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KEY STAKEHOLDERS:

In the course of developing the guidelines, we consulted with two key local physicians: a leading expert in pediatric
obesity, and the pediatrician from the federally funded health center in Madison, to whom many of the children seen
in Well Child Clinic are referred. As the guidelines are implemented, we anticipate working more extensively with
medical providers and systems to assure that children identified by public health nurses as needing medical
evaluation and management receive those services. As noted in the guidelines for community services, we also
anticipate working more extensively with local organizations that serve children to make the environments where
they spend time more likely to promote good nutrition and physical activity.

ABSTRACT:

In light of the increasing need to combat childhood obesity, the Madison Department of Public Health has undertaken
a project to define, improve, and extend the public health nurse (PHN) response to childhood obesity. The initial goal
was to ensure that public health nursing staff were properly assessing, counseling, and referring children served
through public health programs, and providing staff with the needed guidelines, tools and training to do so. A small
grant of $4000 from the State of Wisconsin was used to support the work of a staff team to develop practice
guidelines. The multidisciplinary project team was comprised of the chronic disease prevention PHN, the nursing
supervisor for children's health services, and two WIC Program nutritionists.

The team assessed current nursing practice, barriers to changing practice, and staff and service needs. Existing "best
practice” guidelines and tools were explored and compiled, including through the CityMatCH "Ask-A-Colleague"
survey, and key medical providers consulted. Finally, policy statements, guidelines and tools for assessment,
counseling, referral, and follow-up of overweight and at-risk children/adolescents were developed for two program
areas: services provided to children through a nurse-run Well Child Clinic Program, and services provided by district
PHNs in the course of delivering perinatal case management and neighborhood services. Nurses will be trained and
the guidelines implemented in 2006. They will also be shared with Head Start and local school health services in an
effort to establish a uniform community standard. As the guidelines are put into practice, we anticipate working with
local health care providers and health plans to assure that overweight and at-risk children who are referred according
to "best practice” guidelines receive appropriate evaluation and treatment.



Partnering to Improve Nutrition, Physical Fitness, and Wellness for Healthy Birth Outcomes in Pregnant and Postnatal
African American Women

While the emphasis of the project was to improve services to individual children and families, it was felt that a
complete public health nursing response to childhood obesity should also include community and systems level
interventions that are a "good fit" with existing field services. This is a new area of practice for most public health
nurses, but necessary in terms of extending our reach and effectiveness in preventing and reducing obesity.
Therefore, PHN practice guidelines for population-based community initiatives aimed at obesity prevention were also
developed. These include involving community organizations with which nurses work in obesity prevention efforts;
promoting nutrition policies in community centers; identifying and addressing neighborhood barriers to physical
activity; and, providing health education to at-risk groups. Tools will be developed, and PHNs trained and guided to
pilot community and systems level interventions in 2006.

This presentation/poster session will therefore provide the audience with public health nursing practice guidelines
related to childhood obesity prevention and management through clinic services, field services, and
community/systems interventions. Information will also be presented on tools and training that were needed and
provided to make implementation of the guidelines possible. Finally, process and outcome information will be
provided.
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ABSTRACT:

Background

PCC Community Wellness Center is a federally qualified community health center providing comprehensive care,
emphasizing maternal child health, to six Chicago communities. PCC's service area has attracted national attention
for its high African American infant mortality rate (14.6/1000 compared to 9.1 Chicago overall and Healthy People
2010 goal of 4.5). PCC's health care providers and Maternal Child Health Community Services (MCHCS) program are
working to improve the disparity.

PCCs health centers are in close proximity to the collaborating hospital, West Suburban Medical Center (WSMC).
PCC's physicians provide 24-hour inpatient labor and delivery care for PCC patients and for those lacking a primary
provider. PCC's MCHCS staff bridge hospital and health center care for mothers and babies.

Methods

PCC's Community Health Nurses (CHNs) round at the hospital's Family Birthplace unit five mornings per week. CHNs
assess patients' needs for health care, education, and support following childbirth and then provide home visits for
mothers who are breastfeeding their babies and/or have health risk factors.

PCC's health educators also round at the hospital each afternoon to continue breastfeeding support and assist in
making follow-up appointments. Health educators provide home visits and are trained to provide labor support at
the hospital.

PCC's Primary Care Advocate (PCA) is an outreach worker who specifically works with pregnant women at the
hospital who lack a primary care provider. The PCA meets "walk-in" patients in the hospital and links them to care
at PCC through phone calls, home visits, transportation assistance, and accompanying women to appointments.

Results

Ovutcomes:
o 78% of patients receive a visit from CHNs during the hospital stay
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o nearly 50% of patients receive at least one home visit
e 50% of hospital "walk-in" patients who receive outreach attend care at PCC
e 65% of PCC prenatal patients initiate breastfeeding

In 2004, PCC was selected as one of five sites in the country for HRSA's Perinatal and Patient Safety Pilot
Collaborative, created to address the goals of the federal Closing the Gap on Infant Mortality initiative and involve
hospital partners. Through this, PCC also helped to establish:

e a process for hospital and PCC staff to link women to residential drug treatment 24-hours/day

e comprehensive prenatal assessment of "walk-in" patients in the hospital triage unit

o monthly prospective care management of high-risk PCC prenatal patients with hospital staff

e co-sponsored continuing education (e.g. Grand Rounds on Perinatal Depression)

Conclusions
PCC's model is unique, as we have learned from our involvement in the HRSA Perinatal Pilot Collaborative. The

hospital's "open door" to PCC's MCHCS staff was facilitated through mutual willingness and has mutual benefits.

Public health implications
Sharing the steps involved in developing and sustaining PCC's model could help other MCH providers to:

e reduce duplication of services at clinics and hospitals by working together
e bring community health services directly into hospitals, where the highest-need population often initiates care
o collaborate with other community agencies
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ABSTRACT:

Background:

In 1991 it became clear that a comprehensive and intensive community-wide and community-based support system
was needed to reduce infant mortality and reverse the cycle of an ever-widening gap between the races.
Pittsburgh/Allegheny County Healthy Start has utilized the Bottom-Up Approach. It includes a voluntary eighteen-
member Board of Directors and six regional Consortiums. The Board of Directors serves as the central overseer for the
project, while the Consortia act as advisors. Six seats on the Board of Directors are reserved for consumers assuring
one-third of the vote has community interest. The Board and Consortia are comprised of consumers, neighborhood
organizations, religious leaders, business professionals, youth, elected officials, and health and human service
providers. This collaboration of volunteers acts as a cohesive body to accomplish the goals and objectives of the
project while collectively applying resources and strengths to address infant mortality. The flow of information begins
at the community level from each consortia and flows laterally into the Board of Directors who make the final
decisions regarding program development and implementation. This unique structure has been the catalyst for the
community-driven approach and is sensitive to the needs of our at-risk population. The geographical coverage area
for the Healthy Start Project includes six separate and distinct locations in the Pittsburgh area that has accounted for
more than 43% of infant deaths. Our Board and Consortia are trusted and respected members and have acted as our
gatekeepers. They are the eyes and ears of each community because they live and/or work in their communities.
They are the voice of the Healthy Start program. This level of community involvement was based on feedback from
community forums, focus groups, and town meetings. This gives Healthy Start the ability to: (1) facilitate the voice
of the community; (2) approach infant mortality in a creative way; (3) develop community ownership at all levels.

Methods:

The Consortia (30% consumers) allows for maximum voice by consumers. Healthy Start promotes and encourages
consumers to share in the decision-making process by involving them at every level of the program. Consumers serve
on the Board and on all committees. Consortia members participate in focus groups and surveys, assist with program
direction, monitor the Local Health Systems Action Plan and hold seats on National, Local, and Statewide alliances

12
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and organizations.

Results:
The role of the non-profit combines the strengths of a larger bureaucracy with the flexibility of a community-based
entity in which participants and providers have a shared voice in maintaining the vision of Healthy Start.

Conclusions:
The shared decision-making of the members has led to a greater understanding of, and commitment to, the project
goals and reduction of infant mortality.

Public Health Implications:

Any strategy to address infant mortality requires more than a medical model. It requires the direct ownership of
community members to influence the necessary changes to reduce infant mortality.
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ABSTRACT:

El Paso County, Colorado continues to experience a higher infant death rate than the national average. (8/1000 vs.
6.9/1000) (CDPHE, 2001). Our Perinatal Periods of Risk (PPOR) data indicate that the majority of our infant deaths
occur due to very low birth weight (VLBW) babies and Sudden Infant Death (SIDS). In 2000, we ranked second highest
for total number of fetal losses in the State of Colorado (CDPHE, 2002). Our data supports the need to further examine
fetal and infant deaths in El Paso County.

For years, the El Paso County Health Department facilitated a local Child Fatality Review (CFR) Team for El Paso
County. Although infant deaths were reviewed, very few were related to VLBW and there were no fetal deaths
reviewed. Based on our PPOR findings, we felt a mechanism was needed to further understand causes of fetal and
infant deaths in our community. Since there are no current FIMR programs in Colorado, we needed to obtain technical
assistance with planning from other states. What better place to start than CityMatCH? CityMatCH provided contact
information on other communities with FIMR programs. The identified best practices and networking opportunities
through CityMatCH proved invaluable with our planning.

CityMatCH provided member literature reviews and FIMR contacts focusing on nationwide best practices helping to
determine the feasibility of a FIMR program for this community. Existing FIMR sites in Maryland, Georgia and Florida
provided fundamental information on the FIMR process, such as cost of the program, board membership, number of
cases reviewed, and data collection tools used. Georgia emphasized the benefits of conducting maternal home
interviews. Missouri shared the importance of avoiding case reviews involving litigation or prosecution, and the
challenge of obtaining statutory authority. When the decision was reached to actually implement a FIMR program for
our community, CityMatCH again provided networking contacts for our next steps.

Michigan’s FIMR Program allowed us to attend their annual statewide coordinators meeting. An insight gained from
this meeting was the opportunity to draw upon experiences from one of their counties just implementing the FIMR
process. Soon to follow was an on-site visit to Omaha, Nebraska prompted by networking at the 2005 CityMatCH
conference. This invitation included attending one of their community collaborative workgroups. We observed first
hand the importance of building community relationships for program development. We next enlisted the help of
Montana’s Fetal, Infant, and Child Mortality Review Program. This program provided the impetus for incorporating
one review process for fetal, infant and child deaths. Each of these sites and contacts graciously answered numerous
questions, provided materials and most importantly, have continued to support our efforts toward the development of
our program through on-going communications.
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Drawing upon the successes and lessons learned from these sites, El Paso County developed our model of Fetal,
Infant, and Child Mortality Review Program. The technical assistance needed to plan, develop and eventually
implement our program would not have been possible without direction and support from CityMatCH.
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BUDGET:
o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $66,664
o  What resources did you use to cover these costs?
MCH Block
Private: March of Dimes, The California Wellness Foundation, California Community Foundation,
The California Endowment, LA Care Health Plan, Kaiser Permanente

KEY STAKEHOLDERS:
LA Best Babies Network, the Los Angeles County Department of Health Services, Maternal, Child, and Adolescent
Health Programs, the March of Dimes, and First5 LA

ABSTRACT:

Background:

Over 150,000 infants are born in Los Angeles County (LAC) annually, one of every 25 births nationwide. Infant
mortality, low and very low birth weight births, and preterm births were lower than national averages in 2003, but
fell short of both California averages and Healthy People 2010 goals. LAC’s geography and diversity present unique
perinatal health challenges related to racial/ethnic disparities, access to culturally-competent quality care, and high
uvninsured population. Efforts to improve pregnancy outcomes require a collective effort for systematic improvement
and to incorporate effective practices. Building on the momentum of a perinatal community committed to action, the
LA Best Babies Network, the LAC Maternal, Child, and Adolescent Health Programs, and the March of Dimes
partnered to convene the Los Angeles County Perinatal Summit to begin building sustainable policies toward
improving birth outcomes.

Methods:

The tri-partnership convened a two-day Summit to organize an engaged perinatal health community, connect
leadership, and solidify a united commitment for achievable action to produce measurable change. Planning
included broad outreach to communities and top leadership over a 9-month period. Participants in regional Los
Angeles Best Babies Network meetings throughout LAC met regularly and identified local perinatal priorities
presented at a Town Hall meeting. Members of the Summit planning committee interviewed key health leaders from
major hospitals, health insurance plans, Public Health leadership, and foundations about their efforts, successes,
challenges, and visions for improving birth outcomes and willingness to commit to an action plan for systematic
improvement.

Over 170 representatives from numerous community based organizations attended Day 1. A Gallery Walk of

posters describing regional priority issues and strategies represented by a diverse constituency participating in the
summit enabled participants to identify common areas of interest and opportunities for influencing health leaders.
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On Day 2, a small group of the top health leaders and decision makers were convened to discuss the information
gathered on Day 1 and to develop recommendations for united action.

Results:

Five key recommendations were adopted:

1) Encourage every woman to have a reproductive life plan

2) Build upon and strengthen comprehensive perinatal services for all women

3) Assure every newborn is enrolled in health insurance before leaving the hospital
4) Integrate perinatal resources into the 2-1-1 referral line

5) promote risk appropriate perinatal care.

The health leaders committed to developing action plans for the recommendations, assist in leveraging resources and
implement strategies that would show measurable improvement within 18 months.

Conclusions:
An informed, coordinated community of perinatal stakeholders successfully galvanized local leadership to commit to
measurable change in birth outcomes.

Public Health Implications:

A gathering of engaged participants that is inclusive, inviting, and that holds its members accountable provides a
powerful motivation toward forging a shared commitment around a common goal. Commitment is more likely for
doable actions producing measurable outcomes in a defined timeframe.
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Local Government Funds
MCH Block
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Other Funds: In kind donations from partner agencies
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ABSTRACT:

Background and Public Health Implications:

Break Time is an innovative community collaborative in El Paso County, Colorado which provides respite services to
families of children three months to 21 years of age with special health care needs.

Children with special health care needs have a four time greater risk of experiencing abuse and neglect in the
absence of adequate family support. These same families are also at greater risk of prolonged stress, marital discord,
or divorce. Utilization of respite services by parents has been linked with increased satisfaction with life, more hope
for the future, improved attitudes toward their children, and increased ability to cope with life stressors.

The National Survey of Children with Special Health Care Needs found that 28.2% of Colorado families did not
receive needed support services which included respite care; noticeably higher than the national average of 23.1%.
A local parent survey of children with special health care needs in El Paso County identified respite as one of the top
3 needs of families. Respite services in El Paso County are very limited due to restrictive eligibility criteria, cost, and
limited provider capacity.
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Methods:

El Paso County Department of Health and Environment convened a community task force in 2004 to determine the
community’s readiness to undertake a new respite project and to propose the replication of a model developed in a
rural county in Colorado. More than 20 key community stakeholders met for one year to develop the program model
and to secure funding for implementation of the project.

The program model is unique in that the program serves children with special health care needs as well as their
siblings, at a minimal cost to families. Respite sessions are staffed by a comprehensive multidisciplinary team of a
project manager, registered nurse, mental health provider and volunteer special education students from 2 local
universities. Services are offered once per month at a local community center. For a fee of $5.00, families are
provided a 6 hour respite session.

Results:

Break Time received grant funding from Health One and opened its doors on February 12, 2005. To date the program
has offered 14 respite sessions, serving 56 families and 112 children. A total of $49,935 of in-kind services are
anticipated for the first year of implementation which include volunteer student and professional hours at the
sessions, community planning and Advisory Board oversight.

Conclusions:

Implementation of the project has come with many rewards as well as challenges. Shared leadership has been
essential to successful program implementation, future sustainability, and quality improvement. Student practicum
experiences have proven to be an excellent learning experience for future teachers and a catalyst for developing
understanding and empathy for children with special health care needs and their families. Data collection for program
evaluation has been a somewhat of a challenge due to the complexity of the instruments and the readiness of the
families to complete the information.
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CONTENT AREA(S):

Chronic Disease
Other: Family Centered Care

BUDGET:

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

annual budget? $10,000.00

What resources did you use to cover these costs?

Private: The Morris and Gwendolyn Cafritz Foundation, The Consumer Health Foundation, The HSC Foundation,
Keiser Permanente, Eugene and Agnes E. Meyer Foundation

ABSTRACT:

Background:

Kids Unlimited, a pediatric primary care practice in the District of Columbia located at the HSC Pediatric Center, was
established in October 2004 to provide a Medical Home for underserved DC Metro area Children and Youth with
Special Health Care Needs (CYSHCN). Kids Unlimited strives to meet the ideals of the Medical Home as defined by
the American Academy of Pediatrics, providing care that is "accessible, family centered, compassionate,
comprehensive, continuous, coordinated and culturally effective”. We are particularly interested in providing family
centered care and improving communication between patients, families and care providers.

As in many under served urban areas, poor communication exists between providers, and parents feel that they are
not involved in decision making for their children. Our patients and families have very limited resources and many
parents have disabilities limiting their ability to read and communicate effectively. Others have developed a Care
Notebook to organize medical, behavioral, developmental and educational information. We feel that this could be an
excellent tool for our families if developed and maintained with the help of a knowledgeable parent advocate.

Objective:

To provide fifty Kids Unlimited patients and their families with a Care Notebook. Parents and families will be
empowered, proactive and consider themselves expert in the care and treatment of their children. In addition,
providers will have the necessary information to provide efficient, quality care.

Methods:

A literature and Internet search was performed to learn about care notebooks. A prototype was developed
incorporating the best features of the notebooks to meet our patients' and families' needs. The prototype was
presented for comment and discussion to both the HSC Pediatric Center Family Advisory Council and a local CYSHCN
parent advocate support group. Kids Unlimited patients and families were interviewed and feedback was solicited.
Patient and family input was incorporated in the final Care Notebook Prototype.
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Design:

An encased three-ring binder divided into sections for medical, developmental, behavioral, educational, financial,
provider contact, family support services, transitional and future planning information. A parent was hired as the
project manager. The parent professional will meet with patients and families individually and in groups to establish
The Care Notebook and help update and maintain its contents. Kids Unlimited Medical Staff assistance will be
available. Patients and families will be encouraged to bring the Care Notebook to medical, educational and
therapeutic appointments.

Discussion:

The HSC Care Notebook Project is in its first stage of implementation. The Project Manager is in the process of
assembling supplies, and patients and families interested in participating in the project are being identified. We hope
to establish our first Care Notebooks in April 2006 and have 10-15 established by June 2006. In June, with the help
of our patients and families, we will evaluate the strengths and weaknesses of the project and determine future
directions. Of particular interest will be evaluating the use of care notebooks for specific patient populations, e.g.
adolescents, ex-premature infants, and exploring the possibility of an electronic Care Notebook.
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o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $1,250,000
o  What resources did you use to cover these costs?
Local Government Funds
Private: Private Foundations
Other Funds: San Mateo County First 5 Commission (Tobacco Tax)

KEY STAKEHOLDERS:

County Board of Supervisors, County Human Services Agency, Health Plan, Hospital Consortium, Local Healthcare
Districts, First 5 Commission (Tobacco Tax Funded), Community Foundation, Other Private Foundations, Contracted
Evaluators (Urban Institute, Mathematica Research, Aguirre Group, University of California at San Francisco), Institute
for Health Policy Solutions

ABSTRACT:

Background:

The San Mateo County Children's Health Initiative was launched in February 2003 to assure health insurance
coverage for every child with family incomes up to 400% of the Federal Poverty Level (FPL), regardless of
immigration status. The county partners use coordinated intensive outreach throughout the county to find and enroll
all children. A new insurance product (Healthy Kids) covers those children who are not eligible for existing public
programs, Medi-Cal (California's Medicaid program) and Healthy Families (State Children's Health Insurance
Program). Over 5,800 children are enrolled in Healthy Kids.

Methods:

A survey of parents of a sample of 411 children enrolled in Healthy Kids in February-April 2004 provides data on
their children's health access, use, and health status while on Healthy Kids. The program is administered by a local
managed care plan, which made it possible to obtain tabulated data on service use and cost.

Results:

Most of the Healthy Kids enrollees speak Spanish at home (89%), were born in Mexico (70%), are undocumented
(93%), and have family incomes below 150% of FPL (78%). Their health care needs are great, with 22% of parents
reporting that their child is in fair or poor health, and 11% reporting asthma. Dental care needs are very high, with
about 50% of school-aged Healthy Kids enrollees had a cavity filled or tooth pulled in the 6 months prior to the
survey. About 10% report an uncorrected vision problem, and 20% of school-aged children had vision care in the
past 6 months.

Claims/encounter data show that Healthy Kids have a higher prevalence of infectious disease (including 6% who
were treated for latent tuberculosis infection, in contrast to less than 1% of Medi-Cal and Healthy Families children).
In contrast, they are treated less often for many other conditions such as otitis media (13% of Healthy Kids enrollees
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ages 1-5, in contrast to 26% for Medi-Cal and 22% for Healthy Families). Service use patterns also differ.

While the percentage of children who have at least one ambulatory visit over a year is similar in the three programs
(Medi-Cal - 73%; Healthy Families - 75%; Healthy Kids - 69%), fewer Healthy Kids have a preventive care visit and
the use of preventive care is low in all three programs. Only 49% of Healthy Kids ages 1-5 had a preventive visit in
a year. Consequently, the cost of Healthy Kids is lower than for the other programs, especially Medi-Cal. Healthy
Kids cost only about 60% of the cost of Medi-Cal children of the same age.

Conclusions:

The Children's Health Initiative is providing lessons for local jurisdictions concerning how to provide children's health
insurance for low and mid-income families ineligible for Medicaid and SCHIP. The program is providing essential
services to formerly uninsured children, such as vision care and dental care, but encouraging families to utilize
covered preventive services continues to be a challenge. Schools and the broader community benefit from the
treatment of infectious diseases, and providing healthcare resources that keep the children healthy and in class.
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ABSTRACT:

Background:

U.S. Immunization and well child-care rates are below desired levels with lower income individuals being at higher
risk for receiving inadequate care. More understanding is needed about the underlying relationships among factors
that motivate or inhibit health care utilization. This study explored whether there are significant relationships between
a mother’s attachment style (secure, anxious, avoidant), her reported experiences with pediatric health care, and other
moderating factors with her child’s pediatric health care utilization patterns.

Methods:

A quantitative, cross-sectional study was conducted in Florida’s Pinellas and Hillsborough counties using face-to-face
interviews with 126 US-born, English-speaking women having an infant 12 to18 months of age who received
Medicaid-funded pediatric health care services. Factors included continuous ratings of anxious, avoidant, and secure
attachment styles, experiences of care ratings for the provider and provider office, health care utilization rates (well
child care, sick/follow-up, and emergency department visits and immunizations), and nine potentially moderating
factors (race/ethnicity, maternal and child health status, maternal age, birth order, employment, WIC/Healthy Start
participation, mother-child bonding, and feelings about going to the doctor).

Results:

Poisson regression analyses measured associations between maternal attachment style, reported experiences of care,
and moderating variables with health care visits and immunizations received. There were significant associations
identified between provider ratings and sick visits. When attachment style and provider/provider office ratings were
included in the model, high provider ratings (P<.05) and high anxious scores (p<.0001) were associated with more
sick visits while higher avoidant scores (p<.01) were associated with decreased use of sick visits. Multivariate
modeling identified provider rating (p<.05) and anxious score (p<.01) as main effects, child’s health rating as a
confounder, as well as the target child being a mother’s first, WIC/Healthy Start participation, maternal bonding, and
feelings about going to the doctor acting as moderators to associations between attachment style and sick/follow-up
visits. Secure scores were associated with increased use of emergency department visits, controlling for the
confounding effects of maternal bonding and the moderating effects of child s health status and maternal age. The
need for continuous medical records (i.e., electronic medical records), minimal standards for pediatric clinic
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environments, provider involvement in study activities, and the value of gathering maternal bonding measures were
also identified.

Conclusions:

Maternal attachment style and provider experiences of care ratings are associated with how and when mothers
access health care for their children. The confounders and moderators identified also highlight the need for
individualized approaches to providing services. For example, greater collaboration among WIC, Healthy Start and
health care providers can potentially improve utilization patterns. Finally, while racial differences were not significant
in the multivariate models, there were racial and ethnic differences including significantly higher rates of avoidant
attachment styles in Black, non-Hispanic mothers.

Public Health Implications:

Understanding factors associated with health care behaviors will help providers individualize their interactions,
targeting the specific needs of mothers and resulting in improved health outcomes. More specifically, this study
identified strategies that can be implemented by Medicaid, health care providers, and other programs providing
services to children and families.
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Federal Funds
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ABSTRACT:

Background:

In the U.S., prematurity is the leading cause of neonatal mortality and second most frequent cause of infant mortality.
In Louisiana, the preterm rate in 2002 was 15.1%, higher than the national average of 12.1%. For African American
mothers in New Orleans, the rate was 21.8%. In the wake of the 2005 hurricanes, these grave statistics are expected
to worsen due to reduced access to prenatal care and increased stress levels for pregnant mothers and families.

Methods:

The March of Dimes Louisiana Chapter is working with health care providers and community partners to implement a
three-pronged approach to reach the most vulnerable pregnant women and infants with education and services.
Funding has been secured from the Office of Minority Health, HHS to support this effort.

o  Outreach: Starting in the Baton Rouge shelters, moving to temporary housing, and working closely with New
Orleans providers as services are restored, March of Dimes staff have gone to where the women are to provide
education, resources and supplies.

e Introduction of a new model of care: CenteringPregnancy®. In this model, pregnant women receive prenatal care,
education, and peer support in a group setting with women at a similar stage in their pregnancies. Evaluation of
the model in other sites has shown a positive impact on birth outcomes and patient satisfaction.

e Support for families with infants in neonatal intensive care units: This need was particularly strong immediately
after the storm when parents and infants were often evacuated to different sites. Unfortunately, the NICU census
is expected to stay high.
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Results:

The initiative reached over 1,000 pregnant women in the first three months following the hurricanes. By six months,
health educators had established a regular schedule of educational workshops for pregnant women in community
settings. Educational materials are being provided to families at NICUs in Baton Rouge, New Orleans, Mandeville and
Shreveport. The March of Dimes hosted training for providers interested in the Centering model and sites will start
implementation in July.

Conclusions and Implications:

The particular needs of pregnant women and babies are not adequately addressed by the primary disaster relief
organizations. March of Dimes, health departments, and other local organizations must plan and work together to
respond to these needs.

One key element in disaster relief is having a direct pulse on community needs and maintaining flexibility and
adaptability. Facility in changing plans as populations shift is critical.

During a widespread disaster, traditional communications mechanisms are chaotic and even suspended for long
periods of time. Organizations must think creatively and work determinedly to identify and meet the need for
health information and services.

Success lay in reaching the women where they were, going to them and meeting their priority needs. A pre-
existing network of community partners and an understanding of the community culture facilitated vital
collaboration and information sharing.

The crisis brought opportunities for innovation and new partnerships. Organizations need to be poised to take
advantage of these opportunities.
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Source not yet decided

KEY STAKEHOLDERS:
1. University of Mississippi, School of Nursing faculty & students
2. Technical Assistance provided by CDC Division of Reproductive Health

ABSTRACT:

Background:

Hurricane Katrina caused extensive and severe damage over the southeastern United States, including the entire
Mississippi Gulf Coast in August 2005. Forty-nine of the 82 Mississippi counties were included in the federal disaster
area. In early September 2005, about 45,000 families were displaced in Mississippi and 13,700 evacuees were in
registered shelters throughout the state. Due to the large mobilized population, the Mississippi Department of Health
(MDH) realized the need to develop a set of tools to assess the reproductive health needs of women affected by
Hurricane Katrina and other natural disasters. The goal is to use the data to promote and enhance evidence-based
local programs and services to improve the reproductive health of women and their families during the critical periods
following a natural disaster when resources are most difficult to access. Topic areas for the women include, but are
not limited to, safe motherhood, family planning, HIV/STDs, gender-based violence, perceived family mental health
issues, and observed trauma-reactive behaviors and symptoms among their children.

Methods:

The MDH developed tools in collaboration with the School of Nursing, the University of Mississippi Medical Center
utilizing technical assistance from the Division of Reproductive Health, Centers for Disease Control and Prevention
(CDC). The most devastated areas including Hancock, Harrison and Pearl River Counties, are chosen as geographic
areas of interest. The target population includes women of reproductive age (15-44 years) who have been
permanently or temporarily displaced by Hurricane Katrina. Cluster sampling in the areas with the most significant
population changes are planned. Convenience sampling opportunities such as pick-up sites for food and supplies are
also being considered.
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Results:

The MDH is in the stage of testing the survey tool and finalizing the research study design. Once completed, the
questionnaires and sampling procedure will be modified/adjusted as needed. The trained staff will start data
collection in May 2006. Preliminary survey results will be available in August 2006.

Conclusion:

The survey remains in the preliminary stages. Conclusions will be drawn upon completion of data collection and
analysis. Anticipated outcomes include:

1. Data for evidence-based program planning, monitoring, evaluation, and advocacy

2. Data support for program funding requests

Public Health Implications:
The toolkit is intended for government and non-governmental organizations that provide or are interested in
providing reproductive health services to disaster-affected women.

Learning Obijectives:

At the end of the activity, participants will be able to:

1. Explain the process of developing survey questionnaires

2. Discuss development of an appropriate sampling procedure

3. Describe how to effectively administer the surveys to assess the reproductive health needs of women affected by
natural disaster.
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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? $500,000
o  What resources did you use to cover these costs?
State Funds
MCH Block
Private: Grants, special events

KEY STAKEHOLDERS:

Maternal and child health organizations, state government health and human service agencies, non-profit
organizations, local health departments, hospitals, health plans, universities, child death review, childcare, health
professional associations, fetal infant mortality review, providers, health systems, caregivers.

ABSTRACT:

Background:

Since 1994, Michigan has experienced a 71% decline in SIDS rates. However, the disparity in postneonatal deaths
remains significant and the postneonatal death rate is relatively unchanged. Analysis of the causes of death was
needed to understand the decline in SIDS.

National and local studies indicate that unsafe sleep environment is a risk factor for SIDS and sudden infant death.
Michigan has undergone a collaborative process to develop Infant Safe Sleep recommendations. The Governor's
Children's Cabinet endorsed the recommendations making Michigan one of the few states with an Infant Safe Sleep
plan.

Methods:

Michigan death certificate data were used to analyze postneonatal deaths from 2001 to 2003. Death causes were
classified based on ICD10 codes using the same groupings as the Michigan Vital Records and Health Data
Development Section. PRAMS (Pregnancy Risk Assessment Monitoring System) was used to better understand the
infant sleep related behaviors. One of the core questions was used to evaluate the infant position and one standard
question for bed sharing.

In addition to Vital Statistics, we considered information from public health home visits, community experiences, and
family stories to identify trends in sleep-related deaths. We confirmed local findings by reviewing national research;
CPSC, AAP, AMA recommendations; autopsy reports; and mandated state and federal CAN reports.

Results:

While the postneonatal death rate was steady during the study period, SIDS specific rates declined 48.5% between
2001 and 2003. The death causes were further analyzed and changes in the use of some codes observed. The
number of deaths caused by accidental suffocation in bed remained unchanged.
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PRAMS findings showed that women under 18 reported the lowest prevalence of placing infants in the back sleeping
position and the highest of placing on the side. Stratified by race/ethnicity, women least likely to place infants on
their backs were Non-Hispanic Black. Prevalence of always/almost always bed sharing was inversely related to
maternal age and education.

Conclusions:

o Cause of death study findings do not fully explain the shift in diagnosis and further analysis is needed to
understand this issue

e The issue of saving babies is compelling enough to overcome differences

o Group process techniques and skilled conveners are essential to resolving diverse opinions and building
consensus

o Additional strategies should be developed for mothers who are very young, with less than a high school
education, and are Non-Hispanic Black.

e Important ethnic and age-appropriate considerations are needed, targeting younger women to avoid the
accidental suffocation risk associated with bed sharing

Public Health Implications:

Strategies were developed to translate data and findings into Infant Safe Sleep interventions. Group process
techniques/skilled facilitators were used to convene a statewide group to address diverse beliefs and reach
consensus. The Governor s Children s Cabinet endorsed the Infant Safe Sleep Final Report as state recommendations.

Process techniques were used to expand interventions and establish priorities. Strategies concentrate on systems
change and institutionalization of the message, focusing on communities with highest disparity. Funding was

identified; evaluation integrated into interventions.

The project is a model of public/private collaboration among MCH entities.
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CONTENT AREA(S):
BUDGET:

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $25000

o  What resources did you use to cover these costs?
Private: local foundations
Federal Funds
Third Party

KEY STAKEHOLDERS:
ABSTRACT:

Research clearly demonstrates that breastfeeding is associated with enhanced health benefits for women and their
infants. Despite research findings, rates in the United States continue to be low in comparison to industrialized
countries particularly among low-income populations. In response to low breastfeeding initiation and duration rates,
the U. S. Department of Health and Human Services identified an increase in these rates as a goal of the Healthy
People 2000 and 2010 initiatives. In 1994, Community Health Center Inc. in Middletown Connecticut implemented a
breastfeeding promotion project as part of their Maternal-Infant Program services. Strategies utilized include: peer
counselors, lactation consultants, breastfeeding supplies and pumps, hospital and home visitation, and community
outreach and education.

Chart review revealed pre-intervention rates of 29%. No data were available on duration. Analysis of 931
participants over a 9 year intervention period revealed an increase in breastfeeding initiation to 71%. Factors
associated with decreased likelihood of breastfeeding initiation include maternal age over 20 years (68% vs. 74%)
and smoking (61% vs. 74%). Among those who initiated breastfeeding, factors associated with decreased duration
at 6 weeks postpartum include age under 20 (39% vs. 59%) and not living with a partner (46% vs 63%). Rates of
breastfeeding initiation and duration differed significantly by race/ethnicity, as did associated risk factors.

Study results indicate that a multi-dimensional approach to breastfeeding promotion is an effective mechanism
towards increasing breastfeeding rates. However, additional targeted interventions may be needed to affect changes
within certain sub populations.
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A Promising Approach to Improve Birth Outcomes: Using PPOR, FIMR and
LAMB Project

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER(S)/AUTHORS(S):
Shin Chao, PhD Deborah Davenport, RN, MPH
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CONTENT AREA(S):

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

BUDGET:

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $100,000
o  What resources did you use to cover these costs?
Local Government Funds
State Funds
MCH Block

KEY STAKEHOLDERS:

March of Dimes, Antelope Valley Best Babies Collaborative, Antelope Valley Black Infant Health Program,
Department of Health Services, Perinatal Advisory Council: Leadership, Advocacy and Consultation (PAC/LAC)

ABSTRACT:

Background:

Between 1999 and 2002, Antelope Valley (AV) in Los Angeles County (LAC) experienced a significant increase in the
infant mortality rate, from 5.0 per 1,000 live births to 10.6. In fall 2004, MCAH incorporated the Perinatal Periods of
Risk (PPOR) approach, initiated the Fetal Infant Mortality Review (FIMR), and implemented the Los Angeles Mommy
and Baby (LAMB) Project to identify opportunities to intervene.

Methods:

(1) Linked 2002 AV fetal/infant death and birth data was analyzed using the PPOR approach. The excess infant/fetal
mortality rates were derived by comparing AV infant or fetal mortality rates to the rates of the reference group (White,
aged 20+, 12+ years of education).

(2) FIMR protocols and National FIMR tools were used to guide the review of 2002 AV infant deaths (53 cases).
Avutopsy records were obtained if an autopsy was performed. Trained Public Health Nurses in AV abstracted medical
chart information and conducted maternal interviews.

(3) The LAMB study was conducted to identify risk factors (pre/inter-conception care, medical, psychosocial, prenatal
care, and risk-taking behaviors) associated with low birth weight or preterm (LBW/PT) births, which cannot be
determined by FIMR alone. Women who lived in AV and delivered babies during the months of April-June 2004 were
randomly selected to receive a LAMB survey in the mail.
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Results:

PPOR identified Maternal Health/Prematurity and Infant Health as having the highest excess infant/fetal mortality
rates (4.0 deaths/1,000 and 2.0 deaths/1,000). The FIMR found high percentages of mothers with previous fetal loss
or LBW/PT experiences (85%), psychosocial issues (65%), medical conditions (47%), infections (47 %), and infant
safety issues (21%). The LAMB survey (279 controls, 87 cases) identified being uninsured prior to pregnancy
(OR=2.3, p=0.004), previous delivery of a LBW/PT infant (OR = 3.7, p=0.0003), high blood pressure during
pregnancy (OR=3.4, p=0.06), having inadequate prenatal care (OR=2.3, p=0.01), and describing their neighborhood
as unsafe (OR=2.45, p=0.02) to be significantly associated with LBW/PT.

Conclusions:
The findings suggested that to improve birth outcomes in AV, efforts should be placed on maternal health/prematurity
and child health. Specifically, better pre/inter-conception health care, prenatal care, and neighborhood safety.

Public Health Implications:

The integration of the PPOR, FIMR, and LAMB approaches were complementary. PPOR quickly identified areas to
intervene, while both FIMR and LAMB further identified specific factors, which were associated with adverse birth
outcomes. Based on the findings, the AV Best Babies Collaborative (AVBBC) consisting of local heath and community
agencies made a list of recommendations (e.g. increase access to high-risk Ob care, provide comprehensive
assessment for high-risk newborns, etc) and commitments to improve birth outcomes. Consequently in 2006, the
AVBBC received over $900,000 in grants to ensure/enhance the accessibility and availability of health services,
including pre/inter-conception health for all women of child-bearing age. This promising approach empowered local
communities and health agencies to effectively collaborate to identify solutions and procure funding for improving
birth outcomes.
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BUDGET:
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o  What resources did you use to cover these costs?
State Funds
Private: grant from Junior League

KEY STAKEHOLDERS:
Part C Early Intervention Program

ABSTRACT:

Background:

Due to multiple ecological variables, mothers of cocaine-exposed infants may experience difficulties interacting with
their infants. This research was designed to describe the behavioral affects of inutero cocaine exposure on maternal-
infant interactions in the first two years of life. The goal of the project was to apply knowledge from the research to
the problem of maternal substance abuse in order to implement and evaluate an intervention program for women
and their infants. A program to facilitate mother infant interactions using Mediated Learning experiences was
developed and implemented.

Methods:

This study used a four-group experiemental design composed of drug-exposed mother/infant dyads with non drug-
exposed mother/infant dyads as controls. Half of each group were given an opportunity to participate in the Mediated
Learning playgroup intervention. Factors studied included interaction behaviors, developmental outcomes of the
infants, stress, support and familial factors.

Results:

Results showed that mothers who attended at least four Mediated Learning playgroups had improved interactions
with their infants (p=0.0041) as measured by observing interaction behaviors . By maternal self report, 94.4% of the
mothers in the playgroup had improved interactions with their infants after the playgroups. The quality of maternal
infant interactions was inversely related to the amount of self-reported stress (p=0.0073). The more stress perceived
by the women, the lower the interaction scores with their infant. No significant differences were found in
developmental scores of cocaine-exposed infants when compared to drug-free infants.

Conclusion:

Based on this study, fourteen recommendations are proposed for intervention programs focused on drug-using
mothers. A curriculum for Mediated Learning Play groups specific to drug using women and their drug-exposed
infants will be shared, including innovative strategies such as previewing.
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Overweight and Obesity Infant Mortality
Racial and Ethnic Health Disparities MCH and the Environment
Urban Women’s Health Men in MCH

Chronic Disease

BUDGET:

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $30,000

o  What resources did you use to cover these costs?
Local Government Funds
State Funds

KEY STAKEHOLDERS:

University of Connecticut

ABSTRACT:

Background:

Three years ago, the city of Hariford merged two separate departments (Health/Human Services) into the new Health
and Human Services Department. The merge did not only enriched existing programs giving them immediate access
to additional resources, but also fostered the development of the PolySyndromes comprehensive research
development project. PolySyndromes are defined as the groups of combined physical, emotional, environmental,
social signs, symptoms and ailments that group pervasively within the same household.

Methods:

Every three years, the city of Hartford conducts a citywide health survey. Using a grant from the Connecticut
Department of Public Health and applying sophisticated research methods, a representative sample of city residents
respond to a long and comprehensive health survey. Results are compiled, tabulated and analyzed using traditional
research analysis methods. A scientific committee approved a survey that was mailed to thousands of residents.
Phone interviews and focus groups are used as complementary techniques. This year, the survey also included
special questions to identify the existence of PolySyndromes within the Hariford’s households. Additionally, special
research was conducted, taking a random sample of 50 cases within the large clientele of the city’s Maternal and
Child Health programs. Using a standard interview schedule, caseworkers were interviewed to get additional
information of the selected cases.

Results:

In Hartford, the research showed a high prevalence of PolySyndromes in the low-income general population and the
Maternal and Child Health clientele. The prevalence of asthma, diabetes, obesity, depression, substance abuse,
domestic violence, stress, mold, lead, unemployment, illiteracy and sexually transmitted diseases, among others, was
high within the households of the low-income maternal and child health clientele. However, during medical visits,
and adhering to customary medical practice standards, treating physicians only addressed the highlighted physical
conditions of one identified patient. Many existing additional conditions tended to remain out of the scope of the
existing assessment and/or intervention schemes.
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Conclusions:

Within the households of clients in the Hartford Maternal and Child Health programs, a high incidence of physical,
environmental, emotional and social ailments was noted. These highly prevalent issues did not appear as single-
household variables, but rather tended to combine in groups of 5-6 pervasive conditions. The likelihood of cross-
fertilization of multiple intervening variables was considered high. Further research is needed for concept refinement
and identification of the prevalence of particular PolySyndromic combinations. The application of traditional medical
care to low-income women and children fails to address a cadre of additional physical, social, environmental and
emotional conditions in the household that have a negative influence on health outcomes. MATCH case workers are
left to work with families to survive other critical factors that negatively impact the health of mothers and children The
Hartford Health and Human Services Department and the Connecticut Children Medical Center Primary Care unit have
a preliminary agreement to develop a pilot program to appropriately diagnose and treat PolySyndromes. This venture
promises to bring further clarity into this matter.

Public Health Implications:

The public health implications of this project are far-reaching. Working at both end of the spectrum, primary care and
public health practitioners will need to broaden the scope and change current assessment and diagnostic practices. In
low-income urban communities, single-issue care, strategies, and initiatives will be declared obsolete and replaced
with outcome oriented multipronged interventions that seek simultaneous improvement in various health, mental
health, environmental and social indicators. Patients will no longer be treated for one condition but provided with
“systemic prescriptions”. Comprehensive public health infrastructures that accelerate and synchronize the interaction
between medical care, mental health, environmental health, social services and public health providers need to be in
place.
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BUDGET:

o  What resources did you use to cover these costs?
Local Government Funds
Private: St. Luke's Health Initiatives grant

KEY STAKEHOLDERS:

Arizona Department of Health Services Office of Women's & Children's Health
St. Joseph's Hospital & Medical Center

St. Luke's Charitable Trust

ABSTRACT:

Background

Over the last decade, MCDPH has assessed the issues of poor birth outcomes and health disparities in the
neighborhoods of Maryvale and South Phoenix by conducting PRAMS, PPOR and other data analyses. PPOR results
showed as much as one third of the fetal/infant deaths in Maryvale and almost half of the fetal/infant deaths in South
Phoenix may have been preventable. In addition, there was a different pattern of mortality among various
racial/ethnic groups suggesting that it may be appropriate to tailor interventions to particular groups. As a response to
the disparities in birth outcomes, the Alliance for Innovations in Health Care, a coalition of leaders in maternal-child
health, was formed and the information was disseminated to community leaders and providers. Before developing
strategies to address these issues, they requested additional data on women’s experiences receiving prenatal care.

A search for successful strategies for addressing community issues yielded the concept of asset-based community
development (ABCD) originated at the ABCD Institute in Chicago. This is a strength-based approach which focuses on
the assets of a community rather than needs or deficits. Utilizing this philosophy, the Friendly Access Assessment of
Prenatal Clients survey, including locally added asset-based questions, was administered.

Methods

MCDPH and the Alliance partnered with the Arizona State University Resilience Solutions Group to implement a
survey with 539 post-partum women administered at four area hospitals. The survey asked about perceptions
regarding prenatal and birth care, barriers to accessing care and personal assets including support systems and sense
of control.

Results

The sample was comprised of low-income adult women, the majority of whom identified themselves as Hispanic
with 73% reporting that they were born in Mexico. Over 22% received fewer than the recommended minimum of ten
prenatal care visits and 22% reported feeling ignored or discriminated against by a provider. Generally, the sample
indicated a strong belief in traditional cultural norms and beliefs, and a high degree of ethnic pride.
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Conclusions

It is important to understand the impact women s experiences, including with discriminatory treatment, have on the
receipt of prenatal care. Women are less likely to receive care when it is unwelcoming and inaccessible. A more in-
depth understanding will be achieved through follow-up focus groups.

Public Health Implications

The survey resulted in a community development plan which includes asset based community development training,
asset mapping by community members to assess resilience resources, and resiliency/strength-based activities to
improve access to and utilization of care to reduce health disparities.

Residents are becoming more attuned to their ability to use their combined strengths and networks to help improve
their community. It is expected that they will pool their assets to implement specific strategies to create a healthier
community for mothers and babies. It is essential that community residents and leaders fully engage in public health
planning and interventions to reduce health disparities in communities of color.
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CONTENT AREA(S):
Overweight and Obesity
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BUDGET

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $DeKalb County Board of Health - no defined budget for policy development; Olmsted County
Public Health Department - $2,500-$5,000 depending on the year, but costs have been absorbed by other
programs, such as Steps to a Healthier Rochester
e  What resources did you use to cover these costs?
Local Government Funds
State Funds
Federal Funds
Other Funds: Coordinated School Health Grant through MN Dept of Education

KEY STAKEHOLDERS:
DeKalb County (GA) Board of Health: DeKalb County School System, Student Intern from Emory School of Public
Health, Status of Health (Community Coalition), Healthy DeKalb (Community Coalition)

Olmsted County Public Health Department: Rochester School District; Zumbro Valley Medical Society Alliance; Parent
Teacher Association Central Council; OCPHS Healthy Communities Division; Zumbro Valley Dental Society; Rochester
and Byron School Board Members; Zumbro Valley Mental Health Center; Olmsted County Children s Mental Health
Resource Center; Rochester School Nutrition Services; NAMI; Parents; Child Care Resource and Referral; Midwest
Dairy Council; Boys and Girls Club; Olmsted County Sheriff s Department

ABSTRACT:
This session will highlight collaborations between local health departments (LHDs) and schools systems to improve
nutrition and physical activity among school-age children.

The Centers for Disease Control and Prevention (CDC) Division of Adolescent and School Health (DASH) will discuss
the relationship between health and education and describe the characteristics of a quality coordinated school health
program (CSHP), the role of the school health coordinator and council, and the eight priority actions that states and
schools can take to implement a CSHP. Additionally, CDC DASH will identify resources available to LHDs and school
systems to implement school health programs including resources for school health coordinators and councils,
assessment and planning, model policies, curriculum analysis tools, evaluating a school health program, and
strategies for improving physical activity and healthy eating.
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DeKalb County is a large jurisdiction in Georgia with an ethnically diverse population of 675,725. The DeKalb
County Board of Health has worked with the DeKalb County School System, School Health Council to help develop
nutrition and physical activity policies to fight rising obesity rates. The group utilized data from the CDC s School
Health Index for Nutrition and Physical Activity (SHI) and the Youth Risk Behavior Survey to determine what changes
needed to be made in the school system to improve nutrition and increase physical activity. To further promote the
SHI and provide incentives to schools to promote good nutrition and increased physical activity, the DeKalb Board of
Health utilized their mini-grant program for the DeKalb school system. Administered through the LHD s Status of
Health Committee, the grants provided up to $5,000 to support school nutrition, physical activity, and tobacco use
prevention initiatives. Some of the grant-funded activities include creation of walking trails and a rock-climbing wall;
aerobics and other exercise classes for staff and parents; provision of non-candy rewards for students; and changing
the items offered in the vending machines. Program evaluation concluded that the SHI is an effective tool for
identifying and prioritizing areas for improvement, which in turn was an effective catalyst for positive change in
school health policies and programs.

Olmsted County is one of 87 counties in Minnesota and has a population of 133,283. In 2000, the Olmsted County
Public Health Department and the Rochester School District created the Coordinated School Health Advisory Council
(CSHAC). In 2002, the LHD developed the white paper, School Age Health and Nutrition, which was later used by the
school district to develop their food and soft drink vending policy. The CSHAC and the LHD also planned and co-
sponsored the 2003 and 2004 Walk to School Day at 17 elementary schools in the county, with 10,000 student
participants. The LHD also persuaded the school board to reinstate eighth grade health classes, which had been cut
amidst budget restraints. Through continued service on task forces and work groups, the LHD advises the county s
school boards on how to encourage healthy behaviors and create healthy environments in the school systems.
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PRIMARY PRESENTER/LEAD AUTHOR:
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CONTENT AREA(S):
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BUDGET:

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

o  What resources did you use to cover these costs?
Federal Funds

KEY STAKEHOLDERS:
ABSTRACT:

Background:

For the Healthy Start, Inc. (HSI) project area encompassing the City of Pittsburgh and the entire county of Allegheny,
32% of births from 2000-2002 were to unmarried mothers. Nationally, 24 million children live absent their biological
fathers. The negative impacts on children are moderate to severe are, on average, at least 2 to 3 times more likely to
be poor, to use drugs, to experience educational, health, emotional and behavioral problems, to be victims of child
abuse, and to engage in criminal behavior, (National Fatherhood Initiative, Fatherhood Facts, 4th Ed.).

For these purposes HSI developed the Male Initiative Program (MIP) as a vital addition to the holistic approach in
combating poor maternal and child outcomes associated with racial health disparities, low weight births and
vltimately, infant mortality.

Methods:

The typical HSI father/male caregiver is 22 years old, unmarried, unemployed, has a 10th grade education, needs
sustainable housing, and no health insurance coverage. He likely has fathered two or more children to different
mothers. HSI fathers/male caregivers are more likely to use alcohol, tobacco and other drugs to cope with
psychosocial stressors.

To effectively aide these participants, MIP institutes a redefined interconceptional model of services. The purpose is to
inform men of how influential they are to the outcome of a pregnancy and the ongoing health and well-being of their
children. Enrolled participants receive identical services to those of enrolled women, while still individualizing plans
of care for each participant. This systemic and individualized approach to service delivery is characterized as:
Community-Based, Holistic in Approach, Multi-Disciplinary, Collaborative Across Systems, Prevention-Principled,
Culturally Sensitive.

Specific strategies and practices are apparent in the core service models of outreach and recruitment, care
coordination, health education, depression screening and referral and the community-based consortium.
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PRIMARY PRESENTER/LEAD AUTHOR:
Sylvia Davis, MPH
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6101 Lake Ellenor Dr.

Orlando, FL 32809

Phone: 407-858-1400

Fax: 407-858-5532
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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? $65,000 (1.5 FTE)--overhead was provided in kind thru Healthy Start program
e  What resources did you use to cover these costs? Grant funds

KEY STAKEHOLDERS:

Healthy Start Coalition, Orange County Health Dept., grantors (March of Dimes, Pfizer, Aetna, Community
Foundation, Walt Disney World) community members from Churches, Beauty salons, apt. complexes

ABSTRACT:

Save Our Babies

History:
e The Save Our Babies Program was developed in 2001 and framed around PPOR (Perinatal Periods of Risk)
o The program was started in 2002 with funding from State level March of Dimes for 3 years.
e Our Mission is to reduce and eventually eliminate racial disparities in birth outcomes.

Program Obijectives:
e To promote maternal and child health education in order to reduce disparities
o To increase early access and continuity of care by utilizing referral resources
o To provide training and support to minority businesses, community leaders, and consumers

Methods:

The program utilizes non-traditional outreach methods to disseminate information and conduct training and
informational workshops/sessions. Train-the-trainer approach is also used (Outreach workers train stylists, church
leaders, etc. on how to present and educate their constituents)

Instruments:
o Pre and Post tests are administered within workshop settings (limited demographic data is collected on the
test).
e Evaluations using Likert-type scales for information sessions (churches, civic groups, etc.) are distributed at
workshops or presentations. And outreach logs are used to document contacts, educational materials,
referrals, trainings, health fairs, etc.
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Measurable Outcomes:

Objectivel: At least 90% of women receiving education at workshops will improve knowledge of maternal-
child health issues as measured by a pre-post test administered at the conclusion of the workshops
throughout the project period

Objective 2: At least 80% of women who complete an evaluation at workshops will indicate that the
information provided was useful or very useful as measured by a questionnaire given after their
participation at a workshop throughout the project period.

Objective 3: At least 4000 educational contacts (pregnant and non-pregnant duplicated customers) will be
made by the stylists and Outreach Worker as measured by the numbers of contacts indicated through the logs
by the Outreach Worker by the end of the grant period.

Successes/Barriers:

Objectives are typically met but with low scores. We experience low success rates in participation levels from clients
to fill out both pre and post tests during sessions. It takes a considerable amount of time to build relationships with
churches and salons. Workshops are always a struggle with coordination and time setting. There have been times
where participants have not be able to complete the pre and post test due to language barriers, as the survey is only
given in English at the present time. Despite the obstacles that come about through the implementation of the
program, it still has been able to reach over 8,000 contacts since the program began.
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PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER(S)/AUTHOR(S):
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KEY STAKEHOLDERS:

Grief Assistance Program
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Healthy Start

Division of MCFH, Philadelphia Department of Public
Health

ABSTRACT:

Objective: The objective of this project is to evaluate Sudden Infant Death Syndrome and the presumed causes as they
relate to co-sleeping and roll-overs/overlays, in order to create and implement targeted interventions and public
awareness messages.

Materials and Methods: Information used in Infant Death Reviews has traditionally been accessed through the Vital
Statistics data. The formation of the Rapid Infant Death Review Team, a city—sponsored collaboration of organizations
involved with infant deaths, has afforded the Philadelphia Department of Public Health the ability to quickly review
death records of infants. The Rapid Infant Death Review Team analyses information obtained from the Philadelphia
Medical Examiner’s Office, The Grief Assistance Program, Inc., the Department of Human Services, and local and state
Youth Fatality Review Teams. This allows the team to look at data and further examine the contributing risk factors
for sudden infant death and its correlation to co-sleeping.

Results: There is a significant increase in the risk of Sudden Infant Death when there is a combination of risk factors
such as environmental tobacco smoke, prone/stomach sleeping and co-sleeping. The findings have shown the most
common risk factors in combination increase the risk of death significantly, as opposed to having only one risk factor.
Even though it is not possible to identify future SIDS infants at birth, it is possible to identify infants at high risk for
SIDS, based on combinations of established risk factors such as exposure to tobacco smoke, prone sleeping and co-
sleeping. Identifying high-risk infants can be the basis for targeted enhanced educational interventions to maximize
adherence to recommendations for reducing the risk of SIDS.

Lessons Learned:
e SIDS is a confusing public health issue:

0 Although the overall SIDS rates have declined in all populations throughout the United States, disparities
in SIDS rates and prevalence of risk factors remain in certain groups. SIDS rates are highest among
African-Americans and American Indians and are lowest among Asians and Hispanics (NICHD, 2001).

O There are many programs with specific messages, however there is no universal message using common
language and without controversy.

0 In April 1992, the American Academy of Pediatrics (AAP) Task Force on Infant Sleep Position issued a
statement recommending that infants be placed on their backs to sleep to reduce the risk of SIDS. Then, in
1994, the U.S. Public Health Service, AAP, the SIDS Alliance, and the Association of SIDS and Infant
Mortality Programs cosponsored the Back-to-Sleep campaign, a national public service initiative to
disseminate AAP’s recommendation that infants be placed on their back to sleep.
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e This cannot be summed up into one message; it is necessary to develop several messages with a universal
language. Such as:
0 Secondhand smoke can harm your baby
O Bed sharing is dangerous when combined with Environmental Tobacco Smoke and sleeping on stomach
0 A baby sleeps most safely on his/her back, alone, on a firm mattress, in an uncluttered crib, in a smoke-
free environment

Conclusion:
Our data show that it is the combining of risk factors that increases the risk of SIDS more than any single factor. Co-

sleeping by itself occurred in none of the SIDS deaths. Only when it was combined with environment smoke or prone
sleeping, was the risk of SIDS increased.
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Determination of Overweight Prevalence among Young Children in San Diego
County Schools

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER(S)/AUTHORS(S):
Sutida Jariangprasert, MPH Tracy Delaney, RD, PhD
Biostatistician Sutida Jariangprasert, MPH
County of San Diego Judith Quinn, RN

P.O. Box 85222; MS: P511F Beverly Tuzin, MPH

San Diego, CA 92186-5222 Adrienne Yancey, MPH

Phone: 619-692-8807
Fax: 619-692-8827
E-mail: sutida.jariangprasert@sdcounty.ca.gov

CONTENT AREA(S):
Overweight and Obesity

BUDGET:
For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $5,000
o  What resources did you use to cover these costs?
Local Government Funds
State Funds
Federal Funds

KEY STAKEHOLDERS:
Community, schools, children, families

ABSTRACT:

Background/Objectives:

Childhood overweight and obesity is a significant and growing health concern that has reached epidemic proportions.
Being overweight exposes children to serious health problems, now and in the future. The percentage of children and
adolescents who are overweight has tripled since the early 1970's. Results from the 1999-2002 National Health and
Nutrition Examination Survey (NHANES) indicate that 16 percent of U.S. children and adolescents aged six to nineteen
were overweight. As the percentage of children who are overweight and physically inactive increases, and as these
children age, the health problems they experience will result in growing costs for medical care, lost productivity and
human resources.

Exact prevalence of overweight among young children in the County is unknown. The County of San Diego and the
University of California, San Diego (UCSD) are jointly conducting a pilot study to determine overweight prevalence
among San Diego County first grade children. Three of the 36 public school districts in the County that have first
grade classes are taking part in the study.

Methods/Approaches:

Since 1974, to protect the health of all children, students entering the first grade are required by California law to
have either documentation of a comprehensive health examination by a health care provider or a waiver of such on
file at the school in which they enroll. The County's Child Health and Disability Prevention (CHDP) Program,
California's version of Early Periodic Diagnosis and Testing (EPSDT), distributes health forms to schools which in turn
go into registration packets for children/parents for kindergarten or first grade. Completed forms may be returned
before the start of first grade (e.g. in kindergarten) but exams are valid only if performed no more than 18 months
prior to entry into first grade. Forms were revised for the study to include additional fields to collect height, weight,
age, gender, race/ethnicity, school name and ZIP code. To protect confidentiality, children's names and other specific
identifying information will be blocked. Parents are
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also given the option not to have their child's height and weight reported. Cooperation for the pilot was obtained
from three public school districts: San Diego Unified School District, Cajon Valley Union School District and Chula
Vista Elementary School District. Schools forward a copy of the completed forms to the County of San Diego. For the
older version of the forms that did not have the newly added demographic and anthropomorphic questions, school
nurses will add the information at first grade entry. Data will be entered at the County into an Access© database.

BMI and BMI-for-age percentiles will be calculated using a program from the Centers for Disease Control (CDC) in
SASO.

Results: Not yet available. Data collection for the 2006/07 school year is expected to be completed by April 2007.

Barriers:

Lack of reliable overweight data for children.

Obtaining cooperation from all school districts in County.

Analyzing data on children whose measurements were taken at different ages and dates.
Cost of printing forms in triplicate carbonless copies.

Need to elicit medical providers' cooperation to complete forms.

Lessons Learned:
Develop and put in writing the methods in detail prior to data collection.
Get input on project methods from people with a wide range of expertise.

Public Health Implications:

Knowing prevalence of overweight and obesity will increase awareness and efforts to reduce the problem. Data will
also be useful to track and trend over time; as intervention strategies are implemented, prevalence data may be
useful for evaluation. In addition to fewer overweight children, reducing the problem will also result in reduced health
care costs, chronic diseases, and premature death.
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Community Involvement in the Reduction of Health Inequities

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER(S)/AUTHORS(S):
Angela Ablorh-Odjidja, MHS Sara Schubert

Senior Analyst Genevieve Mbamalu,

NACCHO

1100 17th Street, NW

2nd Floor

Washington, DC 20036
Phone: 202-783-5550
E-mail: aablorh@naccho.org

CONTENT AREA(S):

Racial and Ethnic Health Disparities
MCH and the Environment

BUDGET:

e  What resources did you use to cover these costs?
Local Government Funds
Other Funds: In-kind

KEY STAKEHOLDERS:

Childhood Lead Poisoning Prevention Program:

Budget: The Milwaukee Health Department Childhood Lead poisoning Prevention Plan (MHD CLPP) Manager who
provides leadership for this project, contract execution, technical assistance, leadership development, and access to
city services has an annual salary $53,000 per year. Contracts to CBOs average $50,000 per year per organization
for a total of $200,000 each year. Resident involvement is leveraged as Parents Against Lead groups are all
volunteer.

e Community-based organizations
o Community residents

Boston Disparities Project:
Budget: Estimated costs associated with the project are $100,000.

Partners and Stakeholders:
¢ Mayor Thomas M. Menino
Senator Dianne Wilkerson
Representative Peter Koutoujian
Brigham & Women s Hospital
American Red Cross of Massachusetts Bay
Staff from Boston teaching hospitals
Community stakeholders and neighborhood coalition members

ABSTRACT:

One of the National Association of County and City Health Officials (NACCHO) strategic directions is to enhance the
capacity of local health departments to achieve health equity through social justice, as a means to improve health
status and the quality of life. Establishing connections with disciplines, systems, and communities is an integral
component to accomplishing this task. Various national organizations and local health departments across the nation
are actively involved in addressing health inequities through a framework which includes social justice principles,
involves community, and works towards health equity.

This session will promote the efficacy of community involvement in addressing public health concerns and
demonstrate how local health departments and community partners can work together toward the common goal of
reducing health inequities.

PolicyLink is a national nonprofit organization working to advance policies to achieve economic and social equity
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from the wisdom, voice, and experience of local constituencies. Through its various activities the organization works
to bridge the traditional divide between local communities and policymaking at the local, regional, state, and
national levels.

Mildred Thompson, of Policylink, will lay the foundation for the presentation by sharing research demonstrating the
importance and value of community involvement in addressing and reducing health inequities. Thompson led a
year-long, nine-city study finding that participation by community leaders, agencies, and participants strengthens
programs, communities, and policies. She served as an Executive Administrator with Alameda County's Public Health
Department.

The City of Milwaukee Health Department: Child Lead Poisoning Prevention Program Community Capacity Project

The Community Capacity Project (CCP) applies grassroots leadership development and community organizing
strategies to drive action toward environmental health goals. In 1997 the Milwaukee Health Department Childhood
Lead Poisoning Prevention Program (MHD CLPPP) began funding four community-based organizations (CBOs) in
high-lead poisoning neighborhoods to empower residents to participate in strategy development and policy-making.
The resulting neighborhood demand for lead-safe housing and community-grown solutions have been critical to
achieving lead-poisoning prevention milestones, like a community-wide primary prevention lead paint abatement
law; lead paint industry litigation to fund abatement; and a highly successful voluntary lead abatement program. The
incidence of lead poisoning in Milwaukee has declined 50% over the past five years.

The Boston Public Health Commission: The Boston Disparities Project

In 2003, after the Institute of Medicine (IOM) forewarned the nation of the unequal treatment that communities of
color face in health care delivery and financing, Mayor Thomas M. Menino recognized the severity of these disparities
and asked health care organizations to identify practical solutions to reduce disparities. The Boston Public Health
Commission worked closely with Mayor Menino to convene key stakeholders across the city to serve as members of
his Task Force.

The Task Force assembled leaders from academia, the health care industry, and communities of color to work on a
comprehensive, multi-level strategy to address the underlying social and environmental factors contributing to poor
health outcomes among Black, Latino, and Asian residents. The blueprint provides long-term guiding principles and
concrete action steps to eliminate racial and ethnic disparities in health.
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Health Readiness: Spreading Innovative Community Preparedness Strategies in
Wards 5, 6, 7, and 8 in Advance of a Health Emergency

PRIMARY PRESENTER/LEAD AUTHOR:

Marilyn Seabrooks, MPA

Bureau Chief, Perinatal and Infant Care

Maternal and Family Health Administration DC Department of Health
825 North Capital Street, NE, Suite 3103

Washington, DC 20002

Phone: 202-442-9333

Fax: 202-442-4814

E-mail: marilyn.seabrooks@dc.gov

CONTENT AREA(S):

Preconception Health for Healthy Birth Outcomes Infant Mortality

Racial and Ethnic Health Disparities MCH and the Environment
Urban Women’'s Health

Chronic Disease

BUDGET:

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $80,000
o  What resources did you use to cover these costs?
MCH Block
Federal Funds
Other Funds: Pan Flu

KEY STAKEHOLDERS:

Emergency Health Management Services Administration
Mayor's Health Policy Office
National Institute of Child Health Development

ABSTRACT:

Background:

Increasingly, health officials are talking not about if but when the next pandemic will occur. Advance planning for a
large scale and widespread health emergency in the Nation’s Capital is required to optimize plans for how the District
Government and, in particular, the Department of Health will continue its mission and critical business of ensuring the
health, safety and well being of residents and visitors of Washington. In addition, all sectors of the city must consider
the impact of a health emergency and how communities can best prepare.

The District of Columbia Department of Health has been working on the development of an Emergency Preparedness
Plan for several years and within the coming weeks will conduct a Summit on Pandemic Flu preparedness. The
Summit will offer a venue for exploring contingencies, viable options, and other components to strengthen the
District’s plan for optimal health readiness.

Methodology:

Integrating "Health Readiness” strategies with current home visiting programs like the D.C. Healthy Start Projects |
and Il will ensure an established system within high-risk communities that demonstrate practices that serve to support
case management, health education and promotion, and outreach activities utilizing a family-centered approach to
community preparedness. Training Healthy Start Program nurses, health educators, and outreach staff in pandemic
influenza preparedness, prevention, and response enhances the Department’s capacity to reach vulnerable and often
hard-to-reach consumers. Spreading innovative community preparedness strategies to vulnerable but otherwise
receptive populations in Wards 5, 6, 7, and 8 in advance of a health emergency is responsible public health action.

Evaluation:
Formal and informal evaluations of the DC Healthy Start Project cites favorable consumer satisfaction and trust
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Health Emergency

among program participants regarding information sharing, service provisions, ongoing staff involvement and
supportive wrap-around and referral support. A survey to measure pre-knowledge and post-knowledge related to: a)
preparedness; b) prevention practices; c) access to community resources; and d) changes in family competencies, as
well as satisfaction with services received, will be developed among other tools to capture critical evaluative data.

Goal:
To minimize serious illness and overall deaths to pregnant and parenting women, children up to age two (including
children with special health care needs), and their families in advance of a health emergency.

Obijectives:
o  Clarify roles and responsibilities in the event of a health emergency
Assist families in the development of shelter-in-place and household plans
Assist families in mapping community resources
Assist families in identifying needed supplies, equipment, etc.
Distribute health informational materials effectively

Assist families in developing questions to ask providers (i.e., schools, child care centers, health care
providers, etc.)

o Train consumers in self-care strategies

Coordination:

The District of Columbia Department of Health has brought together relevant partners and stakeholders to facilitate the
development of a coordinated health emergency response plan at the local and regional levels. The Health
Readiness activities will be administered through the Department of Health Maternal and Family Health
Administration, Perinatal and Infant Care Bureau, and DC Healthy Start Projects in collaboration with the State Title V
Programs: Children with Special Health Care Needs; 1-800-MOM-BABY HEALTHLINE; Newborn Initiative; Teen
Mothers Take Charge; Child, Adolescent and School Health; Women’s and Men’s Health Initiative; and USDA
programs, WIC, CSFP, and Nutrition. Representatives from the Healthy Start Consortium, Healthy Babies, Healthy
Families Thriving Communities Collaborative, other District Government, public, and private sector agencies will also
be involved.

Target Population: 150 families in Wards 5, 6, 7, and 8

Budget: Requested funding to support practice to be determined.

Reference: DC Healthy Start Projects | and Il, Progress Reports, Evaluation, etc.
Results: Pending

Public Health Impact: PENDING
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Massachusetts Perinatal Disparities Project: Moving Data into Action at the
Community Level

PRIMARY PRESENTER/LEAD AUTHOR:

Karin Downs, RN, MPH

Assistant Director for Clinical Affairs

Division Perinatal, Early Childhood, and Special Health Needs
Massachusetts Department of Public Health

250 Washington St.

Boston, MA 02108

Phone: 617-624-5967

Fax: 617-624-5927

E-mail: karin.downs@state.ma.us

CONTENT AREA(S):
Racial and Ethnic Health Disparities
Infant Mortality

BUDGET:
o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $0

o  What resources did you use to cover these costs?
MCH Block

KEY STAKEHOLDERS:

Springfield Department of Health and Human Services, MCH Commission, FIMR
Dr. Andrew Balder &

Maureen Holland

ABSTRACT:

Background

Massachusetts has high racial disparities in perinatal outcomes despite having overall low infant mortality rates.
From 1998-2002, blacks were 2.8 times more likely than whites to have an infant born with a very-low-birth-weight;
3.7 times more likely to have an infant born at less-than-28-weeks gestation; and were 2.8 times more likely to
experience a fetal/infant death. The goals of this Perinatal Disparities Project include enhancing the capacity of
community partners to address racial disparities in birth outcomes by collecting and analyzing state and local data to
inform policy and identify program priorities; and establishing a formal network between Massachusetts communities
to share information and resources. The Massachusetts Department of Public Health (MDPH) partnered with the
Springfield Maternal and Child Health Commission to implement this Project. This Project aims to build a perinatal
disparities model program in Springfield, Massachusetts, a city with significant racial disparities in birth outcomes.

Methods

The Project identified key stakeholders and developed a work plan with the Springfield MCH Commission. Based on
their expertise and interest, each stakeholder was identified as a decision-maker, program administrator, data
analyst, or consumer to participate in a strategic planning process. The team developed a logic model, ecological
model, and Strengths-Weaknesses-Opportunities-Threats (SWOT) analysis to frame the issue. The MDPH team
provided trainings including accessing state databases, initiating local data collection, and conducting analysis to
enhance the capacity to address the issue. Data methods addressed in the trainings included risk statistics, perinatal
periods of risk, and focus groups.

Results
In Springfield, Massachusetts, from 1998-2002, blacks were 3 times more likely to have a very-preterm birth (VPTB,
<32 weeks gestation) and 1.3 times more likely to experience feto-infant mortality compared to whites. Blacks were
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1.5 times more likely to have not graduated form high school, 2 times more likely to be teens, and 2 times more likely
to be publicly insured and have inadequate prenatal care. All these characteristics are associated with PTB and VPTB.
Through multiple process methods key stakeholders produced a strategic plan that identifies required community
inputs; suggested activities and outputs; short, intermediate and long term outcomes; and impacts that will improve
black perinatal outcomes. The developed plan will provide a framework for evidence-based programs through the
use of analytic and process methods.

Conclusions

The Perinatal Disparities Project team and the Springfield MCH Commission will assist stakeholders to

1) identify challenges in developing a perinatal disparities model program with community-based institutions
2) articulate mechanisms for overcoming the challenges, and

3) identify promising practices from the Springfield Perinatal Disparities Model Program.

The Project team can then pursue the creation of a statewide communication network to encourage information
sharing, raise public awareness, inform policy action, and advocate for resources to raise public awareness and to
eliminate racial disparities.

Public Health Implications

Through enhancing its analytical capacity, this Project empowers communities to form evidence-based actions to raise
public awareness, inform policymakers, and advocate for resources to address institutional racism and perinatal
disparities.
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Perinatal Periods of Risk Approach to Guide Women's Health Interventions for
High Risk Populations

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER(S)/AUTHORS(S):
Dorian Villegas, MPH Anita Kurian, MBBS, MPH
Epidemiologist

City of Fort Worth Public Health Department

Public Health

1800 University Drive, Rm. 216

Fort Worth, TX 76107

Phone: 817-871-7362

Fax: 817-871-6240

E-mail: dorian.villegas@fortworthgov.org

CONTENT AREA(S):

Preconception Health for Healthy Birth Outcomes
Infant Mortality

BUDGET:

o  What resources did you use to cover these costs?
Local Government Funds

KEY STAKEHOLDERS:

All work was performed in a voluntary basis - IN-KIND CONTRIBUTION.

ABSTRACT:

Despite the current national and local efforts focused on reducing infant mortality, recent research confirms that infant
mortality poses a significant challenge to society and the public health system. Different social and environmental
aspects appear to be associated as the main factors responsible for recent increases in infant mortality. The infant
mortality rates indicate a disparity not only among minorities but tend to cluster geographically among the
underserved high risk communities. In order to better understand the multiple and complex causes that lead to the
majority of infant deaths in Tarrant County, the Perinatal Periods of Risk (PPOR) approach for data analysis was
adopted by the Tarrant County Infant Mortality Task Force to explore the reasons for excess fetal-infant deaths
attributed to specific areas using external reference groups.

A local county Infant Mortality Task Force was created to address this problem and to design interventions to improve
the county's infant mortality rate. The PPOR model, developed by the World Health Organization and modified by
CityMatCH for its use in the United States, was employed by the Task Force Research and Oversight committee to
determine the most preventable infant deaths in the four PPOR specific areas. For the Tarrant County 2001-2003
PPOR data analysis, the CityMatCH guidelines were applied in order to accurately compare and further explore
deaths at the four components of perinatal health. Both PPOR phase | and phase Il analysis were performed.
Furthermore, geographic information system (GIS) was employed as a tool to geographically identify high risk groups
and assess the availability of health care services and community resources in order to develop successful
interventions.

With the adoption of the PPOR model, the analysis resulted in 219 fetal deaths, 421 infant deaths, and 80,566 live
births. Based on the findings from phase | analysis, Maternal health/Prematurity component of the perinatal health
had the highest feto-infant mortality rate (F-IMR) with 3.1 deaths per 1,000 live births and fetal deaths, which
accounted for almost forty percent (39.2) of all deaths. This was followed by both the Maternal care and Infant health
components with a F-IMR of 1.7 deaths per 1,000 live births and fetal deaths. Using a national reference group, the
excess deaths represented the vast majority of Tarrant County’s excess deaths. PPOR phase Il analysis resulted in
identifying socioeconomic and behavioral factors contributing to the excess deaths.
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As prevention plays an important role in public health priorities, the PPOR analysis suggests preconception health
and maternal care as the primary path to reducing infant mortality. The results have strengthened the task force’s

main goals of focusing on changing attitudes and formulating intervention and prevention efforts targeted at specific
populations.

Public Health Implication
The integration of the PPOR model has demonstrated to be very useful in addressing fetal-infant mortality by

mobilizing countywide partnerships to support this important infant mortality problem. It has aided to increase
awareness of the
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PRAMS: A Better Link Between Maternal Health and Birth Outcomes in

Louisiana?
PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER(S)/AUTHORS(S):
Folorunso Akintan, MBBS, MPH Tri Tran, MD, MPH
Lovisiana Office of Public Health (MCH Dept.) Juan Acuna, MD, MSc
1450 L&A Road
Metairie, LA 70001
Phone: 281-827-9484
E-mail: peadoatfolus@yahoo.com
CONTENT AREA(S):
Preconception Health for Healthy Birth Outcomes Infant Mortality
Birth Defects Maternal Health

Chronic Disease

BUDGET:

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $0

KEY STAKEHOLDERS:
Birth registry (Birth certificate), PRAMS (Pregnancy risk assessment Monitoring system) and those involved in
maternal and child health issues.

ABSTRACT:

Background:

Due to concerns being raised about the reliability of particular variables in birth certificates (BC), search for more
reliable data sources have ensued. Examining agreement between Pregnancy Risk Assessment Monitoring Systems
(PRAMS) and BC is an important step in achieving this.

Method:

Using SAS callable SUDAAN, Louisiana 2000 - 2002 birth/PRAMS data were linked and recoded as yes or no.
Percentages and Kappa statistics with 95% confidence interval (Cl) for both weighted (reported here) and unweighted
data were calculated by race (whites, blacks and all races) and by year for: first trimester prenatal care (PNC);
previous live births (PLB); placenta complications; hypertension and diabetes in pregnancy. Percentages of women
who had “yes” responses to health risk habits like smoking and alcohol consumption in pregnancy were also
calculated for whites and blacks. PRAMS data consists of those who smoked or consumed alcohol in the last trimester
of pregnancy while BC data consists of those who did the same at any period during pregnancy.

Results:

For whites in 2000, 56.9% of the sample had PLBs reported in the PRAMS data and 57.7% in the BC data (Weighted
Kappa: K = 0.961); results were similar in 2001 (58.1% vs. 60.0%, K = 0.971) and 2002(58.1% vs.60.0%, K =
0.971). In blacks, data for the year 2000 (59.7% vs. 60.9%, K = 0.956); 2001 (60.6% vs. 62.5%, K = 0.919); and
2002 (61.0% vs. 60.7%, K = 0.955) were calculated. For all races, PLB for PRAMS vs. BC and Kappa statistics were
58.0% vs. 58.8%, K = 0.959 in 2000; 58.0% vs. 59.3%, K = 0.937 in 2001; and 59.3% vs. 59.7%, K = 0.963 in
2002. Kappa statistics for first trimester PNC ranged from 0.74 to 0.4 (fair). Placenta complications, hypertension
and diabetes in pregnancy had K <0.4 (poor).
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In 2000, 17.1% (Cl: 14.7-19.6) whites reported smoking during the last trimester of pregnancy in PRAMS, versus
12.0% (Cl: 9.9-14.2) who reported smoking during pregnancy in BC (year/race PRAMS vs. BC). In 2000/Blacks, 5.2%
(Cl: 3.3-7.2) vs. 4.6% (ClI: 2.8-6.4); 2001/Whites, 17.9% (Cl: 15.3-20.5) vs. 12.9% (ClI: 10.6-15.1); 2001 /blacks,
5.4% (Cl: 3.5-7.3) vs. 5.8% (Cl: 3.9-7.7); 2002/whites, 16.5% (Cl: 13.8-19.1) vs. 12.5% (Cl: 10.2-14.8); 2002 /blacks,
5.3% (Cl: 3.3-7.3) vs. 4.4 % (Cl: 2.6-6.1). In 2000, 5.2% (Cl: 3.8-6.6) whites reported alcohol consumption in PRAMS,
versus 0.3% (Cl: 0.0-0.7) in BC. In 2000/blacks, 4.2% (Cl: 2.5-5.9) vs. 1.6% (Cl: 0.5-2.8); 2001 /whites 6.1% (Cl: 4.5-
7.7) vs. 0.4% (Cl: 0.0-0.8); 2001 /blacks, 3.8% (Cl: 2.1-5.5) vs. 0.3% (CI: 0.0-0.8); 2002/whites 5.5% (Cl: 3.9-7.1) vs.
0.1% (Cl:0.0-0.3); 2002/blacks, 4.0% (Cl: 2.3-5.7) vs. 0.0% (CI: 0.0-0.0).

Conclusions:

Excellent agreement beyond chance was only found for PLB. For the same set of women, PRAMS had a surprisingly
higher percent who reported smoking or alcohol consumption during the last trimester of pregnancy than at any
period during pregnancy in BC.

Public Health implication:

This is an opportunity for PRAMS data to be used in triangulation of data and in planning preventive interventions for
socially undesirable habits like smoking and alcohol consumption during pregnancy.
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Prenatal Case Management

PRIMARY PRESENTER/LEAD AUTHOR:
Carolyn Burwell, MD

Child Health Physician

Norfolk Dept. of Public Health

830 Southampton Ave

Norfolk, VA 23510

Phone: 757-683-8770

Fax: 757-683-9211

E-mail: carolyn.burwell@vdh.virginia.gov

CONTENT AREA(S):

Child Development
Other: Prenatal Case Management

e  What resources did you use to cover these costs?
State Funds
Other Funds: Optima Family Care

KEY STAKEHOLDERS:

Norfolk Dept of Public Health CHIP Program;Optima Family Care (Sentara HMO); CHIP of Virginia

ABSTRACT:

Background Information:

This is an intensive case management system, designed to meet the unique and complex needs of pregnant women
who are high risk and referred by the Private Sector (Optima Family Care). This system includes nursing and outreach
services provided by Health Department CHIP Project (Comprehensive Health Investment Project) personnel in the
member's homes. It was anticipated that this system of services would improve birth outcomes for children and
ultimately reduce health care costs. The uniqueness of this project is the public/private partnership with the private
sector providing financial compensation for the case management of their clients that includes the health
department’s target population.

Methods:

Optima Family Care identifies their Members who meet the criteria described above and refer them to the Health

Department as a Category | or Il.

e Category | - Prenatal members who can not be reached by Optima due to lack of a valid telephone number or
address. Health department personnel are responsible for utilizing its resources to locate the client, complete the
assessment, and provide optima family care with the client's current data and make recommendations to provide
case management services during the member's pregnancy.

e Category Il - Prenatal members with psychosocial and/or medical risk factors as well as health behavior practices
that could negatively impact pregnancy outcomes. These members receive case management services during their
pregnhancy.

Case management services include, but are not limited to, reviewing and identifying signs and symptoms of preterm
labor; nutritional services to include WIC; referrals and follow-ups to various community agencies that provide
services needed by clients; continued case management for the family through age one for Optima and six years of
age continuing with the CHIP project; and providing transportation to medical appointments.

Results:

Category I:

Completed Case Management 62%

Found Only 8%

Pending 2%

Not Found 28%
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Catergory ll:

Pending 3%

Active 80%

Closed 17%
Retained throughout pregnancy 69%

Conclusions:
Lessons Learned: There is a continued need for good communication and culturally sensitive, non-judgmental staff.
The target population being transient appears to be directly related to economic situations. The client-based need for

face-to-face contact and support is directly related to increased compliance.

Barriers: Inadequate wrap-around services (i.e. affordable housing, assistance with utilities, food, and
transportation).

Barriers Over-Come: Leveraging resources by working with and through various community agencies to provide
services.

Public Health Implications: Healthier babies, families, and reduction in health care costs.
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SafeNet Women’s Health Enhancement Project

SafeNet Women's Health Enhancement Project

PRIMARY PRESENTER/LEAD AUTHOR: CO-PRESENTER(S)/AUTHORS(S):
Julie McFarlane, MPH Jessica Duke, MPH

Women's Health Manager

Office of Family Health

800 NE Oregon St

Suite 825

Portland, OR 97232

Phone: 971-673-0365

E-mail: Julie.M.McFarlane@state.or.us

CONTENT AREA(S):

Preconception Health for Healthy Birth Outcomes
Other: Women's Health Interconception Care/ Access

BUDGET:

e For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $100,000/yr for 3 years
o  What resources did you use to cover these costs?

Federal Funds
Other Funds: HRSA MCHB ICWHS Grant

KEY STAKEHOLDERS:

State and local MCH, Medicaid and Chronic disease programs. Programs that serve urban and rural low-income
women and their families, emergency preparedness managers, programs that use their statewide (Title V) MCH
information and referral line (WIC, Immunizations, Medicaid).

ABSTRACT:

Background:

State recipients of Title V funds are required to have a MCH Information and Referral line (I & R), though many only
provide information about their established MCH programs. The relationship of pre and inter-conception health and its
effect on birth outcomes, family health, and the woman is becoming increasingly apparent. In 2004, Oregon’s Office
of Family Health(OFH) received a HRSA MCHB grant to expand the MCH | & R line to include pre and inter-conception
and post-partum health information to address access issues for low-income women across their lifespan.

Methods:

1. Initial Assessment: SafeNet and OFH Research Analyst to use caller data to identify gaps in information,
services, and data collection and make adjustments.

2. Partnership Building: A Council was created to serve as a forum for SafeNet to identify statewide partners to
assist in expanding their | & R data base.

3. Building Information and Resources: ldentification of additional services and resources on women’s health
for the | & R data base.

4. Marketing: Promotion of SafeNet as a Women’s Health Phone line.

5. Follow-up Assessment: Evaluate whether or not the initial gaps in | & R have been met.

Results:

As of March 2006, this grant was at the marketing phase. Indication so far suggests that using a State Title V MCH |
& R Line to address Women’s Health across the lifespan including pre and inter-conception and post-partum health
information for women is a promising practice. In the initial assessment of women’s health | & R resources, some
gaps were identified; mental health services being the most prominent. We suspect the follow-up assessments will be
much more illuminating in determining it’s effect on access.
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SafeNet Women’s Health Enhancement Project

Consistent demographic data collection across callers needed to be implemented.
The Women s Health Coordinating Council (WHCC) meetings served their purpose within three meetings.

Conclusions:

e Expanding a State MCH | & R line’s scope of information to include pre and inter-conception and post partum
health information is has great potential to be replicated.

e The MCH I & R line Contractors needs to have the capacity to expand their scope.

o Creating a Council to oversee the MCH | & R line’s expansion may not be necessary. Networking and
relationships needed were done in 1-3 meetings.

119



Something To Think About: The Development and Implementation of Educational Videos By Youth For Youth

Something To Think About: The Development and Implementation of
Educational Videos By Youth For Youth

PRIMARY PRESENTER/LEAD AUTHOR:
Michele Periman, MPH

Program Director

Teens P.A.C.T.

Community Healthcare Network

60 Remsen Street, 5J

Brooklyn, NY 11201

Phone: 718-387--742

Fax: 718-387-6895

E-mail: mperiman@chnnyc.org

CONTENT AREA(S):

Racial and Ethnic Health Disparities Urban Women’s Health
Teen Pregnancy

BUDGET:

o For other organizations/cities/states that may want to replicate this practice, what was the approximate
annual budget? $25,000

o  What resources did you use to cover these costs?
Local Government Funds

KEY STAKEHOLDERS:

Awarenest Films

ABSTRACT:

Assisting adolescents to prevent unintended pregnancies, sexually transmitted diseases, and unhealthy relationships
can be extremely challenging. Comprehensive sexuality education and media have proved to have a powerful impact
on young people's attitudes and behaviors related to sexual health. Community Healthcare Network's Teens P.A.C.T.
(Positive Actions and Choices for Teens) combined best practices in sexuality education and youth development to
create an educational video series targeting New York City youth. The video series, Somethin' To Think About,
compliments any sexuality education curriculum. Over the course of 6 months, young people were trained for over
200 hours in comprehensive sexuality education, theater, and improvisation. Scripted scenes were created through a
series of improvisations, resulting in an unbelievably realistic reflection of the challenges young people face in
relationships. The young people participated in every aspect of production, from the selection of topics to the creation
of an original soundtrack. The series is comprised of four videos designed to: 1) raise awareness about the
availability of emergency contraception; 2) reflect the challenges

teens face while communicating with partners about safer sex practices; 3) address the consequences of casual sex
and offer accurate information about STD and pregnancy prevention; 4) assist youth in recognizing abusive
relationships and provide resources to build healthy relationships. Each video is comprised of three components: 1)
on the street interviews; 2) realistic vignettes; and 3) facilitated discussions. Youth participants in the project report
positive impacts on knowledge, self-esteem, self-efficacy, and behavior. Young viewers describe the resulting videos
as powerful, non-judgemental, and “the real deal”. The videos, accompanied by a facilitator's manual, were
distributed to New York City schools and community-based organizations. Challenges included meeting the training
needs of facilitators with varied levels of experience and developing partnerships with community leaders.
Participants in this workshop will learn the process for developing and distributing a culturally sensitive and age-
appropriate social marketing tool with limited resources.
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Stickers, Suckers and Smokers, Tobacco Free Pregnancy

PRIMARY PRESENTER/LEAD AUTHOR:
Janice Ferguson, BA, RNC

Prenatal Care Coordinator

Rocky Mountain Health Plans

2775 Crossroads Blvd

Grand Junction, CO 81506

Phone: 970-244-7890

Fax: 970-248-5012

E-mail: jferguso@rmhp.org

CONTENT AREA(S):
Preconception Health for Healthy Birth Outcomes
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? $4000
o  What resources did you use to cover these costs?
Local Government Funds
Rocky Mountain Health Plans
March of Dimes grant

KEY STAKEHOLDERS:
Mesa County Tobacco Education Coalition, March of Dimes, B4 Babies and Beyond, Rocky Mountain Health
Foundation, Early Childhood Partnership, Mesa County Health Department, Obstetrical providres

ABSTRACT:
Mesa County in Western Colorado has a unique opportunity and unique problems with pregnant woman using
tobacco. We have the highest rate of pregnant women who smoke in the state of Colorado.

When our Stickers, Suckers and Smokers program began, 40% of our pregnant woman entered the B4 Babies program
as tobacco users and 27 % were smoking at the end of their pregnancy. This number has dropped; the percentage of
those still smoking fell to 18 % with the programs that we have implemented.

This program represents a collaborative effort between Rocky Mountain Health Plans, (RMHP) Rocky Mountain Health
Foundations, Hilllop Community Resources-B4 Babies, (a clearinghouse, offering low income woman health
insurance coverage, WIC appointments, Marillac Dental appointments, provider appointments and smoking
counseling), Mesa County Tobacco Education Coalition (MCTEC) and March of Dimes. The core staff consists of a
Rocky Mountain Health Plans coordinator, an obstetric screener, tobacco counselor, and B4 Babies and Beyond intake
staff, director, statistician, and smoking cessation counselor.

The program provides assessment, education, and incentives for pregnant patients who smoke. The Stickers part of
the program was developed at RMHP provider requests for a tickler to remind them to use the “5 A’s” and ask about
smoking at each visit. It is neon green and the right size to fit on any prenatal record. Another component is utilizing
Prochaska stages of change to assess the method and counseling that will work for this patient.
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The Suckers were placed on each educational booklet. We used ACOG’s ““Need Help Putting Out that Cigarette?”” We
also supplied care providers (obstetricians, family practice doctors, and certified nurse midwives) with the tools and
knowledge to screen and counsel their patients using the 5 A’s and pregnant-specific educational material. According
to Cathy Melvin’s, “Recommended Cessation Counseling for Pregnant Women Who Smoke: a Review of the
Evidence,” even a short pregnancy specific intervention has been shown to significantly increase cessation rates
among pregnant smokers.

Recently, we have added a postpartum incentive of FREE diapers to live tobacco free after delivery. This program is
patterned after Laurie Adam’s program in New York State, Baby and Me Tobacco Free. This is made possible through
a grant from the March of Dimes. The women need to be enrolled in B4 Babies Tobacco Free Pregnancy program,
attend 4 cessation classes, quit smoking, and breathe into a CO monitor to verify smoking status. This program was
implemented April 1t and there has been a tremendous response from the community. After the women’s delivery
and completion of the program, they come to the B4 Baby office and blow into the monitor; if they are still smoke-
free, they are given a voucher to Wal-Mart for $25 for free diapers each month for one year. The quit rate in this
program is 85%.

The strength of our program is the support from the community and the involvement of our obstetrical providers. The
use of the 5 A's and Prochaska’s stages of change gave the providers and their staff the tools that they needed to
help their patients quit or reduce their smoking habits. B4 Babies offers an important community component. Rocky
Mountain Health Plans is very supportive, and spearheaded this important program to improve the health of our
preghant women and their families.
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