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Community Doula Program (a March of Dimes "Comenzando Bien" Agency) Reduces Low Birthweight Rates through Peer-to-
Peer Integrated Education and Support

Community Doula Program (a March of Dimes “"Comenzando Bien" Agency)
Reduces Low Birthweight Rates through Peer-to-Peer
Integrated Education and Support

PRIMARY PRESENTER/LEAD AUTHOR: ADDITIONAL AUTHOR(S):
Nathalie Paravicini, MBA Nadia Stein

Executive Director

Community Doula Program

7110 Tickner

Houston, TX 77055

(832) 347-4787

nparavicini@communitydoula.org

CONTENT AREA(S):

Child Development and Preventive Care Infant Mortality
Teen Pregnancy Men in MCH
Birth Defects Other: violence

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $476,000 for a minimum of two years

o  What resources did you use to cover these costs?
Private source(s): Foundations and individuals

KEY STAKEHOLDERS

The women from the communities we serve, especially the Doulas, to design and continue to improve our operations
The March of Dimes who has provided invaluable support, especially to start, research data and educational
material such as the flyers about pre-term labor and Folic Acid

3. The midwifery section of Baylor College of Medicine; midwifes are more open to having trained Doulas during
labor and to giving freedom of movement and choice to laboring women. Midwifes have also helped serve
young women needing urgent prenatal care

4. The Harris County Hospital District; the OB/GYN section of Ben Taub has been open to having trained Doulas
during labor. We also hold joint monthly sessions to enroll women in the local health insurance program
(Community One)

5. The Houston Area Women's Center and other providers for referrals in cases of domestic violence, mental health or
counseling needs, emergency housing and other services

6. The City of Houston, county and local clinics for access to pregnant women receiving services

7. A number of collaborative initiatives to maintain (and hopefully increase) resources for healthcare insurance and
preventive and primary healthcare

8. The media to air preventive programs at key times during the year on pregnancy and perinatal issues

BACKGROUND:

Education and Health Literacy. A June 2004 report by the US Census Bureau revealed that, for the second year in a row,
Texas had the lowest school-graduation rate in the country. In Houston, only 55% of young Latinas graduate from high
school with pregnancy being a primary reason to drop-out; the drop-out rate in some schools is higher. This falls within the
context of a greater problem: "48% of Americans struggle with low health literacy costing the health care system up to
$73 billion in added expenses per year" American Medical Association, 2003 report).

Neonatal Healthcare Costs: The rate of premature births jumped 13% since 1992 (29% since 1981!) In Texas, the increase
was 21% since 1992. The tremendous costs of prematurity are exemplified by this single statistic: Low birth-weight
accounts for 10% of all health care costs for children (March of Dimes Prematurity Campaign, Agency for Healthcare
Research & Quality, 2000 report.
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Promoting Access to Health Services for Adolescents

PRIMARY PRESENTER/LEAD AUTHOR:

Sharon Oman, BSN, PHN

Maternal Child Adolescent Health Coordinator
County of Sonoma Department of Health Services
625 Fifth Street

Santa Rosa, CA 95404-4428

(707) 565-4553

soman@sonoma-county.org

CONTENT AREA(S):
Child Development and Preventive Care Men in MCH
Teen Pregnancy

BUDGET

For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $3,500

What resources did you use to cover these costs?

Private source(s): Local hospitals and community cinic contributions

KEY STAKEHOLDERS:

Community clinics that provide teen reproductive health services, public health, local high school film making class, a
professional film maker, high school student volunteers, teen parenting program, school nurse, and juvenile hall health
services provider.

BACKGROUND:
e Increase adolescents' access to health services
e Encourage preventative health services for teens
e Toincrease teens' understanding about what teen health services are provided and how to access the services.
e To increase teens' knowledge of minor consent laws and the requirement of confidentiality for sensitive services
(pregnancy, STls, contraception, drug abuse and mental health services)
e To provide teens with information about where to find teen clinic services.

METHODS:
The Teen Health Advocacy Committee--a multi-disciplinary county-wide team of adolescent health providers and youth
formed the goal of producing a video about teen health clinics. Teens wanted a project or tangible product that they could
accomplish during the school year.
Why Health Outreach?
e Teens have the lowest utilization of health services for any given age group.
e Many of the current adult health and social problems can be averted during adolescence.
e Youth felt that their peers were not aware of available teen health services.
e Teens perceived that their health visits and their information would not be confidential.
The following steps were taken to produce the video:
e Recruited an aspiring young film maker from a local high school film making class and wrote a contract with him to
direct and produce the video.
e Solicitated contributions from local community clinics and hospitals to fund the project.
e Recruited teens to act in the film and for extras. Consents for filming were obtained from each teen before they
could participate in the filming.
e A core group of teens and adult allies were trained in story boarding and scripting technics; they met for 6
weekends during Spring break to script the video and to create the scenes.
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e Traffic scenes at intersections were used throughout the film to symbolize choices teens have, and directions they
decide to take. Stop signs and screeching tire sound effects were created to draw the viewer's attention to the
facts about confidentiality, abstinence, and other messages. A classroom scene with a teen playing the role of the
teacher gave the opportunity to impart facts and added some humor. Other elements of humor were added by
teens in the film saying "you know" when referring to sex.

e Filming was done during spring break 2004 at 6 major scenes where teens are commonly seen. Addtionally, all the
teen clinics in Sonoma County were filmed so teens would know what clinics provide specialized teen services,
where they are located, and what they look like.

e Several draft versions of the video were viewed and evaluated by diverse groups of teens, including a high school
film making class. Revisions were based upon teen feedback.

e Reproductive health and mental health professionals reviewed the video for accuracy and appropriateness of
content.

Evaluation:

e Standardized questions were asked by phone calls to teachers and professionals 6 months after they received the
video to determine how the video was used and students reponsed made to the video.

e A survey of youth in schools and agencies where the video was presented was used to determine the increase in
knowledge and youth responses to the video.

The MCAH Program role included providing leadership and support to the Teen Health Advocacy Committee by
coordinating meetings and communication, coordinating the filming sites, providing volunteer or community service credits
for youth, managing the contract with the film director, providing the fiscal oversight, getting copies of the video and clinic
cards reproduced, and evaluating the project.

RESULTS:

A video--"Teen Clinics in Sonoma County" was written, filmed and produced by teens for teens along with pocket-size
cards with teen clinic information. The video was designed to educate youth about teen clinic services available throughout
Sonoma County. The focus was sexuality and mental health services, confidentiality and minor consent services. "lt's
confidential, It's Free, and It's for You and Me" was a slogan stated throughout the video.
Adolescent health and human service providers, school counselors, nurses and teachers, and reproductive health providers
were invited to a premier showing of the video--"Teen Clinics in Sonona County." Teens presented an overview of the
video and why it was needed.
Teen health videos have been requested by, and distributed to: teen clinics and teen centers, junior high and high school
nurses, counselors and teachers of life skills and science classes, court and community schools, Kaiser Permanente Pediatric
and Child Psychiatry Departments, youth who outreach to the schools with sex education and resource information and
foster care programs.
There are many ways the film triggers teens' conversations in science and life skills classes such as "l didn't know teens have
a right to leave school for reproductive services" or "l did not know that teens can receive drug abuse and mental health
services without their parents knowledge."
Teen reactions to the video:

e "Even though my personal bias is toward abstinence, | respect the fact that it presented the safe sex option for

those who choose not to abstain."

e "lI'learned how confidential the clinics are. What kinds of things the clinics are for."

e "There are several ways to get information on sex and depression."

e The video has been successful in increasing teens knowledge about available health services and improving teen

access to health care through teens increased awareness of minor consent and confidential services.

The film had an unexpected outcome - adolescent health providers have become more aware and knowledgeable about
laws about teen confidentiality, minor consent services and mandatory child abuse reporting laws regarding sexual activity
of minors. The video has become a useful tool in educating providers about confidentiality and minor consent issues.
The most important outcome was adult allies learned to work effectively with teens and to stand by and support teens in
accomplishing their goals. Youth did the work in every step of planning, writing, producing, and evaluating the video.
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BARRIERS:

Recruiting enough teens on weekends and spring break for extras in the film.

We contacted public health staff and asked them to invite their teen children to participate. We always had food for
teens to enjoy at every meeting and filming scene. We also called and reminded teens about all meetings.

It was hard for adult allies to sit back and let youth do all the idea generation without frequently interjecting adult views.
This was overcome with the formation of ground rules for working together and defining the adult role.

LESSONS LEARNED:

It is critical for a project that represents teen health services to be planned and implemented by youth.

It takes commitment, a lot of coordination, and guidance by adult allies to effectively work with and engage youth.
This project took eight months to produce a quality video. We started at the begining of the school year with
timelines, so the group could finish the project.

Ongoing involvement by a professional film maker mentor would have improved the quality of the film and would
have given the youth film director more opportunity for growth.

It works for teens to write and produce a film to reach their peers!

PUBLIC HEALTH IMPLICATIONS:

Visual media is an effective tool to inform teens about available health services and their rights regarding
confidentiality and minor consent services.

Youth effectively reach out to their peers with health messages.

This is one tool that can be used in pregnancy prevention.
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Teens Listen to Teens: Teen Advisory Board-Peer Education Program

PRIMARY PRESENTER/LEAD AUTHOR:
Alicia Saenz

Community Education Manager

Women's Health Center- Thomason Hospital
4824 Alberta

Suite 403

El Paso, TX 79905

(915) 241-5193
asaenz@thomasoncares.org

CONTENT AREA(S):

Teen Pregnancy

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $13,000

e  What resources did you use to cover these costs?
Other federal funds

KEY STAKEHOLDERS:

El Paso Police Department
¢ Sexual Trauma and Assault Resources
¢ Family Services-Depression
e Department of State Health Services (Tobacco Program)
e Center Against Family Violence
e Thomason Hospital Nursing Support Services
e Thomason Dietary and Nutritional Services
e Thomason Hospital Trauma Unit
e Texas Tech School of Medicine

BACKGROUND:

The Teen Advisory Board (TAB) is a peer education program built on the premise that teens listen to teens. It is vital that the
people that young people go to for guidance have the knowledge and skills to effectively assist them in a positive manner.
TAB was established in 1990 by the Education Department of Women's Health Centers-Thomason Hospital, in response to
the increasing concern over the high rate of teen pregnancy and the increasing numbers of young people being infected
with HIV. The Teen Advisory Board is a comprehensive sexuality education program that trains young people to serve as
liaisons between the community agencies and young people of the community as well as providing accurate information to
the young people of this community.

When teens need someone to talk to, they often turn to their friends or peers for advice. They are often the first ones to
know if teens are using drugs or are struggling with the decision to have sex. By participating in the Teen Advisory Board,
youth are provided with the opportunity to develop skills to help them reduce risky behaviors and to provide their peers
with information on issues such as: teen pregnancy prevention, sexual responsibility, teen suicide, alcohol/drug/smoking
prevention, and STls/HIV /AIDS.

Teens completing the program are tracked six months after completing the program and again before graduating from
high school, to identify those teens that may have experienced a pregnancy. Over 1,000 teens have completed the
program and are peer educators within their communities and schools and many continue to volunteer or do community
presentations. Of those 1,000, only six have experienced a pregnancy before finishing high school. Graduates of the Teen
Advisory Board have been invited to speak at local, state, national and international conferences regarding "Successful
Teen Prevention Programs."
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Teens Listen to Teens: Teen Advisory Board-Peer Education Program

METHODS:

Seventy-eighty 7th and 8th grade students are recruited to participate in the Teen Advisory Board every year. Students
are recruited through newspaper articles highlighting the program, TV interviews of students who have graduated from the
program and graduates recruiting students from their own schools and families, as well as going to each middle school and
setting up tables for information and recruitment.

The students are asked to fill out an application with demographic data, given information with benefits and responsibilities
of the Teen Advisory Board and asked report to an orientation. At that time their parents are required to fill out and sign a
consent form if they consent to the terms and conditions of their child's participation in the program.

These students will receive the information regarding the important issues that teens have to deal with on a daily basis. The
students will also receive training on facilitation skills that will increase their self esteem and therefore encourage them to
resist the pull of their peers to engage in risky behaviors.

The role of our organization has been to develop, plan, implement and evaluate this program.

RESULTS:
Major accomplishments have been:
e We were invited to speak about innovative and effective teen pregnancy prevention programs at the "Conference
on Population and Development" in Cairo, Egypt in Septmeber of 1995
e Of over 1,000 teens who have been through the program, only 6 reported that they had experienced a
pregnancy before finishing high school.
e Approximately 60% of the teens graduating from the program go on to attend at least one year at a university or
Community College students participating report that their relationships with their parents have been enhanced
because of this program.

BARRIERS:
The greatest barrier is that we have not received any additional funds to implement this program. Amazingly we have not
had any bad press or people not wanting us to provide this program in the community

LESSONS LEARNED:
Lessons learned:
e That when we get buy-in from parents from the get go, we will have a more successful program.
e  What works: Is getting the parents involved, having them come to some of the training sessions
e As the teens graduate from the program, get them involved in doing some of the training. This keeps them
interested and they are more likely to share information with us because we have developed a relationship with
them.
¢ What doesn't work:
e Trying to provide this program after school or early morning on Saturdays
e Trying to provide this program through the schools (they want to censor us)
e  What would we do differently:
e Have the parents sign letters of committment regarding certain issues concerning our program

PUBLIC HEALTH IMPLICATIONS:

The message is that of all the wonderful things we do, the Teen Advisory Board is the one program that we do really well
and that | feel makes a difference. Young people come back after many years and tell us what a huge impact we made in
their lives. This is the one thing | would do even if they didn't pay me for it!l
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Addressing Disparity in Health and Health Care for Racial and Ethnic Minorities: An Internal Assessment

Addressing Disparity in Health and Health Care for Racial and Ethnic Minorities:
An Internal Assessment

PRIMARY PRESENTER/LEAD AUTHOR: ADDITIONAL AUTHOR(S):
Manisha Maskay, PhD Carla Hayden MBA, RN
Public Health Administrator Michelle Groux MPH

Columbus Health Department
240 Parsons Avenue
Columbus, OH 43215
mmaskay@columbus.gov

CONTENT AREA(S):
Racial and Ethnic Health Disparities

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $Personnel - approximately .25 FTE for 8 months

o  What resources did you use to cover these costs?
City /County /Local government funds

KEY STAKEHOLDERS:
This effort is an ongoing collaboration between the Offices of Minority Health and Assessment and Surveillance at the
Columbus Health Department.

BACKGROUND:
The existence of racial and ethnic health disparities has been documented for over a century. In Columbus and Franklin
County, over the past decade, the gap in health status between African American and Caucasian populations has remained
unchanged and in some cases has widened. Analysis of Ohio Department of Health vital statistics data from 1999-2001,
indicates that a higher percentage of African American babies than Caucasian babies are born with a low birth weight,
and the infant mortality rate for African American babies is twice that of Caucasian babies.
Whereas speculation and concern about disparity in the type and quality of health care received by minority populations
have been raised for several years, they were often dispelled or ignored due to inadequate research evidence. In 2001,
the Columbus Health Department, as the local public health entity providing a variety of clinical and non-clinical programs
to the community, initiated discussions regarding the importance of assessing its delivery of care to racial and ethnic
minorities. In 2002 this discussion was further informed by the groundbreaking report from the Institute of Medicine
entitled, UNEQUAL TREATMENT: Confronting Racial and Ethnic Disparities in Health Care. In 2003, the Offices of Minority
Health and Assessment and Surveillance of the Columbus Health Department conducted an assessment of how health
department programs address needs of racial and ethnic minority clients (Addressing Disparity in Health and Health Care
for Racial and Ethnic Minorities: A Columbus Health Department Internal Assessment, Part | - Health Service Delivery
Assessment.)
The objectives of the Health Service Delivery Assessment of Columbus Health Department programs were to:

a) determine whether and how programs collect data about clients/patients’ race and ethnicity;

b) determine how programs assess the specific needs of racial and ethnic minority clients in order to provide the most

appropriate care;

c) determine how programs address needs of racial and ethnic minority clients;

d) assess strengths and weaknesses related to how programs address racial and ethnic disparities in heatlh status;

e) identify gaps and opportunities related to improving how programs address racial and ethnic disparities in health

status, outcomes and care.

13



Racial and Ethnic Health Disparities

METHODS:

A review of research and practice literature on availablity of instruments that assess how well organizations address racial
and ethnic health disparities failed to identify an appropriate tool. The Offices of Minority Health and Assessment and
Surveillance, therefore, developed a tool to accomplish assessment objectives.

The assessment tool addresses the following at the program level:

Collection of demographic information

Communication and outreach efforts

Services provided

Outcomes measurement

Gaps related to addressing needs of racial and ethnic minorities

Opportunities for organizational support and education

The effectiveness of the tool was evaluated through pilot interviews with two programs. These interviews were conducted to
determine the functionality of the questionnaire and to ensure that it was achieving the intended purpose. In addition, inter-
interviewer reliability was determined by having each of the two interviewers conduct interviews with both programs
separately. The tool was revised based on the results of the pilot.

Twenty-one programs were interviewed between July and September 2003, including the Perinatal Clinic and the
Maternal and Child Health Home Visiting Program.

cCOuhwN -~

RESULTS:
The following are some key findings from the 21 completed interviews.
e 86%(18) of the programs reported that they collect information on the race of clients.
e 62%(13) of programs reported that they provide enhanced or specific services focused toward racial and ethnic
minority populations.
e 24%(5) of the programs reported collecting information on clients' country of birth.
e 29%(6) of the programs reported collecting information on the primary language of clients.
o 76%(16) of the programs reported serving clients with limited English proficiency (LEP) and all 16 programs
indicated that they utilize interpreters for LEP clients.
o 86%(18)of the programs collect some kind of outcome data. Three of these programs collect this information by
race and/or ethnicity.
e 67% of the programs reported that their staff had received some kind of diversity or cultural competency
education in the past year.
o 48% of the programs reported that their staff had received training in working with LEP clients during the past
year.

BARRIERS:

As with all programming efforts, during a period of decreasing resources, the ability to dedicate resources to addressing
disparity in health status, health care and health outcomes, as well as evaluating efforts on an ongoing basis, remains a
challenge. However, the leadership of the Columbus Health Department has made a significant and sustained commitment
to finding solutions that will lead to the elimination of such disparities in health and ensuring quality of care.

LESSONS LEARNED:

The Health Service Delivery Assessment indicated that overall, many Columbus Health Department programs address the
needs of racial and ethnic minority populations. Many strengths that can be built upon as well as some gaps that must be
addressed, were identified. The Health Care Delivery Assessment included 8 of the 14 U.S. Department of Health and
Human Services Standards for Culturally and Linguistically Appropriate Services. The internal assessment demonstrated that
health department programs meet these standards to varying degrees. The policies and procedures that have already
been adopted as a result of the assessment along with additional recommendations, will significantly improve how well the
standards are met. In addition, findings from the assessment have provided guidance that will enable the health
department to build sustainable strategies to address racial and ethnic disparities in health and health care, and improve
health outcomes.

PUBLIC HEALTH IMPLICATIONS:

In order to address the significant health status and health outcome disparities that continue to exist between racial and
ethnic minority populations and Caucasians, it is imperative that every health care delivery organization carefully assess
how it delivers care to racial and ethnic minority populations. It is important to identify gaps and areas of need, as well as
strengths, in order to build sustainable strategies to address these disparities and improve outcomes.

14
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Collaborating to Improve Perinatal Outcomes

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER:

Audrey Stevenson, MSN, FNP, MPH, Ph.D student lliana MacDonald, MPA, BSN
Division Director of Family Health Services WIC Bureau Manager

SLVHD Salt Lake Valley Health Department
2001 So. State, S-3800 2001 South State Ste 3800

Salt Lake City, UT 84190-2150 Salt Lake City, UT 84190

(801) 468-2756 (801) 468-2735
astevenson@slco.org imacdonald@slco.org

CONTENT AREA(S):

Racial and Ethnic Health Disparities Other: women's health
Birth Defects

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budgetz $500,000

o  What resources did you use to cover these costs?
City /County /Local government funds
General state funds
MCH block grant funds
Other federal funds
Third party reimbursement (Medicaid, insurance)
Other: matching funds from the U of U

KEY STAKEHOLDERS:

e University of Utah College of OB/GYN
e Holy Cross Ministries (Promatoras)

e University Dept of Pediatrics

e March of Dimes (Teddy Bear Den)

e WIC

e Centro de Familia

e SLVHD

BACKGROUND:

This "Promising Practice" describes a successful collaboration that has brought together local and community partners to
provide for minority pregnant women and children who are underserved and either immigrants or undocumented residents
of the community. This successful collaboration provides comprehensive prenatal care to over 500 women each year and
serves over 8000 pediatric visits. In addition, "wrap around" public health services are provided to ensure adequate
nutrition, immmunization status, housing and health care interventions. This practice has resulted in few low birth weight
babies being born into the community and provided an assurance that children will have special healthcare needs
managed in a medical home. The practice has also provided care for several high risk OB patients and children that would
otherwise have no access to care.

e OB outcomes (birth weight, postpartum follow up, interpregnancy interval, contraception, women's health issues)

e Infant morbidity /mortality

e Client visits

e Early Access to prenatal care

e Referral to WIC and Immunizations

e  Public Health referrals for communicable diseases (TB, Hep B, ect)

15



Racial and Ethnic Health Disparities

METHODS:

The University of Utah College of Medicine collaborated to provide medical care to individuals in the community that has
no access to prenatal or pediatric care. This practice involved the partnership of the local public health department
(SLVHD) to provide space, ancillary personnel and services and partial funding.

From this partnership, additional agencies were recruited to provide Promatora services, Medicaid, vital statistics and other
community services.

THe SLVHD has been the lead in developing this collaboration, but over time has become an equal pariner with the
Univeristy of Utah.

Outcome measures are collected monthly and annually for critical indicators.

RESULTS:

This collaboration has won several national awards and has become a template for other residency training programs
across the nation.

Last year this collaboration had 563 deliveries without any LBW or stillborn deliveries.

In addition, the pediatric portion of the collaboration provided over 8,000 well and acute care exams to children in the
community and developed a "medical home."

The collaboration is in the process of building a new public health center that will enable the collaboration to expand the
number of clients served and is in the process of incorporating the Teen Mother and Child Program into the collaboration.

BARRIERS:

The major barrier is limited space and financial resources. However, with a new building in the planning stages and the
involvement of our community partners, we have been able to sustain this effort.

LESSONS LEARNED:

Providing culturally sensitive services to underserved minorities in the community improves both perinatal and infant
mortality and mobidity. It is important for Public Health to continue to identify areas of need and develop services that
address disparities in care.

PUBLIC HEALTH IMPLICATIONS:

When many agencies come together with a common goal, communities benefit.
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Disparities in Perinatal Outcomes using PPOR: Regional Results for the MCAH
Bay Area Data Collaborative

PRIMARY PRESENTER/LEAD AUTHOR: ADDITIONAL AUTHOR(S):
Janet Brown, MSc Al Abramowitz, MS
Epidemiologist

CAPE Unit, Alameda County Public Health Department Ellen Stein MD, MPH, MA
1000 Broadway, Suite 500 Anand Chabra MD, MPH

Oakland, CA 94607
(510) 267-8098
janet.brown@acgov.org

CONTENT AREA(S):

Preconception Health for Healthy Birth Outcomes Infant Mortality
Racial and Ethnic Health Disparities

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate

annual budget? $in-kind contribution of data, administrative and analytical salaries, supplies, and meeting space
o  What resources did you use to cover these costs?

City /County /Local government funds

Other: in-kind salaries and supplies

KEY STAKEHOLDERS:

CA DHS Epidemiology and Evaluation Section,
e Association of Bay Area Governments (ABAG),
e UCSF Family Health Outcomes Project (FHOP),
e Center for Health Statistics,
e Bay Area Data Collaborative (BADC) consisting of:
e San Francisco County MCAH, San Mateo County MCAH,
e Alameda County CAPE/MPCAH,
Contra Costa County FMCH,
Santa Clara County MCAH,
Marin County MCH,
Solano County Prop 10 Project,
Sonoma County MCH, and
Napa County HHS.

BACKGROUND:

California Department of Health Services (DHS) has been supporting collaborations between the Black Infant Health, Fetal
Infant Mortality Review and Perinatal Periods of Risk (PPOR) programs. The nine counties surrounding San Francisco Bay
joined together in November, 2004 as the Maternal, Child and Adolescent Health (MCAH) Bay Area Data Collaborative
(BADC) to bring greater statistical power to analytic studies such as the PPOR. The BADC enables counties without sufficient
numbers for sub-analyses (e.g., by race/ethnicity) to pool data, thus enhancing efforts to study disparities in perinatal
health outcomes such as prematurity and its risk factors. The BADC members consist of MCAH directors and medical
directors, epidemiologists and others interested in data collection and analysis from the nine counties, and guest members
from other governmental agencies and teaching and research institutions. The work of the BADC has already
demonstrated the actual and potential power of regional collaborations.

1) To determine the statistically significant differences in fetal-infant mortality rates between the nine counties and the

regional average;

2) To determine the degree of similarity or difference in health disparities (e.g., race/ethnicity) between the counties

and the region;
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3) To identify the risk factors that are associated with the highest numbers of excess deaths and consider how these
might be prevented;

4) To understand how and why county risk factors and outcomes differ in order to develop appropriate county
interventions

5) To create new research and evaluation partnerships between counties.

METHODS:

MCAH directors, medical directors and epidemiologists formed a nine county collaborative to examine perinatal outcomes
and to develop prevention strategies using PPOR. San Francisco County took the lead by convening an inaugural meeting
in November 2004. PPOR training was presented at the second meeting to raise county levels of PPOR knowledge. An
analysis was performed on the 1999-2001 county and regional fetal-infant mortality (FIM) data using the PPOR model,
and the variance of county rates from the regional mean was calculated using ANOVA. Sub-analyses were performed to
determine racial/ethnic disparities in FIM rates. The PPOR model excludes fetal and infant deaths weighing <500 grams
and fetal deaths with less than 24 weeks gestation. Data Sources: California Department Health Services Birth Master File
(285,960 births), Birth Cohort File (2,210 fetal and infant deaths linked to births) for SF Bay Region, 1999-2001 and
BADC county-level Title V Core Indicators, 2001.

RESULTS:

The BADC meets on a bi-monthly basis and has excellent attendance. Rotation of leadership and meeting place has been a
key to the success of BADC. Several county members are collaborating on research projects. The following data were
presented to the BADC and PPOR stakeholders: the regional FIM rate was 7.7 per 1,000 births and fetal deaths; county
rates ranged from 5.6 to 9.1 with generally little statistical variance from the mean; and the disparity between Black and
White FIM rates is 16.2 vs. 6.2. Maternal Health/Prematurity (<1500 grams) accounted for 42% of all deaths and 50%
of Black deaths. Using a national "best outcomes" comparison group, 56% of excess deaths (n=658) could have been
prevented by focusing on Maternal Health/Prematurity. The 2001 County Reports indicate the regional low birth weight
(<2500 grams) rate is 7%, pre-term births are 9%, first trimester entry into prenatal care is 86%, and 63% receive
adequate prenatal care.

BARRIERS:

Although the BADC meets every two months, it does not meet often enough to keep the momentum going on larger projects.
Furthermore, it has been difficult to make decisions or have a detailed discussion in this large group setting. This barrier
could be overcome by holding phone conferences in between meetings. For the PPOR project, only a few members of the
collaborative have had formal training, while for most it is a new concept. As a result, while it has been possible to do the
analyses, we have not been able to discuss the risk factors and possible interventions in depth. Promoting PPOR trainings,
forming a sub-committee and/or a Regional PPOR Stakeholders Group were offered as solutions. The last barrier to
implementation is the geographic distances between the northernmost and southernmost counties. We have overcome this
barrier by rotating meeting spaces between the counties so that the burden is equally shared.

LESSONS LEARNED:

Brainstorming perinatal research ideas on a regional level has been invaluable. Our power of collaboration became
evident while sharing resources and ideas. We gained efficiency by performing all county PPOR analyses at once instead
of separately for each county. The BADC supported counties that did not have the technical skills or the time to do the
PPOR analyses individually. A time period of two months between county meetings represents the limit of our capacities.
However, this length of time impedes the decision-making process, and decision making by email is inefficient and
cumbersome. A possible solution may be a phone conference midway between meetings.

PUBLIC HEALTH IMPLICATIONS:

Regional collaborations using PPOR will increase our stakeholder base for MCAH regional planning. Our regional PPOR
analyses reveal that 56% of excess deaths might have been avoided by focusing on Maternal Health/Prematurity risk
factors which may include infection, stress, tobacco/alcohol/drug use, environmental factors, and lack of

access to health care. The regional Black/White FIM rates differ by a factor of 2.5. Excess Black deaths may be reduced
regionally by identifying county-specific periods of risk as well as geocoding the data in order to identify regional "hot
spots" for fetal-infant mortality. Successful strategies for program and outcome improvement can be shared with other
regions. Regional collaborations, such as the BADC, provide the power to develop evidence-based perinatal health
interventions.
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Preconception Health - A Survey Among Practitioners

PRIMARY PRESENTER/LEAD AUTHOR:
Stephen Abelman, MBA

Mgr., Alliance Development

March of Dimes

1275 Mamaroneck Ave.

White Plains, NY 10595

(914) 997-4226
sabelman@marchofdimes.com

CONTENT AREA(S):
Preconception Health for Healthy Birth Outcomes

BUDGET
e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget2 $100,000/year

o  What resources did you use to cover these costs?
Other federal funds

KEY STAKEHOLDERS:
Although not necessarily a Promising Practice, | would suggest that this abstract could lead off the Preconception session to
view what practitioners say about how they are providing preconception care.

BACKGROUND:
The March of Dimes, under a program agreement from CDC, has been surveying physician and non-physician providers of
health care to women of childbearing age regarding their knowledge and practice of folic acid. This survey has been
ongoing from 2002 to the present. Included in the survey instrument are questions about the provision of preconception
care.

1) Knowledge of aspects of folic acid - benefits, dosage, timing of consumption

2) Knowledge of unintended pregnancies

3) Practice regarding recommendations for healthy behaviours prior to pregnancy

METHODS:
Telephone survey
Sample size:
e 2002 -611 OB/GYN and 250 Family Practice Physicians
e 2003 - 200 Certified Nurse Midwives, 101 Nurse Practitioners, 55 Physician Assistants, 144 RNs
e 2004 - 250 OB/GYN and 250 Family Practice Physicians
e 2005 - will replicate 2003 survey and is currently in the field.
March of Dimes coordinated the entire process with a market research firm

RESULTS:
Through 2004:
1) Approximately one-half of respondents did not know that about 50% of pregnancies are unplanned.
2) Approximately one-fifth of respondents see their prenatal patients preconceptionally
3) Preconception behavior, such as alcohol use and consumption of multivitamins, are addressed less than two-thirds of
the time during an annual well-woman exam
4) Less than one-fourth of respondents recommend a multivitamin at annual exams among non-pregnant women
5) Approximately 85% of respondents are aware that folic acid consumption should begin at least one month prior to
conception
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6) There is universal recognition (90%-+) that folic acid can prevent some birth defects
7) Less than one-half of respondents are aware of the appropriate dosage (400mcg)of folic acid for a typical

women of childbearing age
8) Less than one-third of respondents are aware of the appropriate dosage (4mg) for a woman who has a previous

pregnancy with a NTD

BARRIERS:

The greatest barriers to improving preconception education messages:
1) Provider time during an office visit among competing priorities and guidelines issued by their professional
organization
2) Increasing provider knowledge of preconception issues
3) Changing provider behavior (routine) during a non-prenatal visit.
Interventions among providers to change such behavior will be tested in 2006

LESSONS LEARNED:

We have learned that there is a lack of knowledge and practice regarding some preconception issues and therefore new
strategies need to be implemented. As noted above, testing of interventions will be implemented in 2006.

PUBLIC HEALTH IMPLICATIONS:

Providers of health care to women of childbearing age need to be educated about the number of unintended pregnancies,
and the need to address preconception and prenatal planning during every patient visit.



Stir-Fried Strategies to Improve Women's Health

Stir-Fried Strategies to Improve Women's Health

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER:

Jennifer Opalek, RN, MSN, MPH Jane Bambace, MEd

Community Health Nursing Supervisor Community Health Division Dlrector
Pinellas County Health Department Pinellas County Health Department
Division of Family Health 205 Dr. M.L. King Jr Street North
310 North Myrtle Avenue St. Petersburg, FL 33701

St. Petersburg, FL 33755 (727) 824-6918

(727) 469-5800 ext. 115 Jane_Bambace@doh.state.fl.us

Jennifer_Opalek@doh.state.fl.us

CONTENT AREA(S):

Preconception Health for Healthy Birth Outcomes

BUDGET

® For other organizations/cities/states that may want to replicate this practice, what was the approximate

annual budget2 $100,000

o What resources did you use to cover these costs?
General state funds
MCH block grant funds
Other federal funds

KEY STAKEHOLDERS:

STEPS to a Healthier Pinellas, Pinellas Healthy Start, Pinellas County Health Department, Healthy Start Federal Project,
Healthy Families Pinellas

BACKGROUND:

As a result of participating in Florida's Perinatal Periods of Risk Practice (PPOR) Collaborative, Pinella County Health
Department has developed strategic interventions that can be implemented in an urban community to improve women's
health before becoming pregnant. PPOR analysis of Pinellas County's fetal and infant deaths from 1998-2000 indicated
the greatest opportunity for improving maternal and child health lies in preventing prematurity and very low birth weight
births. These conditions are most affected by the health of the woman prior to conception. PinCHD and the local Healthy
Start (HS) Coalition of Pinellas agreed that including an educational component as part of Florida's HS programs would
benefit women of childbearing age by providing an opportunity to reduce or eliminate important personal risk factors
prior to the woman's next pregnancy. The target population for strategic interventions are pregnant and postpartum
women enrolled in HS home visiting (HV) programs and women of childbearing age in Pinellas County, Florida. Program
financing is through national, state and local grant funding.
Objectives:

1) Ensure that Healthy Start women have an ongoing source of primary care

2) Assist the mother to achieve recommended baby spacing

3) Develop strategic interventions that can be implemented in an urban community to improve women's health

before becoming pregnant.

4) Incorporate developed strategic interventions into Healthy Start home

visiting, risk screening using a Women's Health Questionnaire, linkage to existing health programs, and community

health education.
Expected Results:

1) Reduce or eliminate important personal risk factors prior to the woman's next pregnancy

2) Further improve birth outcomes by reducing low birth weight and infant mortality rates
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METHODS:

10 topic areas are the basis for marketing interconceptional health messages and provide the format for a Women's
Health Risk assessment. The 10 topics are: 1) access to health care, 2) maternal infections including periodontal disease, 3)
baby spacing and linkage to family planning, 4) nutrition, 5) physical activity, 6) chronic health problems, 7) substance
abuse, 8) smoking 9) stress and mental health needs and 10) environmental risk factors. Best practices to reduce or
eliminate important personal risk factors prior to the woman's next pregnancy will result from implementing strategic
interventions recommended by PPOR and home visiting programs. The dissemination of interconceptional health messages is
through 1) Healthy Start home visiting, 2) risk screening using a Women's Health Questionnaire, 3) linkage to existing health
programs, and 4) community health education. Pilot projects entitled "Beauty Talk," "While You Wait Education," and
"What About Mom."

For planning, implementing and evaluating this activity, a structured evaluation based on outcome and performance
measures has been developed for a 4 year period including a logic model and evaluation questions. Electronic encounters
are used to document information given, referrals made, and services received. Prevalence of risk factors will be identified
from the Women's Health Questionnaire. Number of persons reached by health fairs, outreach, peer support groups,
newsletters, and brochures is being reported. A Community Health Survey is conducted annually. PPOR analysis is being
completed every three years to show trends.

RESULTS:

Over a period of two years, multi-disciplinary workgroups of Healthy Start staff were used to develop a Women's Health
Questionnaire, Guidelines for Interconceptional Education and Counseling, a curriculum of information for home visiting, a
customized Encounter to capture outcomes of interconceptional education and counseling, and 10 brochures used to
highlight important areas of women's health. April 2004 is when case managers, health educators and outreach workers
from Healthy Start programs began to incorporate these strategic interventions into their practices. It is too soon to know
the impact of the interventions on birth outcomes of the target population but PPOR trend analyses will be conducted every
three years to show trends. A community health survey is also being utilized annually to evaluate health knowledge and
behaviors of African American women in Pinellas County.

BARRIERS:

The major barrier facing implementation is funding. Funding sources are restricted to activities for interconceptional women
and not preconceptional women who would also benefit from the developed strategies and make a greater impact on the
overall birth outcomes for Pinellas County. To overcome this barrier, community health education is offered. Community
health education reaches more women of childbearing age. The eligibility criteria to participate in health education are
less strict than the criteria for participating in case management. While the intensity of services received through health
education is less than in case management, health education is able to reach a greater number of individuals including
preconceptional women. Another barrier is current programs are funded by grants often subject to fluctuations in
availability of funding. Sustainability is difficult. To overcome this barrier consumers go to their legislators at the state and
national levels and provide testimony on the impact of the programs on them. A recent example includes, four consumers,
including a father and a representative from the Father Involvement Program, from the Healthy Start Federal Project
participating in the National Healthy Start Association's Spring Education conference in Washington D.C. March 13 -16,
2005.

Capturing risk factor data electronically is another barrier facing implementation. To overcome this barrier the current
electronic data collection system is being updated to a web based application.

LESSONS LEARNED:

Based on staff input and piloting curriculum tools, questionnaire, and guidelines, changes were required to improve the
acceptance of the tools used in the home with Healthy Start participants. Healthy Start staff feel this type of information is
extremely important to home visiting. PinCHD is coordinating its programs to build a referral system in the medical
community and community at-large to address women's health and social needs when women arrive for care.

PUBLIC HEALTH IMPLICATIONS:

10 topic areas are the basis for marketing interconceptional health messages and provide the format for the Women's
Health Risk assessment. Best practices to reduce or eliminate important personal risk factors prior to the woman's next
pregnancy will result from implementing strategic interventions recommended by PPOR and HV programs. The Women's
Health Questionnaire and 10 interconceptional women's health brochures can be used in a variety of settings (e.g. clinic,
home visiting, community health education, etc). The Guidelines for Interconceptional Education and Counseling, a curriculum
of information for home visiting, and Encounter to capture outcomes of interconceptional education and counseling could be
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customized by other home visiting programs to meet their needs. Statewide agency support was gained through the efforts
of the Florida's PPOR Collaborative model. Florida has incorporated interconceptional education and counseling into the
statewide Florida HS Standards and Guidelines. The Family Planning Waiver was also passed by Florida legislators to

provide family planning services under Medicaid to interconceptional women with infants under the age of 2 years who
were on Medicaid during their last pregnancy.
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The 1, 2, 3's of ABC (Alabama Baby Codilition)

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER:

Meg Cole, RN, DSN Sherryle Givens, RN BSN

Associate Professor of Nursing Alabama Baby Coalition Coordinator
Alabama Baby Coalition/ Mobile County Health Dept Mobile County Health Department
4000 Dauphin St. 248 Cox Street

Mobile, AL 36608 Mobile, AL 36604

(251) -380-4484 (251) 694-5007

mcole@shc.edu sgivens@mobilecountyhealth.org

CONTENT AREA(S):

Urban Women’s Health Infant Mortality

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $Not reported

o  What resources did you use to cover these costs?
City /County /Local government funds
General state funds

KEY STAKEHOLDERS:

BACKGROUND:

The Mobile County Alabama FIMR project began in 1999 with a grant from the Healthy Start Program and the Alabama
Department of Public Health. The purpose of the Alabama Baby Coalition from its inception is to join the medical and social
service communities in an attempt to identify if the service and community resources are at an optimal level, and to make
recommendations for improvements in services that may lead to lowering Mobile County's fetal and infant mortality rates.
The Alabama Baby Coalition (ABC), as it is known, began with a full time paid coordinator and three active volunteer
committees: a death review team, a data collection team and a community action team. Mobile County has a population
of 399,000 and there are four hospitals with obstetrical services. The obstetrical community consists of a large university
teaching hospital with a level Ill regional Neonatal Intensive Care Unit, private physicians and three local community clinics
including the Board of Health, which offer prenatal care. Mobile County has approximately 5800 births per year with a
10.4 infant death rate 2000-02).
Broad based goals were set at the conception of FIMR, with specific objectives filled in as data collection identified room
for improvement related to care and services within Mobile County. These included:
1. Collect data (89 variables) on all fetal and infant deaths
a. Initial data collection examined approximately 80 variables
b. Over time, variables were added as more "root cause" information was needed for high volume concerns.
2. Set standards of care for all delivering hospitals in Mobile County
a. A maternal drug screen is standard protocol for all Abruptio Placenta cases and any mother with no prenatal
care.
b. Patient Education Materials have been standardized and in use with all prenatal providers on Urinary Tract
Infections, ick counts, and signs and symptoms of premature labor
c. Prenatal providers were encouraged to repeat urinalysis following antibiotic therapy for Urinary Tract
Infections.
d. Private providers are encouraged to transfer high-risk maternal cases to he Level lll facility prior to delivery.
3. Community education for Women's Health, Prenatal Issues and Infant Care
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a. Billboards were developed with a March of Dimes grant targeting breastfeeding, substance abuse, folic acid,
and planned pregnancies.

4. Disseminate findings from the data collected to the committee members and the community through media relations
a. Presentations on analysis of data are done yearly for the entire coalition.
b. Annual reports are distributed in the community.
c. TV, radio and newspaper are utilized to increase awareness of infant mortality in Mobile County.

5. Interview mothers with fetal /neonatal losses to attempt to improve the care and concern of the community
a. A local grave site in a cemetary was donated for all infants whose family requested but were unable to provie
a grave for the child.

Obijectives that have been identified and implemented because of PPOR:

1. Assess funding opportunities for women's health high-risk prevention and racial disparity in the county.

2. Improve the care and management of high-risk mothers with the use of assessment tools and collaboration of

providers.

3. Seek funding and pilot programs to improve preconception care for all women in Mobile County.

4. Disseminate the data concerning the county's high infant death rate and seek ways the community can work together

to lower the numbers.

5. Collaborate with the State Vital Statistic Departments to improve the birth/death certificate process.

METHODS:

During the 2002-03 five people from Mobile County were trained in PPOR data analysis. The training not only increased
interest in the county's high numbers, but led to recognition of problems that were not obvious prior to PPOR.

The Phase One analysis was simple to complete using numbers from the previous three years of FIMR data and additional
information from the Alabama Department of Vital Statistics. It was in this phase that we were able to see where our rates
fit with other state and national rates, as well as to find the benchmark of where we akin our community to be in future
years. By comparing to a National Reference group identified for us by CityMatCH, we found our fetal/infant death rate
of 9.8 to be more than 1 1/2 times higher than the reference group of 5.9. Mobile County was lower than the reference
group for maternal care (1.3 compared to 1.5) while newborn care was about the same (1.3 compared to 1.1).

The astonishing numbers arose with Maternal Health/Prematurity and Infant Care. Mobile numbers showed a 2 times
higher rate for Maternal Health and 3 times higher for Infant Care than the benchmark reference grooup as a whole;
numbers for Black mothers and infants were even higher than county totals. This phase analysis allowed Task Force
members to put faces behind the numbers and see that our community's need was not with prenatal or newborn care, but
with preconception health and infant health issues. Many in the community were alarmed to learn the number of deaths to
infants over one month of age.

The Phase Two analysis was more difficult for the committee. Excess deaths were calculated using the CityMatCH reference
group numbers. Mobile County has an excess of 34 deaths in the Preconception category and 38 deaths in the Infant
Health category.

RESULTS:

1. Identified Preconception Health and Infant Care.
2. Enabled us to focus on actual problems and set new goals accordingly
a. Preconception Health

3. Identification of patients at risk
4. Research to see actual risk percentages in county
5. Use data to improve provider identification of risks
6. Increase appropriate referrals for high risk patients
a. Infant Care
7. ldentify specific problems within infant death category

SIDS 29%

Work with hospitals to develop standardized brochure

Media Blitz with education to daycares, churches, babysitter programs, grandparents.

Accidents/ Injuries 20%

a subcommittee is working on funding for community education for accident prevention

A brochure is being published to improve parents and care givers of all the risks involved in co-sleeping
. Unspecified Cause of Death

8. No follow-up to date of cause of death that were unspecified on original death certificate

9. Standardized cause of death determinations by providers

=0 ongTo

«Q
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10. community education blitz on topics related to infant deaths that are preventable

BARRIERS:

The largest barrier that the ABC faces is being a volunteer committee. We also face the barrier of monies to implement
our programs.

LESSONS LEARNED:

PPOR has given our community new direction. Since beginning to examine the numbers for Mobile County we have found
major disparities between races and the large number of infant deaths after the neonatal age. This is changing our
emphasis for prevention and goals for the committee.

PUBLIC HEALTH IMPLICATIONS:

Taking the time to do PPOR analysis is very worthwhile and will give communities new direction in goals and spending for
women and infants.



Using Perinatal Periods of Risk (PPOR) and Geographic Information System (GIS) to Assess Feto-Infant Mortality Rates and
to Identify Strategic Areas for Community-Based Intervention in Louisville

Using Perinatal Periods of Risk (PPOR) and Geographic Information System
(GIS) to Assess Feto-Infant Mortality Rates and to Identify Strategic Areas for
Community-Based Intervention in Louisville

PRIMARY PRESENTER/LEAD AUTHOR: ADDITIONAL AUTHOR(S):
Sarojini Kanotra, PhD, MPH Adewale Troutman, MD, MPH
Healthy Start Program Evaluator

Lovisville Metro Health Department Sheila Andersen JD, MA, BSN
400 Gray Street Nazenin Assef MS

Louisville, KY 40201
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CONTENT AREA(S):
Preconception Health for Healthy Birth Outcomes Infant Mortality
Racial and Ethnic Health Disparities

BUDGET

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $unable to estimate

o  What resources did you use to cover these costs?
City /County /Local government funds
Other federal funds

KEY STAKEHOLDERS:
Healthy Start, March of Dimes, Health Status Assessment Committee, Medical Examiner's Office, Community Partnership for
Protecting Children, State Department of Public Health, State Legislators

BACKGROUND:
Louisville Metro experienced a 40 percent decrease in its infant mortality rate (IMR) between 1993-2001. In 2002 the IMR
again showed a distinct rise from 5.9 to 8.9 infant deaths per 1000 live births. Louisville Metro is divided into 10
Neighborhood Place areas. There are certain areas in the western part of Louisville that have very poor birth outcomes.
Some other areas are also beginning to exhibit similar trends in birth outcomes. These areas show a high prevalence of
minority communities and there have been persisting disparities between the white and African American population in
IMR, fetal deaths, deaths from SIDS, adequacy of prenatal care and low birth weight births. In order to specify and
prioritize the need in our community, the Louisville Metro Health Department used PPOR (Perinatal Periods of Risk) and GIS
(Geographic Information System) analysis as tools.

e Assess feto-infant mortality rates in Louisville Metro using Perinatal Periods of Risk approach.

e Identify the strategic areas in perinatal health for community-based intervention using GIS mapping

e Translate data into information for policy and program planning

METHODS:

The Office of Policy Planning and Evaluation in the Louisville Metro Health Department has been responsible for using these
tools and developing a specific statement of need. Data from linked birth and death files were used to create the
categorizations by age at death and birthweight. Trend analysis compared the status of infant mortality from 1997-2002
in the four categories: Maternal Health/Prematurity, Maternal Care, Newborn Care and Infant Care. Both external and
internal reference groups were used to calculate excess mortality in the county as a whole and by race. Further analysis
was done to estimate the amount of excess mortality due to Very Low Birth Weight (VLBW) births versus the amount due to
birth weight specific mortality rates. Simultaneously, all addresses of women delivering a live birth and all infant deaths
from the vital statistics records were geocoded. Maps depicting rates and birth outcomes by neighborhood place areas
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were created. The results of this analysis were presented at different venues such as the March of Dimes Prematurity
Summit, Health Status Assessment Committee, Healthy Start Advocates meetings, Medical Examiners Office and Community
Partnership for Protecting Children initiative (CPPC) in an effort to build collaborative partnerships with the responsive
stakeholders.

RESULTS:

There was a decline over time in feto-infant mortality in the Maternal Care and Newborn Care group, but a slight increase
in infant mortality in the Maternal Health/Prematurity group. The Maternal Care and Infant Health groups had gaps when
compared to external and internal reference groups. Greatest racial disparities between African American and Whites
existed in Infant Health followed by Maternal Health/ Prematurity. These gaps have increased in 2000-2002 as
compared to 1997-1999. Results of kitagawa analysis indicated that birthweight specific mortality contributes 53.5% and
birthweight distribution contributes 46.5% to the overall excess mortality when one is looking at the total excess that
includes all birth weight categories. But if we look at just Maternal Health/ Prematurity excess then 83% of the excess
deaths in infants under 1500 gram birthweight was due to birthweight distribution.

Maps created using GIS clearly depicted three neighborhood place areas that had very poor birth outcomes. These were
Ujima, Northwest and Bridges of Hope, also known collectively as the Healthy Start area since the Healthy Start program
serves these three geographic areas. When a map that showed the prevalence of African Americans in Louisville Metro
was layered over the above maps, it became very clear that these areas had a very high prevalence of the minority
population. A new area that was identified besides these was First at Jefferson. This area also has a high African American
population.

Crucial stakeholders such as the State Department of Public Health have focused their attention on reduction of feto-infant
mortality as a result of the dissemination of these data. Maps showing the areas with poor birth outcomes concentrated in
the western part of Louisville Metro have made an impact with the stakeholders. The new Director of the Health
Department has made reduction of persisting disparities in infant mortality part of the strategic plan of the department.
The State Public Health Deputy Director contacted the Louisville Metro Health Department to collaborate in starting Fetal
Infant Mortality Review (FIMR) in Louisville Metro as a pilot project with the vision of making it a statewide initiative.

BARRIERS:

e Time Commitment

e Lack of resources

o Continue to build partnerships
e  Pursue state and federal funds

LESSONS LEARNED:

e Dissemination of data to stakeholders that have the power to make changes.
e Support of leadership with power is critical.
e Noft engaging key stakeholders does not work.

PUBLIC HEALTH IMPLICATIONS:

e Louisville Metro should examine all aspects of their perinatal care system that are responsible for higher
birthweight-specific infant mortality rates as well as the prevalance and impact of risk factors causing
VLBW /prematurity in this community.

e Implementation of FIMR will complement the findings of PPOR and help in planning interventions necessary to
alleviate the existing problems in the identified areas.

e Effective use of tools assist in moving from data to action.
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Club Possible - Building Attitudes Today for an Active Tomorrow

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER:

Mary Balluff, MS, RD, LMNT Kerri Peterson, MS

Chief, Community Health & Nutrition Services Executive Director

Douglas County Health Department Our Healthy Community Partnership
Room 401 Civic Center 11404 West Dodge Road, Ste. 720
1819 Farnam Omaha, NE 68154

Omaha, NE 68183 (402) 934-5886

(402) 444-1773 kpeterson@ohcp.org

maballuff@aol.com

CONTENT AREA(S):
Overweight and Obesity in MCH

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget2 $600,000.00

o  What resources did you use to cover these costs?

KEY STAKEHOLDERS:
Local Health Department, local healthy community initiative, YMCA, Boys and Girls Club, Camp Fire USA, Girl Scouts,
Visiting Nurse Association, local university

BACKGROUND:
This program, Club POSSIBLE: Building Attitudes Today for an Active Tomorrow, is about collaboration, streamlining
resources and assets, and improving the health of children in our community. Early in 2004, four organizations, (Boys &
Girls Club, Camp Fire USA, Girl Scouts, and the Visiting Nurse Association) focused on serving youth; realized the potential
impact of inactivity, poor nutrition, and separately applied for funding to implement programs. In this proposal, these four
organizations, in collaboration with the Douglas County Health Department, the University of Nebraska at Omaha (UNO),
and the YMCA, aligned their efforts to create a community-wide intervention. Our Healthy Community Partnership
facilitated weekly meetings to collectively design an innovative and collaborative proposal that improves youth's physical
activity and nutrition behaviors. These organizations identified similarities in goals and achieved consensus as to common
vision, outcomes, and intervention.
The end result is an efficient, effective, three year program aimed at youth, ages 5 to 14. The grant includes two years of
implementation and a third year of adherence. The program focuses on four strategic themes: physical activity, nutrition,
family support, and evaluation. The program reaches approximately 1, 000 youth through after school and summer
programs. Each child involved in the program receives a minimum of 60 minutes of nutrition education per week and 60-
90 minutes of physical activity per week over nine to twelve months. The programming is implemented in eighteen sites,
across four organizations. In efforts to reinforce the education and techniques taught to the youth, more than 600 families
will participate through monthly family nights.

1) By the end of year one, each child will receive a minimum of 60 minutes of nutrition education per site per week,

2) By the end of year one, each child will receive a minimum of 60 minutes of physical activity per site each week,

3) By September 2005, a model policy will be developed by the collaborative for participating agencies outlining

physical activity and nutrition guidelines for staff to follow,

4) By the end of year one, the collaborative will have met at a minimum six times, and

5) By the end of year one, at least one continuing education training will be conducted,

6) By August 2005, physical activity and nutrition toolkits, to be utilized by any community partner, will be developed,

7) By the end of year one, the collaborative will complete an evaluation of program components and revise as

needed.
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METHODS:

Three of the components of this application, physical activity, nutrition, and family support, will be implemented in each
identified site. This will be accomplished through physical activity nutrition curriculum and toolkits designed with science-
based, best practice curriculum and training. The following outlines how implementation will occur:

e Nutrition - The VNA will provide an onsite nutrition curriculum to each of the sites resulting in each child receiving on
average of 60 minutes of nutrition education per week over a six week period. This education will include skills
development not limited to healthy eating, smart shopping, and healthy food preparation. The curriculum, Share
Our Strength's Operation Frontline curriculum, nationally sponsored by Tyson Foods, Inc. (through a franchised
agreement between VNA and the national organization, Share Our Strength)is science-based and has a built-in
evaluation component. The VNA will work with each site individually to establish operating logistics. A
supplementary toolkit developed by the Douglas County Health Department, VNA, and University Extension
Nutrition Education Program, will be used by each site in addition to the training provided by the VNA.

e Physical Activity - A physical activity toolkit was developed, and creates a staff-lead tool to assure that each child
receives a minimum of 60-90 minutes of physical activity each week.

e The University of Nebraska at Omaha provided 24 hours of training for staff related toolkit utilization. The
science-based tool kit contains best practices and integrates innovative ways to incorporate physical activity into
the organization's existing programs. Additionally, it is flexible enough to meet the diverse needs of each site, yet
its components allow for common evaluation pieces across the sites and organizations.

e Family Support- Most sites will provide an opportunity once a month to reinforce the physical activity and nutrition
messages the youth learn. A toolkit will be developed for family sessions to provide opportunities for children and
parents to interact together based on the physical activity and nutrition curriculum.

Each site has the following responsibilities: identify youth who will participate, work with UNO to conduct a pre/post and
mid year physical assessment, work with the VNA to conduct the nutrition evaluation and assist in curriculum implementation,
implement toolkit interventions, participate in quarterly collaborative planning meetings, and assure data entry/reporting
as needed. Since most organizations have experience working with high risk, low-income, minority populations, cultural
sensitivity and competence are an essential piece of this program.

The fiscal agent will be Douglas County Health Department, and will also provide coordination assistance to the grantees.
The collaboration, facilitated by Douglas County Health Department, meets monthly to maintain communication between
pariners and evaluate the process and modify as needed the program and implementation.

RESULTS:

Club POSSIBLE results to date:
¢ Nutrition and PA Toolkits developed
July 1, 2005
UNO/VNA /Douglas County Health Department /NEP
e Staff training completed
August 31, 2005
UNO/VNA /Douglas County Health Department/NEP
o Completed first pilot
August 15, 2005
UNO/VNA/YMCA/Girl Scouts
summer
¢ Program implemented
Sept 5, 2005
All partners
e Pre-evaluation completed
Sept 31, 2005
UNO/VNA
e Consensus policy
developed July 31,2005
All partners

BARRIERS:

1. Variations in facilities, personnel and agency capacity must be considered so the use of flexible toolkits creates a
consistent but modifiable implementation approach
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2. Budget estimates are not always consistent with specific needs as the program details are identified, therefore the
role of the fiduciary agent is ofter to negotiate budget changes between partners.

3. Parental permission and participation are key to achieving broad based and consistent participation. Creating user
friendly tools and utilizing familiar agency staff creates an atmosphere of trust and interest.

4. Agency staff are key to a consistent implementation of the program to assure a meaningful evaluation. Using staff
focus groups initially, paricipatory staff training and quarterly staff input allows the program to be modified as
needed to create a balance between staff needs and adherence to program components.

LESSONS LEARNED:

To date, a number of conclusions can be drawn about our approach.
e Collaboration between agencies using a consistent curriculum allows for broader evaluation across agencies and
demographics.
e Targeting after school programming creates a convenient audience for increasing total daily physical activity and
education opportunities.
e Utilizing familiar agency staff who have been instrumental in the development and training of modifiable toolkits
creates an enviroment of trust for parents and children.

PUBLIC HEALTH IMPLICATIONS:

This program impacts a community on several levels: from policy change to program implementation. Partners believe in
their ability to have a lasting impact inside and outside the organization's walls. Because the community as a whole, is
experiencing the effects of chronic disease, this collaborative is committed to working collectively to target youth. Beyond
the local level, it is believed that this program has the potential to set up a national model that can impact health behaviors
on a long-term basis. From the staff of the organizations to the youth, the propgram works to change the culture in the
agencies and the community to one of healthier behaviors and habits becoming the norm.
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BUDGET

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $90,000

e  What resources did you use to cover these costs?
City /County /Local government funds
Other federal funds

KEY STAKEHOLDERS:
Texas Diabetes Institute and the House of Neighborly Service, a faith-based community agency.

BACKGROUND:

According to the State of CDC 2004 report, ethnic minority adults are two to three times more likely than white adults to
have diabetes. Diabetes is now the sixth leading overall cause of death in the United States and accounts for 11% of all
U.S. health care costs (State of CDC 2004). In San Antonio, Texas, diabetes was the fifth leading cause of death in 2003
(San Antonio Metropolitan Health District, 2003 Health Profiles). In a recent community assessment conducted among Bexar
County residents, diabetes was felt to be the most pressing health issue facing residents (2002 Community Health
Assessment and Health Profiles). In 2002, 11% of the county's population reported having been informed by a health care
professional as having diabetes, compared to 6% of the Texas population. Both of these percentages exceed the Healthy
People 2010 goal of 2.5%. Furthermore, unhealthy eating habits, which most likely contributed to the prevalence of
diabetes, were reported. For example, 31% of Bexar County's population reported not reading food labels, 80%
indicated not eating adequate amounts of fruits, and 84% reported not eating adequate amounts of vegetables (2002
Community Health Assessment and Health Profiles).

Clearly, there is a need to design health education programs that: 1.) address diabetes prior to physical damage; and, 2.)
that effectively reach all ages of the life span. Taking this one step further, it is about reaching families and community.
Thus, San Antonio Metropolitan Health District was approached by the Texas Department of State Health Services to
conduct a pilot project aimed toward families. The majority of San Antonio diabetes education programs are centered
either in self-management of diabetes or type Il diabetes in children. Developing a comprehensive project centered
around families and community presented a challenge. A health information model which invites families to participate in
learning healthy diet and exercise regimes is beneficial for both the diabetic and those family members at-risk. In San
Antonio, there is a secondary need of dispelling beliefs and a sense of fatalism related to diabetes as a diagnoses. To
this end, SAMHD partnered with an inner-city faith based organization and a recognized academic institution for diabetes
management fo meet such a challenge.
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The overarching goal of the Families Preventing Diabetes project was to develop a collaborative model for the provision of
diabetes self-management and prevention education to families living in a neighborhood with a high prevalence of
diabetes. Specifically, the project was focused on assisting families for developing new skills in maintaining healthy
lifestyles through nutrition and physical education activities. The collaborative partners for this project included the San
Antonio Metropolitan Health District (SAMHD), the Texas Diabetes Institute (TDI), and the House of Neighborly Service
(HNS), a Presbyterian community-based, multi-service neighborhood center located in the West Side of San Antonio, a
predominantly Hispanic and low-income populated area of the city. In 2002, 17% of residents living in this area were told
by a health care professional that they were diabetic (2002 Community Health Assessment and Health Profiles).
Objectives and results expected to achieve by implementing this pilot project were:
1) To recruit and instruct 50 families who either had a family member who was diabetic and /or a family member at-
risk for developing diabetes;
2) To evaluate and modify a curriculum for self-management classes that met the needs of the targeted community;
3) To evaluate and modify a curriculum for diabetes prevention classes that met the needs of the targeted community;
4) To develop and implement a promotora program that would assist in the delivery of both curricula to participants;
5) To utilize the promotora and organizational structure of HNS to begin to discuss sustainability of the Families
Preventing Diabetes project.
A promotora is a lay person from the community who is trained in the provision of health information. Promotoras
(community health workers) play a critical role in the local health care system of South Texas and Mexico, (South Texas
Center, the Texas A&M University System Health Science Center). One measure of success for the project would be the
recruitment and training of at least one individual from the community to assist with the project as a promotora.
Additional measures of success would include increases in participants pre- and post-assessments which would measure any
positive changes made in weight, blood pressure, Body Mass Index (BMI), blood glucose levels, eating and exercise habits.

METHODS:

Families Preventing Diabetes was a collaborative, population-based intervention project utilizing the partnership of the
Texas Diabetes Institute and the House of Neighborly Service. TDI served as the expert, bringing years of cutting edge
diabetes prevention research and knowledge, as well as evaluation of the project itself. Since the HNS was located right
in the heart of the targeted community, recruitment for the project, along with class and exercise activities took place at the
center. SAMHD served as the nexus for the project by ensuring performance measures were met through bi-monthly
collaborative meetings to discuss the progress of the project, potential barriers to meeting performance measures, and
changes needed to ensure success of the pilot project. The project ran from July 1, 2004 through March 31, 2005; a total
of nine months was given to the collaborative partners to develop and implement a community-based model that
addressed diabetes through self-management and prevention classes, and exercise activities.

From the beginning, it was apparent that if the pilot project were to be successful, the classes and activities offered had to
be acceptable to the community. As such, planning for the project consisted of focus groups conducted among potential
participants to learn their perspectives on diabetes, living with diabetes, and how best to manage and prevent the disease.
Based on the results of three focus groups conducted by the HNS Executive Director during the summer months of 2004, TDI
began work on tailoring an existing curriculum that had been published in both English and Spanish and had been
recognized by the American Diabetes Association (Diabetes Self-Management).

Knowing that many of the residents had health needs other than diabetes, SAMHD hired an experienced bi-lingual public
health nurse. Based on what was learned in the focus groups, this Registered Nurse would be expected to teach diabetes
self-management and prevention classes on-site at HNS, as well as provide linkages and referrals to community health
agencies for participants who needed such services. Prior to implementation, this public health nurse would be trained in
diabetes education and would work closely with TDI diabetes education specialists in implementing the curriculum. The
public health nurse was hired during the fall of 2004.

Once the public health nurse was hired, she, along with staff from HNS, began identifying community residents who were
interested in assisting her and the project in conducing pre- and post-assessments, leading classes and exercise activities.
Three individuals were selected as promotoras and their training began by attending a weeklong diabetes education
session at TDI.

Recruitment efforts began during the late fall and early winter months of 2004. By the end of December 2004, 52
individuals had been recruited and pre-assessed by the Executive Director, the public health nurse and the promotoras.
Classes began in early January of 2005; a total of 8 classes were held between January 10, 2005 and March 2, 2005.
Participants chose the days and times most convenient for them to attend classes and exercise groups. Prior to
implementing classes, the decision was made by the collaborative partners to collapse both the self-management and
prevention classes into one class and have both the diabetic and their at-risk family member attend the joint classes
simultaneously. A TDI Certified Diabetes Educator conducted the initial classes on-site at HNS and worked closely in
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preparing project staff to take over as instructors. As the curriculum was presented, verbal feedback from class
participants assisted TDI as they continued work on tailoring the curriculum.

In addition to the classes on healthy nutrition, healthy meal preparation classes were conducted as well. Project staff,
including the Executive Director, would prepare a culturally popular meal using nutritious ingredients and have the class
sample the prepared meal. This exercise introduced new foods that many participants were not familiar with to prepare
popular meals. For exercise activities, one of the individuals selected as a promotora ran aerobic classes at the HNS. For
those participants who could not participate in such high-energy activities, a weekly walking group and a low impact
aerobic class were formed.

All participants were tracked via pre- and post-assessments. The Personal Health Analysis, Health Risk Assessment
(Gordian Health Solutions, Inc.), an inventory which summarized a participant's health and safety practices through a series
of 40 questions, was administered prior to and once classes ended. A composite score based on answers to all 40
questions was provided; the higher the composite score, the better chance a participant had for a high quality of life and a
longer life span.

RESULTS:

Major accomplishments of this Promising Practice include:

1) Completion of three focus groups conducted among 21 individuals during the planning phase;

2) Recruitment and assessment of 52 diabetic and at-risk individuals;

3) Provision of 8 self-management and prevention classes on-site at HNS community center and at TDI offices;

4) The development of a tailored curriculum addressing self-management and prevention of diabetes by TDI;

5) Recruitment and training of three promotoras; and,

6) Development of a walking group as an alternative to the existing aerobic class.
Among the 18 participants who participated in all 8 sessions, the following results were observed between the pre- and
post-assessments:

1) The number of participants considered to be at high risk for premature death from health problems and accidents

dropped from 5 to 3; the number of participants considered to be at low risk increased from 5 to 7; and

2) The number of participants who had high blood pressure during their pre-assessment dropped from 4 to 3 when

the post-assessment was done.
Given the fact that only nine months were allotted to plan, develop and implement a collaborative model for addressing
diabetes in a targeted community, these accomplishments are monumental. Among the 18 participants that took part in
classes and exercise groups in the nearly two-month period, the fact that some change was accomplished is an achievement
in and of itself.
Based on the results of this pilot project, the Centers for Disease Control and the Department of State Health Services
decided to fund the Families Preventing Diabetes project for an additional three years.

BARRIERS:

One of the greatest barriers the project faced during implementation was retention of participants once classes began.
Soon after the initiation of the diabetes education classes, it was apparent that there was a direct correlation between the
instructor and the participant. In order for participants to become involved, the instructor had to be knowledgeable of the
different styles of adult learning. The health education curriculum had to be eclectic, allowing for changes and quick
responses to any barriers. In this example, nutritious cooking sessions along with sections of other valid curricula were
included to meet the needs of participants.

Another barrier was the differing philosophies on the definition and provision of health information among clinicians,
community-based personnel and public health staff, particularly with respect to the role of the promotoras. As defined in
this project, the health information presented in the classes centered on the basics of healthy eating, the importance of
managing one's diabetes through self-management, prevention, physical activity and nutritious meal preparation that was
culturally acceptable to the participants. It did not go into specifics such as the administration of insulin or other diabetes
medication. For some partners, having a lay person instead of a clinician assist in delivering such basic health information
took some time to accept. Many of the bi-monthly collaborative meetings focused on this difference of opinion before a
compromise was reached between partners.

Lastly, taking clinical staff, such as nurses and nutritionists, who are accustomed to structure in a clinical setting and placing
them in an unstructured community setting can be overwhelming. Just as there is competency in clinical activities, there is
community competency that must be developed and learned.
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LESSONS LEARNED:

One of the lessons learned in working with community-based agencies is the readiness and ability of the agency. In this
instance, the Executive Director of the community-based agency was a known friend of public health and the academic
agency was willing to provide activities in a community setting. By working alongside such key individuals, the project staff
was able to quickly implement the project. As community residents saw how involved the Executive Director was, they were
more likely to view the project as something positive and acceptable to them. Whatever public health practitioners may
think is best for the community, may not be where the community needs to start. Learning to listen prior to designing any
community intervention is never overstated.

Another lesson learned was the value of public health nursing. The community agency staff and the participants trusted
and identified with the nurse hired for this project. The nurse offered the residents both education and assessment.
Multiple times, she made home visits, assisted with a referral to a family planning clinic, or helped with a communicable
disease or immunization question.

PUBLIC HEALTH IMPLICATIONS:

Thirty years ago, the setting for this community-based intervention had its own public health clinic which provided prenatal
and well-child clinical services. This clinic has since closed, but the need for health information and education still exists. As
public health practice moves more into preventing chronic diseases, such as obesity, diabetes and asthma, the public health
logic models of program management are critical to the success of designing effective programs. The issues in front of
public health to assist our communities in developing healthy lifestyles will require creativity, collaboration, political will,
and the ability to adapt to new settings, as people and community still benefit by individualized and culturally appropriate
interventions tailored to their needs.
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CONTENT AREA(S):
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BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $50,000

o  What resources did you use to cover these costs?
City /County /Local government funds
Other: National Dairy Council

KEY STAKEHOLDERS:
e  After School Programs
e Community Neighborhood Organizations
e Children's Commission
e  Public School System

BACKGROUND:

Communities across the nation, including Duval County have experienced an increase in overweight children. Duval County
has a rate of 19% of overweight children as compared to the national average of 15% in 2002 according to the NHANES
data.

e The Get Healthy Kids Club (GHKC) program, as originally designed by the Duval County Healthy Department, was
used to educate participants ages 8 to 15 about proper nutrition, physical activity, and 3-a-day dairy
consumption. The program emphasizes the significance of consuming the appropriate serving sizes as outlined in
the food guide pyramid and correctly identifying food sources that contain calcium.

e The GHKC program was completed at one community site and at three schools in Jacksonville, FL. These schools
are located in noted high-risk zip code areas which are targeted due to high incidence of cardiovascular disease,
type 2 diabetes, and obesity in these areas. There were 174 children enrolled in the program, and an average of
88 participated each week (an average of 22 children per class).

Education Objectives:

1. Participants will correctly identify all foods included in the various groups by the end of the 12-week program.

2. The participants will demonstrate the ability to prepare foods/beverages that include dairy products by the end of

the 12-week program.

3. The participants will correctly identify why a healthy eating pattern and an active lifestyle are important for health

by the end of the 12-week program.

4. The participants will demonstrate the ability to promote healthy eating and active living to others by the end of the

12-week program.

METHODS:
1. Conduct focus groups with GHKC participants, as well as parents of the participants to establish how the
participants can best be advocates for the healthy eating and an active lifestyle. Compensate focus group members
with a variety of healthy foods, water bottles, pencils,stickers, and monetary gift cards.
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a.Based on focus group response, participants will be aided by program facilitator to become advocates for
healthy eating and an active lifestyle.
2. Initial advocate activity includes a community wide essay contest Why 3-A-Day Dairy is Important to My Health
advertised through local media where winners get published in a local newspaper or are able to appear on local
radio show to read an excerpt from their essay.
3. Develop survey to test knowledge and behavior as it pertains to healthy food consumption.
4. Assemble a list of snacks that utilize healthy food choices for participants to prepare during the 12-week program.
5. During Dairy Foods portion of the GHKC curriculum, participants will be instructed about which foods are dairy
foods, 3-a-day health benefits and ways to incorporate more dairy foods in daily food choices. Previously created
survey (See specific activities # 3) will be disseminated during this portion of the curriculum.

RESULTS:

Results/Outcomes:
Essay Contest:

e The Why 3-A-Day Dairy Is Good For My Health essay contest was advertised at over five area schools.
Participants in the Get Healthy Kids Club program submitted entries. The first place winner, a 4th grader, was
awarded a $150 gift card to Sports Authority. The second place winner, a 3rd grader, was awarded a $100 gift
card to Sports Authority. Both winners were given a Jacksonville Jaguar player, Fred Taylor Got Milk? poster and
other prizes that promote nutrition and physical activity.

e BMlIs:

e Heights and weights were measured to calculate body mass index (BMI) for participants whose parents gave
signed consent. BMIs were obtained on over 100 children aged 8 to 15 years old. Participants were measured at
the beginning and at the end of the 12-week program. Some participants were also measured in the middle of
the program. Initial BMI measurement results showed 14.3% of participants as being overweight. Final BMI
measurement results showed 16.4% of participants as being overweight. However, some participants were absent
on days when measurements were taken; therefore, it was not the same group of participants measured initially as
were measured at the end of the program.

e  Weekly Pre- and Post-Tests:

e Pre- and post-tests were given each week to assess knowledge change. The average weekly pre-test score was
56% and the average weekly post-test score was 63%. The average individual improvement was 7%, showing
some increase in knowledge.

Posters/Flyers:

e Each Get Healthy Kids Club class made at least one poster and one flyer. Posters were given to the schools for

displays. Flyers will be printed for distribution at the schools which participated in the program.
Other Activities:

e Prizes were given to regular participants and to those who correctly relayed information about good nutrition to
the other Get Healthy Kids Club participants. These prizes included stickers, pencils, notebooks, magnets and
recipe booklets.

e Participants in the program have recorded promotional Public Service Announcements for radio stations 107.3 and
WARPE in Jacksonville, FL. In additon, three of the participants were interviewed live on both of these radio
stations.

¢ News releases have been provided to several local newspapers.

BARRIERS:

1. Barrier - Due to the perishable nature of some food items, they may be difficult to buy in bulk ahead of time, it
may also be difficult to refrigerate prior to usage at the Get Healthy Kids Club.

Strategies - Contact local grocery stores to make them aware of program and to ensure the necessary food items are
available. Also explain the need to the grocery store manager to pick up supplies prior to class. Contact site locations
to ensure refrigerator on site as well as refrigerator availability during class time. When no refrigeration was
available coolers were used.

2. Barriers - Low socioeconomic status may contribute to participants not being able to attain adequate amounts of
dairy, fruits, vegetables, and /or whole grains.

Strategies - Distrbute coupons when available. Refer participant families to necessary agencies to attain food stamps
or vouchers.

3. Barriers - Space may be limited for physical activity.
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Strategies - Make efforts to have a gymnasium-type room available or to be able to go outdoors. Physcial activities
that are conducive to classroom settings should be available as an alternative.

Although the cause of obesity in children is similar to adults, the approach to children is vastly different. The program has to
be fun, engaging, and interactive to captivate and maintain the childrens participation throughout the program. Some of
the lessons that we have learned are to:

o Build flexibility in the program to compensate for unforeseen occurrences.
Include children into the planning process, whenever possible.
Include parental involvement to enhance outcomes.
e Introduce food items in a colorful and appetizing manner.

PUBLIC HEALTH IMPLICATIONS:
The take home message is that we need more innovative ways to address obesity in child health. One approach may not fit

all populations. We must be willing to be flexible and innovative as we continue to explore various ways and methods to
combat this growing epidemic.
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Teen Parent Decision Making: School vs. Work

PHNs provide assessment data that addresses individual and family health status, parent child interaction, family violence,
mental health, chemical health, school attendance, progress on passing basic skills tests (a graduation requirement in MN),
and high school graduation. Assessment data is collected on admission to the program and at discharge. Additionally,
data is collected to identify the reasons the teen exits the program, including choosing the work option.

RESULTS:

Quantitative data show that while almost 50% of the teen parents transferring to the adult TANF system graduate or
receive their GED, the other 50% choose the work option instead of staying in school.

Qualitative data include quotes from two teens transferring to the adult TANF system. One of the teens chose to stay in
school and graduate, the other chose the work option. Both teens give explanations for their choices.

BARRIERS:

One maijor barrier is the federal TANF policy that allows teens the option of choosing work over school.

Another barrier is the program design of the adult employment services program which is inconsistent with adolescent
development and promotes short-term rewards rathar than long term outcomes such as self-sufficiency.

LESSONS LEARNED:

PHNs are able to identify the complex needs of teen parents. Often these teens have experienced significant school
failure and benefit from a strength-based intervention model. Thus, PHN interventions are directed toward reducing
barriers to school attendance, assuring that basic needs are met, promoting family spacing, health teaching, and providing
referrals to other community resources to address additional needs. Additionally, PHNs utilize a problem solving approach
with teens to improve their decision making skills and to address the future implications of not graduating from high school.
Next steps include legislative advocacy and developing adult employment services that incorporate strategies to promote
school completion within the work option.

PUBLIC HEALTH IMPLICATIONS:

Legislative policy allowing 18-19 year olds to choose work over school does not promote the long-term objective of self
reliance.

Promotion of school attendance enhances the potential positive development of the children of teen parents.

Because this program provides the opportunity for a PH agency to work with all TANF teen parents, a population-based,
prevention focus promotes the development and/or reinforcement of systems to improve the health and well being of teens
and their children.

PH practice focuses on partnerships directed at early intervention and prevention to reduce the incidence of future teen
pregnancies.
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Teen Pregnancy Prevention: Examining & Improving Program Efficiency
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CONTENT AREA(S):
Teen Pregnancy

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $3,000

o  What resources did you use to cover these costs?

KEY STAKEHOLDERS:
Healthy Start Coalition of Pinellas, Inc., Pinellas County Health Department, Devereux Kids, 4H Youth As Resources,
Heritage Networking, Family Service Center, Juvenile Welfare Board

BACKGROUND:
In 1999, the Teen Pregnancy Prevention Partnership was established in Pinellas County, Florida with a mission to "reduce
teen pregnancy in Pinellas County." The initial activity of the group was to engage local citizens in a process to document
the attitudes, perceptions and beliefs of parents, youth, faith leaders, business representatives and professional youth
servicing agencies on pregnancy prevention. Over 1,000 community members were surveyed. In addition, a literature
review of programs with proven effectiveness published in peer-reviewed journals was conducted. These two activities
were combined to develop A Strategic Plan to Promote Adolescent Sexual Health & Reduce Teen Pregnancy , a community
level strategic plan to guide funding and program development throughout the county.
One activity included in the Strategic Plan is to "modify existing services based on outcome evaluation of program and
services." It seems necessary to develop common evaluation measures across various youth development and pregnancy
prevention programs to help identify effective strategies. This action step poses several challenges including the difficulty
of developing measures of effectiveness across various types of programs, obtaining agreement from numerous agencies
of what is important to measure, and maintaining relationships with partners while critically examining the effectiveness of
programs. It became apparent that there was a need to access the effectiveness of current programs before
recommendations on program improvement could be made.
Our obijectives are to:

e Enhance the effectiveness of current programs by establishing community-wide standards for best practices

e Partner with local agencies to conduct a self-assessment using a tool based on best practices

e Influence local funders to adopt these measures and fund accordingly

METHODS:
The following steps were employed to accomplish our project objectives:
e Identify and recruit community organizations to participate in pilot study
e Assess current quality assessment practices
e Research, develop and adopt self assessment tool
e Train pilot group to conduct self assessment
e Implement self assessment process
e  Obtain participant feedback and modify tool as needed
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e Advocate for youth programs and funder buy-in

RESULTS:
The results were as follows:
e Identified five (5) and successfully recruited four (4) key youth serving organizations county-wide
e Identified a model self assessment tool
e Applied for funding of $102,000 to support the implementation of the self assessment process
o  Built relationships with 3 key funders
e Team members networked with community organizations to establish buy-in

BARRIERS:

The greatest barriers faced during this project were time constraints and organizational change. Our initial project
workplan has been modified to ensure project completion. The organizational changes included the Teen Pregnancy
Prevention Partnership losing funding and the coordinator's position changing. In response to these changes the steering
committee has taken on more leadership responsibility. We believe this will increase the sustainability of the project work.

LESSONS LEARNED:
The following are lessons learned from our DaTA Institute project:
e  Our initial program hypothesis was too broad and had to be scaled down; we narrowed the scope of the project
e After developing our program map & program hypothesis, we modified our project to develop a self-assessment
tool rather than an evaluation tool
e The DaTA Institute Process Model has been applicable to other initiatives and programs
e The general skills building opportunities (especially the Evaluation conference call) have been helpful
e Communication skills acquired during "Hands-On" were applicable to community presentations
e We lost project momentum due to organizational transitions and the length of time between the Hands-On
Workshop (March 2005) and subsequent Data Use Essentials (DUES) calls (July 2005).
e Shifting leadership responsibility from a paid staff person to community volunteers is essential for long-term
sustainability
e Clear and attainable goals are critical to maintain the participation of community volunteers

PUBLIC HEALTH IMPLICATIONS:
We found that the youth organizations concurred with the goal of our program hypothesis.
The Data Institute project resulted in revamping the Teen Pregnancy Prevention Partnership goals which were presented to
funders and direct service providers.
Our next steps include:
e Conducting a pilot study, obtaining feedback and finalizing the self assessment tool
e Presenting findings and introducing the tool at a community conference to be sponsored by the Teen Pregnancy
Prevention Partnership and attended by local youth serving organizations
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Translating Community Health Assessment Data To Improve MCH Indicators:
Reducing Pertussis Incidence In Jefferson County, Colorado

PRIMARY PRESENTER/LEAD AUTHOR: ADDITIONAL AUTHOR(S):
Cynthia Farkas, RN, MS Gayle Miller DVM, PhD(c)
Community Health Nurse Supervisor

Jefferson County Dept. of Health and Environment

260 S Kipling St

Lakewood, CO 80226

(303) 239-7003

cfarkas@co.jefferson.co.us

CONTENT AREA(S):

Other: Communicable Disease and Immunization

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $33,000

o  What resources did you use to cover these costs?
City /County /Local government funds

KEY STAKEHOLDERS:

e Jefferson County School District R-1

e Colorado Department of Public Health and Environment
e  Child Care Providers

e Health Care Providers

BACKGROUND:

Beginning in 2000, Jefferson County began to experience epidemic levels of pertussis, with annual incidence rates greatly
exceeding both state and national rates. In 2004, Jefferson County reported a record rate of 30.1/100,000, almost 5-
fold higher than that for the US (6.5/100,000), and is on track to surpass that rate in 2005.
Pertussis has increased nationwide as a result of waning immunity in older children and adults. Inadequate or delayed
vaccination among pre-school children may leave the youngest children susceptible to infection, at an age when they are
most at risk for serious complications. Until this year, a booster vaccine approved for children older than 6 years and adults
was not available to address waning immunity. Other factors in the spread of pertussis may include delays in provider
reporting and laboratory testing, leading to delays in efforts to prevent disease spread to others. In the absence of
county-level dataq, it is unclear what the relative contribution of inadequate or delayed childhood immunization, timely and
appropriate diagnosis, reporting, and case follow-up may be to the rise in pertussis in Jefferson County.
In the absence of more comprehensive measures, availability of the new vaccine will be unlikely to reverse the trend for
many years. This project is designed to provide the answers that will guide comprehensive strategies to reduce pertussis in
Jefferson County.

1. Complete a comprehensive epidemiologic analysis of pertussis surveillance for Jefferson County (1999-2004),

focusing on timeliness of reporting and disease control measures.

2. Conduct a randomized immunization record survey of children under six years of age enrolled in Jefferson County

day care and kindergartens in order to determine overall rates and identify immunization coverage gaps.

3. Perform comprehensive evaluation of health department communicable disease procedures.

4. Develop a work group to review data findings and identify and implement targeted program or policy changes in

health department policies and procedures.

5. Develop a community partnership with health provider, school representatives and other Jefferson County leaders to

review data findings and plan for targeted community based interventions.
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County, Colorado

Objective-Linked Results:
1. Establish Jefferson County-specific childhood immunization rates for children less than six years of age and identify
gaps in timely coverage for future focused efforts.
2. Identify gaps in surveillance and control measures specific to public health procedures and policies, health provider,
and school efforts.
3. Identify age-specific risks and gaps in control measures that may contribute to secondary spread.
4. Plan and implement comprehensive community-specific interventions aimed at improved recognition, diagnosis,
exposed contact preventive treatment, and timely reporting.
5. Identify remaining information gaps and strategies to address.

METHODS:

Immunization Survey:

e A randomized survey was conducted to review and record immunization records from children enrolled in 59
elementary school kindergartens and 29 child care centers in May, 2005, adding a modified over sample design
to the more limited Colorado statewide survey.

e Teams of Jefferson County Department of Health and Environment (JCDHE) nurses and environmental health
specialists completed the primary data collection, which was then linked to data reflecting the child's enrollment in
the free or reduced federal lunch program, prior to removing specific identifying variables. Federal lunch program
enrollment will be used as a proxy for lower socio-economic status to evaluate its impact on immunization
coverage.

e Data will be analyzed by the JCDHE epidemiologist in late summer, 2005 to determine overall immunization and
antigen-specific immunization rates, medical and non-medical exemption rates by antigen, timeliness of
immunization, and correlates predicting inadequate immunization for future focused intervention.

Surveillance Program Evaluation:

e A comprehensive epidemiologic analysis of electronic surveillance data for pertussis cases reported in Jefferson
County from 1999-2004 will be completed by the epidemiologist, aided by students enrolled in an MPH-
epidemiology program.

e Analysis will focus on age-specific trends, timeliness of each aspect of reporting, laboratory confirmation, disease
follow-up, and timely receipt of prophylaxis among primary cases and their contacts.

Data for Decision Making:

e At the completion of data analyses, the epidemiologist will present data findings to a JCDHE work group
comprised of DaTA team members, nursing staff working in communicable disease control, and other interested
health department employees.

e DaTA team members will lead JDCHE work to identify strategies and specific recommendations based on
presented findings.

e The JCDHE work group will convene a community task force of health providers, school representatives and other
community members to develop and implement wider community strategies, based on the findings from the
immunization survey and surveillance evaluation and analysis.

RESULTS:

Data analysis of the project is still in progress.

e  Results from the immunization survey will include: overall immunization rates among kindergarten and day care-
enrolled children, an evaluation of geographic trends for immunization coverage, and prevalence of medical and
non-medical exemption from immunization.

e Summary of pertussis surveillance evaluation findings will be available focusing on timeliness of reporting, follow-
up, antibiotic treatment of cases and exposed contacts, and age-specific trends for secondary cases.

e Plans for intervention.

BARRIERS:

e Lack of information on county-specific immunization rates for children ages zero to six years.

e Lack of information on the gaps in county-specific immunization coverage and barriers to childhood immunizations.

e Inconsistent awareness among providers on issues related to pertussis recognition, diagnosis, laboratory
confirmation, reporting, and public health implications.

e Availability of a non-medical philosophical exemption in Colorado with minimal administrative restrictions. In the
absence of any administrative controls, we have inadvertently made it easier to opt for the philosophical
exemption than to acquire the vaccinations required by law for school entry in Colorado.
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School districts lose state and federal monies for each student that they exclude from school for noncompliance
from immunization, resulting in a major disincentive to cooperate fully with health department immunization efforts.
School administrative staff are less familiar with state and local public health law and authority (compared to past
decades when joint activities were more common), leading to resistance or refusal when asked to provide access to
data for immunization audits.

Strategies to Overcome Barriers

Complete the immunization surveys and surveillance evaluations to provide "data for decision making."

Develop and maintain school district collaborations to encourage timely sharing of current survey findings,
encourage future collaborative study, and provide information on public health functions and statutory authorities.
Support efforts to develop and encourage provider participation in the Colorado statewide electronic
immunization tracking system.

Promote effective and efficient use of the newly developed acellular pertussis (Tdap) booster in targeted
adolescents and adults.

Meet with health providers to determine the best means to increase awareness of pertussis diagnosis, reporting,
vaccination, treatment and public health implications.

Meet with Jefferson County School district administration and principals to determine how best to ensure uniformity
in practices regarding immunization waivers.

Explore additional policy changes which may deter convenience-based exemptions among parents who do not
hold a philosophical objection, but encounter other barriers to vaccinating their children.

LESSONS LEARNED:

Original scope of a project can be impacted by change in personnel and agency policies, requiring a change in
focus.

Integration of new members and collaborators into the team takes time.

Specific timelines on long-term projects and agreement on designated responsibilities from all involved are
necessary.

Bridging from a broad project problem to a focused problem can be done through team work.

Focused efforts throughout the project from one or more team members with specific skills, lead to an imbalance at
times in individual team member contributions; balance in effort and opportunities to give input tends to be
restored once the focused efforts are completed.

Ongoing communication within the DaTA team, agency, and community partners is essential.

Negotiation is essential to maintaining effective working relationships.

Projects take more time than anticipated.

PUBLIC HEALTH IMPLICATIONS:

With county-level data, a public health department can guide comprehensive strategies to reduce pertussis in its county.
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Breath of Fresh Air: Stamford, Connecticut's Children's Asthma Program

Breath of Fresh Air: Stamford, Connecticut's Children's Asthma Program

PRIMARY PRESENTER/LEAD AUTHOR: ADDITIONAL AUTHOR(S):
Ronald Miller Lynn Galgano
Inspector lll

Stamford Department of Health & Social Services
888 Washington Blvd., 8th

Stamford, CT 06904

(203) 977-4363

rmiller@ci.stamford.ct.us

CONTENT AREA(S):
Racial and Ethnic Health Disparities Chronic Disease and MCH

BUDGET
e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $850,000 for 3 years

o  What resources did you use to cover these costs?
Other federal funds

KEY STAKEHOLDERS:

BACKGROUND:

Approximately nine percent (8.5%) of children in Stamford, Connecticut have asthma. This prevalence exceeds the county's
rate by 35%. Stamford children are hospitalized for asthma 2.4 times more often that children in neighboring communities.
Pediatric asthma in Stamford is concentrated in certain geographic "hotspots" and disproportionately affects African-
American children.

Stamford's asthma program is called Breath of Fresh Air. This program sought to establish an in-home pediatric asthma
environmental education initiative, in an attempt to respond to a nationally and locally articulated need to better document
asthma prevalence and better control asthma environmental triggers, particularly in vulnerable populations that may be
subject to environmental racism.

METHODS:

The Stamford Health Department established an in-home pediatric asthma environment education initiative. Asthmatic
children are identified from a school health database and voluntary home visits are scheduled for families in targeted
geographic hotspots that are characterized by high poverty, poor housing stock, large ethnic and racial minority
populations, non-English speaking immigrants and a high prevalence lead poisoning and housing code violations. Home
visits are preformed by a nurse educator and a housing code inspector. At each visit, a standardized quantitative
assessment is completed and an educational and environmental intervention is performed. Follow-up visits occur at 3, 6,
and 12 months.

The most innovative aspect of the Breath of Fresh Air Program is the unparalleled degree of accuracy with which the target
population is identified and enrolled. According to the 2000 Census, there are 26,914 children under the age of 19 in
Stamford. Of these children, 19,502 are in the public, private, and parochial school system and an additional 2,421 of
these children are in institutional day care programs. Therefore, 81 percent of all children in Stamford are enrolled in
school programs overseen by Stamford Health Department's school health program. These children are tracked in a
comprehensive school health database. Approximately 21 percent of these children have no health insurance. An additional
22 percent are on Medicaid.

As a result of detailed geographic data analysis, the Breath of Fresh Air Program is able to focus its outreach on precisely
those children that live in inner city, predominantly minority communities; have limited access to health care; have high levels
of poverty; and live in deteriorating multi-family housing. Implementing the Breath of Fresh Air Program in these
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neighborhoods has decreased asthma symptom days, thereby decreasing unscheduled medical care visits, hospitalizations,
and school absenteeism. By employing these innovative methods, the Breath of Fresh Air Program is responsive to a
pressing community need and accurate in its ability to target precisely those children that many other programs find most
difficult to reach.

The City of Stamford has the ability and resources to tackle a complex environmental health challenge such as that posed
by pediatric asthma. In Stamford, every critical component for a comprehensive citywide collaboration is in place in the
Breath of Fresh Air Program. As a result, this program offers a unique opportunity to address this health problem in a
multifaceted and comprehensive manner. The Stamford Health & Social Services Department has made pediatric asthma a
priority. Because the health department is fully integrated into the city's school system, it has been able to develop a
detailed pediatric health database that contains every school-aged child in Stamford. Every child with asthma in the
Stamford schools has been identified and is known to the health department's school nurses.

The genesis of the program dates from 1996 when the department formed the Stamford Asthma Planning Council, a
collaborative made up of the health department, the board of education, Stamford Hospital, the American Lung
Association, two private corporations, and local physicians. Since 1996, the Stamford Asthma Planning Council has
introduced the Open Airways curriculum in all of the Stamford schools and arranged to send inner-city children to an
asthma summer camp (Camp Treasure Chest). The Council meets regularly to advise the health department on the progress
of the program. After a series of presentations to the hospital medical staff and board of directors, the program was
awarded a substantial financial grant from the hospital to hire a medical epidemiologist to further refine and track the
asthmatic children in the department database. The program benefits greatly from the collaboration with its many
community partners and, as a result, has access to Stamford Hospital pediatric asthma emergency room and inpatient
utilization data and to school absenteeism data. These data allow the program to perform evaluations.

RESULTS:

In its first year of operation, the Program enrolled over 120 children and produced favorable interim results that showed
that by using a targeted school-based enrollment process: we are accurately identifying children with demographic
characteristics that other programs fine hard to reach; and, once identified, these children have enrolled in our program at
high rates have exceeded our projections.

Our objective data gathering system has provided rich insight into the severity, housing conditions, level of asthma trigger
awareness, and treatment adequacy of this large group of enrolled children. In 1997, that National Asthma Education and
Prevention Program (NAEPP) published the Guidelines for the Diagnosis and Management of Asthma, an expert panel
report. The Guidelines approach asthma through four core components: Assessment, Control, Therapy, and Education. The
Stamford Health Department Breath of Fresh Air Program utilizes these four NAEPP components to establish the program's
core assessments and in the design of the program's standardized education intervention.

From among the variables important in the management of asthma established by NAEPP, the Breath of Fresh Air
Program's distilled the following six core measures to track: presence of asthma triggers in the home environment; parental
knowledge of asthma; child's knowledge of asthma; degree of asthma severity; adequacy of treatment; and degree of
asthma control.

The Breath of Fresh Air program further stratifies the enrolled children into high, moderate and low risk based on variables
related to the child's past medical history.

Interim data reveals overall improvement in each of the six core measures between the initial and the three month visit. The
greatest area of improvement has been in the child's knowledge of asthma and the presence of asthma triggers in the
household.

Additional evaluation data will include emergency room visit rates and school absenteeism pre and post enrollment into the
program.

BARRIERS:

Barriers such as confidentiality of school health data can be overcome by developing a good relationship with the school
superintendent, principles, and nurse. All of these school officials recognize the adverse impact that asthma can have on a
child s ability to learn and to participate in physical activity. It is by working together to improve the quality of life for
these children that barriers between school systems and health departments can be broken down.

LESSONS LEARNED:

In the future, the Stamford Health Department would like to operate a parallel community health nurse environmental
education intervention and compare its efficacy to the nurse /inspector model in order to determine the added value of the
health inspector component. This is extremely important to determine because many local health agencies do not have
enforcement authority over the local housing code and are thus limited to a community nurse driven educational
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intervention. If it can be demonstrated that a nurse driven model is as efficacious as a nurse/inspector model, then virtually
any local health agency would have the potential o develop an in-home environmental education program to reduce the
burden of asthma.

PUBLIC HEALTH IMPLICATIONS:

The program has had an effect because it simultaneously addresses two important aspects of pediatric asthma control -
access to care and self-management skills. Many families of asthmatics lack adequate access to care even if they have
insurance. Frequently, the care is not state-of-the-art and is delivered sporadically in fragmented health care systems.
Additionally, patients lack the confidence to engage in appropriate disease self-management. The program has refined its
focus to enhance these important elements.

While it appears that the standardized intervention is having a positive effect on several of the core assessment measures,
what is not clear is which component of the intervention, the nurse performing the educational intervention or the housing
code inspector performing the abatement intervention, is more efficacious. Many local health departments do not have
jurisdiction over the local housing code. Thus, it is important to demonstrate the degree to which the housing code
enforcement component of the BOFA model adds value to the program's efficacy.
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PRIMARY PRESENTER/LEAD AUTHOR: ADDITIONAL AUTHOR(S):
Mary Balluff, MS, RD, LMNT Laurie Foral, MA

Chief, Community Health & Nutrition Services

Douglas County Health Department

Room 401 Civic Center
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CONTENT AREA(S):
MCH and the Environment

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $70,000

o  What resources did you use to cover these costs?
Other federal funds

KEY STAKEHOLDERS:
e Urban League of Nebraska
e  Southern Sudan Community Association
e Interfaith Ministries
e Agency for Toxic Substance Disease Registry

BACKGROUND:
Since 1978, the Douglas County Health Department has conducted a Childhood Lead Poisoning Prevention Program with
the goal of reducing exposure to lead poisoning from contaminated soil and lead based paint and providing blood lead
screening to all children under age 7. In 1997, test data began to show excessive blood lead levels, prompting a closer
examination of this issue through targeted testing in zip codes where prevalence rates were highest. The EPA began soil
testing in 1999 and found an area of approximately 14 square miles with contaminated soil, which is attributed to past
industrial emissions. Omaha was subsequently added to the "Superfund National Priorities List" in April of 2003. This has
launched a multi-phased study to determine the extent of contamination and risk to public health, as well as soil
remediation, lead paint clean up and stabilization, and education to increase awareness and lead-safe practices in the
home. Because of language and cultural barriers that exist in our community, DCHD was asked to design and implement an
educational program that would address the diverse populations living in this high-risk area.

e By August 2004, a culturally appropriate training program will be implemented which incorporates Community

Health Workers (CHW:s) to educate the community about lead safety
e By August 2004 a field training project will be implemented using CHWs.

METHODS:
In order to reach the diverse audience living in the Omaha Superfund Site, 6 lay community health workers were
contracted from the Hispanic, African American, Native American, Asian, and Refugee African communities to conduct a
pilot project. Partnering agencies and on-staff community health workers representative of these populations provided
recruiting assistance. Each CHW was paid an hourly wage provided by an EPA grant. After a successful pilot project in
August of 2004, an additional 30 CHWs were recruited and trained to conduct the 8 week field project (to be conducted
May-June, 2005). The CHWs were to return to their communities with four basic messages:

e Have your child tested for lead at 1,2,3, and at 4,5,6 in high risk areas

e Keep children away from peeling paint
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¢ Remove shoes at the door to reduce lead exposure in the home

¢  Wash hands and toys to reduce hand to mouth exposure to lead
The CHW:s also provided written information regarding soil remediation, lead paint, seeking a medical home for follow-up
and other lead-related topics, but it was decided that the most important message at this time was to help residents
understand the problem, and demonstrate how to take precautions while the EPA is in the process of clean-up. The CHWs
provided strategies for reaching their communities, as each population has a unique culture and belief system that the
CHW understands. Strategies include: home visits, presentations at ESL classes, community clinics, churches, community
events such as health fairs, festivals, and POW WOWS, hair and nail salons, grocery stores, neighborhood newsletters,
and more. During this same 8 week period, a social marketing campaign was implemented with billboards, posters, TV and
radio spots, press releases, and promotional items such as balloons, tattoos, sippy cups, baby bibs, magnets, wash cloths,
door mats, and other items with our slogan "I'm One of the Best - | Got a Lead Test!" During the month of June, we will offer
weekly free blood lead screenings for those who are not able to see a physician.

RESULTS:

After successful execution of the pilot study, we expect that our campaign and educational program will reach an
estimated 20,000 people in the Omaha Superfund Site with information on living lead-safe, and that families will begin
taking precautions to avoid lead exposure. We also expect to increase by 15% annually the number of children tested for
increased blood lead levels over the next 5 years, and that this campaign will begin a dialogue between public health
officials and the medical community about the importance of blood lead testing during an office visit and follow-up with a
physician to ensure that children continue to be tested at the appropriate times if they are determined to be at high risk for
lead poisoning.

BARRIERS:
1. Initially "the community" had little support or interest in this project. Partnering with the Urban League to hold a
job fair and serve as the fiscal agent for CHWs salary gave the project both creditability and visibility in the target
area community.
2. Though the department had experience in training community health workers, the short term and targeted nature of
this project created time concerns for the training. The use of our current CHW to design and implement the training
improved it application.

LESSONS LEARNED:
To date, a number of conclusions can be drawn about our approach.

e Based on the ease in which the pilot group CHWs were able to connect with their communities, we are confident
that well trained CHW:s will be able to reach the target audience with the culturally appropriate "living lead-safe"”
messages.

e Partnering with community agencies in order to build relationships and ensure appropriate delivery systems is
imperative to the success of delivering culturally appropriate health messages to a diverse community. These
parinerships must be formed early, nurtured, and maintained for the success of current and future projects.

e Gaining input at the grassroots level at the onset of the program promotes buy-in from both partnering agencies
and CHWs recruited for the project.

e The first step in behavior change is awareness, but it is only the first step. This includes awareness and buy-in from
the medical community, as children need a medical home and follow-up from a health care provider in order to
stay healthy and avoid all preventable illnesses. Evaluation upon completion of this project will provide us with
data to develop strategies for the future.

PUBLIC HEALTH IMPLICATIONS:

In order to address health disparities among minority communities, public health practices must include health messages that
are culturally appropriate for their intended audience and delivery systems that include qualified individuals that
understand and share the unique beliefs and customs of their community, and ideally are a member of that community. Too
often, "mainstream" initiatives to promote healthy behaviors are missed by the very audience they are intended for
because not enough time or effort is spent on community input and collaboration. Public health professionals must explore
creative approaches to gaining community input, from the grassroots level to CEOs, in order to assure health messages and
deliver systems are appropriate and meaningful enough for behavior at change to occur.
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CONTENT AREA(S):

Urban Women’s Health

BUDGET

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $2500

o  What resources did you use to cover these costs?
City /County /Local government funds

KEY STAKEHOLDERS:

e  Pulaski County Community Services Division
e Arkansas Department of Health; Central Region Office

BACKGROUND:

The Pulaski Central Health Unit (PCHU) is a 30,000 square foot Public Health Clinical facility located in inner city Little
Rock, Arkansas. Each week, the clinics serves hundreds of women who seek Family Planning and STD services. Until the Fall
of 2003, these clinical services were located on entirely different floors in the Health Unit building. This arrangement was
a physical barrier to clients accessing these services if both services were needed during a client visit. The staffs of each of
these clinics were also not familiar with each other, which negatively affected their ability to work together to promote
good patient care and referral practices.
The Family Planning and STD clinic in the Pulaski Cenral Health Unit - a large urban health department - were placed
directly next door to each other on the first floor of the building in order to promote greater access to family planning and
STD services for women of reproductive health age who visit the clinics and to facilitate greater staff sharing and
utilization.
Primary goals
e To enhance women's access to more comprehensive Women's Health Clinical Services
e To share provider and material resources of the co-located Local Health Units clinics
Longer range goals
e To reduce the number of Unintended pregnancies in the PCHU population-To reduce the STD rate in women seen
through the combined clinical service.
Results
e STD clinician can now offer Family Planning services to her STD clients during the same visit. These clients also have
access to a greater range of clinical counseling and material resources

METHODS:

In early 2003, the Health District Manager of Pulaski Central Health Unit approached the STD clinic Manager and the
Family Planning Clinic Manager for their assistance in promoting cross referral of women to their clinical services. Several
planning meetings were held with the clinic managers and staff. After conducting informal client assessments regarding
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perceptions of "access to care" issues, a decision was reached to physically move the Family Planning clinic from its 2nd
floor location to an area adjacent to the first floor STD clinic in the health department building.

RESULTS:

¢  Women receive more comprehensive service when they present to either the STD or Family Planning Clinic at
Pulaski Central Health Unit - Exams, Client-Centered Counseling, Treatment, Appropriate Contraceptives, Follow-up
services, etc. They no longer have to wait for an appointment or extend their clinic visit time by waiting to be
worked in to the other needed clinic service when a referral is needed.

o Client satisfaction surveys reveal women like having the opportunity to get Family Planning needs met in a more
convenient and timely manner when they visit the STD clinic and vice versa. This service reduces the missed
appointments rate for both clinics by reducing the need for women to get separate appointments for needed
services.

BARRIERS:

The greatest barriers facing implementation of this initiative were obtaining funding from Pulaski County government to
enable us to make physical plant changes. We wanted the combined clinic area to facilitate easier client flow and
accomodate lab functions in the Family Planning clinic. In addition, the staffs of each clinic were not 100% certain that the
co-location effort would work. As a result , some counter-productive behaviors were exhibited by some staff members
during the initial transition period. This led to a longer period of adjustment to the changes for staff and clients.

LESSONS LEARNED:

Involving the entire staff earlier in the planning process and getting staff input prior to making the actual co-location move
would have made the transition easier. The support and advocacy of both clinic coordinators made the move bearable
and ultimately made the change work in the better interests of clients.

PUBLIC HEALTH IMPLICATIONS:

This project suggests a cost-savings approach to providing more comprehensive services to women seeking local health
department services during these times of fiscal restraint. This initiative has helped us to maximize resources. The cross-
training of the STD and FP clinicians enables us to utilize existing staff resources and offer a broader range of services on
site. This reduces client wait time and number of overall client visits.



