24 20.5 22.1 22.4  

Numerator 569 521 344 325

Denominator 2,373 2,545 1,556 1,449

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2020 2021 2022 2023

Provisional or
Final ?

Provisional Provisional Provisional Provisional

2021‐2025: Evidence‐Based or –Informed Strategy Measures
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2021‐2025: Evidence‐Based or –Informed Strategy Measures

2021‐2025: ESM DS.1 ‐ The number of potential high risk screens referred to early intervention

Measure Status: Inactive - Completed

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective Yes Yes Yes Yes

Annual Indicator No Yes No No

Numerator

Denominator

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year FY2021 FY2022 2023 2024

Provisional or
Final ?

Provisional Provisional Provisional Provisional

Child Health ‐ Annual Report
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Child Health ‐ Annual Report

Child Health – FY2024 Annual Report 

Progress

In FY2024, the Republic of the Marshall Islands focused child health efforts on developmental screening, immunization 
coverage, and oral health promotion. These priorities were guided by the State Action Plan measures: NPM 6: 
Developmental Screening, SPM 5: Immunization for children 19–35 months, and NPM 13.2: Preventive Dental Visits, with
linked ESMs aimed at expanding outreach, referrals, and early identification of health and developmental issues. 

NPM 6 – Developmental Screening

Developmental screening was introduced more systematically in Majuro and Ebeye hospitals through the use of 
standardized tools and updated baby health passports. The passports included milestone checklists for infants and
toddlers, encouraging both health workers and families to track growth and development. 

ESM 6.1 – High-risk referrals: Children identified with potential developmental delays were referred to the Early 
Intervention (EI) program and the PSS Special Education Program for follow-up. Collaboration between health 
providers and education services strengthened cross-referrals, though consistent data capture in MHIS was still
limited. 

SPM 5 – Immunization Coverage

Childhood immunization rates improved slightly in FY2024. The Triennial MOHHS Report recorded 62% immunization 
completeness for children aged 19–35 months, up from 60% in FY2023. This modest improvement reflected both routine
services in Majuro and Ebeye and targeted outreach missions to Neighboring Islands. However, some outreach missions 
were postponed or incomplete due to transport and fuel challenges. 

NPM 13.2 – Preventive Dental Visits

The Oral Health Program, supported by Title V, expanded school-based oral health promotion. Preventive screenings and 
fluoride varnish treatments were provided in most elementary schools in Majuro and Ebeye. Limited outreach was also 
extended to selected Neighboring Islands during joint Zone Outreach Unit (ZOU) missions.

ESMs 13.2.1 and 13.2.2: An increased number of schools were reached compared to FY2023, with several hundred
children receiving oral health checks and hygiene education. Oral health teams worked with teachers to reinforce 
good practices, including daily brushing campaigns in classrooms. 

Child Health Outcomes

National data continued to reflect mixed outcomes for child health. Stunting rates among children under five remained high, 
with the last survey (ICHNS 2017) reporting 35%. While updated national nutrition data are pending, community reports and 
ECD program monitoring suggest persistent nutrition challenges. Immunization coverage showed modest but steady
improvements yet falls below international targets of 90–95%. 

Challenges

Data limitations: Developmental screening is still not systematically integrated into MHIS. Screening data are often 
kept in paper-based registers or baby passports, making it difficult to aggregate national-level indicators. 
Immunization data from NIs are often delayed, underrepresenting true coverage levels.

Outreach barriers: Immunization missions to Neighboring Islands were disrupted by transport delays, fuel shortages, 
and weather conditions. Some atolls were missed entirely, contributing to coverage gaps and vulnerability to 
outbreaks of vaccine-preventable diseases.

Service inequities: While Majuro and Ebeye schools benefited from regular oral health visits, children in NIs remained 
underserved. Oral health services outside of outreach are minimal, leaving rural children without preventive checks.

Integration and capacity: The health system continues to face challenges integrating child health services across 
MHIS, WebIZ, and program registers. Workforce shortages limit the ability to expand developmental screening and 
oral health coverage to all facilities.

Summary

FY2024 demonstrated progress in advancing developmental screening, strengthening immunization outreach, and 
expanding oral health promotion in schools. Modest improvements were noted in immunization coverage, and partnerships 
between health and education sectors supported better identification and referral of children with developmental concerns. 
However, challenges with data quality, outreach logistics, and service inequities between urban centers and Neighboring 
Islands continue to constrain child health outcomes. Strengthening data systems, expanding preventive oral health services,
and ensuring consistent outreach coverage remain priorities for the years ahead. 
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Child Health ‐ Application Year
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Child Health ‐ Application Year

Child Health – FY2026 Application Narrative
 
The Republic of the Marshall Islands has identified the priority need to expand oral health services for children, improve 
immunization coverage through outreach to the Neighboring Islands (NIs), and ensure early identification and coordinated 
care for children with special health care needs (CSHCN). These needs reflect findings from the Five-Year Needs 
Assessment and align with the RMNCAH 2024–2030 Policy, which emphasizes child development, preventive care, and
system strengthening for vulnerable populations. 
 
To address these needs, the RMI Title V Program selected the following measures:
 

NPM – Preventive Dental Visit (Child): Percent of children ages 1–17 years receiving preventive dental care annually. 
ESM PDV-Child.1: Percent of children ages 1–17 years receiving preventive oral health screening through 
clinic or school visits (MHIS/Oral Health records).
 

NPM – Childhood Vaccination: Percent of children completing the combined 7-vaccine series by age 24 months. 
ESM VAX_Child.1: Percent of planned NI immunization outreach missions completed and with data entered 
into WebIZ within one month.
 

NPM – Medical Home: Percent of children, including those with special health care needs, documented as having a 
medical home. 

ESM MH.1: Percent of CSHCN identified in MHIS, ECD program registers, or PSS Special Education 
registers who have a documented ongoing point of care in Majuro, Ebeye, or NI health facilities.

 
The five-year objectives are to:
 

1. Ensure at least 50% of children in Majuro and Ebeye receive oral health screening by FY2030, with expansion to NI
children as feasible. 

2. Achieve at least 80% of planned NI immunization outreach missions completed and entered into WebIZ within one
month by FY2030. 

3. Increase the percentage of CSHCN with a documented medical home to at least 50% by FY2030.
 

Strategies for FY26
 
Title V will support school-based health services in Majuro and Ebeye, where oral health teams will provide fluoride varnish 
and screening, with results documented in MHIS. Preventive checks will also be integrated into routine child health visits. 
For immunization, outreach missions to NIs will be prioritized, with a requirement that WebIZ data entry occur within one 
month of each mission. The Registry Data Unit (RDU) will provide technical assistance to NI staff for timely data entry. For 
CSHCN, Title V will embed medical home documentation fields in MHIS and coordinate with the ECD program and PSS 
Special Education to track children requiring follow-up and ongoing support. 
Partners 
Partners include the MOHHS Oral Health Program, Zone Outreach Unit (ZOU), Registry Data Unit, PSS, ECD program, 
Canvasback Wellness Center, and Shriners Hospital referral program. Together, these partners provide a continuum of 
preventive, treatment, and referral services to support child health outcomes. 
Challenges
 
Challenges include shortages of pediatric and dental specialists, reliance on visiting missions for advanced care, and 
logistical barriers to completing NI outreach missions. Data inconsistencies remain in both immunization coverage and 
identification of CSHCN, requiring improvements in data entry and definitions. The concept of a “medical home” requires 
adaptation to the RMI context, where CHWs and outreach nurses often provide coordination in place of pediatric 
subspecialists.
 
In FY26, progress will be tracked through the selected ESMs: preventive dental visits, NI immunization outreach 
documentation, and medical home documentation for CSHCN. These provide measurable outputs that align with the NPMs
and five-year objectives, addressing reviewer concerns about ensuring feasibility and consistency of measures. 
 
 

Created on 11/21/2025 at 1:36 PMPage 104 of 293 pages



Adolescent Health 

National Performance Measures

NPM ‐ Percent of children, ages 1 through 17, who had a preventive dental visit in the past year ‐ PDV‐Child 
Indicators and Annual Objectives

NPM ‐ Percent of children, ages 1 through 17, who had a preventive dental visit in the past year ‐ PDV‐Child ‐ Adolescent Health

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS)

2020 2021 2022 2023 2024

Annual Objective 10 12 14 16

Annual Indicator 25.2 15.9 15.9 15.9 11.6 

Numerator 5,835 3,613 3,613 3,613 2,290

Denominator 23,195 22,676 22,676 22,676 19,704

Data Source MCH-JS MCH-JS MCH-JS MCH-JS MCH-JS

Data Source Year 2019 2021 2021 2021 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 40.0 50.0 60.0 70.0 85.0

Evidence‐Based or –Informed Strategy Measures
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Marshall Islands - Objectives (ADOLESCENT)
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Evidence‐Based or –Informed Strategy Measures

ESM PDV‐Child.1 ‐ Percent of children ages 1–17 years receiving preventive oral health screening through clinic or school visits
(MHIS/Oral Health records).

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 15 17 19 21

Annual Indicator 14.3 18.8 10.7 3.6 3.6

Numerator 16 21 12 4 4

Denominator 112 112 112 112 112

Data Source Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Data Source Year 2020 2021 2022 2023 2024

Provisional or
Final ?

Final Provisional Provisional Provisional Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 5.0 10.0 15.0 20.0 25.0
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ESM PDV‐Child.2 ‐ Number of children ages 1‐17 years receiving preventive dental care from a dentist.

Measure Status: Inactive - Completed

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 20 22 24 26

Annual Indicator 20.9 21.3 20.6 15.9 14.9

Numerator 2,691 2,746 2,659 3,613 2,459

Denominator 12,889 12,889 12,889 22,676 16,471

Data Source Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

Dental
Clinics/MCH

Program

MCH program Dental
Clinics/MCH

Program

Data Source Year 2020 2021 2022 2023 2023

Provisional or 
Final ?

Final Provisional Provisional Final Provisional

NPM ‐ Percent of adolescents, ages 12 through 17, with a preventive medical visit in the past year ‐ AWV 
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NPM ‐ Percent of adolescents, ages 12 through 17, with a preventive medical visit in the past year ‐ AWV 
Indicators and Annual Objectives

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS)

2020 2021 2022 2023 2024

Annual Objective 64 66 66 66 28

Annual Indicator 45.9 26.6 26.6 26.6 20.6 

Numerator 2,966 1,724 1,724 1,724 1,370

Denominator 6,465 6,476 6,476 6,476 6,653

Data Source MCH-JS MCH-JS MCH-JS MCH-JS MCH-JS

Data Source Year 2019 2021 2021 2021 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 25.0 30.0 35.0 40.0 45.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

ESM AWV.1 ‐ Percent of adolescent program participants (ages 12–21) receiving a documented preventive well‐visit referral or
completing a preventive visit through clinics, school health visits, or outreach missions.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 5 12 15 17

Annual Indicator 7.5 24.7 23.3 25.5

Numerator 69 241 216 235

Denominator 922 975 926 920

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or
Final ?

Provisional Provisional Provisional Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 20.0 22.0 25.0 27.0 30.0
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ESM AWV.2 ‐ Percent of pregnant women receiving a dental health screening or preventive service (clinic‐based, or through outreach)

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 5 10 15 20

Annual Indicator 0 0 0.9 10.7

Numerator 0 0 1 12

Denominator 112 112 112 112

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or
Final ?

Provisional Provisional Provisional Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 20.0 25.0 30.0 35.0 40.0
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ESM AWV.3 ‐ Percent of adolescent girls fully vaccinated for HPV by age 13 years through clinic and school‐based services, or outreach
services documented in WebIZ or RH clinic registers.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 51 35 36 37 38

Annual Indicator 33.3 38.3 48 26.1 37.4

Numerator 206 235 234 127 182

Denominator 619 614 488 486 486

Data Source WebIZ,
Immunization

Program

WebIZ,
Immunization

Program

WebIZ,
Immunization

Program

Immunization
Program, WebIZ

WebIZ,
Immunization

Program

Data Source Year 2020 2021 2022 2023 2024

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 40.0 60.0 70.0 80.0 90.0

State Action Plan Table
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State Action Plan Table

State Action Plan Table (Marshall Islands) ‐ Adolescent Health ‐ Entry 1

Priority Need

Expand oral health services in pregnancy and early childhood. 

NPM

NPM ‐ Preventive Dental Visit ‐ Child 

Five‐Year Objectives

By FY2030, increase the percentage of adolescents ages 12–17 who receive at least one preventive dental visit each year by
10%, documented in MHIS/Oral Health registers. 

Strategies

Integrate preventive oral health screening into adolescent health services delivered through school health programs, Youth‐
to‐Youth clinics, and outreach missions. 

NOMs

Tooth decay or cavities

Children's Health Status
CSHCN Systems of Care

ESMs Status

ESM PDV‐Child.1 ‐ Percent of children ages 1–17 years receiving preventive oral health screening
through clinic or school visits (MHIS/Oral Health records). 

Active

ESM PDV‐Child.2 ‐ Number of children ages 1‐17 years receiving preventive dental care from a dentist. Inactive
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State Action Plan Table (Marshall Islands) ‐ Adolescent Health ‐ Entry 2

Priority Need

Improve adolescent access to sexual and reproductive health (SRH) services. 

NPM

NPM ‐ Adolescent Well‐Visit 

Five‐Year Objectives

By FY2030, increase the percentage of adolescents ages 12–17 with a documented preventive medical visit from the current
baseline (MCH‐JS 2025) to at least 50%, using MHIS, RH clinic, and Youth‐to‐Youth registers as data sources. 

Strategies

Expand delivery and documentation of preventive adolescent health visits across clinic‐based and outreach platforms,
including RH and Youth‐to‐Youth clinics, Clinic Without Walls, and school health visits. 

NOMs

Teen Births

Adolescent Mortality

Adolescent Motor Vehicle Death

Adolescent Suicide

Adolescent Firearm Death

Adolescent Injury Hospitalization

Children's Health Status

Child Obesity

Adolescent Depression/Anxiety

CSHCN Systems of Care

Flourishing ‐ Child Adolescent ‐ CSHCN
Flourishing ‐ Child Adolescent ‐ All

ESMs Status

ESM AWV.1 ‐ Percent of adolescent program participants (ages 12–21) receiving a documented 
preventive well‐visit referral or completing a preventive visit through clinics, school health visits, or
outreach missions. 

Active

ESM AWV.2 ‐ Percent of pregnant women receiving a dental health screening or preventive service
(clinic‐based, or through outreach) 

Active

ESM AWV.3 ‐ Percent of adolescent girls fully vaccinated for HPV by age 13 years through clinic and
school‐based services, or outreach services documented in WebIZ or RH clinic registers. 

Active
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2021‐2025: State Performance Measures

2021‐2025: SPM 4 ‐ Percent of adolescents ages 13–17 years who received sexual and reproductive health (SRH) services through
Reproductive Health clinics or outreach programs.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 13 22 24 26 28

Annual Indicator 21 19.4 16.4 17.2 18.4

Numerator 115 109 85 89 95

Denominator 5,464 5,612 5,187 5,175 5,163

Data Source Family Planning 
Program

Family Planning 
Program

Family Planning 
Program

Family Planning 
Program

Family Planning 
Program

Data Source Year 2020 2021 2022 2023 2024

Provisional or 
Final ?

Provisional Provisional Provisional Provisional Provisional

Adolescent Health ‐ Annual Report
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Adolescent Health ‐ Annual Report

Adolescent Health – FY2024 Annual Report 

Progress

In FY2024, the Republic of the Marshall Islands prioritized adolescent health by focusing on preventive visits, sexual 
and reproductive health (SRH), oral health, and HPV vaccination. The State Action Plan emphasized NPM 10: 
Adolescent Well-Visit, SPM 4: Teen Family Planning, and NPM 13.2: Preventive Dental Visits (ages 15–17), with 
linked ESMs to strengthen education, outreach, and uptake of preventive care.

NPM 10 – Adolescent Well-Visit

Preventive visits for adolescents were promoted more widely through school health campaigns and RH clinics. Youth-
to-Youth programs played an active role in engaging adolescents on the importance of annual health check-ups and 
preventive services.

ESM 10.1 – Education on well-woman/adolescent visit: RH staff and teachers delivered structured health 
education in secondary schools, emphasizing the role of annual visits in preventing and managing health 
issues.

ESM 10.2 – School STI and pregnancy prevention programs: Awareness sessions were conducted in 
middle and high schools, covering topics such as pregnancy prevention, safe sexual practices, and STI 
awareness.

ESM 10.3 – HPV vaccination coverage: HPV vaccination campaigns were carried out through schools and 
health centers. By the end of FY2024, coverage among 13-year-old girls reached 37%, up from 26% in 2023.

SPM 4 – Teen Family Planning

Family planning access for adolescents expanded through Youth-to-Youth clinics and after-hours RH services in 
Majuro and Ebeye. These facilities provided counseling, commodities, and education in confidential, youth-friendly 
environments. Utilization of contraceptives among adolescents improved slightly, although unmet need remains.

NPM 13.2 – Preventive Dental Visits (Adolescents 15–17)

The Oral Health Program extended preventive checks to middle and high schools. Screenings, fluoride treatments, 
and hygiene education were offered, reinforcing oral health as part of the adolescent health agenda.

Adolescent Health Outcomes

National indicators highlight continued challenges for adolescent health. The teen birth rate was 64 per 1,000 girls 
ages 15–19 in 2024, compared to 58 in 2023 (Triennial MOHHS Report). This reflects persistently high adolescent 
pregnancy rates despite expanded family planning services. HPV vaccine coverage improved but remains below 
national targets. In addition, the adolescent suicide mortality rate was reported at 18 per 100,000 in 2024, 
underscoring the urgent need for expanded adolescent mental health services.

Challenges

Access gaps: Adolescent-friendly services remain concentrated in Majuro and Ebeye. Adolescents in the 
Neighboring Islands have limited access to confidential SRH counseling, preventive visits, and HPV 
vaccination, depending largely on intermittent outreach missions.

Cultural stigma: Deep-rooted cultural and religious norms continue to limit acceptance of adolescent SRH 
services. Many adolescents, especially girls, face stigma when seeking contraception, HPV vaccination, or 
preventive health care.

Vaccination coverage: Despite progress, HPV uptake remains far below the 90% target. Barriers include 
parental hesitancy, lack of awareness, and missed opportunities when school visits are delayed or 
incomplete.

Mental health needs: Adolescent suicide rates remain high, reflecting limited access to mental health
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support services, stigma around seeking help, and limited trained personnel in school and community 
settings.

Summary

FY2024 demonstrated progress in expanding adolescent preventive services, increasing HPV vaccination 
coverage, and strengthening family planning outreach. School-based programs helped normalize health education 
and preventive care, while Youth-to-Youth clinics offered confidential support to adolescents. However, persistent 
gaps in service reach, cultural stigma, and the rising teen birth rate highlight areas requiring urgent attention. 
Expanding adolescent-friendly services to the Neighboring Islands, scaling up HPV vaccination, and addressing 
adolescent mental health will be critical for future programming.

Adolescent Health ‐ Application Year
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Adolescent Health ‐ Application Year

Adolescent Health – FY2026 Application Narrative
 
The Republic of the Marshall Islands has identified the priority need to improve adolescent access to preventive services, 
including oral health, sexual and reproductive health (SRH), and preventive medical visits. These priorities reflect both the 
national RMNCAH 2024–2030 Policy and community consultations that emphasized adolescent health risks, unmet SRH 
needs, and barriers to preventive care.
 
To address these needs, the RMI Title V Program selected the following measures:
 

NPM – Preventive Dental Visit (Child): Percent of children ages 1–17 years receiving preventive dental care annually. 
ESM PDV-Child.1: Percent of children ages 1–17 years receiving preventive oral health screening through 
clinic or school visits (MHIS/Oral Health records).
 

NPM – Adolescent Well-Visit: Percent of adolescents ages 12–17 years with a preventive medical visit in the past 
year.
ESMs:

AWV.1: Percent of adolescent program participants (ages 12–21) receiving a documented preventive well-
visit referral or completing a preventive visit through clinics, school health visits, or outreach missions.
AWV.2: Percent of pregnant women receiving a dental health screening or preventive service (clinic-based or 
outreach).
AWV.3: Percent of adolescent girls fully vaccinated for HPV by age 13 years through clinic, school, or 
outreach services documented in WebIZ or RH registers.
 

The five-year objectives are to:
 

1. Increase the percentage of adolescents ages 12–17 with a documented preventive medical visit to at least 50% by
FY2030. 

2. Increase the percentage of adolescents receiving preventive dental care each year by 10% by FY2030.
3. Ensure that at least 70% of adolescent girls are fully vaccinated for HPV by age 13 years by FY2030. 

 
Strategies for FY26
 
Title V will strengthen delivery of adolescent health services by supporting Youth-to-Youth clinics, RH clinics, school health 
programs, and outreach missions. Preventive dental checks will be offered through school programs and clinic visits. Clinic 
Without Walls and ZOU outreach will integrate adolescent well-visit services, with MHIS documentation to ensure
monitoring. HPV vaccination campaigns will continue in partnership with the Immunization Program, PSS, and RH services, 
with data tracked in WebIZ. 
 
Partners
 
Partners include Youth-to-Youth programs, RH clinics, PSS for school-based delivery, ZOU for outreach to NIs, and the
Immunization Program for HPV vaccination. 
 
Challenges 
Challenges include limited adolescent-friendly services in the NIs, stigma and cultural barriers to SRH access, and gaps in 
HPV vaccination coverage. Data capture of adolescent visits remains a challenge in MHIS, requiring continued system 
strengthening. 
In FY26, progress will be monitored through the ESMs on well-visit referrals, preventive dental care, and HPV vaccination
coverage. 
 
By aligning strategies and measures with the FY26 State Action Plan Table, the Adolescent Health domain will improve 
access to preventive visits, SRH services, and oral health care, supporting healthy development for adolescents in Majuro,
Ebeye, and the Neighboring Islands. 
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Children with Special Health Care Needs 

National Performance Measures

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a medical home ‐ MH 
Indicators and Annual Objectives

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a medical home ‐ MH ‐ Children with 
Special Health Care Needs

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS) - CSHCN

2023 2024

Annual Objective

Annual Indicator 40.9 10.0 

Numerator 547 274

Denominator 1,337 2,750

Data Source MCH-JS-CSHCN MCH-JS-CSHCN

Data Source Year 2021 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 12.0 15.0 20.0 23.0 25.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

ESM MH.1 ‐ Percent of CSHCN identified in MHIS, ECD program registers, or Public School System Special Education registers who have a
documented ongoing point of care (Majuro/Ebeye hospital or NI health facility) serving as their medical home.

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 30

Numerator 30

Denominator 100

Data Source EHDI, PSS SPED

Data Source Year 2024

Provisional or Final ? Provisional

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 12.0 15.0 18.0 20.0 25.0

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a personal doctor or nurse ‐
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NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a personal doctor or nurse ‐ 
MH_PDOC 

Indicators and Annual Objectives

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a personal doctor or nurse ‐ 
MH_PDOC ‐ Children with Special Health Care Needs

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS) - CSHCN

2024

Annual Objective

Annual Indicator 33.5 

Numerator 921

Denominator 2,750

Data Source MCH-JS-CSHCN

Data Source Year 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 35.0 37.0 39.0 41.0 43.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

None

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a usual source of sick care ‐
MH_USOC 

Indicators and Annual Objectives

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have a usual source of sick care ‐ 
MH_USOC ‐ Children with Special Health Care Needs

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS) - CSHCN

2024

Annual Objective

Annual Indicator 52.9 

Numerator 1,455

Denominator 2,750

Data Source MCH-JS-CSHCN

Data Source Year 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 54.0 56.0 58.0 60.0 62.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

None

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have family centered care ‐ MH_FCC 
Indicators and Annual Objectives

NPM ‐ Percent of children with and without special health care needs, ages 0 through 17, who have family centered care ‐ MH_FCC ‐ 
Children with Special Health Care Needs

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS) - CSHCN

2024

Annual Objective

Annual Indicator 40.3 

Numerator 677

Denominator 1,680

Data Source MCH-JS-CSHCN

Data Source Year 2021_2025

 

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 42.0 44.0 46.0 48.0 50.0

Evidence‐Based or –Informed Strategy Measures
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Evidence‐Based or –Informed Strategy Measures

None

State Action Plan Table

State Action Plan Table (Marshall Islands) ‐ Children with Special Health Care Needs ‐ Entry 1

Priority Need

Early identification and coordinated care for CSHCN 

NPM

NPM ‐ Medical Home; Medical Home_Personal Doctor; Medical Home_Usual Source of Sick Care; Medical Home_Family
Centered Care 

Five‐Year Objectives

By FY2030, at least 50% of identified CSHCN will have a documented medical home in Majuro, Ebeye, or NI health facilities. 

Strategies

Develop and adopt a working definition of CSHCN and medical home for the RMI context, to guide identification, tracking,
and reporting. 

Conduct developmental screening during MCH clinic and ZOU outreach visits, recorded in MHIS and ZOU registers.
Document children flagged during screening in the MHIS and ZOU registers for follow‐up at future visits with the support of
the RDU. 

NOMs

Children's Health Status

CSHCN Systems of Care

Flourishing ‐ Young Child

Flourishing ‐ Child Adolescent ‐ CSHCN
Flourishing ‐ Child Adolescent ‐ All

2021‐2025: National Performance Measures

2021‐2025: NPM ‐ Percent of adolescents with and without special health care needs, ages 12 through 17, who received services to 
prepare for the transition to adult health care ‐ TAHC 

Indicators

ESMs Status

ESM MH.1 ‐ Percent of CSHCN identified in MHIS, ECD program registers, or Public School System Special 
Education registers who have a documented ongoing point of care (Majuro/Ebeye hospital or NI health 
facility) serving as their medical home.

Active

100
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2021‐2025: 2021‐2025: NPM ‐ Percent of adolescents with and without special health care needs, ages 12 through 17, who received 
services to prepare for the transition to adult health care ‐ TAHC ‐ Children with Special Health Care Needs

Federally Available Data

Data Source: MCH Jurisdictional Survey (MCH-JS) - CSHCN

2020 2022 2023 2024

Annual Objective 52 55 57 59

Annual Indicator 50.0 0.0 0.0 22.7 

Numerator 176 0 0 263

Denominator 351 458 458 1,161

Data Source MCH-JS-CSHCN MCH-JS-CSHCN MCH-JS-CSHCN MCH-JS-CSHCN

Data Source Year 2019 2021 2021 2021_2025

 
2021‐2025: Evidence‐Based or –Informed Strategy Measures
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2021‐2025: Evidence‐Based or –Informed Strategy Measures

2021‐2025: ESM TAHC.1 ‐ Percent of CSHCN youth (ages 12–17 years) enrolled in education, vocational training, or other non‐medical
support services to assist transition to adulthood.

Measure Status: Active

State Provided Data 

2020 2021 2022 2023 2024

Annual Objective 2 5 7 9

Annual Indicator 3.4 9.5 4.7 3.7

Numerator 3 9 9 7

Denominator 89 95 193 190

Data Source MCH Program MCH Program MCH Program MCH Program

Data Source Year 2021 2022 2023 2024

Provisional or
Final ?

Provisional Provisional Provisional Provisional

Children with Special Health Care Needs ‐ Annual Report
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Children with Special Health Care Needs ‐ Annual Report

Children with Special Health Care Needs (CSHCN) – FY2024 Annual Report 

Progress

In FY2024, the Republic of the Marshall Islands advanced efforts to identify, refer, and support children with special 
health care needs (CSHCN). The State Action Plan focused on NPM 12: Transition to Adult Health Care, supported 
by ESM 12.1: Enrollment in non-medical programs, with broader emphasis on early identification and coordinated
service delivery across health, education, and social systems. 

NPM 12 – Transition to Adult Health Care

While comprehensive transition planning remains limited, progress was made in raising awareness among 
providers and families about the importance of preparing adolescents with special needs for adult services. Initial 
steps were taken to strengthen referral pathways from pediatric to adult care in Majuro and Ebeye, though structured 
transition protocols have yet to be fully developed.

ESM 12.1 – Enrollment in non-medical programs: A small but growing number of adolescents with CSHCN 
were linked to the Public School System (PSS) Special Education Program and to NGO-supported services, 
providing social, educational, and vocational support. Coordination between health and education sectors
improved, ensuring that children with developmental or medical needs were referred beyond medical settings. 

Early identification and intervention systems also made progress. Developmental screening was piloted in well-baby 
clinics in Majuro and Ebeye, with referrals made to Early Intervention (EI) programs for children under age 3. At age 
3, children were referred to PSS Special Education as part of structured transition protocols under EI policies. 
Coordination between MOHHS, PSS, and local governments was reinforced through interagency agreements and 
joint meetings.

CSHCN Outcomes

Although a clear national prevalence estimate of CSHCN is not available, anecdotal evidence suggests increasing 
identification of developmental delays and disabilities, particularly in Majuro and Ebeye where screening tools and 
referrals are more accessible. Families in NIs remained less likely to have children identified or supported, as 
services there are minimal.

Challenges

Definitions and standards: A clear national definition of CSHCN has not yet been finalized, making it
difficult to systematically capture and report data across health and education systems. This results in 
fragmented registries and underreporting of children with special needs. 

Access to services: Rehabilitation, therapy, and transition support services are largely limited to Majuro and
Ebeye. NI facilities rarely identify or track CSHCN, leaving families in remote atolls underserved. 

Data gaps: MHIS does not yet systematically capture CSHCN data. Tracking often relies on parallel registers
in EI or PSS Special Education, leading to inconsistencies in national reporting. 

Transition planning: Few adolescents receive structured transition services to adult care. Once children 
with special needs age out of school programs, continuity of medical and social support is limited, leaving 
families without formal pathways for ongoing care.

Summary

FY2024 saw progress in expanding developmental screening, strengthening referrals from health to education, and 
linking some adolescents with CSHCN to non-medical programs. These efforts reflect growing collaboration 
between MOHHS, PSS, and NGOs to support children with disabilities and chronic health needs. However, services 
remain concentrated in Majuro and Ebeye, data systems remain fragmented, and transition planning to adult care is 
not yet well established. Moving forward, finalizing a national CSHCN definition, strengthening MHIS to capture data, 
and expanding support to Neighboring Islands will be critical for ensuring equitable services for all children with 
special health care needs.

 

Children with Special Health Care Needs ‐ Application Year
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Children with Special Health Care Needs ‐ Application Year

Children with Special Health Care Needs (CSHCN) – FY2026 Application Narrative
 
The Republic of the Marshall Islands has identified the priority need for early identification and coordinated care for children 
with special health care needs. This reflects long-standing challenges in defining and tracking the CSHCN population and 
ensuring continuity of care across Majuro, Ebeye, and the Neighboring Islands.
 
To address this need, the RMI Title V Program selected the following measures:
 

NPM – Medical Home: Percent of children with and without special health care needs, ages 0–17years, who have a 
medical home. 

ESM MH.1: Percent of CSHCN identified in MHIS, ECD program registers, or PSS Special Education 
registers who have a documented ongoing point of care in Majuro, Ebeye, or NI health facilities.

 
The five-year objective is to ensure that at least 50% of identified CSHCN have a documented medical home in Majuro,
Ebeye, or NI health facilities by FY2030. 
 
Strategies for FY26
 
Title V will work with MOHHS and partners to adopt a working definition of CSHCN and medical home for the RMI context. 
Developmental screening will be conducted during MCH clinic visits and ZOU outreach, with results recorded in MHIS and
ZOU registers. Children flagged through screenings will be documented for follow-up and ongoing care coordination with 
hospital or NI facilities. 
 
Partners
 
Partners include the Early Childhood Development (ECD) program, PSS Special Education program, Registry Data Unit,
ZOU, and NGOs supporting families of children with disabilities. 
 
Challenges
 
Challenges include limited specialized pediatric and rehabilitation services, uneven data collection across programs, and
the need for adapted referral systems in NIs. 
 
In FY26, progress will be monitored through ESM MH.1, which will measure the percentage of identified CSHCN with a
documented medical home in MHIS. 
 
By aligning strategies and measures with the FY26 State Action Plan Table, the CSHCN domain will establish clear 
definitions, strengthen screening and referral systems, and build coordinated systems of care for families of children with
special health care needs. 
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Cross‐Cutting/Systems Building 

State Performance Measures 

SPM 4 ‐ Percent of planned Neighboring Island (NI) MCH outreach missions completed in the reporting year.

Measure Status: Active

State Provided Data 

2024

Annual Objective

Annual Indicator 60

Numerator 6

Denominator 10

Data Source Monitoring and Evaluation Progressive Report 2024

Data Source Year 2024

Provisional or Final ? Final

Annual Objectives

2026 2027 2028 2029 2030

Annual Objective 65.0 70.0 75.0 80.0 85.0

Evidence‐Based or –Informed Strategy Measures

None

State Action Plan Table

Created on 11/21/2025 at 1:36 PMPage 128 of 293 pages



State Action Plan Table

State Action Plan Table (Marshall Islands) ‐ Cross‐Cutting/Systems Building ‐ Entry 1

Priority Need

Improve adolescent access to sexual and reproductive health (SRH) services. 

SPM

SPM 4 ‐ Percent of planned Neighboring Island (NI) MCH outreach missions completed in the reporting year. 

Five‐Year Objectives

By FY2030, achieve at least 75% completion of all planned NI MCH outreach missions each year to ensure access to essential
MCH services, including SRH, for adolescents and families in remote atolls. 

Strategies

Strengthen outreach planning, logistics, and coordination to ensure reliable delivery of MCH services in the Neighboring 
Islands. Action: ‐ Ensure outreach missions include integrated adolescent SRH services (contraceptive counseling, HPV 
vaccination, RH education). ‐ Track completed missions quarterly using ZOU logs and RDU verification. ‐ Address barriers such
as fuel shortages or transport breakdowns through contingency planning. 

Cross‐Cutting/Systems Building ‐ Annual Report

ESMs Status

No ESMs were created by the State. ESMs are optional for this measure.
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Cross‐Cutting/Systems Building ‐ Annual Report

Cross-Cutting/Systems Building – FY2024 Annual Report 

Progress

In FY2024, the Republic of the Marshall Islands continued to strengthen systems that cut across all MCH domains, with a 
focus on outreach to Neighboring Islands (NIs), oral health promotion, and integration of services across health and 
education. The State Action Plan emphasized SPM 4: Percent of planned NI MCH outreach missions completed, alongside 
oral health school outreach and community health promotion activities.

SPM 4 – Outreach Coverage

Outreach to the Neighboring Islands remained a key system-building priority. The Zone Outreach Unit (ZOU), supported by 
Title V, coordinated missions to deliver immunization, reproductive health, maternal and child health, and oral health 
services. In FY2024, most planned missions were completed, though some atolls were missed due to fuel shortages, 
vessel breakdowns, and adverse weather. Outreach activities were increasingly integrated, bringing multi-service teams to
NIs to maximize coverage and efficiency. 

Oral Health and Preventive Services

The Oral Health Program, in collaboration with schools and community groups, continued to conduct outreach to promote 
dental hygiene and preventive oral care. School visits in Majuro and Ebeye reached most elementary schools, where 
children received dental screenings, fluoride varnish applications, and oral health education. Preventive outreach to some
NIs was conducted during joint ZOU missions, though NI coverage was still limited. 

Systems Integration and Workforce Development

Cross-sector collaboration advanced in FY2024, with stronger links between MOHHS, the Public School System (PSS), and
NGOs in implementing school-based programs. Workforce development efforts included refresher trainings for outreach 
staff and oral health workers, improving capacity to deliver preventive services in both urban and remote settings. Progress 
was also made in integrating oral health and outreach data into existing reporting systems, though challenges remain. 

Cross-Cutting Outcomes

The Triennial MOHHS Report noted that outreach missions covered approximately 8% of atolls in 2024, highlighting the 
scale of need for expanding NI services. While schools in Majuro and Ebeye were consistently reached, children in NIs 
continued to have limited access to oral health and other preventive services.

Challenges

Coverage gaps in Neighboring Islands: Outreach remained uneven. While Majuro and Ebeye benefited from
consistent service delivery, NI coverage was dependent on transport and resource availability. Missed missions 
reduced access to essential services for isolated populations. 

Workforce limitations: Oral health and outreach staff remain limited in number, restricting the scale and frequency
of outreach. High workloads and staff turnover further constrained service delivery. 

Service readiness in facilities: NI clinics often lack essential medicines, electricity, and equipment, limiting their
ability to follow up after outreach missions. This reduced continuity of care for patients identified during outreach. 

Data integration: Oral health and outreach data are not yet systematically captured in MHIS. Reliance on paper-
based records hampers monitoring and evaluation of outreach impact. 

Community engagement: While school partnerships improved, community and family participation in planning and
evaluating outreach remained limited, reducing local ownership of services. 

Summary

FY2024 demonstrated progress in strengthening cross-cutting systems through integrated outreach, school-based oral 
health promotion, and workforce capacity building. Outreach missions extended essential services to remote populations, 
though logistical and workforce constraints limited full coverage. Oral health programs continued to expand, but NI children 
remain underserved. Improving service readiness, expanding outreach coverage, integrating data into MHIS, and engaging 
communities more systematically will be critical for ensuring equitable access to preventive and essential services across
the Marshall Islands. 

 

Cross‐Cutting/Systems Building ‐ Application Year
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Cross‐Cutting/Systems Building ‐ Application Year

Cross-Cutting/Systems Building – FY2026 Application Narrative

The Republic of the Marshall Islands has identified the priority need to improve outreach and service delivery to the
Neighboring Islands (NIs) to ensure equitable access to MCH services, including adolescent sexual and reproductive 
health (SRH). This reflects geographic challenges, limited local workforce capacity, and the importance of integrated 
outreach missions for comprehensive MCH care. 

To address this need, the RMI Title V Program selected the following measure: 

SPM 4: Percent of planned Neighboring Island MCH outreach missions completed in the reporting year.

The five-year objective is to achieve at least 75% completion of all planned NI MCH outreach missions each year by
FY2030. 

Strategies for FY26

Title V will strengthen outreach planning, logistics, and coordination to ensure reliable delivery of MCH services to 
NIs. Outreach missions will integrate adolescent SRH services, including contraceptive counseling, HPV vaccination, 
and RH education. ZOU will track outreach missions quarterly, and RDU will verify completion through data entry. 
Contingency plans will be developed to address barriers such as fuel shortages and transportation breakdowns.

Partners

Partners include ZOU for outreach planning and delivery, the RDU for verification and reporting, RH and Immunization
Programs for integrated service delivery, and PSS for school-based SRH education. 

Challenges

Challenges include logistical barriers to NI outreach, transport and fuel limitations, and ensuring that integrated
services reach all intended populations. 

In FY26, progress will be monitored through SPM 4, with reporting on completed NI outreach missions each year.

By aligning strategies and measures with the FY26 State Action Plan Table, the Cross-Cutting/Systems Building 
domain will strengthen outreach capacity, ensure equitable access to services in remote communities, and advance
national priorities for maternal and child health. 
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III.F. Public Input

The MCH Program engaged in different ways to present and gather public input.  The following are the different
groups that we engaged with to present the MCH Block Grant State Priorities, strategies, and annual progress
report:
 

1. With the Mayors at the Marshall Islands Mayors Association Annual Conference
2. Women’s Annual Conference by Women United Together Marshall Islands 
3. Disability Awareness Week 
4. World Cancer Awareness Month actvities 
5. Breast Cancer Awareness Month Walkathon 
6. Directors and managers in the Ministry of Health and Human Services – Strategic Planning
7. NCD Coalition 

 
The executive summary is available for anyone that requested through email or pick up in the MCH Program Office.
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III.G. Technical Assistance

The MCH Program needs technical assistance in the following area: 

1. The program needs assistance on BSS for the Oral Health Program, TA submitted, pending due to the pandemic.

With the TA, the program will be able to acquire the necessary knowledge and skills to conduct BSS in RMI. The program will be able to obtain the 
vital data needed thru BSS and use data as needed to formulate feasible plans to address areas. Update: Caroline Johnny-Jibas is working on the 
TA forms along with Dr. Dustin Bantol and Flora Nathan
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IV. Title V‐Medicaid IAA/MOU

The Title V‐Medicaid IAA/MOU is uploaded as a PDF file to this section ‐ III.E.2.b.v.b. Title V MCH‐Title XIX Medicaid Inter‐Agency
Agreement (IAA)_2026.pdf
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V. Supporting Documents

No Supporting documents were provided by the state.

Created on 11/21/2025 at 1:36 PMPage 135 of 293 pages

https://mchbtvis.hrsa.gov/Narratives/FileView/ShowFile?AppFormUniqueId=bae76e01-6f8d-4b7f-bd08-9ffd48e6b6b5&dataId=1240037


VI. Organizational Chart

The Organizational Chart is uploaded as a PDF file to this section ‐ MCH Organization chart 2025.pdf
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VII. Appendix

+
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Form 2 
MCH Budget/Expenditure Details

State: Marshall Islands

FY 26 Application Budgeted

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424] apply only to the
Application Year)

$ 241,229

A. Preventive and Primary Care for Children $ 73,275 (30.3%)

B. Children with Special Health Care Needs $ 77,798 (32.2%)

C. Title V Administrative Costs $ 12,061 (5%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All Others)

$ 163,134

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 2,646,295

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 0

5. OTHER FUNDS

(Item 18e of SF-424)

$ 0

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 0

7. TOTAL STATE MATCH 

(Lines 3 through 6)

$ 2,646,295

A. Your State's FY 1989 Maintenance of Effort Amount
$ 175,745

8. FEDERAL-STATE TITLE V BLOCK GRANT PARTNERSHIP SUBTOTAL 

(Total lines 1 and 7)

$ 2,887,524

9. OTHER FEDERAL FUNDS 

10. OTHER FEDERAL FUNDS(Subtotal of all funds under item 9) $ 395,000

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL 

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 3,282,524

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS FY 26 Application Budgeted

Department of Health and Human Services (DHHS) > Centers for Disease Control
and Prevention (CDC) > RMI Enhancing Reviews and Surveillance to eliminate 
maternal mortality

$ 295,000

Department of Health and Human Services (DHHS) > Health Resources and 
Services Administration (HRSA) > SSDI

$ 100,000
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FY 24 Annual Report
Budgeted

FY 24 Annual Report
Expended

1. FEDERAL ALLOCATION

(Referenced items on the Application Face Sheet [SF-424]
apply only to the Application Year)

$ 233,858 
(FY 24 Federal Award: 

$ 241,229)

$ 241,229

A. Preventive and Primary Care for Children $ 70,158 (30%) $ 65,808 (27.2%)

B. Children with Special Health Care Needs $ 70,158 (30%) $ 51,066 (21.1%)

C. Title V Administrative Costs $ 23,385 (10%) $ 20,504 (8.5%)

2. Subtotal of Lines 1A-C

(This subtotal does not include Pregnant Women and All
Others)

$ 163,701 $ 137,378

3. STATE MCH FUNDS

(Item 18c of SF-424)

$ 2,646,295 $ 2,646,295

4. LOCAL MCH FUNDS

(Item 18d of SF-424)

$ 0 $ 0

5. OTHER FUNDS

(Item 18e of SF-424)

$ 0 $ 0

6. PROGRAM INCOME

(Item 18f of SF-424)

$ 0 $ 0

7. TOTAL STATE MATCH

(Lines 3 through 6)

$ 2,646,295 $ 2,646,295

A. Your State's FY 1989 Maintenance of Effort Amount
$ 175,745

8. FEDERAL-STATE TITLE V BLOCK GRANT 
PARTNERSHIP SUBTOTAL

(Total lines 1 and 7)

$ 2,880,153 $ 2,887,524

9. OTHER FEDERAL FUNDS 

10. OTHER FEDERAL FUNDS (Subtotal of all funds under 
item 9)

$ 100,000 $ 100,000

11. STATE MCH BUDGET/EXPENDITURE GRAND TOTAL 

(Partnership Subtotal + Other Federal MCH Funds Subtotal)

$ 2,980,153 $ 2,987,524

Please refer to the next page to view the list of Other Federal Programs provided by the State on Form 2.
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OTHER FEDERAL FUNDS
FY 24 Annual Report

Budgeted
FY 24 Annual Report

Expended

Department of Health and Human Services (DHHS) > Health
Resources and Services Administration (HRSA) > State 
Systems Development Initiative (SSDI)

$ 100,000 $ 100,000

Form Notes for Form 2:
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Form Notes for Form 2:

None

Field Level Notes for Form 2:

1. Field Name: 3. STATE MCH FUNDS

Fiscal Year: 2026

Column Name: Application Budgeted

 Field Note: 
Total State match -$2,646,295-In kind contribution for staff salary providing services to the MCH population on 
Majuro, Ebeye and Neighboring Islands

2. Field Name: 7. TOTAL STATE MATCH

Fiscal Year: 2026

Column Name: Application Budgeted

 Field Note: 
$2,646,295

3. Field Name: Federal Allocation, A. Preventive and Primary Care for Children:

Fiscal Year: 2024

Column Name: Annual Report Expended

 Field Note: 
REMAINING BALANCE FOR PERSONNEL AND VACANT POST

4. Field Name: Federal Allocation, B. Children with Special Health Care Needs:

Fiscal Year: 2024

Column Name: Annual Report Expended

 Field Note: 
REMAINING BALANCE FOR PERSONNEL

5. Field Name: Federal Allocation, C. Title V Administrative Costs:

Fiscal Year: 2024

Column Name: Annual Report Expended

 Field Note: 
FY2024 Administrative Costs were higher than budgeted due to reallocations for staff training, monitoring, and 
technical assistance support. Final expenditure (8.5%) remained within the HRSA Title V 10% cap.

Data Alerts:
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The value in Line 1A, Preventive and Primary Care for Children, Annual Report Expended is less than 
30% of the Federal Allocation, Annual Report Expended. A field-level note indicating the reason for the 
discrepancy was provided.
The value in Line 1B, Children with Special Health Care Needs, Annual Report Expended is less than 
30% of the Federal Allocation, Annual Report Expended. A field-level note indicating the reason for the 
discrepancy was provided.
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Form 3a 
Budget and Expenditure Details by Types of Individuals Served

State: Marshall Islands

IA. Federal MCH Block Grant
FY 26 Application

Budgeted
FY 24 Annual Report

Expended

1. Pregnant Women $ 42,000 $ 30,000

2. Infants < 1 year $ 36,095 $ 23,205

3. Children 1 through 21 Years $ 73,275 $ 65,808

4. CSHCN $ 77,798 $ 51,066

5. All Others $ 0 $ 50,646

Federal Total of Individuals Served $ 229,168 $ 220,725

IB. Non-Federal MCH Block Grant
FY 26 Application

Budgeted
FY 24 Annual Report

Expended

1. Pregnant Women $ 900,000 $ 900,000

2. Infants < 1 year $ 500,000 $ 500,000

3. Children 1 through 21 Years $ 600,000 $ 600,000

4. CSHCN $ 646,295 $ 646,295

5. All Others $ 0 $ 0

Non-Federal Total of Individuals Served $ 2,646,295 $ 2,646,295

Federal State MCH Block Grant Partnership Total $ 2,875,463 $ 2,867,020

Form Notes for Form 3a:

I. TYPES OF INDIVIDUALS SERVED
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Form Notes for Form 3a:

None

Field Level Notes for Form 3a:

1. Field Name: IA. Federal MCH Block Grant, 1. Pregnant Women

Fiscal Year: 2026

Column Name: Application Budgeted

 Field Note: 
Staff salary, 2 nurses providing services for pregnant women

2. Field Name: IA. Federal MCH Block Grant, 2. Infant < 1 Year

Fiscal Year: 2026

Column Name: Application Budgeted

 Field Note: 
Staff salary, providing services to children <1 yr old and Operations for the program, including travel to the 
Neighboring islands, support int'l travel for related program staff to attend MCH/AMCHP meetings

3. Field Name: IA. Federal MCH Block Grant, 3. Children 1 through 21 years

Fiscal Year: 2026

Column Name: Application Budgeted

 Field Note: 
Funds support 3 staff providing services such as, family planning services, outreach awareness activities, dental 
services at the schools, clinics on Majuro and at the Reproductive Health

4. Field Name: IA. Federal MCH Block Grant, 4. CSHCN

Fiscal Year: 2026

Column Name: Application Budgeted

 Field Note: 
Funds support 2 staff salary working with CSHCN, support and coordinate with Shriner's. Coordinate with 
Clinicians on pt. navigation. Funds also support domestic, int'l travel for pts and escorts and other related 
operational activities for the program.

Data Alerts: None
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Form 3b 
Budget and Expenditure Details by Types of Services

State: Marshall Islands

IIA. Federal MCH Block Grant
FY 26 Application

Budgeted
FY 24 Annual Report

Expended

1. Direct Services $ 0 $ 0

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 0 $ 0

B. Preventive and Primary Care Services for Children $ 0 $ 0

C. Services for CSHCN $ 0 $ 0

2. Enabling Services $ 70,000 $ 70,000

3. Public Health Services and Systems $ 171,229 $ 171,229

4. Select the types of Federally-supported "Direct Services", as reported in II.A.1. Provide the total amount of Federal MCH
Block Grant funds expended for each type of reported service

Pharmacy $ 0

Physician/Office Services $ 0

Hospital Charges (Includes Inpatient and Outpatient Services) $ 0

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 0

Laboratory Services $ 0

Direct Services Line 4 Expended Total $ 0

Federal Total $ 241,229 $ 241,229

II. TYPES OF SERVICES
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IIB. Non-Federal MCH Block Grant
FY 26 Application

Budgeted
FY 24 Annual Report

Expended

1. Direct Services $ 0 $ 0

A. Preventive and Primary Care Services for all
Pregnant Women, Mothers, and Infants up to Age One

$ 0 $ 0

B. Preventive and Primary Care Services for Children $ 0 $ 0

C. Services for CSHCN $ 0 $ 0

2. Enabling Services $ 0 $ 0

3. Public Health Services and Systems $ 2,646,295 $ 2,646,295

4. Select the types of Non-Federally-supported "Direct Services", as reported in II.B.1. Provide the total amount of Non-
Federal MCH Block Grant funds expended for each type of reported service

Pharmacy $ 0

Physician/Office Services $ 0

Hospital Charges (Includes Inpatient and Outpatient Services) $ 0

Dental Care (Does Not Include Orthodontic Services) $ 0

Durable Medical Equipment and Supplies $ 0

Laboratory Services $ 0

Direct Services Line 4 Expended Total $ 0

Non-Federal Total $ 2,646,295 $ 2,646,295

Form Notes for Form 3b:
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Form Notes for Form 3b:

None

Field Level Notes for Form 3b:

None
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Form 4 
Number and Percentage of Newborns and Others Screened Cases Confirmed and Treated

State: Marshall Islands

Total Births by Occurrence: 873 Data Source Year: 2024

1. Core RUSP Conditions

Program Name

(A) Aggregate
Total Number
Receiving at

Least One Valid
Screen

(B) Aggregate
Total Number of

Out-of-Range
Results

(C) Aggregate
Total Number

Confirmed
Cases

(D) Aggregate
Total Number
Referred for

Treatment

Core RUSP Conditions 756 
(86.6%)

6 0 0 

Program Name(s)

Hearing Loss

2. Other Newborn Screening Tests

None

3. Screening Programs for Older Children & Women

Program Name

(A) Total
Number

Receiving at
Least One

Screen

(B) Total
Number

Presumptive
Positive
Screens

(C) Total
Number

Confirmed
Cases

(D) Total
Number

Referred for
Treatment

STI/HIV 375 122 30 30

4. Long‐Term Follow‐Up

Form Notes for Form 4:

Early Hearing Detection Intervention Program ‐ There is usually long‐term follow‐up but for 2024 there was no 
audiologist on‐site and when there was a mission in February 2024 on Majuro there was no cases at that time. Cases 
were identified from May (3), June (1), November (1) and December (1) and no missions were carried out then for 
follow‐up or referral.
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Form Notes for Form 4:

None

Field Level Notes for Form 4:

1. Field Name: Total Births by Occurrence

Fiscal Year: 2024

Column Name: Total Births by Occurrence Notes

 Field Note: 
Data sourced from Vital Statistics Department 2024.

2. Field Name: Data Source Year

Fiscal Year: 2024

Column Name: Data Source Year Notes

 Field Note: 
Ministry of Health and Human Services Triennial report FY2022, FY2023, FY2024. Data is sourced from the 
Vital Statistics Department.

3. Field Name: Core RUSP Conditions - Total Number Receiving At Least One Screen

Fiscal Year: 2024

Column Name: Core RUSP Conditions

 Field Note: 
Data source from the Early Hearing Detection Intervention (EDHI) Program.

4. Field Name: Core RUSP Conditions - Total Number of Out-of-Range Results

Fiscal Year: 2024

Column Name: Core RUSP Conditions

 Field Note: 
The 6 were identified as presumptive positive screens.

5. Field Name: Core RUSP Conditions - Total Number Confirmed Cases

Fiscal Year: 2024

Column Name: Core RUSP Conditions

 Field Note: 
There was no audiologist mission to confirm the diagnosis

Data Alerts: None
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Form 5 
Count of Individuals Served by Title V & Total Percentage of Populations Served by Title V

State: Marshall Islands 

Annual Report Year 2024

Form 5a – Count of Individuals Served by Title V 
(Direct & Enabling Services Only)

Primary Source of Coverage

Types Of Individuals Served
(A) Title V Total

Served

(B)
Title
XIX %

(C)
Title
XXI %

(D)
Private
/ Other

%

(E)
None

%

(F)
Unknown

%

1. Pregnant Women 735 0.0 0.0 100.0 0.0 0.0

2. Infants < 1 Year of Age 613 0.0 0.0 100.0 0.0 0.0

3. Children 1 through 21 Years of Age 3,059 0.0 0.0 100.0 0.0 0.0

3a. Children with Special Health 
      Care Needs 0 through 21 
      years of age^

89 0.0 0.0 100.0 0.0 0.0

4. Others 3,059 0.0 0.0 100.0 0.0 0.0

Total 7,466

Form 5b – Total Percentage of Populations Served by Title V 
(Direct, Enabling, and Public Health Services and Systems)

Populations Served by Title V
Reference

Data

Used
Reference

Data? Denominator
Total %
Served

Form 5b
Count

(Calculated)
Form 5a
Count

1. Pregnant Women 1,749 Yes 1,749 42.0 735 735

2. Infants < 1 Year of Age 1,712 Yes 1,712 60.0 1,027 613

3. Children 1 through 21 Years of
Age

34,263 Yes 34,263 12.0 4,112 3,059

3a. Children with Special Health 
      Care Needs 0 through 21 
      years of age^

4,281 Yes 4,281 6.0 257 89

4. Others 44,991 Yes 44,991 9.0 4,049 3,059

^Represents a subset of all infants and children.
Form Notes for Form 5:

Created on 11/21/2025 at 1:36 PMPage 151 of 293 pages



Form Notes for Form 5:

None
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Field Level Notes for Form 5a:

1. Field Name: Pregnant Women Total Served

Fiscal Year: 2024

 Field Note: 
Data source, Reproductive Health Clinic 2024

2. Field Name: Infants Less Than One YearTotal Served

Fiscal Year: 2024

 Field Note: 
Data Source: 2024 Marshall Islands Immunization Registry Birth Vaccinations WebIZ

3. Field Name: Children 1 through 21 Years of Age

Fiscal Year: 2024

 Field Note: 
Data Source: 2021 Census

4. Field Name: Children with Special Health Care Needs 0 through 21 Years of Age

Fiscal Year: 2024

 Field Note: 
Data Source- 2025 MCJ-JS 12% for 0-17 yrs CSHCN IN 2021. We use the 12% by 2021 census for 0-17 yrs.

5. Field Name: Others

Fiscal Year: 2024

 Field Note: 
Total_TotalServed

Field Level Notes for Form 5b:

1. Field Name: Pregnant Women Total % Served

Fiscal Year: 2024

 Field Note: 
Pregnant Women Total % Served

2. Field Name: Infants Less Than One Year Total % Served

Fiscal Year: 2024

 Field Note: 
Infants Less Than One Year Total % Served

3. Field Name: Children 1 through 21 Years of Age Total % Served

Fiscal Year: 2024
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 Field Note: 
Children 1 through 21 Years of Age Total % Served

4. Field Name: Children with Special Health Care Needs 0 through 21 Years of Age Total
% Served

Fiscal Year: 2024

 Field Note: 
Children with Special Health Care Needs 0 through 21 Years of Age Total
% Served

5. Field Name: Others Total % Served

Fiscal Year: 2024

 Field Note: 
Others Total % Served

Data Alerts:

1. Pregnant Women, Form 5a Count is greater than or equal to 90% of the Form 5b Count (calculated). Please 
check that population based services have been included in the 5b Count and not in the 5a Count.
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Form 6 
Deliveries and Infants Served by Title V and Entitled to Benefits Under Title XIX

State: Marshall Islands

Annual Report Year 2024

I. Unduplicated Count by Race/Ethnicity

(A)
Total

(B) Non-
Hispanic

White

(C) Non-
Hispanic
Black or
African

American
(D)

Hispanic

(E) Non-
Hispanic
American
Indian or

Native
Alaskan

(F) Non-
Hispanic

Asian

(G) Non-
Hispanic

Native
Hawaiian
or Other
Pacific

Islander

(H) Non-
Hispanic
Multiple

Race

(I) Other
&

Unknown

1. Total
Deliveries in
State

854 0 0 5 0 0 849 0 0

  Title V Served 854 0 0 5 0 0 849 0 0

  Eligible for
Title XIX

0 0 0 0 0 0 0 0 0

2. Total Infants
in State

1,963 0 19 5 0 4 1,931 0 4

  Title V Served 1,963 0 19 5 0 4 1,931 0 4

  Eligible for
Title XIX

0 0 0 0 0 0 0 0 0

Form Notes for Form 6:
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Form Notes for Form 6:

None

Field Level Notes for Form 6:

1. Field Name: 1. Total Deliveries in State

Fiscal Year: 2024

Column Name: Total

 Field Note: 
The data source is from the Maternity Ward 2024.

2. Field Name: 1. Eligible for Title XIX

Fiscal Year: 2024

Column Name: Total

 Field Note: 
Not applicable to RMI MOHHS.

3. Field Name: 2. Total Infants in State

Fiscal Year: 2024

Column Name: Total

 Field Note: 
Used the 2021 Census Table 2, page 7, to calculate the population for ages 0 years and 1 year and identified the 
proportion of the 0-4 years, which was 41.4%. Used that for table 11, page 22, to calculate the proportion of each 
infant race/ethnicity breakdown.

4. Field Name: 2. Eligible for Title XIX

Fiscal Year: 2024

Column Name: Total

 Field Note: 
Not applicable to RMI.
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Form 7
Title V Program Workforce

State: Marshall Islands

Form 7 Entry Page

A. Title V Program Workforce FTEs

Title V Funded Positions

1. Total Number of FTEs 9

1a. Total Number of FTEs (State Level) 1

1b. Total Number of FTEs (Local Level) 8

2. Total Number of MCH Epidemiology FTEs (subset of A. 1) 0

3. Total Number of FTEs eliminated in the past 12 months 0

4. Total Number of Current Vacant FTEs 2

4a. Total Number of Vacant MCH Epidemiology FTEs 0

5. Total Number of FTEs onboarded in the past 12 months 0

B. Training Needs (Optional)

No training needs were reported by the state.
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Form Notes for Form 7:

None

Field Level Notes for Form 7:

None
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Form 8
State MCH and CSHCN Directors Contact Information

State: Marshall Islands

1. Title V Maternal and Child Health (MCH) Director

Name Caroline Johnny Jibas

Title MCH Program Director

Address 1 PO. BOX 3728

Address 2

City/State/Zip Majuro / MH / 96960

Telephone 6926257007

Extension 2379

Email cjibas@rmihealth.org

2. Title V Children with Special Health Care Needs (CSHCN) Director

Name Caroline Johnny Jibas

Title MCH Program Director

Address 1 PO. BOX 3728

Address 2

City/State/Zip Majuro / MH / 96960

Telephone (692) 625-7007

Extension 2379

Email cjibas@rmihealth.org
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3. State Family Leader (Optional)

Name

Title

Address 1

Address 2

City/State/Zip

Telephone

Extension

Email

4. State Youth Leader (Optional)

Name

Title

Address 1

Address 2

City/State/Zip

Telephone

Extension

Email
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5. SSDI Project Director

Name Edlen Anzures

Title SSDI Project Director

Address 1 P.O. BOX 16

Address 2

City/State/Zip Majuro / MH / 96960

Telephone (692) 625-3355

Extension

Email eanzures@rmihealth.org

6. State MCH Toll-Free Telephone Line

Our State does not have a toll-free hotline

Form Notes for Form 8:

None
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Form 9 
List of Priority Needs – Needs Assessment Year

State: Marshall Islands

Application Year 2026

No. Priority Need

Priority Need Type
(New, Revised or
Continued Priority
Need for this five-
year reporting
period)

1. Increase immunization and newborn care in the Neighboring Islands New

2. Improve adolescent access to sexual and reproductive health (SRH) services. Revised

3. Expand oral health services in pregnancy and early childhood. Revised

4. Improve postpartum care and 12-week follow-up. Revised

5. Increase cervical cancer screening among women ages 21–65 years. New

6. Early identification and coordinated care for CSHCN New

7. Expand access to breastfeeding education and support for mothers in Majuro, Ebeye, 
and the Neighboring Islands

Revised

Form Notes for Form 9:
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Form Notes for Form 9:

None

Field Level Notes for Form 9:

Field Name: 

Priority Need 1

Field Note: 
Based on the Title V FY26 needs assessment conducted this year, 2025.

Field Name: 

Priority Need 2

Field Note: 
Based on the Title V FY26 needs assessment conducted this year, 2025.

Field Name: 

Priority Need 3

Field Note: 
Based on the Title V FY26 needs assessment conducted this year, 2025.

Field Name: 

Priority Need 4

Field Note: 
Based on the Title V FY26 needs assessment conducted this year, 2025.

Field Name: 

Priority Need 5

Field Note: 
Based on the Title V FY26 needs assessment conducted this year, 2025.

Field Name: 

Priority Need 6

Field Note: 
Based on the Title V FY26 needs assessment conducted this year, 2025.

Field Name: 

Priority Need 7

Field Note: 
As per priority need.
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Form 10 
National Outcome Measures (NOMs)

State: Marshall Islands

Form Notes for Form 10 NPMs, NOMs, SPMs, SOMs, and ESMs.

None

NOM ‐ Rate of severe maternal morbidity per 10,000 delivery hospitalizations ‐ SMM

Federally available Data (FAD) for this measure is not available/reportable.

NOM SMM ‐ Notes:

None

Data Alerts: None

NOM ‐ Maternal mortality rate per 100,000 live births ‐ MM

State Provided Data

2024

Annual Indicator 351.5

Numerator 29

Denominator 825

Data Source Vital Statistics Office, Maternity 
Ward, MHIS

Data Source Year 2024
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NOM ‐ Maternal mortality rate per 100,000 live births ‐ MM

Federally available Data (FAD) for this measure is not available/reportable.

NOM MM ‐ Notes:

None

Data Alerts: None

NOM ‐ Teen birth rate, ages 15 through 19, per 1,000 females ‐ TB

State Provided Data

2024

Annual Indicator 229.1

Numerator 2

Denominator 873

Data Source Vital Statistics Department

Data Source Year 2024
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NOM ‐ Teen birth rate, ages 15 through 19, per 1,000 females ‐ TB

Federally available Data (FAD) for this measure is not available/reportable.

NOM TB ‐ Notes:

103 ‐ Majuro, 40 ‐ Kwajalein and 4 from Outer Islands

Data Alerts: None

NOM ‐ Percent of low birth weight deliveries (<2,500 grams) ‐ LBW

State Provided Data

2024

Annual Indicator 63.7

Numerator 147

Denominator 2,308

Data Source Vital Statistics Office

Data Source Year 2024
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NOM ‐ Percent of low birth weight deliveries (<2,500 grams) ‐ LBW

Data Source: MCH Jurisdictional Survey (MCH‐JS)

Multi‐Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2025 16.2 % 2.0 % 3,385 20,921

2019_2021 11.7 % 1.4 % 2,840 24,274

Legends:

NOM LBW ‐ Notes:

None

Data Alerts: None

NOM ‐ Percent of preterm births (<37 weeks gestation) ‐ PTB

 Indicator has a confidence interval width >20% or >1.2 times the estimate and should be interpreted with caution

State Provided Data

2024

Annual Indicator 9.9

Numerator 86

Denominator 873

Data Source Vital Statistics Department

Data Source Year 2024
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NOM ‐ Percent of preterm births (<37 weeks gestation) ‐ PTB

Data Source: MCH Jurisdictional Survey (MCH‐JS)

Multi‐Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2025 15.5 % 1.9 % 3,240 20,921

2019_2021 14.9 % 2.3 % 3,615 24,274

Legends:

NOM PTB ‐ Notes:

None

Data Alerts: None

NOM ‐ Stillbirth rate per 1,000 live births plus fetal deaths ‐ SB

 Indicator has a confidence interval width >20% or >1.2 times the estimate and should be interpreted with caution

State Provided Data

2024

Annual Indicator 12.6

Numerator 110

Denominator 873

Data Source Vital Statisitcs

Data Source Year 2024
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NOM ‐ Stillbirth rate per 1,000 live births plus fetal deaths ‐ SB 

Federally available Data (FAD) for this measure is not available/reportable. 

NOM SB ‐ Notes:

None

Data Alerts: None

NOM ‐ Perinatal mortality rate per 1,000 live births plus fetal deaths ‐ PNM
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NOM ‐ Perinatal mortality rate per 1,000 live births plus fetal deaths ‐ PNM

Federally available Data (FAD) for this measure is not available/reportable.

NOM PNM ‐ Notes:

None

Data Alerts: None

NOM ‐ Infant mortality rate per 1,000 live births ‐ IM

State Provided Data

2024

Annual Indicator 12.6

Numerator 11

Denominator 873

Data Source Vital Statistics Department

Data Source Year 2024
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NOM ‐ Infant mortality rate per 1,000 live births ‐ IM

Data Source: National Vital Statistics System (NVSS)

Multi‐Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 24.0 19

2021 24.7 21

2020 25.5 23

2019 26.3 26

2018 27.1 28

2017 27.8 30

2016 28.5 33

2015 29.1 36

2014 29.8 39

2013 30.5 43

2012 31.0 46

2011 31.5 50

2010 31.8 53

2009 32.2 56

Legends:
 Indicator has a numerator <10 and is not reportable
 Indicator has a numerator <20 and should be interpreted with caution

State Provided Data

2024

Annual Indicator 17.2

Numerator 15

Denominator 873

Data Source Vital Statistics Department

Data Source Year 2024
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NOM IM ‐ Notes:

None

Data Alerts: None

NOM ‐ Neonatal mortality rate per 1,000 live births ‐ IM‐Neonatal
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NOM ‐ Neonatal mortality rate per 1,000 live births ‐ IM‐Neonatal

Data Source: National Vital Statistics System (NVSS)

Multi‐Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2022 13.3 10

2021 13.8 11

2020 14.2 13

2019 14.6 14

2018 15.1 15

2017 15.6 17

2016 16.1 18

2015 16.5 20

2014 17.0 22

2013 17.2 24

2012 17.5 26

2011 17.7 27

2010 17.9 29

2009 18.0 31

Legends:
 Indicator has a numerator <10 and is not reportable
 Indicator has a numerator <20 and should be interpreted with caution

State Provided Data

2024

Annual Indicator 6.9

Numerator 6

Denominator 873

Data Source Vital Statistics Department

Data Source Year 2024
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NOM IM‐Neonatal ‐ Notes:

None

Data Alerts: None

NOM ‐ Post neonatal mortality rate per 1,000 live births ‐ IM‐Postneonatal
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NOM ‐ Post neonatal mortality rate per 1,000 live births ‐ IM‐Postneonatal

Federally available Data (FAD) for this measure is not available/reportable.

NOM IM‐Postneonatal ‐ Notes:

None

Data Alerts: None

NOM ‐ Preterm‐related mortality rate per 100,000 live births ‐ IM‐Preterm Related

State Provided Data

2024

Annual Indicator 10.3

Numerator 9

Denominator 873

Data Source Vital Statistics Department

Data Source Year 2024
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NOM ‐ Preterm‐related mortality rate per 100,000 live births ‐ IM‐Preterm Related 

Federally available Data (FAD) for this measure is not available/reportable. 

NOM IM‐Preterm Related ‐ Notes:

None

Data Alerts: None

NOM ‐ Sudden Unexpected Infant Death (SUID) rate per 100,000 live births ‐ IM‐SUID
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NOM ‐ Sudden Unexpected Infant Death (SUID) rate per 100,000 live births ‐ IM‐SUID

Federally available Data (FAD) for this measure is not available/reportable.

NOM IM‐SUID ‐ Notes:

There were no SUIDs reported for the year 2024.

Data Alerts: None

NOM ‐ Rate of neonatal abstinence syndrome per 1,000 birth hospitalizations ‐ NAS

State Provided Data

2024

Annual Indicator 0.0

Numerator 0

Denominator 350

Data Source Vital Statistics Department

Data Source Year 2024
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NOM ‐ Rate of neonatal abstinence syndrome per 1,000 birth hospitalizations ‐ NAS 

Federally available Data (FAD) for this measure is not available/reportable. 

NOM NAS ‐ Notes:

We do not track this data with pregnant mothers at the moment, but we can include this in the risk sheet of their first booking for
use of opioids or addictive substances.

Data Alerts:

1. Data has not been entered for NOM NAS. This outcome measure is linked to the selected NPM(s): PPV. Please
add a field level note to explain when and how data will be available for tracking this outcome measure.

NOM ‐ Percent of children meeting the criteria developed for school readiness ‐ SR
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NOM ‐ Percent of children meeting the criteria developed for school readiness ‐ SR 

Federally available Data (FAD) for this measure is not available/reportable. 

NOM SR ‐ Notes:

We currently do not have data on this but it is part of the State Action Plan for this year.

Data Alerts:

1. Data has not been entered for NOM SR. This outcome measure is linked to the selected NPM(s): DS. Please add
a field level note to explain when and how data will be available for tracking this outcome measure.

NOM ‐ Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year ‐ TDC
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NOM ‐ Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year ‐ TDC

Data Source: MCH Jurisdictional Survey (MCH‐JS)

Multi‐Year Trend

Year Annual Indicator Standard Error Numerator Denominator

2021_2025 17.1 % 1.9 % 3,369 19,704

2019_2021 19.9 % 2.4 % 4,569 22,935

Legends:

NOM TDC ‐ Notes:

None

Data Alerts: None

NOM ‐ Child Mortality rate, ages 1 through 9, per 100,000 ‐ CM

 Indicator has a confidence interval width >20% or >1.2 times the estimate and should be interpreted with caution
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NOM ‐ Child Mortality rate, ages 1 through 9, per 100,000 ‐ CM

Federally available Data (FAD) for this measure is not available/reportable.

NOM CM ‐ Notes:

None

Data Alerts: None

NOM ‐ Adolescent mortality rate ages 10 through 19, per 100,000 ‐ AM

State Provided Data

2024

Annual Indicator 96.0

Numerator 8

Denominator 8,330

Data Source Vital Statistics Department and 2021
Census

Data Source Year 2024
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NOM ‐ Adolescent mortality rate ages 10 through 19, per 100,000 ‐ AM

Federally available Data (FAD) for this measure is not available/reportable.

NOM AM ‐ Notes:

Causes of death: 2 Pneumonia, 2 accidents, 1 Diarrhea, 1 CNS Infection and 1 CVD

Data Alerts: None

NOM ‐ Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000 ‐ AM‐Motor Vehicle

State Provided Data

2024

Annual Indicator 70.5

Numerator 7

Denominator 9,936

Data Source Vital Statistics Office

Data Source Year 2024
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NOM ‐ Adolescent motor vehicle mortality rate, ages 15 through 19, per 100,000 ‐ AM‐Motor Vehicle

Federally available Data (FAD) for this measure is not available/reportable.

NOM AM‐Motor Vehicle ‐ Notes:

None

Data Alerts: None

NOM ‐ Adolescent suicide rate, ages 10 through 19 per 100,000 ‐ AM‐Suicide

State Provided Data

2024

Annual Indicator 20.6

Numerator 1

Denominator 4,865

Data Source Vital Statistics and 2021 Census
population

Data Source Year 2024
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NOM ‐ Adolescent suicide rate, ages 10 through 19 per 100,000 ‐ AM‐Suicide

Federally available Data (FAD) for this measure is not available/reportable.

NOM AM‐Suicide ‐ Notes:

No death due to suicide from 10‐19 years old.

Data Alerts: None

NOM ‐ Adolescent firearm mortality rate, ages 10 through 19 per 100,000 ‐ AM‐Firearm

State Provided Data

2024

Annual Indicator 0.0

Numerator 0

Denominator 9,936

Data Source Vital Statistics office and 2021 RMI
Census

Data Source Year 2024
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NOM ‐ Adolescent firearm mortality rate, ages 10 through 19 per 100,000 ‐ AM‐Firearm

Federally available Data (FAD) for this measure is not available/reportable.

NOM AM‐Firearm ‐ Notes:

None

Data Alerts: None

NOM ‐ Rate of hospitalization for non‐fatal injury per 100,000 children, ages 0 through 9 ‐ IH‐Child

State Provided Data

2024

Annual Indicator 0.0

Numerator 0

Denominator 4,865

Data Source Vital Statistics Department and 2021
Census

Data Source Year 2023
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