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EXECUTIVE SUMMARY

The focus of the Patient Protection and Affordable Care Act (A@Aaarypreventive services

is a profound shift from a reactive system that primarilyndssfmoacute problems and urgent
needgsecondary and tertiary preventtorgne that helps foster optimal health andhegtl.

This project considered the spectrum of prevention services, focused specifically at infant mortality
and related disparitiesd includetivo phases to the project: an Analysis Phase (Phase ) and a
Recommendations for Sustainable Programs Phase (Phase Il). Phase I included four major analyses,
including a (1) review of evidence based Practices and frameworks relatecitamdlatérial
health, (2) qualitative analysis including the key informant interviews and online surveys, (3)
gualitative analysis including data from the five regional forums, and (4) quantitative analysis
including formation of the GISArc database angasaf factors for sustainability and growth.
Key Phase 1 findings include:

1. Communities were more prepared to focus on disease than risk factors (i.e., primary
prevention).

2. Overwhelmingly, communities reported low readiness tosaitMines mortality, with the
exception of region 8, which primarily reported medium readiness. No communities were
highly ready to address infant mortality.

3. Region 10 which includes the Bootheel of Missouri has clear deficits in the areas of the
highest unemployment rates, inadequate prenatal care, maternal smoking during pregnancy,
premature births, low birth weight babies, high teen birth rates, high rates of sedentary
lifestyles and high rates of current smoking and tobacco use. WithirthiPeagscot 3
County is most affected by these gaps and assets.

4. Region 4 which includes the St. Louis Metropolitan area also exhibited clear deficits in the
areas of having the highest percentage of the population at or below the Federal poverty
income levels, the highest annual number of high school dropouts, highest number of
asthma ER visits, highest number of child abuse and neglect incidents and highest rate of
binge drinking overall. Within this region, St. Louis City is most affected bgbesel
assets.

For Phase I, we used findings from our four analyses to identify factors needed for sustainable
programs, and to implement best practices in identified service gaps. The steps taken to complete
this phase included the identification-bf@8iority areas, matching best practices from the best
practices analysis with the identified service gap priorities, and identifying sustainability factors
necessary for longevity of the chosengrastice strategies.

Programs and services to assl@esity, tobacco, and teen pregnancy were the most frequently
identified priority areas identified by key informants. Diabetes, mental health, and drug abuse were
diseases also identified as priorities. Priorities were also identified to addresbgtaaiesy

which included knowledge and awareness, the social environment, systems of cavastmgl pre
conditions. The readiness of communities to address primary prevention (i.e., risk factors) was also
lower than their readiness to address tepravention (i.e., diseases), suggesting the need for

primary prevention support in communities. Important priorities regarding unique aspects of urban
and rural communities wedearly identified=inally, in order to move communities to high
readinessmportant strategies should include education and informational campaigns for leaders,
providers and consumers.



Sustainability recommendations are as follows:

1.Funding fomaternal and child healM@H) related activities should integrate and

coordnate with Title V funded activities but allow flexibility to meet county or community
specific needs identified by the needs assessment traBs#i3is.

2. MCH and infant mortality reduction initiatives should require collaboration among

agencies in oed to create a climate of integrated service provision and collaboration and

not competition among agencies.

3. There is a need to increase awareness about infant mortality and related disparities among
the legislators in order for them to understanahtpertance of continued and expanded
funding for MCH and womends health service
4. There is a need for continuous funding/revenue streams for successful programs and
evidencéased practice strategies. Programs that demonstrate progress in improving MCH
indicators should be earmarked as priority programs for continued funding and be exempt
from changes in priorities in funding streams at the Federal and State level. Foundations and
other funding sources should consider creating grant lines that woutd aleyoing

support of successful programs instead of creating a climate that requires development of a
new program to accomplish the same goals as a successful program that has lost or is losing
funding.

5. There is an overarching need to raise asarehinfant mortality in all of the target
communities by broadening stakeholder support and creating a public sensitivity to this

issue. Achieving this goal will require a combination of dedicated funding and community
engagement activities that shaaldbroader in scope than the health departments and

related MCH providers and should be inclusive of business, clergy, educators and formaland_
informal community leaders.

6. These recommendations should be accomplished by building on coithemtifigg

strengths and utilizing the expertise and current MCH leadership within communities. This
leadership includes the dedicated MCH workforce within state, county and local health
departments and commuHigsed coalitions dedicated to the improvement of &hdH

reducing infant mortality.
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SECTION 1.INTRODUCTION

The focuof the Patient Protection and Affordable Care Act (ACA) on preventive services is

a profound shift from a reactive system thal
responds to acute problems and urgent needs to one that
helps foster optieadihand waeding

The ACA addresses preventive services for both men and women of all ages, and women in
particular stand to befit from additional preventive health services. The inclusion of evidence
based screenings, counseling and procedures t
course of a lifetime may have a profound impact for individuals and thesretvdroke.

Given the magnitude of change, the U.S. Department of Health and Human Services charged the

| OM with reviewing what preventive-basngandi ces a
then recommending which of these should be consideheddevielopment of comprehensive

guidelines. The IOM defined preventive health services as rieasludsg medications,

procedures, devices, tests, education and counsélowgn to improve welleing, and/or

decrease the likelihood or delay the onsetasfjeted disease or condition.

The |1 OM recommends that womends preventive se
6

A Improved screening for cervical cancer, counseling for sexually transmitted infections;and——
counseling and screening for HIV;

A Afuller range of contraceptigducation, counseling, methods, and services so that women
can better avoid unwanted pregnancies and space their pregnancies to promote optimal birth
outcomes;

A Services for pregnant women including screening for gestational diabetes and lactation
counsehg and equipment to help women who choose to breastfeed do so successfully;

A At least one welloman preventive care visit annually for women to receive comprehensive
services;

A Screening and counseling for all women and adolescent girls for integretstomakstic
violence in a culturally sensitive and supportive manner.



SECTION 2. BACKGROUND ON INFANT MORTALITY

Missouri has persistently high rates of preterm birth (PTB), low birth weight (LBW), and infant
mortality (IM) (see Figuig as well asgnificant disparities by race. In 2009, birth certificate data
indicated 12.5% of all births in Missouri were preterm, with 19.0% of Black births preterm and
11.3% of White births preterm. The overall LBW rate in Missouri in 2009 was 8.1% with 14.2% of
Black births LBW and 7.0% of White births LBW. IM rates during that same time frame were 7.2
deaths per 1,000 births overall, with 13.8 deaths per 1,000 Black births versus 6.1 deaths per 1,000
White births. According to national objectives, no more thé# Di births should be preterm, no

more than 7.8% of births should be LBW, and no more than 6.0 babies per 1,000 births should die
before their first birthday (DHSS, Healthy People 2020). Factors that contribute to PTB and LBW
are not well known, howevprenatal care, individual level behaviors and social risk factors are
thought to play a role.

Figure L Preterm birth, low birth weight birth, and infant mortality rates in Missouri,
between 1999 and 2009.
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Although muctlof the disparity of PTB and LBW is associated with racial groups living under
suboptimal conditions, poverty alone does not explain the disparities in pregnancy outcomes
between Whites and Blacks (Geronimus, 1996). When birth outcomes are evaluated withi
communities with homogeneous economic climates, such as military bases, racial disparities in birth
outcomes persist. Interestingly, birth outcome disparities persist in environments where
socioeconomic status is more equal to white women. (Adam&dvdiagys, Harlass, Samo, &

Rhodes, 1993; Shoendorf, Hogue, Kleinman, & Rowley, 1992). Risk factors for PTB have been
identified through numerous studies, and include: multifetal gestation, history of prior PTB,

cervical, uterine, or placental abnornglitsgroductive tract infections, race, maternal age,
socioeconomic status, intenceptional interval, maternal chronic conditions (e.g., diabetes,
hypertension), stress, low maternal weight, substance abuse (e.g., alcohol, tobacco), assistive
reproductre technology, and working during pregnancy (Goldenberg, 2002; lams, 2003; Meis,
Goldenberg, Mercer, lams, Moawad, Miodovnik, et al., 1998). Further, these variables all interact in
complex pathways that lead to PTB, making the identification of P¥V@nitibeis for minorities

equally complex and challenging (Buekens, Klebanoff, 2001; Green, Damus, Simpson, lams, Reece,
et al., 2005). The biobehavioral mechanisms that trigger labor remain unknown, however, numerous



mechanisms have been studied (Genr@06).Z-or example, the stress of infection has a strong
association with poor birth outcomes (Goldenberg, Goepfert, & Ramsey, 2005; Fiscella, 1996).

Black women have a higher rate of infection from
virtually every genital microorganism compared to V]
or Hispanic women. Others suggest a relationship
between psychosocial stressors (e.g., stressful life g
depression) and poor birth outcomes, mediated by
cortisolinduced increases in placental secretions. O
large study analyzed anxiety, strdbgsseem, and
depression and found that only stress predicted PTI
Each of these pathways interacts at a cellular level
may play an important role in PTB and LBW.

MFH
Service

In Missouri, many of these issues are addressed by
researchers, clinicians, and paliekers across the
state. For example, federal funds are funneled into
Missouri Department of Health and Senior Services
fund Title V programs and services (e.g., nurse homg . »

visiting, prenatal case management, fetal and infant

mortality review, Healtl8tart, SIDS resources, and nutrition services for Women, Infants, and
Children [WIC]). Title X funds are funneled from the Family Health Council to the community to
assist women and families with family planning. Federally qualified health carderenters of
evidencebased and best practices to the poor and underserved. Maternal, Child and Family Health
coalitions are uniting communities to address such issues as infant mortality and preconception
health. Additionally, researchers continue to receiveguaaxplore innovations in maternal and

infant health. Many of these services are offered independently of each of other, and rarely are they
considered holistically in terms of their effect on the overall population of women and children in
Missouri. Tie overarching goal of this proposal is to consult with appropriate state, local and
community stakeholders to map overall opportunities (and gaps), in specific catchment areas of the
Missouri84 countiesand the city of St. Lousgrved by the Missouindation for Health (MFH)

(See Figurd).

The 84 countiesand the city of St. Louse segmented into 10 Service areas including:

1 North Central 6 Lower East
2 Northeast 7 Southwest
3 Central 8 Springfield
4 St. Louis Metro 9 South Censl
5 Lake Ozark 10 Bootheel

It is the intent for the results of these efforts to provide guidance to the MFH Board and staff on
future funding options for improving health outcomes for women and babies in Missouri and more
specificallyo reduce racial and ethnic mfenortality rate disparities by encouraging healthy
behaviors, meeting service needs, and creating healthier communities for women @uod babies.
approachn accomplishing the objective of the work wasltect, produce, study, and report on

(1) stateregional and community gaps and assets; (2) promising strategies and interventions to
promote health and prevent disease; and (3) steps needed to create sustainable and successful
programs.



SECTION 3. TIMELINE OF THE PROJECT

The 6month project hatvo distinct phases. The first phasetewdmiild infrastructure for the

needs assessmdntluding organization of the project, planning for forums, identifying key
informants for interviews, developing instruments, and creating databases (includinghfacGIS).
second phase was the collection and analysis of data fromKeyunfermant interviews and
populating the databasasd finallyynthesis of data and development of recommend&&ens.
AppendixA for a completéimeline and project managementrima

SECTION 4. THEORETICAL APPROACH TO THE PROJECT

The following theoretical models providddameworkor our data collection.

1. Life Coursé Grason and Misra (2006)
have posited that while those involved|ir Figure 3. Womeno6s reproduc____
the practice of public health reciag the —
importance of general health and wellfesSa”.,  Assescence 1507 Mo Menopaure
over the life course as it relates to — S
maternal and child health, this knowledge DO, O ............_}M_
is not translated into practice. The life \ N J
course model suggests that it is not just i
your health when you are pregnant that N s e g
influences the birth outcome, but rathey, \c........ s = Posparon el 3
it is your health over the life course (i.¢., PSS i §
childhood adolescence, adulthood, and to el S 2
menopause) that influence your health / 5‘...‘..., \‘ g
during pregnandyigure 3). R sy T
,L‘::. [ -

2. Perinatal Health Framewdrke o —
perinatal health framerkdargets factors
across the life course (i.e., early childhood
through menopause), not just the prenala rjqyre 4. Perinatal Health Framework.
period, including diseases and ‘
complication, health and functioning, wel| Pistal Risk Factors
being, and considering distal risk factors —— : : : : e
(i.e., genetic factors, physaalironment, i - p—
and social environment) and proximal risk, .= - ; .
factors (i.e., risk factors that have a dire(t| [ e ]_ _{ s ]
impact on health: behavioral and R S
biomedical actions). Health care is then| Frocesses — e
defined as abroad range of activities from | erconceptonm st [ " [T
primary prevention (societal level Putcomes | "o
interventions) to medical interventions | otomaisintons |
(Figure 4). e e | PSS R—

| | Howmn & Funcsonng [ | wes-Bemn




3. Pyramid of Maternal and
Child Health Services (Fine

& Kotelchuck, 2010)The ; et o lohin e e v
MCH Pyramid of Health skt wt et A e
Services (FiguB has been & B o i
DIRECT HE‘ALTH provides services atall levels of the pyramid.
used for_ more than a decade Chde SN
to describe the range of foschesin e )
1 H health services for Children with, .
MCH services. e pyramid sp.m\muhcﬂrer«eeds(csﬁ'&r}
(at rlght) Categorizes ENABLING SERVICES
services, starting with Pestigcatin . M i plthafhesil
. . i case g coordination with

Infrastructure Building Medicaid, WIC, and Education.
Services (forming the base of POPULATION-BASED SERVICES
the pyramid), followed by i w10

. . outreach/public education.
PopulatiorBased Services ;
(services available to the INFRASTRUCTURE-BUILDING SERVICES

. . . Ngeds assessment, evaluation, planning, policy c-levelopm‘enl, coordination,

e nt' re po p u | at' 0 n) ; E n ab | N g quality assurance, sl:;ust‘::::l::‘e::::,;:v::r:’(‘,':::;z:‘nsg):‘r:;\:\g applied research,
Services (essential health
systemexvices); and Direct Figure 5

Health Care Services
Components of the Pyramid are:

a. Infrastructure building services:These services comprise the foundation of the McH?
pyramid of health services. These activities are focused on improving and maintaining
the healthtatus of all women and children by providing support for development and
maintenance of comprehensive health services systems. These services include
development and maintenance of health services standards/guidelines, and training, data
and planning systes. Examples include needs assessment, evaluation, planning, policy
development, coordination, quality assurance, standards development, monitoring,
training, applied research, information systems and systems of care. In the development
of systems of careshould be assured that the systems are family centered, community
based and culturally competent.

b. Population-based servicesPreventive interventions and personal health services,
developed and available for the entire MCH population of the Stattheatlier
individuals in a open-one situation. Disease prevention, health promotion, and
statewide outreach are major components. Common services include newborn screening,
lead screening, immunization, Sudden Infant Death Syndrome counselinghoral healt
injury prevention, nutrition and outreach/public education. These services are generally
available whether the mother or child receives care in the private or public system, in a
rural clinic or an HMO, and whether insured or not.

1Health Resources and Services Administriaternal and Child Health Pyramid of Health Services. Awtilable
http://www.amchp.org/AboutTitleV/Documents/MCH_Pyramid_Purple.pdifcessed on August 29, 2011.



http://www.amchp.org/AboutTitleV/Documents/MCH_Pyramid_Purple.pdf

c. Enabling services:Sevices that allow or provide access to and derivation of benefits

from, the array of basic health care services and include things such as transportation,
translation services, outreach, respite care, health education, family support services,
purchase ofdrlth insurance, case management, coordination of with Medicaid, WIC

and education. These services are especially required for the low income, disadvantaged,
geographically or culturally isolated, and those with special and complicated health needs.
For many of these individuals, the enabling services are estaméhout them

access is not possible. Enabling services most commonly provided by agencies for
Children with Special Health Care Needs (CSHCN) and include transportation, care
coordinationtranslation services, home visiting, and family outreach. Family support
activities include parent support groups, family training workshops, advocacy, nutrition
and social work.

. Direct healthcare servicesServices generally delivered@mmene between lzealth

professional and a patient in an office, clinic or emergency room which may include
primary care physicians, registered dietitians, public health or visiting nurses, nurses
certified for obstetric and pediatric primary care, medical social watkiéos)ists,

dentists, subpecialty physicians who serve children with special health care needs,
audiologists, occupational therapists, physical therapists, speech and language therapists,
specialty registered dietitians. Basic services includeostiaimaider ordinary medical

care, inpatient and outpatient medical services, allied health services, drugs, laboratory
testing, xray services, dental care, and pharmaceutical products and services. StatgTitle
V programs supportby directly operatingrograms or by funding local providers

services such as prenatal care, child health including immunizations and treatment or
referrals, school health and family planning. For CSHCN, these services include specialty
and subspecialty care for those withHAIDS, hemophilia, birth defects, chronic

illness, and other conditions requiring sophisticated technology, access to highly trained
specialists, or an array of services not generally available in most communities.

SECTION 5. SCOPE OF THE PROJECT : METHODS AND RESULTS

After establishing the infrastructure for this project, two distinct phases remained

Phase I:Analysis Phase
Fivemajor analyses were conducted for this project:

A.

B

Review of Evidence Based Practices and Frameworks related to Mat€mial Hedlth
. Qualitative analysis including the key informant interanelosline surveys

C. Qualitative analysis including data from thedgjiemal forums
D. Quantitative Analysis including formation of the ARC Database

E

. Analysis of Factors for Sustaihgband Growth



Phase Il: Recommendations for Sustainable Programs:

We usd findings from oufive analyset identify factors needéar sustaiableprograms, and to
implement best practices in identified service gaps. The steps taken to comppkete thduded

A. Identification of & priority areas

B. Matching best practices from the best practices analysis with the identified service gap
priorities

C. ldentifying sustainability factors necessary for longevity of the chogpeadbiest strategies

12



Phase 1 A Review of Evidence Based Practices and Frameworks related to Maternal and
Child Health

Methods

Detailed internet searches were conducted to identify (a) current programs, services, promising and
best practices and (b) policy and sustainabigyderations. Three data sources were used: federal
websites such as CityMATCH, AMCHP, HRSA/MCHB; the Community Guide
(www.thecommunityguide.org); and library dataBasemformants identified current practices

and strategies in their communities.

These data sources collectively informed our recommendations for-basetgeograms. We

also include a discussion of best practice strategies to as they related to the life course perspective.
We crosseferenceddst practice strategies found in tisesecesvith the life Course/Perinatal
Framework perspectigadthe ecologicahodel(i.e., public policy, environment/community,
organization, and individual components)

Results

Tablel shows there are a significant number of public policy intergention
environment/community interventions, and organizational interventions, which tend to have the
strongest impact on population level he@hre are very few individual level interventions which
support the notion that larger level systems and ptdioxeimtions have the most profound impact13
on behavioral change and health outcomes.



Table 1 Life Course/Perinatal Framework perspective with the ecological

Infants/Children Adolescents Adults

Safety Safety seat laws and enforceme

Vaccinations Vaccination requirements for child care, school and college attendance and financial support

Tobacca Increasing tobacco taxes; Smoking bans and restrictions; Redfipeakat
expense for tobacco cessation therapies

PUBLIC POLICY Alcohof Maintain current minimum legal drinking age (MLDA) laws; Increase alcohol tg
Maintain limits on days/hours of alcohol sale; Lower blood alcohol content (BAC) laws
young or inexperienced drivers; Regulate alcohol outlet density;

Neural Tube Defect. Interventions to fortify products with feticid

Physical Activity and Obesity Creation of or enhanced access to places for physical activity combined with informational outreach

Housing: Tenarbased rental assistance

Insurance Medicaid fortte poor and underserved

Infants/Children Adolescents Adults

Alcohol:Reduce Alcohol Impaired Driving: Sobriety checkpoints; Training in responsible beverage service; Education and awaeeize
campaigns/ multicomponenténventions with community mobilization
Sexual risk behaviors in adolescenBehavioral interventions coordinated with community services

SafetyDistribution, incentive and education programs for use of child safety seats

Cancer.Small media campab regarding the importance of screening

Violence:Home visits

ENVIRONMENT/ Vaccination ratesHome visits
COMMUNITY

Physical activity Social support and communitide Information interventions in community settings; Community/st@eturban design
and land use poles; Informational outreach; Behavioral/social support
Tobacco cessationMulticomponent interventions that include telephone support; Mass media combined with other interventions

Tobacco initiation. Mass media campaigns when combined with otheeimtiens; Restrict minors' access to tobacco products

Dental: Community wide fluoridation

Community programs WIC; Healthy Start

Folic Acid Supplemental UseCommunity wide campaigns

2U.S.Department of Health and Human Services. Healthy People 2020. Availablehaialthypeople2020.gBRetrieved August 20, 2011.

14
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ORGANIZATION

Infants/Children Adolescents

Adults

HIV Prevention in Pregnancy Group based
comprehensive risk reduction

Early childhood development:
Comprehensive, centaaised programs for
children of lonincome families

Depression.Screening for depression in ady
Collaborative Care

Alcohol: School based programs to reduce
impaired driving

Vision. Screening for visbimpairment in
children younger than age 5 years

Nutrition : Behavioral counseling in primary
care to promote a healthy diet

Dental: Schoobased or linked sealant delivery programs

Tobacco Cesation. Incentives and
competitions

Obesity prevention Enhanced scheblsed physical education; Behavioral and social
approaches

General Health.Assessment of health risks
with feedback

Violence:School based programs Therapey
foster care

Safety (SeatsDistribution and education
programs; Parentakentives

Obesity:Worksite programs; Clinical screen

HIV Screening. Screen all adolescents and adults for HIV

Mental Health: Collaborative care for depression; Screening and treatmeititye€lmgjmavioral
therapy for children and adolescents who have psychological symptoms resulting from e
traumatic events

Physical Activity:Behavioral interventions to reduce screen time; Sedsmal physical
education

Obesity: Screening fohigh blood pressure, lipid disorders, obesity (adults and children)/ behavioral counseling in primary care

Screening.Screening for sickle cell disease

newborns susceptibility

Cancer.Genetic risk assessment and BRCA mutation testing for breast and ovarian cang

Healthy diet: Behavioral counseling in primary care

Vaccination'Pr ovi der reminders through notatidg
or through computer databases or registries; client reminder system; providertassssme
feedback

General Health:Schoolbased Programs (instructional programs; peer organizations such
Students Against Destructive Decisions (SADD); and social norming campaigns)

Tobacco:Communitywide interventions to reduce youth access &xtolproducts; Smoke fr¢
policies

Parenting.Persoro-Person interventions to
improve caregivers' parenting skills

misuse

Alcohol: Screening and behavioral counseling interventions in primary care to reduce alg

Breastfeeding:Primary cargtervention to promote breastfeeding

Sexually Transmitted InfectionsScreening for asymptomatic bacteriuria in adults, chlamy
infections, hypothyroidism, gonorrhea, Hepatitis B., HIV, iron deficiency, PKU, Rh (D), ar

syphilis; Counseling

15



adults and pregnant women; provider reminders; provider education;

tohased disease in

Tobacco CessationProvider reminder systems for tobacco cessation efforts; Provider eg

Mental Health. Clinicbased and hordgased depression care management involves active
screening for depression, measurefvesed outcomes, trained depression care managers,
management, a primary care provider and patient education, antidepetasamtt dired
psychotherapy, and a supervising psychiatrist

Overall Health:Group based comprehensiv:
risk reduction interventions for adolescents.
[Comprehensive risk reduction (CRR) prom
behaviors that prevent or reduce the risk of
pregnancy, HIV, ahother sexually transmitte
infections]

Vaccination:Home visits; Healthcare Workers

Vaccination Provider assessment and feedback involves retrospectively evaluating the performance of providers in delivering one or

vaccinations to a cliendgulation and giving them feedback on their performance

Sexual Risk BehaviorsYouth development
behavioral interventions coordinated with
community service

INDIVIDUAL

Infants/Children

Adolescents

Adults

Heart Disease Daily aspirin intake

Diabetes.Selfmanagement education

Vaccination: Client reminder and recall interventiomsolve reminding members of a target population that vaccinations are due (reminde

late (recall)

Physical Activity:Individually adapted behavior changgams; Reduce screen time

16



Phase | B.Qualitative analysis includirg the key informant interviews andnline surveys

Methods

Tasmar e ety

There weréwo methods for qualitative data collection,
the online suryes and key informant interviewke

surveysveresent to members of the Missouri Association T Jon |

for Rural Health Clinics (MARHC) and the Public Health ] e, " e

Nurses through the Center for Local Public Health —_" «r-i_"__‘:.@“\ i
Services (CLPH3Jey informant interviews were co - |, '

determined by the research consultant team and the ] K

Misuri Foundation for Health. — S

— \b ’ sy '.-' xar .
Respondents were first asked t. 0 «hdentad.fey prio
and 0r i seltedtainfantanortaljtyéand related _ RS
diseases, amdodeled after the items listed on the .
Missouri Information for Community Assessment Briori
Setting Model (Priority MICAgn online system that
captures population level data for the state (Simoes, Land, Metzger & Mokdadpaf€6aHp
gain a more comprehensive understanding of community organization ariesnd tfenfant
mortalityand related disparities, we employed the Dimensions of Community Readinassaviodel
model for the survey and interview protoddiensions of readiness are key factors that influence
a communityds prepar edness tsions identfied aredneasuoed o0 n
in the Community Readiness Model are comprehensive in naturexarekeedient tool for 7
diagnosing community readiness to mobilize and take action on an issue. The six dimensionsof
community readiness include:

Figure 6

1. Community BHorts: To what extent are there efforts, programs, and policies that address
the issue?

2. Community Knowledge of the Efforts: To what extent do community members know
about local efforts and their effectiveness, and are the efforts accessible totalbegme
the community?

3. Leadership: To what extent are appointed léadkrsntial community members
supportive of the issue?

4. Community Climate: What is the prevailing REEHaT IRt I
attitude of the community toward the issue? Is — —
it one of helplessness or one of resjimlity [[&onfirmeton 7 Bxpomion lﬂ
and empowerment? l T l U

5. Community Knowledge about the Issue: To _
what extent do community members know [ G ] U
about the.cau.ses_of the problem, consequences, I T lﬂ
and local implications?

6. Level of Expertise/Resources Related to the | SNFTSH ”]
Issue: To what extent are loeaburced [ vesw Averenem lﬁ

[ 2. Denial /7 Resistonce ] 1]
l 1. No Aworencss I ﬁ

Figure 7




people, time, mey,space, eté available to support efforts

Each dimension is scored on a scale®@fWhere 1 is lowest readiness and 9 is Highest Readiness
(Figurer). Scores were collapsed into three overall categories of readiieas@sable 2)

Table 2.CollapsedLevel of
Readiness

Level of Readines{ Score Range
Low Readiness 163
Some Readiness 406
High Readiness 7-9

In addition to answering questions about levels of readinessspantiervas asked to provide

three risk factors and three diseases they identified as a problem for their carheyuwiye

also asked for each of these risk factors and disease to identify the level of opposition to each in
their community given these categories:

1. Active commuty opposition

2. No groups/persons showing interest

3. Some interest groups/persons showing interest but not organized

4. Community coalition organized or supported by elected official(s) or private business

A description oThe Community Readiness Mqdwlrvey protocol, and a bétinterviewees, their
current position and expertise is available in Agesrgj C, and D, respectively. 18

Results

An expanded SWOT Analysis was
created using the qualitative data
gathered from the key informant
intervievg and online surveys.

Telephone interviews were

conducted with 22 key informants.

An online survey posing the same
guestions as the key informant
interviews was sent to members of

the Missouri Association for Rural

Health Clinics (MARHC) and the

Public Helih Nurses through the

Center for Local Public Health

Services (CLPHS). Thittyree Figure 8
respondents completed the MARHC survey and 60 respondents completed the public health nurses
survey. Sixtiwo percent of the geographic status of the qualitative dateiahespresentation.

The survey and key informant interview protocols were very similar with a few noted differences.
Data fom these methodsanecombinedFigure 8)

8 ey informunt Intervews
B PRAC Mealth Nurves

= MAR




The top three most frequently identified risk factors were smoking, obesity, predjtescy,
respectivelylhere were a few exceptidrRegion 2 and 9 identified no health insuraaxa
priority. Regios 3 and 4 identified no prenatal @se priorityRegion 9 identified high blood
pressureSee Tabla.

In terms of diseasesaldetes, mental health, and druguese most prominently mentioned
Additionally, Regi@?®, 3, and 8 identified dental health as a prominent diegsanses (Risk
Factors and Diseases) for all 10 Regions are repres@&iatield3.
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Table 3. Most Frequently Identified Risk Factors and Diseases by Region

Region 1|23 4a|5|6|7]|8|9| 10]RION| gae
Total

Smoking X X [ X| X | X |X]| X | X |X]|] X 10 X
Risk Obesity X X| X | X | X]| X | X X 8 X
Fetiois Teen Pregnancy X X | X| X | X X 6 X

No Health X >

Insurance

No Prenatal Care X | X 2

High Blood X 1

Pressure

Diabetes X [ X[ X | X [ X]| X | X [X] X 9 X

Mental Health X X X | X X X 6

Drug Use X | X X | X 4 X
Diseases | Dental Health X | X X 3

Heart Disease X X 2

STls X 1

COPD X

Abuse 0 X
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Key informants were also asked about how well their community was orgamgedentified

risk factors and diseasEable4 showgotal responses, sorted by region, in terms of community
organization around risk factors and diseases. As showajdhty of communities had little to

no interest in addressing risk factordewtrere was sonrmaobilization taaddress diseases.
Communities are better equipped to focus on diseases (i.e., tertiary prevention), than risk factors
(i.e., primary preventioiit)is a weakness of communities in terms of their lower efforts around
primary preventiorAdditionally, in almost every commuf(iRggions 1, 2, 3, 6, 7, 8, 9, and 10)

there was active oppositimnaddressing diseases or risk fa@atark contrast witheorganized
coalitionghat are also in those sarpenmunitiesThismay be explained in several ways. Those
working toward improving the public's health approach the challenges from a variety of angles,
resources, capacity, and skill level and therefore are able to communicate a more positive attitude
about the challengtey face. Certain organizations may have a stronger hold on the solutions and
therefore collaborate more willingly with others indimnuinity. Part of the challerigs in

findinga place for those organizatitmst may feel alienated and/or identifg problems of the
community as hopeless. A most important aspect of any community intenneletistanda/hy

there ioppositionand work to reduce the factors that create it.

Table 4. Community Organization Around Identified Risk Factorsand Diseaseby Region (4Point Scale)
Risk Factors Diseases
Active No Some Organized Active No Interest] Some |Organized

'§, Opposition | Interest | interest coalition Opposition interest | coalition
iz 21
1 1 7 2 1 0 0 7 2

2 1 14 17 6 1 6 14 6

3 1 14 27 10 0 9 25 8

4 0 5 20 9 0 6 21 9

5 0 2 6 2 0 4 2 0

6 2 3 10 1 3 0 12 6

7 1 4 24 8 0 3 12 18

8 2 5 24 6 1 4 15 13

9 6 7 2 2 1 4 6 4

10 3 9 14 6 0 8 14 12




Each of the key informants and the survey respondents was asked to score their community in each
of the $x dimensions of community readiness with regards to infant mortality. These data were
collapsed and are presenteBigured belowfor each Region (1 through X0yerwhelming,

communities reported low readiness to address infant mortality, withghereatesgion 8,

which primarily reported medium readiness. No communities were highly ready to address infant
mortality.

Figure 9. Overall Level of Readiness foAll Dimensions for MFH Service Regions 1 through
10
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In AppendixE, the raw scorder each region and separate dimensions are prbutdacerall

themes are presented beldhese findings were validated \wditicipants at the regional forums

and discussed to see if participants agreed with or questioned the community readiness scores with
regards to infant mortality and related disparities. We found a very high degree of agreement
between the scores from #ey informants and survey respondents and the participants at the
regional forumd.he online survegisoquestione@boutkey leadersn this issue and fiatives in

Missouri focused on women and infant hedltiollection of those responses is located

AppendixF and G, respectivelippendixH shows strategies to address funding approaches and
technical assistance, contingent upon level of readiness.

Region 1: The majority of responses showed th
mortality and related disparities. Community climate had the most pronounced variability in terms of
low, medium, and high readiness.

Region 2t eadershipadoverwhelmingly low readineSsod distribution of scores between low
to medium readiness

Regon 3:Existing community effort had lpmedium, and high respongasod distribution of
scores between low to medium readiness

Region 4Community climate haoerwhelmingly low readineSsnilar scores between low to
medium readiness

Region Steadrship andommunityclimate lad only low readiness scoreigjority of scores were 5,4
low readiness

Region 6Community climate had mostly low readimtigh distribution ofesponseacross low,
medium, and high readiness

Region 7Existing communitgffort had low, medium, and high responses. Level of expertise and
resources weranly low and medium readinddsjority of scores were low to medium readiness

Region 8Communityclimate had more medium readiness scores. Knowledge of infant mortality
issues was seal mostly medium readinddajority of scores for medium readiness

Region 9Knowledge of infant mortality and level of expertise andecesavere only low
readinesdViajority of scores were low readiness

Region 10: Community knowleaddgefforts was only scored low readin€asod distribution of
scores from low to medium readiness



Primary obstacles to addressing infant mortatitye stommunity weralsogathered and grouped
into the following factors: knowledge and awareness,estvironment, systems, andgxisting
conditions. FigurgOillustrates the muitiimensional nature and complexgsgchosocial nature
of working to improve the lives of women and children.

4 .

(

W oocisting 4
Conditions

N\

Knowledge and
Awareness

o |t affects too few
people and most
people don't see
it asaproblem.

eIt's a socialissue
when young people
get pregnant..They
live from crisisto
crisis.
eGenerational habits

eSubstance abuse eEducation and *Need teams t_o *We don’t see
getting the approach [social people because
*Young women message to the issues] from poverty, they don’t have
whoare people who need fresh vegetables, and Medicaid.
incarcerated.

eTransportation.

Figure 10

to hearit.
Need...a whole
school campaign.

*Not knowing how
to access services
inthe county.

education levels. It's
multi-factorial.

eEducate health
professionals and
community groups

*No on the nature of
understanding IM issues and
about being prevention.
healthy all of the *We have somany
time

nonprofits working
on this and there
needs to be a
collaborative
effort. People are
soterritorial and
don’t share.
People “walk with
attitudes.”
*Money
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Comments by front line key informants providediadditinsight into some regional differences in
providing services for women and infantdés acr
common across all regions

Rural .Some comments from regions in the rural areas of the state confirmed preséons co
surrounding significant transportation issues, getting to and from locations where health services are
located as well as the lack of healthcare providers in the rural areas

A Transportation issues in rural areas

A Lack of specialized care ayailabilit

A édying for psychiatrists in this area
A 1 f you arr0en nto beoldoys ep atyos latt ent i oné

A Geographic isolation in northeast Missouri.

However, some comments raise the question of how best we can meet perceptions of interference
by some of our public &kh programs, particularly those focused on those providing parental
support for our children.

A Any efforts to help raise children are met with opposition.

A Suspicion by population of government involvement.

A People hang on tight to tradition. Joeytevaiaty out of their business.

Urban Several comments from regions in urban areas are commonly known in the provision of
healthcare services such as the challenges of navigating the large complex health systems wjjch
often results in fragmentedwsees or in the perception that our health systems and health service
agencies are naooperative.

A There is a oO6balkanizationd of many of thes

A Urban area are disenfranchised

A Big complex systems in urban settings

A Fragmented services in St. Louis.

A further concern expressed by those in the urban areas is the inability to provide care for the
increasing numbers of high risk OB patients which is likely the result of the increased malpractice
suits.
A 0As an ur ban ¢ o mmuphysicigns fora fargennambiermfighariskl patiants.n u
OB and primary pediatric network is very thin. Thinner because of malpractice issues. There is
community echo when a baby diesébo

Across all regi®everal comments appear to cross both arighrural concerns. For example,
poverty exists in both urban and rural populations

A Concentration of poverty pockets

A African American women concentrated in poor neighborhoods




The changing demographics of both our urban and rural areas resultingad tbexddress both
health literacy issues and increasing disagreements between cultures

A Serving the Hispanic population

A Language barriers

A Low literacy levels as a risk factor.

A Violence

The increasing numbers who do not have access to health insuaecessdility to health
services

A Lack of Health insurance

A Part of a safety net that needs more help.

A Need to use the Title X agencies.

A éinfrastructure is not thereée
A We do not go to where the patient is.

The consistent theme of continuing educatioalffand especially our youth.
Alt is important for us to educate our yout
them on this stuff in school.
A Cautious talking about sex

And finally, we heard several comments on the needré@deibapproach to how the health
systems view the provision of services for women as well as a need for a statewide Perinatal
collaborative to address the infant mortality rates in Missouri.

A The whole idea of life course theory and how inportatht thatise | ong ter m ef f
happens when you are pregnant.

A Build on education, infant mortality, disparities, and preconception care.

A No collaborative pediatric initiatives to reduce IM and focus specifically on it.



Phase | C. Qualiative analysis includingdata fromfive regional forums

Methods

Regional Forums were held with key stakeholders in five.rEgegmgposes of the forums were
to

A to present the results of data collected regarding the readiness of Missouri communities to
address women and infantdés heal th

A to obtain feedback from participants about results relevant to your community

A to engage in a discussion of solutions, capacitypfisadend factors that affect
implementation and sustainability of strategiesinthepac i pant s communi ty
state of Missouri.

The day of the forurine team members reviewedpbgoose of the forum and participants

introduced themselves. The lead team member asked permission to record the conversation, as
discussion would betrscribed. One team member was the observer and recorder during the
meeting and noted strengths, weaknesses, opportunities, and threats. Four questions were posed to
the participants at the end of the forum:

1. What interest do you have in improvingwomeda babi esd heal th i n Mi
2. What programs and serviceseéxist your region for women 283nd
3. What is your readiness/capacity to use best practice strategies in Missouri? -
4. What factors can we identify as a group that would affect impliéomesubd sustainability

of strategies in Missouri?

A power point helped guide the discussion and included the results of the online surveys and key
informant interviews. Participants were asked to agree, disagree, or provide comments about their
communiy 6 s dat a.

Results

The forums yielded very rich discussion among 28 attendees (including 7 for Cape Girardeau, 1 at
Kirksville, 5 at Jefferson City, 6 at Springfield, and 9 at St. Louis.

Susan Wilson from the Missouri primary Care Association stated,

The project has increased our awareness of the barriers that stand in the way of decreasing inf:
and i mproving womend6s health outcomes. Th
assessment performed by this grouphowlétenmove forward with addressing this vital issue in eac
individual community. We will be able to idenpfpfdthgenors in our communities to partner

with to streamline limited resource to benefit the community as a il aritdihentitepprov

has made a positive impact and should be c
and infant mortadty.



And Ericka Klinger, an Administrator from the Putnam County Health Department said,

| foundgreatbue i n participating in the MFH Adval
thankful to have the opportunity to be a voice as a representatvemefcuniyl, ldound the
information sharing extremely important becaustatherdiieritha programming that occurs
from county to county for women and infant health. | am excited about the development of a ne'
program from the Foundation in this area, especially knowing that life expectancy rates for womn
Missaiicounties are either stagnant orEleckaing.

The forum discussions were audiotaped and reproduced by a professional transcriptionist.
Transcribed notes of about 65 pages single spaced were reviewed for thematic content. Four main
categories wetessed in the beginning, that is, Strength, Weaknesses, Opportunities, and Threats
(SWOT). As review continued, additional themes were noted and coded making this an expanded
SWOT technique. The presentation below represents the themes sortedniaoraivthen Table

5for across forums and Table 6, 7, 8, 9, and 10, respectively, for each regional forum
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Table 5. Across Forums Extended SWOT Analysis

Strength/Best Practices

Importance of building relationships with those who are served and khewirmyer time.
Initiatives that do not create fear in women who need help could improve efforts to serv
The combination of policy and individual activities is more impactful.

The use of databases is important, but should not replace going ¢otortunity

Weakness/System
Problem

To To o To Do Do T Jx| Do I T Do

Students today are not taught the basic skills they need to create good homes for their
The balance between direct services and prevention is difficult.

Policies that require you to be pregnant to qéaiffedicaid.

The | ack of a ohubo6é or organizational s
infrastructure. Is there the workforce capacity to do what is necessary in MCH?
Funding models are too restrictive and narrow.

Transportation is a noajbarrier to getting care.

Old data comprises the ability of the workforce to plan and implement timely programs.
The delivery of care is sometimes too narrow and specific that professionals are not seg
problems that contribute to an ovewatkl of health. Are their contingency plans built into jo
descriptions that help workers spot other potential health risks?

The ability to use the services is sometimes met with serious barriers (e.g., need Medic
Medicaid doctor, paperwork, geobrapesidence).

All people are not getting the same services: those who have insurance and those who
The importance of understanding class as a risk factor more so than race and the nega
attitudes they face from legislators and medical gn®wildout their situation.

Opportunity/Paradigm
Shift

Where policy change is not possible or likely, work with community businesses te make|
imposed rules to better their business.
Advocate for systems and policy level change. 30

The pipeline approadthat includes from infant, early childhood, and all the way througtrtiyT——

The struggle and bal ance between oOpreve
become a political battle.
Reframing the o0ri sk f aeadngabiitpinsieadbfdhe gwehative &

User Characteristics

Womends wisdom is not getting passed do
Health providers understand of the reasons behind drug abuse (e.g., stress reliever) an
should inform interventiorfferts.

So much of the benefit of the prenatal period focus is that environmental factors are so
move once the babies are here.

Second class citizen treatment if you hahealth insurance or are poor.

Operating Framework
in MCH Pyramid of
Seavices

To Do Dol o Do o Be{De TeDeDe  Ix| DeDe Do

The entire MCH Pyramid of Services is affected by the census.

The lack of prevention, equity, disparities, and positive connotation is noticeable in the [
The administrators over the programs have a real disconnect about what needs tmbe d
how ités to be done. This is not how I
down?

Communication

o 3o e > e

Infant mortality is a difficult and confusing message to community. Preterm birth rate me
better connection between behavémd poor birth outcomes.

Programs must be developed by those who have the experience or have seen it up clos
The delivery of WIC programs (education) is seen as a barrier to getting the subsidy.
Evidence based practices and research are importahguidtnot be placed before
relationships between community health workers and the people they serve.

The health workforce must learn the best communication methods for younger patients.




Table 6. Extended SWOT Results for Jefferson City Forum

Strergth/Best 1 FQHCs were largely driven by the high rates in infant mortality. This has gotte
Practices deeper as chronic diseases have exploded.
1 Perinatal outreach from Kansas City and St. Louis divided up into regions.
1 U.S. Public Health Service Rm@ion Services Task Force recommended set of
screenings.
1  Only about 35% of women return for theivéek checkup.
1 The Missouri Medicaid Home Initiative is focused on chronic diseases, but sho
for everyone.
1 Evidence based home visitation
Weaknes#$System f I find the counties that have gotte
Problem cané
T I'tds a constant dilemma that the he
person is sitting at the front desk my schedule is goiltgipwith people who need
care for something that could have been prevented. | do my best to inject prev
but itdéds a constant tension.
1 The federal level is much more interested in prevention than they are at the stq
1 Term limits has huthe whole prevention focus. These are long term problems g
they are only there for 6 years.
1 50% of our births are Medicaid. Ninety days after they deliver, they lose the Mg
Opportunity/Paradigm | § Do you think that there would be some roonfdailitating some relationships
Shift between FQHCs and health departments?
I Someone very high up in the health department was in a meeting with the legi
and was asked the question, owhat d
smoking?a6
1 The wholessue of prevention versus services is going to end as a big political i
the politics is really what contr ol
1 The Missouri Primary Care Health Home Initiative with MO Health Net Division
states you have to have 2 chrdinesses. We talked them into included diabetes
itself because it is a risk factor for other chronic diseases.
1 People in general are interested, but how do you get them into action.
User Characteristics 1 We see a lot of Mennonite women. Teen pnegria a relatively new phenomenon
Communication 1 We have some needs assessments, but
Heal th departmentséare going to the
profiles and sohawemi®t tcherydrientnmott. h
what their needs are.
f Women have historically known that
Maryo6s. Thatés been the community n
go.
i1 Mostpeoplehem@bout children drowning. I't0
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Table 7. Extended SWOT Results for Kirksville

Strength/Best Practices | A We are focusing on smoking, physical activity, and nutrition as they relate to chronic di;
Weaknes/System A Funding is too specific and narrow.
Problem
Opportunity/Paradigm A The health of our communities is pretty dependent upon the health of our moms or the
Shift The health of the family is really what drives it all.

A Sometimes people get fosused on just doing a program. It needs to be more of a holisi

approach, individual activities, policy
combine all these together that you see the impact.

Table 8. Extended SWOT Results for Cape Grdeau

Strength/Best Practices | A Region G 50t -3 status to obtain better funding.
A Local health departments no longer do a SWOT analysis. They now do a SWON with n
A 1 had ateen pregnancy prevention program in all four schools when my MCH foou#stas
trimester and adequate prenatal care. Then MCH changed to tobacco, obesity, and inju
give it up and itds started to climb ba
going good and then the funding is gone.
A Caring Communities [was awesome] and basically all the same people going to the sam|
and nothing was getting done.
A Triumph Campaign was a program for Afrisarerican community to reduce infant mortalit
rate, which was worse than if they were born ia.Cub 32
Weakness/System A Data are always old. It floors me that we collect all of this data and when | get on-the-Dk
Problem candt get anything until 2009 and wedr €
A Our women have to travel between 70to 95 milesjut o see an OBGYN|
because they dono6ét have transportation.
Al think one of the biggest things is be
transit system.
A 1tds very, very hard i n ustht®eneparicual area ane sap
have to focus on this when you dondét ha
A No mental health resources in our region at all. Mental health can affect obesity, smokis
teen pregnancy.
A We have ta lowest cigarette tax in the nation.
A We have one grocery store in 811 square miles.
A They know infant mortality is a problem, but lack of providers, pediatricians, nurse praxf
the expertise is not there.
A We donét have mamrhs gmlams Walcalletandaskeddf theyrwoull
bring a van down, but they said they di
A 1 f you don &0, ndonepays aténtos.e t o |
A There is a lack of Medicaid providers.
Opportunity/Paradigm | A Idondt think of these problems in terms
Shift A Everything is streamed to general ment a
We have a detox center , b 8hoursamdcithed they are letg
no sustainability.
A Right now our schools in Missouri are not allowed to discuss human reproduction and §




Missouri is abstinence only state.

A 16ve run into the mentality o peogeanphave t
nothing. Their considered lazy, unworthy.

Al dondt think we understand the effect

User Characteristics A 1tds a status thing for these young gir
A Drug use in Region 10.
A Huge stigma for mental health resources.
A Our clients tell us that drug use is a
exercising.
A 44% of the women in Reynolds County who are pregnant smoke.
A I'n my af€hil dhands Division] is a dirt.)
children away. You have no idea how many people turn me down for prenatal case mai
because they think | have the authority to come into their house and take their children.
Operating Framework |A The MCH Framework is triangle and | don
in MCH Pyramid of is supposed to be used on needs assessments, evaluations, planning, policy developm
Services coordination, quality asance. Then the next chunk of money is supposed to go to newb(

screening, lead screening, immunizations, SIDS, etc. Maybe it should be turned upside

A MDHSS gives locals six areas in which to focus their work and funding should be direct

Communication A We can create the best program in the W
havendt really experienced it or see it

A There is less of a community echo when a baby dies.

Table 9. Extended SWOT Results for Springfield Fam

Strength/Best
Practices

For there to be a gate keeper who o0l 00|
The Springfield schools try to get all of the pregnant and parenting teens in one schog
schools so they can combine resources like nursergeiiaation.

Nurses for Newborns do wonderful work with their home visitation model.

Carol Jones Recovery Center, where women can go with their children to get drug tre
St. Johnds satellite clinic helps them
Region G coordinating all of their WIC services. This is the infrastructure that is smart
financially. Ités a model to show how
They do not offer home economics classes anymore; not learning how to cook or bas
sets.

It goes back to this whole wisdom of women not getting passed down.

Weakness/System
Problem

The Freedom from Smoking was the best practice program, but had to be dropped be
was too expensive. The nurses felt like you had a captive audience iitahe hosp

You have to be pregnant to qualify for Medicaid. There are so many residency and ing
guidelines.

The whole region 9 was no mands | and.
No transportation in city or rural areas to receive care.

Pedatric Specialists are starting to limit their Medicaid practice.

Opportunity/Paradig
m Shift

To| Bo o P o Do P Do Po Do o Do Do P>

When you get out in the county the majority of the businesses hiaveoselfl smoking ban
for the betterment of their businesses.

User Characteristics

The Hipanic population has a lot of premature birthsand alesdfa®@e pi ng. T
beds for the baby specifically.




We have a huge Mennonite population. If you were to pull out the data for Webster C
and you looked at inadequate, late entrypiehatal care, birth spacing, births to less thar
years of education, they would be very
norm. You | ook at the birth outcomes,
we considerisk factors in that population. These are true risk factors more in the urbarn
population.

The combination of wisdom and community support is missing from our populations.
|l 8m seeing a | ot of depression in Hisp

Operating Framework
in MCH Pyramid of
Services

o B> Do Do

If you were allowed to do anything you wanted with your MCH money, would it look ik
pyramid?

You could have more impact if you try to work with policy so you can build the infrastr
core and maintain and then the other will fallptace.

The state has a contract to local health departments to do core functions and part of t
needs assessment, monitoring and thateo
reduced dollars.

That ds publ i c he aledadfundag and theaMCél coatragt gets filtereg
through the Title V, itds based on the
people accessing services and not accounted for then the need is still there, but the d
go to a diffenet County.

I n the fall [ Oct ober 2012] with our ne
added.

Communication

|l Ove never been exposed to the Hispani
Probably 5 years ago we hit peak on education [about Meth ands deup . I don
prevention, but sending the mom somewhere when she tests positive. There is no ad¢
treatment for women and children. They think taking the benefits away if she tests §6§

drugs will only aflflechadlrin Tthregidmr ec aw
kids.

We have a problem because we have two
summer and the average Joe on the stre




Table 10 Extended SWOT Results foSt. Louis Forum

Strength/Best Practices

A
A

A

Better Family Life monthly meetings

When | was at St. Louis County Health Department, | had a geographic area,
every family in my community, policy, fire, DFS worker.

We al most wuse t hawholmee the mestdiffieuttyrinestopbing
smoking are the ones with mental health issues.

Weakness/System
Problem

A

To 3>

o B Do o Do Po Do P>

éthat agency may be able to help t
paperwork and they nee dkeithbecmeet madota
hassl eé

|l ve noticed over the years that a
on 3 different days, but the mothe
Do we have the workforce to do the things in MCHrteat to be done?

We get the mom with no electricity, no formula, and a public health nurse twi
Babyds starving, no electricity, b
their protocol and they know which part of the elephant tatook

I n regards to the city/county Iine
because | live in the city or coun
Itds all about how we administer a
MCH i s regional , cdunttisdifféerent Fursding neeuls tb ke
more flexible and transient.

Mental health is nonexistent in St. Louis.

The conversation needs to be about
about the process so that consumers are engaged.

Peoplestil arendt getting prenatal car ¢
spotlight. We gave them transportation, but they put all these road blocks to (
We are running two different healt
insurancecardande® f or t hose who donot .
ltds really hard to sort out <cl ass
|l ve seen | egislators | 6ve worked
State Government and | 6ve hamalwantpe
to be sure that all those people that work, that live at poverty level just to get
something for nothing, get nothing.

Opportunity/Paradigm
Shift

o I Do P>

o 3o Do o Do Do P>

The possibilities for change are most dramatic at this moment.

We (DHSS) have changed safhe contracts that we offer LHD.

We need to be advocating for systems and policy level change.

We are trying to obuild the pipelid
through the | ife conti nuuméan dtemsland
policy change.

We need to be talking health, not health services.

Competing agencies dono6ét work toge
When we talk about preconceptionét
I think we struggl e wit hobitulwieshgs ge
I wonder if we can reframe it away from disparities and into more of a health
i ssueéwedre so racially polarized.
I f you |l ook at race as a risk fact
toéremove
A | ot of

he disparities come from
re

t
tired youd a second class citize
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User Characteristics

Many of them canét read.
Low income people move sometimes 8 ties per year.
Grandmothers are raising them and also the person with the most influence.

o Do o Do Do P>

Provide services that Il ook | i ke 0m¢g
Environmental factors are very intr
much is right about the prenatal p €
Operating Framework Therefs nothing really about prever

in MCH Pyramid of
Services

social determinants and community environmental issues that affect women a
children.

Your direct practice, the people doing direct practisesvine people that are over
the institution have a disconnect i
supposed to be done [when talking about the MCH Pyramid]

éthat agency may be able to help tHh
paperwork and they need i mmediate h
hassl eé

|l 6ve noticed over the years that a
3 different days, but the mother ha
Do we have the workforce to do the things in MCH that need to be done?
Equity and disparities is really missing from the pyramid [MCH] in the way of
infrastructure of building and services.

Maternal mental health and social isolate should be up ther@yk#&otid] and
[affect] health outcomes.

Communication

o Bo o e D

WI C services are |l osing clients, by
they dondt have time to sit there g
receive in order to getdir subsidy.

| love research and evidenbeded practice and so on and so on, but it comes d
to relationships and am | going to trust you.

This is my 10time seeing this [MCH] Pyramid and every time my eye goes rig
the word O6enhtabbsisagdhbaecnagative ter
Fol ks donoét think the same way t hey
the same ol eésame ol e

|l 6ve started to figure out how you
this generati dthoughtpratess.a whol e new
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Phase | D.Quantitative Analysisincluding formation of the ARC Database

Methods

A geographical maps of assets and gaps based upon database searches was created in ArcGIS
format, considering policy, community, organization, amdliral level indicators across the

lifespan. The maps include an identification of all assets and geographic areas needing special focus.
Using a colecoded interval metric (quintiles), each map identifies counties that may be at the

lowest quintiledient i fi ed as needing attention) or oOgap
an dassetd (does not need attention at this t
description of how to read the metric. Finally, we included a comiparsgeen Missouri and

National statistics for each Maternal Child Health indicator to provide a picture of how these
indicators in Missouri compare to the nation as a whole.

Our search of datasets included, Centers for Disease Control and Prevergi®)) (BiBsouri

Department of Health & Senior Services (MICA), Annie E. Casey Foundation (KidsCount) and the
Robert Wood Johnson Foundation (County Health Rankings). We created six broad categories of
health indicators that included, socioeconomic healtmevn 6 s heal t h, i nfant he
health, adolescent female health and adult female health. Within each of theseveategories,

selected a number of key variables and created the Maternal Child Health Key Indicator Database.

Results

One of thechallenges in the summary of this secondary data across the regions was the diffeggnce in
types of data and years. We have created a summary chart (Final Indicator Data Dictionary) located
in Appendix that lists each indicator with type of indicatacpe, number or rate) as well as the

source for that indicator and year of the data. The indicator type created some challenge in how to
present the severity levels of indicators by region while also highlighting best and worst counties
with each regiohus, we chose to use a consistent interval metric (quintiles) for each region since
the data are highly skewed within some counties for certain regions thus creating one legend for the
state as a whole, rather than for each region. Quintiles aresithgs seskewed data and retain
consistent meaning for the reader from region to region. These maps allow us to recommend where
a community may have gaps in education and therefore funds for health education are needed or
where a community needs adddiaesources to address a particular issue such as teen pregnancy.

We were unable to create a map of infant mortality rates by county, due to small cell sizes and
instability of that data. However, when we compiled regional data, infant mortabty could

compiled for region 4, the results were striking, with 5.5 deaths of white babies, per 1,000 births,
before their first birthday and almost three times that amount (14.6 Black inédity nade) for

Black infantsRigurel1) While Region 4 accoudtfor the highest percentage of Afridamerican

births 82.9%)n MFH catchment area, Region 10 accounted for the second highest percentage at
(5.6%).
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A summary of the maps is provided below.
SES Health

Percent with No Health Cae Coverage 200Regionttad the highest number of counties with 5

the highest rates of no health care comparedRegtion Ma@th the highest number of counties

with the lowest rates of no health care. Counties with the highest number of adults with no
healthcare occur in both Schuyler County (24R@gimnahd Sullivan County (24%Region 1

which is considerably higher than the national average of 18% versus St. Charles County having the
lowest number of adults with no healthcare at 9%.H&dtby Peopl@020 objectives are set for

100% of adults who will HAVE healthcare coverage by 2020 suggesting there is room for
improvement.

Percent of Population at or Below the Federal Poverty Level Z0O0th the exception of St.

Louis CityRegionkadthe lowest number of counties with populations at or below the federal
poverty level in 2008. In comparisoR&gionwhich had the highest number of counties with
populations at or below the federal poverty level. Pemiscot County in Region Xighesthe
number of population at or below the federal poverty level at 31.7% which is considerably higher
than the national average of 14.3%, compared to St. Charles County in Region 4 at 5.0%.

Percent of Annual High School Dropouts 200&egions 4 and @ported the highest number of
counties with the highest number of high school dropouts as compared to Region 9 reporting the
highest number of counties with the lowest number of high school dropouts. There is considerable
variability from region to regiomith every region having at least one county in the lowest quintile

of education, except those counties in region 1. In 2008, the county with the lowest number of high
school dropouts is Shannon County with 0.4% compared to St. Louis City with theumtdiesst

of high school dropouts at 22.2% which is considerably higher than the national average of 6%. The
HP2020 objectives are set for 97.9% of students who complete their high school education,
suggesting there is room for improvement.



Unemployment Rae_2009 In 2009, Region 3 reported the highest number or counties with the
lowest unemployment rate compared to Region 10 with the highest number of counties with the
highest unemployment rates. Boone and Cole Counties in Region 4 reported the lowest
unenployment rates at 4% compared to Hickory County in Region 8 and Washington County in
Region 6 reporting the highest unemployment rate at 10% which is slightly higher than the national
average which is currently at 9.3%.

Access to Healthy Foods 200Regio 4 reported the highest number of counties with high rates

of healthy food outlets as compared to Regions 1, 3, 9 and 10 reporting no counties with high rates
of healthy food outlets. Madison County in Region 6 reported 100% of zip codes having.access to
healthy food outlet compared to Butler County in Region 10 which only had 11% of zip codes
having access to a healthy food outlet. The national goal for access to healthy foods is set in census
tracts with the objective of having 72% of all censuswititts healthy food retailer within a half

mile of the boundaries of the tract.

Women's Health

Women Receiving Inadequate Prenatal Care_200Region 10 had the highest number of

counties with the highest rates of inadequate prenatal care compegenhtd Rith the highest

number of counties with the lowest rates of inadequate prenatal care with the exception St. Louis
City. Scotland County in Region 2 had the highest rate of inadequate prenatal care at 40% which is
severely worse in comparison ®nhtional percent of 8.4% of all live births, compared to Perry

County in Region 6 at 3.9%. Clearly one can see a significant contrast between St. Louis Citygand all
surrounding counties as well as pronounced high rates in the Bootheel of Missouri. -

Reparted Maternal Smoking During pregnancy 2009Regions 9 and 10 have the highest rates

of smoking during pregnancy compared to Region 4 which report the lowest rates of smoking
during pregnancy. Iron County in Region 6 had the highest rate of maternglrepoiked at

40.8% compared to Scotland County in Region 2 which had the lowest rates of smoking at 6.2%.
The HP2020 objective is to increase smoking cessation during pregnancy to 30% and to increase
abstinence from cigarettes during pregnancy to S8ggfésting room for improvement.

Reported Maternal Drinking During Pregnancy 2009Region 3 has the highest number of

counties with highest maternal drinking during pregnancy compared to Regions 2 and 6 with the
lowest number of counties with maternaikiing during pregnancy. Audrain County in Region 3

had the highest rate of maternal drinking at 33.4 compared to several counties across the state that
have low rates at 0%. These low rates need to be considered in light of the high degree of social
desiability to not drink during pregnancy which may be a factor in the number of counties with 0%
rates. The HP2020 objective is to increase abstinence from alcohol use during pregnancy to 98.3%
suggesting room for improvement.

Infant Health

Premature Births 20042008 Region 10 has the highest number of counties with the highest rates
of premature births compared to Region 4 which has the highest number of counties with the



lowest rates of premature births. Pemiscot County in Region 10 has the highpstmeséure
births at 19.4 per 1000 live births compared to Knox County in Region 2 at 9.8 per 1000 live births.

Low Birth Weight 20012007 Region 10 has the highest number of counties with the highest rates
of low birth babies compared to Region Blwvhas the highest number of counties with the lowest
rates of low birth weight babies. Within regions, St. Louis City in Region 4 has the highest number
of low birthweight babies born at 11.8% which is considerably higher than the national average of
82% compared to Scotland County in Region 2 with a rate of 5% suggesting there is room for
improvement.

Public Clinic Immunizations 2005 Regions 7, 9 and 10 had the highest number of counties with
the lowest percentages of {yearolds immunized as conmpd to the remainder of the regions in

the state. Morgan County in Region 5 had the highest percentage (99%®afdls

immunized compared to Wright County in Region 9 at 40.8% compared to the national average of
75.7% suggesting there is roomrfgarovement.

Child Health

Asthma ER visits 2008Region 4 had the highest number of counties with the highest rates of
asthmarelated ER visits compared to Region 8 which had the lowest number of counties with
asthmaelated ER visits. St. Louis CitRegion 4 has the highest rates for asthlated ER

visits at 23.2 per 1000 ER visits compared to 0.0 per 1000 ER visits in Putham (Region 1) and
Schuyler (Region 2) counties.

Child Abuse and Neglect 2008Region 4 had the highest number of countiegheithighest

rates of CAN incidents reports compared to Region 2 having the lowest number of counties with
high rates of CAN incidents. St. Louis County in Region 4 reported 3,834 CAN incidents compared
to Putham County in Region 1 which reported 35 @éiNents. Bear in mind the differences in
population density between these two counties.

Adolescent Female Health

Teen Pregnancy Rate 204007 Region 10 reported the highest number of counties with the
highest teen birth rates compared to Regidnchweported the highest number of counties with

the lowest teen birth rates. Pemiscot County in Region 10 reported 114 teen births per 1000 births
which is significantly higher than the national average of 41.5 per 1000, as compared to 19 teen
births pe 100 births reported in Scotland County in Region 2 suggesting there is room for
improvement.

STDs-Chlamydia_ 2008 Region 3 reported the highest number of counties with the highest rates
of Chlamydia per 100,000 compared to Region 1 with the highest atioounties with the

lowest rates of Chlamydia per 100,000. St. Louis City in Region 4 reported the highest number of
Chlamydia incidents (1265 per 100,000) which is significantly higher than the national average of
409.2 per 100,000 compared to Sootinty in Region 10 reporting 0 incidents suggesting there is
room for improverant.



Adult Female Health

Overweight/obesity 2008 Region 6 reported the highest number of counties with the highest
weighted percentage of individuals considered overersitpese compared to Region 8 reporting

the highest number of counties with the lowest weighted percentage of individuals considered
overweight or obese. In general, about 30% of Missourians across the state are at risk for being
considered overweightabese. Several counties are the upper 32% of the range which include:

Iron, Pemiscot, Scott, St. Louis City and Washington counties and several counties are the lower
28% of the range which include: Christian, St. Louis County, St. Charles, andiangéional

average of those considered overweight or obese is currently 63.8% in 2010 suggesting that Missouri
is at less risk compared to the rest of the country.

Sedentary Lifestyle 2007/Region 10 reported the highest number of counties withithsthig

weighted percent of adults with a sedentary lifestyle compared to Region 4 reporting the highest
number of counties with the lowest weighted percent of adults with a sedentary lifestyle. Boone
County in Region 3 reported the lowest weighted pefaehilts (18.8%) with a sedentary lifestyle
compared to Pemiscot County in Region 10 reporting the highest weighted percent of adults
(37.8%) with a sedentary lifestyle which is considerably higher than national averages of 25.4% of all
adults suggestinigerre is room for improvement.

Smoking/Tobacco Use 2007 Region 10 reported the highest number of counties with the

highest weighted percentage of the population age 18 and older who are currently smoking or use
tobacco compared to Region 2 reportindnitpeest number of counties with the lowest weighted
percentage of the population age 18 and older currently smoking or using tobacco. Boone Cgjnty

in Region 3 reported the lowest weighted percentage (18.0%) of current smoker and tobacco-users
compared tdaney County in Region 8 at 36.5% which is considerably higher than the national
average of 17.2% suggesting there is room for improvement.

Binge Drinking 20032009 Region 3 reported the highest number of counties with none of the
population reportinggavy or binge drinking episodes compared to Region 4 reporting the highest
number of counties with the highest rates of the population reporting heavy or binge drinking.
Several counties throughout the state reported too low to report episodes oftiegerylonking
and include: Sullivan County in Region 1, Shelby County in Region 2, Cooper, Gasconade, Howard,
Montgomery and Osage in Region 3, Crawford and Maries counties in Region 5, Reynolds County
in Region 6, Cedar and Dade counties in Regiork@ryHand Webster counties in Region 8,
Douglas and Oregon counties in Region 9 and Carter and Ripley counties in Region 10. Conversely,
Monroe County in Region 2 and Cole County in Region 3 had the highest rates of binge drinking at
22.0% which is consiabty higher than the national average of 15.7% suggesting there is room for
improvement.
In review of the results of the geographical maps of assets and gaps, two regions are
identified as having severe gaps in services.

a. Region 10 which includes the Boetltd Missourhas clear deficits in the areas of the

highest unemployment rates, inadequate prenatal care, maternal smoking during pregnancy,
premature births, low birth weight babies, high teen birth rates, high rates of sedentary
lifestyles, high rateScurrent smoking and tobacco use, and limited access to healthy

foods. On the flip side however, they had the lowest rates of percentage of the population




with no health care coverage and public clinic immunizations. Within this region, Pemiscot
Couny is most affected by these gaps and assets.

b. Region 4 which includes the St. Louis Metropolitan area also exhibited clear deficits in the
areas of having the highest percentage of the population at or below the Federal poverty
income level, the highest aahnumber of high school dropouts, highest number of
asthma ER visits, highest number of child abuse and neglect incidents and highest rate of
binge drinking overall. In contrast, Region 4 was highest for having access to healthy foods
along with the feast number of individuals leading sedentary lifestyles, and having the
lowest number of women receiving inadequate prenatal care, lowest number of premature
births, and lowest number of women reporting smoking during pregnancy. Within this
region, St. LogiCity is most affected by these gaps and assets.

Phase IE. Analysisof Factors for Sustainability and Growth
Methods

Three Models are cited consistently in the literature as conceptual frameworks for program
sustainability and growth. Ottig model dveloped by ShediRizkallah and Bone (1988)
consistently used to measure sustainability of health intervention programs.

This framework identifies the following 3 groups of factors as potential influences on sustainability:

1. Project design and implerndactarbese include inclusion of community stakeholders in the??
design process, effectiveness and visibility of the program, duration, funding, type and training
requirements of the project

2. Factors within the organization& assttinsghey include institutional strength and maturity,
alignment of program goals with that of the organization, ability of the program to integrate with
existing programs and services and program leadership or champion

3. Factors in the broader community eiiesenraitide the stability and favorability of external
political and socioeconomic factors such as market forces impinging on the program, support
from community leaders and the communilgrge, funding availability and other resources as
inputs ino the program

The framework identifies three types of measures of program sustainability:
1. Maintenance of health benefits achieved through the program

2. Institutionalization of a program within an organization
3. Capacity of the community to develophenprdgtiae

Scheirer (2005) employed this framework to review 19 empirical studies on the sustainability of
health programs in Canada and the United Slabssstudy analysis showed consistent support
for 5 factors influencing sustainability:

1. The abity of a program to be modified over time

2. The presence of a program champion



3. The program is aligned with the organizati on
4. Benefits to clients and staff members are readily perceived
5. Stakeholders and other organizations providesupp

The ShediaRizkallah and Bone Framelv®odel is depicted in Figure 12 below

Project design &
implementation
factors

Program Sustainability:

1. Maintenance of health
Factors in the benefits achieved
broader through the program
Comnunity . Institutionalization of
a program within the
organization
Capacity bilding in
the recipient
community
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Factors within the
organizational setting

Figure 11

An analysis dfustainabilitgnd growth factors waenductedn orderto appraise the potential for
sustainability of programs and successitégiesvithin the communities served by the
Foundation.In order to assess the potential of communities to sustain and grow successful
programs community sustainability factors and program sustainability factors were used for the
analysisA matrix of tle community sustainability factors of politics and policy, community
engagement and funding across the five factors influencing health program sustainability identified
by Scheirer (200&as employed to identfgcilitators anbarrierdo sustainabilitgnd growth.

The volume and complexity of the data warranted two matrices. The first matrbd)Table
identifies threats to sustainability and growth and the second g¥ al@atifies strengths to

support sustainability and growth. The data popullagimgatrices are from the key informant
interviews, community readiness analysis and the regional forums.

Results:

Infant mortality and related disparity needs vary widely by region, county and even at the community
level within the Missouri Foundatian Health service areas. While it is important to identify and



engage in beptactice strategies to reduce infant mortality, communities struggle with their ability

to sustain and grow successful programs. Many best practice strategies and progitamtare un

be sustained over time and fail to grow because the threats to sustainability outweigh sustainability
strengths. More specifically many best practice strategies and programs fail due to lack of political
will, lack of funding or lack of communitbgagement and advocacy around the issue or some
combination of these 3 factors. Many best practice strategies do not fit into cespeificty

context and norms to begin with because their inception is far from the point of implementation
either geograjptally or ideologically.

Political and Policy FactorsAffecting Sustainability.

Title V' Funding: Current MCH policy is largely driven by Federal Title V funds (part of the Social
Security Act) which authorize annual financial awards to all stegderim tof Maternal and Child
Health Block Grant3.he Title V Block Grant Program requires that every $4 of federal Title V
money must be matched by at least $3 of State and local rkineynfeching is permitted). The
program also requires that aimum of 30% of federal Block Grant funds be used to support
services for Children with Special Health Care Needs and that a minimum of 30% of federal funds
be used to provide preventive and primary care services for children. The States may spend no more
than 10% of federal Title V funds on administrative costs.réqegements create a program
focus which is prescriptive and narrow in scope. The requirements allow for flexibility in program
development, but priorities are set by entities that areabtdehe communities and
geographically distant from the point of service. This creates threats to program sustainability4ﬂ1 that
program modification can occur only if it falls within the guidelines of Title V and creates a program
alignment at the Fe@¢ind state level but not necessarily with organizations within the
communities themselv@discreates frustration at the community level when funding for
successful programs is ended due to changing priorities at the Federal or state level.

While Tite V funds can be used to address system issues for MCH services such as
infrastructure, they do not address the broader social determinants of hedéiturd basaddress
social determinants of health creates a silo for Title V services and &fpotacitiaf
coordination with social service agencies and other dmitéekiress social determinanfts
health. This gap in coordination of services between social services atitrdélerss program
sustainability in that broader stakeholderotisee themselves as integral to the success of MCH
bestpracticesMCH providersn our forumsrerbalize that the community at large does not
understand infant mortality and its associated risk factors.

Medlicaid: Another critical policy driver in reatal and child health is Medicaid. Medicaid for

pregnant women is limited to pregnancy and therefore does not allow for preconception health care.
Current Medicaid policy for women does not support the current IOM recommendations for
womends hAGOG rebommendatiohsdor preconception health as women are not eligible
until they become pregnant and lose eligibility 60 days after delivery of their child. With this
episodic program of care, it i s dnThikfoausiont f or
episodic care threatens womends health progra
not readily perceived and since they are not supported in policy, reinforce that behaviors such as
well woman care, contraception for appad@ispacing of pregnancies, immunizations and

screening and counseling for high risk behaviors are not important. Key informant and regional



forum participants talked about the constant threat to preventive care due to the overwhelming need
for acute carand chronic disease management in our communities. Participants expressed repeated
concerns and some degree of frustration at the continual erosion of preventive services due to policy
decisions that reduce funding to successful prevention programs.

Political Will and Funding for Prevention Dedicating revenue to prevention efforts such as well
woman exams, smoking cessation and obesity prevention are in competition for scarce resources
with acute care and chronic disease management programs. Thipriaridimgs exacerbated by

the creation of term limits for legislators which has hindered their ability to understand the root
causes of illness and the program funding that it would take to prevent complex health issues such
as infant mortality. Additiolhathere is a stigma associated with poverty and lack of medical

insurance that creates significant barriers to accessing care and there is question about the quality of
care delivered to those without insurance or those on Medicaid.

MCH Expertise andUnique Efforts within Communities:In spite of the very real and apparent
threats to MCH and womend6és health programming
collaboration and sharing of resources to meet needs for MCH. State and |lodapaeaitnts

and communityvide coalitions have developed considerable expertise in MCH and are seen as
leaders in the communities in which they serve. County and local public health agency personnel
have considerable expertise conducting needs assemsth8WOT analyses and articulating the

needs of their jurisdictions. This is the direct result of MCH infrastiugildreg activities on the

part of Title V which requires MCH focused needs assessment within each county by requiring a
SWON analysis fdritle V, MCH Block Grant Funding.

45
Community EngagementFactors Affecting Sustainability

MCH Workforce: No assessment has been conducted specific to the MCH workforce and its
capacity to meet the MCH needs of the community. Most MCH providers arel énlacspecific

area within MCH and deliver a specific and specialized service within the spectrum of MCH. Few
MCH experts with a deep understanding of best practices, policy, community engagement and
funding exist within communities, making it difftoufecruit community and program champions

for MCH and infant mortality reduction.

Community Engagement in Community Assessment and Program DevelopmeKey

informants and forum participants discussed their needs assessment processes and egpressed desir
to be able to have the resourcagaimeigreater community input into their needs assessment
processes. Broad community input into the needs assessment process could serve as an important
first step in community engagement and reducing threats smpsaggtainability by improving
stakeholder and organizational support. Barriers to implementation of bédedstrategies to

reduce infant mortality may meet with resistance if they do not fit into the context of the

community. Requiring communityubmto the development of new programs and adapting

strategies to fit uniqgue community needs could improve uptake of new programs and concepts.
Having patients participate in the design of programs may make them Hioeadlgemmprove

utilization andncrease satisfaction with the programs.

Community Engagement and Infant Mortality as a Policy Issud?articipants in our forums
verbalized that infant mortality and its associated risk factors are not well understood by the
communityatlarge and thdhere is not much personalization of the issue. When a child dies from



a drowning or other accidental injury there is often a community acknowledgement of this incident.
This is not true for infant mortality from preterm birth, congenital anomalies oF &S and

key informants also expressed that political leaders do not see infant mortality as an issue that affects
their constituents in great numbers and as a cause that they should champion. The lack of
personalization of infant mortality and the ddigdolitical support create significant threats to

program sustainability in that the issue does not have a very high profile within the community and
there are no public champions.

Funding Factors Affecting Sustainability

Title V funding is a contsit source of funding for every county. Although the funding is not
adequate to meet the MCH needs of any of the counties, it is allocated in a way that encourages
infrastructure for MCH activities. Many of the counties have become quite skilledvatiggatat

seek other sources of funding to shore up unmet needs within their counties. These grant writing
activities and the accompanying administrative activities that come with the funds take away time
from delivery of essential services in regiongwkeiand for services is high and human capital is
low. Funding is focused largely on disease management and not on prevention which makes it
difficult to create programs aimed at prevention. Due to the scarcity of funding for MCH, service
gaps create isss for women trying to access services and there is a lack of community resources to
combat specific risk factors such as obesity.

Recommendationsto Improve Program Sustainability

1 Funding for MCH related activities should integrate and coordihaiéleiV funded 46
activities but allow flexibility to meet county or commapéyific needs identified by the
needs assessment or SWON analysis.

1 MCH and infant mortality reduction initiatives should require collaboration among agencies
in order to creata climate of integrated service provision and collaboration and not
competition among agencies.

1 There is a need for increasing awareness about infant mortality and related disparities among
the legislators in order for them to understand the importacmetioued and expanded
funding for MCH and womends health service

1 There is a need for continuous funding/revenue streams for successful programs and
evidencéased practice strategies. Programs that demonstrate progress in improving MCH
indicators shodlbe earmarked as priority programs for continued funding and be exempted
from changes in priorities in funding streams at the Federal and State level. Foundations and
other funding sources should consider creating grant lines that would alleyoifog on
support of successful programs instead of creating a climate that requires development of a
new program to accomplish the same goals as a successful program that has lost or is losing
funding.

1 There is an overarching need to raise awareness of infafitynno all of the target
communities by broadening stakeholder support and creating a public sensitivity to this
issue. Achieving this goal will require a combination of dedicated funding and community
engagement activities that should be broadepe #@an the health departments and



related MCH providers and should be inclusive of business, clergy, educators and formal and
informal community leaders.

1 These recommendations should be accomplished by building on codentifigd
strengths and utling the expertise and current MCH leadership within communities. This
leadership includes the dedicated MCH workforce within state, county and local health
departments and commuHitgsed coalitions dedicated to the improvement of MCH and
reducing infantnortality.
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Table 11 Community-Specific Threats to Sustainability and Growth

1. Ability of Programs to be Modified Over Time

Political and Policy Factors

Community Engagement

Funding

1 Narrow and specific program focus. (Regional
Forum Dataand&y | nf or ma rnThe |
delivery of care is sometimes too narrow and sj
professionals are not seeing other problems thg
an overal)l l ack of he

1 Medicaid is not prevention focused and does nt
support current IOM recommeations for
womends health or ACO
preconception health. (Regional Forum Data ar
Key Informant Interviewsr Me di cai d |
you to be pregnant to access services and you
days af t &rhe rdediégbtamesrngt desi
to focus on preventio
in the United States are unplanned. How are y(
to plan a pregnancy when the only time you cal
when you )are pregnant

1 Even though we talk prevamt we fund acute anc
chronic care servi ghes
whole issue of prevention versus services is go
big political issue and the politics is really what
because itds the funtd
that any money that came in would go to provig
services. 0)

1 Funding for MCH programs is continually being
reduced. (Regional ForumDat&E undi ng
health programs is low and is constantly being
under the threat of ledinced. It is hard to plan pri
when you know tha} th

A Programs have geographic restrictions. (Region
Forum IDmtraegards to th
might have a really good program, but because
ocounty, | candét go. 0)

MCH workforce capacity. (Regional For
Data and Key Informant Interviewsi s
there sufficient workforce capacity to do|
necessary in MCH?6
workforce to do the thikig3H that need to
done? Do we have enough workforce a
they appropriately
Rural programs are difficult to develop,
implement and administer because of th
geographic distance between small
population centers. (Regional Forum Dg
ad Key I nfor mands |
very hard in the r
just at one particular area and say we h
on this when you d
to help support th

Programs change with the deef the funding
source which may or may not fit the needs ¢
the specific community. (Regional Forum D¢
ol had a teen pregnancy prevention progran]
schools when my MCH focus was on first tri
adequate prenatal care. Then MOHcctudrage
injury.
climb back up again. Funding drives it. You
goi

obesity, and
program and itds
gone. 6 é ol tds all
the work. Funding hadtobe X i bl e.
Program focus is still largely on disease

management and not on prevention. (Region
For um TheMissouri Brimary Care Hea
Home Initiative with MO Health Net Division {
you have to have 2 chronic illnesses. We talk
included diabetes by itself because it is a risk
di seas
There is a lack of mental health services in ry
areas and mental health issues exacerbate h

ot her chronic

probl ems. ( Re gNoomerdal

health resources in auatedioMental health cg
s mo k
there was treatment available, it would not bg
because there is a huge stigma about seekin
i ssues

affect obesity,

ment al heal th
educaton . 6)

Drug use is prevalent in both rural and urbat
areas that there is little funding to support
treatment programs or primary prevention
efforts in the communityRégional Forum Dat
drug
treatment iffelient from mental health treatmg

There is a huge

a
0
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A

The MCH Pyramid of Service Delivery is very

focused on traditional medical and public health
services. (Reghema&ldskF:(
about prevention in here [MCH Framework], not
social determinants andriignenvironmental issue

af fect women and chil ¢

we need providers that specialize in addictig
for individuals and
us that drug use is a stress reliever for them
going for 8 walk or

2. Presence of a Program Champion

ll

Term limits for the legislators have hindered the
ability to understand the root causes of illness &
what it would take to prevent health problems.
(Regi onal Temrimitsha®laurt the: v
prevention fochiesd are long term problems and
only there for 6 yearg€Sondeone very high up in
health department was in a meeting with the le(
was asked the questio
have to d® with smoki
Politicians dmot see infant mortality as an issue
that affects their constituents in great numbers
as a cause that they should champion. (Key
Informant Interview Dat&s The mayor
officials see infant mortality as the job of the he
department andal@et involved in this issue. It ig
politically important
was surprising to one of our elected officials to
infant mortality in their community was as high
mortality rate in Cyida

Smoking is a problem in most of the communitij
throughout the state and yet there is a disconng
between evidendmsed policy which supports
higher cigarette taxes as a way to decrease tok
consumption and state policy. (Regional Forum
DatWehawe the | owest ¢
044% of the women in

cigarettes. 0)

Stimulating community engagement is
di fficult. ( R ePgaple in
general are interested, but how do you
acdt on?6)
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3. Program is Aligned with Organizationds Mission and Pr oceo(
1 Title V funding which requires funding be allocs Needs assessments in the form of SWOI

according to the MCH Pyramid of health servict analysis are required of each county as |

makes it difficult to meet direct health care sery of Title V funding, but needs assessmen

needs when there areseyvice providers in the may lack community involvement. (Regic

county or geographic area is meeting that need For um \NDehavae soméneeds asse
§ There are significant barriers to accessing care but | dondot thintk

are uninsured and the quality of care differs by Heal th departments

ability to access. (Regional Forum Data and K
Informant InterviewsiThe ability to use the servi
sometimes met with serious barriers such as M
eligibility, lack of Medicaid doctors, paperwork,
r esi deSeooral dlass citizen treatment if y(
have health i nsearasone
red tape in applying for Medicaid that women dj
how to apply or they
€ O0OWe are running two
for those who have an insurance card and one
dondt . o

department and pulling down their profilg
me theydre not. We
and asked them what their rieéds are.
Lack of medical providers to deliver
essential and necegssarvices. (Regional
For um Wekhos infard mortality is
problem, but lack of providers, pediatricia
practitiond’¢ he experti se
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4. Benefits to Clients and Staff Members are Readily Perceived

|l

It is difficult to cary forward a prevention messag
when the need for services for acute and chroni
problems is presenltt dg
constant dilemma. The health centers are focusi
prevention, but when the person is sitting at the
schedisgegoing to-il with people who need care |
something that could have been prevented and
inject prevention seérn))y

A Barriers exist to embracing evidevased

practice strategies and these bamiary be
associated with th
into the context of the community.
(Regional Forum Data and Key Informan
I nt er Evidenseshasedpractices an
are important, but should not be placed k
relationships between ¢pimealthi workers
the people they se
The focus becomes the delivery of the
program and program recipients and
providers lose sight of why the program
exi sts. ( RegiSometries
people get too focused on just doing a p
neesl to be more of &
need to remember why we have the prog

A Service gaps create issues for women trying
access services.Ou Re
women have to travel between 70 to 95 mileg
OBGYN. Many dondét ma
t r ans p o 0 thimk onecohthe dituégs is
being rural you have
a transit system. 6¢
the transportation provided by Medicaid becg
drivers are rude to




A Lack of medical providers to deliver

first place. 6)

essential and necessary services. (Regi(
ForumDatab | f eel sorry
identify their peailand then there is no wa
help them. We have a HRSA grant throu
hospital, but we d
not build in transportation money, so hov
going to get to a large city or town where
are |loowWadedd6 &ave
down here in this rural area. We called a
they would bring a van down, but they sg
didndét want the va
you dondgio0,| ive chle
Prevention requires behavibanges and
we do not have good evideiesed
strategies for changing behaviors. (Reqgi(
Forum Data and Key Informant Interview
0ltds really hard
atti)tudes. 6

Lack of coordination of services for clien
(Regional Fou m Dla& vae mot i
years that a baby gets discharged with 3
appointments on 3 different days, but the
4 other children and will need two bus trg
each trip. Do you
these appome nt s ? 6 )
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5. Stakeholders and Other Organizations Provide Sug

A Substance abuse is not well understood by man § Racism and classism exist in our system] § Lack of community resources to combat spe

medical providers and social service agencies. health care delivery and in our systems problems like obesity. (Regional Forum Datd
(Regional Forum Data and Key Informant social ad family support. (Regional Forur OWe have one grocery
| nt er Wealthwrevider®do not understand t Data and Key Informant InterviewsT h &
and triggers behind drug abuse (e.g., streé$orelit importance of understanding class as a
that should i hmhform int more so than race and the negative attit
A We lack policies that require collaboration. from legislators and medical providers a
(Regional Gompeart iDmg aa situatiod €é ol dven wGo ke
together. 0) Commi ssions and |0

tell me, | want you to be sure that all tho
that work, that live at poverty level just tg
somet hing fo)y noth
91 Infant mortality and its associated risk
factors $ not well understood by the
communityatlarge. (Regional Forum Dat|
and Key | nf orlinfanht
mortality is a difficult and confusing mes
community. o6 é 0Mos
drowning or ot hern
the news that a baby died at birth or that
died of SIDS.o6 é o
echo when a baby d
A Some stakeholders are unggresented in
needs assessment and program
devel opment . (Révgi
see a lot of Meitm@romen and they have
rates of teen preg
€. OWe have a huge
were to pull out the data for Webster Col
you looked at inadequate, late entry into
care, birth spacing, toitss than 12 years
education, they would be very high, but 1
necessarily proble
|l ook at the birth
direct correlation between what we cons
factors and adverse outcorhesiat p
é 0The Hispanic po




premature births and a kst bfece p i n ¢
have beds for the

Family support services are available
through Social Services but these servic
are not well accepteg community
members, especially those with high levg
of family disorganization. (Regional Foru
Datlan my area, tha
a dirty word. They
children away. You have no idea how m
turn mdown for prenatal case managem
they think | have the authority to come in
house and take the
In many communities programs sponsor
by the Federbbtate government are seer
an intrusion on individual rights. (Key
Informant Interview Data&i Ma ny 0 f
programs in our countgveed as the gover
telling them how to live their lives and ra
families. o

It is difficult to be engaged and advocate
yourself when you are poor. (Regional
Forum Datad T h eno stabilitysto your life
Low income people move as much as 8

year 0)
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Table 12 Community-Specific Strengths to Support Sustainability Factors

|

Political and Policy Factors

| Community Engagement |

Funding

1. Ability of Programs to be Modified Over Time

ll

Scarce resources have createq
climate where communities an
even counties pool resources t
increase and improve services
(Regional Forum Data:R e g i
is a 50LC3. It is a collaborative
between several counties as a
improve services and create
partnerships. o

il

Home economics programs were once the foundation courses for he
behavios, but are no longer taught or required in Missouri schools.

( Regi onal Homeeaecanomizewas requited in high school g
where women learned about nutrition and other healthy home behav
do not require these aogmsame dout they would be a good place to teac
skilot hi ngs | i ke nutrition, )cooki

Title V Funding is consistent al
is available to every county an
outcome based. (Regional For
Data:0 Wee required to do a
SWON analysis for each count
helps us to identify priorities. It
perfect, but it does hold us to g
which is good. | wish it was mqg
flexible.o

Most health departments and
service providers apply for a
variety of fading to assist with
filling in gaps in MCH services.
(Regional Forum Data and Key
Informant Interviewsd Mo s t
apply for funding for things tha
need, but that goes 2 ways. Wi
l ot of time wr
provide services aitget the gra

thatds good. T
specific thing and sometimes w
things that vy)o

2. Presence of a Program Champion

f

State and county health departments
champion MCH issues and run
programs in everural county.

In St. Louis the Maternal Child and
Family Health Coalition is seen as a
leader in MCH issues. (Key Informant
InterviewDatad The Mat et
Family Health Coalition is able to wor
the City/County boundary issue and K
everyone together to work on materna

heal t)h i ssues. 0

Missouri Foundation for Health
has been a major source of
funding for health related
initiatives in rural areas. (Regiol
Forums and Key Informant
Interviewsp The Found
madealotf t hi ng9g |
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3. Benefits to Clients and Staff Members are Readily Perceived

f

Women and family friendly drug
treatment is important and
necessary. (Regional Forum D3
0Carol Jones R
women can go with their thijéte
drug treat ment

Nursebased home visitation
programs are funded by the Sta
Department of Health and were
present in every region. They ar
widely recognized as national
models of infant mortality
reduction programs and are
positively received liye
communities. (Regional Forum
Datad Nur se home
are evidehased and have an imf

i nfant mortal i f

4. Stakeholders and Other Organizations Provide Support

il

Rural Health Centers and FQH
provide womeesd
and provide Obstetrical service
there are no other providers in
their catchment areas. (Region
Forum Datad Ru r a | h €
provide OB car
services, but they are not availg
every county o

Communitybased programs to

meet identified needs are identif]
in every region. (Regional Forun
Datad Kennett st a
Market and now WIC vouchers ¢
used there. 6 ¢é
Triumph Campaign aimed at red
infant mortality and is Gitgetard

African American women in a spg
nei ghborhood i1
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Appendix A

Project Management Matrix for February 15 2011 to August 14, 2011

b1

Task Timeline Responsibility /
Organizer

Phase 1: Administrative Organization, Planning for Forums, téeyiénierrimesttument| Feb 1#\pr 15 | Team

and Databases (including ArcGIS)

Bi-weekly Meetings for Project Team FebMar Tremain

First Meeting for Team and MCH Staff FebMar Team

Modify project plan, logic model, and timeline after MFH review. FebMar Team

Conduct internet searches. FebMar Xaverius, Tenkku,
Kiel

Determine content for key informant interviews (i.e., data collection elements). FebMar Team

Create preliminary list of stakeholders and key informants focusing on selected | FebMar Team

researchers to slegoromising and best practices for sustainable and successful pi

Determine locations for Forums. FebMar Tremain

Create invitation materials for stakeholders. FebMar Tremain

Create preliminary list of resources, evidence badeuliay concerns in project area|

FebMar

Xaverius, Tenkku,
Kiel

Identify process for Forums (including agenda, final questions, data collectieup,fo
etc.)& interview protocol for key informant interviews.

FebMar

Xaverius, Tenkku,
Kiel

Beginitial structure of database of national best internet searches regarding loc| FebMar Xaverius, Tenkku,
practices, national best practices, and policy/sustainability considerations. Kiel

Begin initial structure of ArcGIS format FebMar Cooper
InterimReport #1 Due 15Apr-11 Tremain

Phase 2: Collection and Analysis of Data from Forums and Key Informant Intervi{ Apr 16Jun 15 | Team

Databases

Bi-weekly Meeting for Project Team Apr-Jun Tremain

Monthly Meeting with Project Team and MF&ffSt Apr-Jun Tremain

Finalize stakeholders and key informant interview content. Apr-Jun Xaverius, Tenkku,

Kiel




Conduct key informant interviews. Apr-Jun Xaverius, Tenkku,
Kiel
Send out request and schedule 5 Regional Forums covering the 10Sae/idédH. Tremain
Apr-Jun Team
Host five (5) Regional Forums covering the ten (10) service regions of the MFH.
Attend the Preconception Summit to meet with national MCH leaders and discus| June Xaverius, Tenkku

findings from this project.

b2

UpdateArcGIS data base that includes internet search material with material garr| Apr-Jun Cooper
from the regional forums.

Interim Report #2 Due 15Junll Tremain
Phase 3: Synthesis of Data and Development of Recommendations (Report Wriff Jun 18ug 5 | Team
Bi-weekly Meeting for Project Team JurAug Tremain
Monthly Meeting with Project Team and MFH Staff JurAug Tremain
Using data from internet searches, key informant interviews, and regional forumg JurAug Team
white paper that matches resources frovate foundations and other partners,

readiness and capacity of organizations to implement best practice strategies in

factors likely to affect implementation and sustainability of strategies in MO.

Finalize ArcGIS data base that inetuthternet search material with material garnerd JurrAug Cooper
from the regional forums.

Written final report & oral presentation with policy directions, recommendations g 15Augl11 Team

program strategies (last monthly meeting) MO.




Appendix B The Community Readiness Model

Di mensions of readiness are key factors that
action on an issue. The six dimensions identified and measured in the Community Readiness Model
are very comprehensiv i n natur e. They are an excellent t
needs and for developing strategies that meet those needs.

A. Community Efforts: To what extent are there efforts, programs, and policies that address the
issue?

B. Community Knowledge d the Efforts: To what extent do community members know about
local efforts and their effectiveness, and are the efforts accessible to all segments of the
community?

C. Leadershig To what extent are appointed leaders and influential community members
supportive of the issue?

D. Community Climate: What is the prevailing attitude of the community toward the issue? 183t
one of helplessness or one of responsibility and empowerment?

E. Community Knowledge about the Issue To what extent do community membersakno
about the causes of the problem, consequences, and local implications?

F. Resources Related to the IssueTo what extent are local resouécgsople, time, money,
space, et@ available to support efforts?

Your communityds st thedinensions fotms theebasis efthe overall lewelh ¢ h
of community readiness.

Next, each of the nine stages of readiness in the Community Readiness Model is defined




Appendix B, Continued Stages of Community Readiness

STAGE

DESCRIPTION

1. No Awaraness

Issue is not generally recognized by the community or leaders as a problem (or it
not be an issue).

2. Denial / Resistance

At least some community members recognize that it is a problem, but there is little
recognition that it might be ac#& problem.

3. Vague Awareness

Most feel that there is a local problem, but there is no immediate motivation to do a
about it.

4. Preplanning

There is clear recognition that something must be done, and there may even be a ¢
However, effrts are not focused or detailed.

5. Preparation

Active leaders begin planning in earnest. Community offers modest support of effo

6. Initiation

Enough information is available to justify efforts. Activities are underway.

7. Stabilization

Activities are supported by administrators or community decision makers. Staff are
and experienced.

8. Confirmation/
Expansion

Standard efforts are in place. Community members feel comfortable using services
support expansions.
Local data anegularly obtained.

9. High Level of
Community
Ownership

Detailed and sophisticated knowledge exists about prevalence, causes, and conse(
Effective evaluation guides new directions. Model is applied to other issues.
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Appendix C Online Survey Fotocol

Dimension A. Existing
Community Efforts

Q. Using a scale from 110, how
much of a concern is WOMEN
AND INFANTS HEALTH in

your community (with 1 being
onot at all o an
great concerno)

1 No awareness of the need
2 No efforts adressing the issue.

3 A few recognize the need to
initiate some effort, but no
immediate motivation to do
anything.

4 Some community members met
and discussed developing
community efforts.

5 Efforts (programs/activities) are
being planned.

6 Efforts (progams/activities) have
been implemented.

7 Efforts (programs/activities) hav
been running for several years.

8 Several different programs,
activities and policies are in place
covering different

age groups and reaching a wide
range of people. New effeare
being developed

based on evaluation data.

9 Evaluation plans are routinely u:
to test effectiveness of many
different

efforts, and the results are being
used to make changes and
improvements.

Dimension B. Community
Knowledge of the Efforts

1 Community has no knowledc
of the need.

2 Community has no knowled¢
about efforts addressing IM.

3 A few members of the
community have heard about
efforts, but knowledge is limite

4 Some know about local
efforts.

5 Community has basic
knowlede about local efforts.

6 Some community members
have knowledge of local effort:
Trying to increase the
knowledge of community.

7 There is evidence that the
community has specific
knowledge of local efforts
including contact persons,
training of staff, lents involved,
etc.

8 There is considerable
community knowledge about
different community efforts, as
well as the level of program
effectiveness.

9 Community has knowledge ¢
program evaluation data on hc
well the different local efforts
are workingrad their benefits
and limitations.

Dimension C. Leadership

Q. Who are the "leaders"
specific to IM in your
community?

1 Leadership has no recognition ¢
IM.

2 Leadership believes IM not an
issue.

3 Leader(s) recognize need to do
something abouiM.

4 Leader(s) is/are trying to get
something started.

5 Leaders are part of a committee
group that addresses this issue.

6 Leaders are active and supporti
of the implementation of efforts.

7 Leaders are supportive of
continuing basic efforte@are
considering resources
available for se#fufficiency.

8 Leaders are supportive of
expanding/improving efforts
through active participation in the
expansion/improvement.

9 Leaders are continually reviewir
evaluation results of the efforts ar
aremodifying support accordingly.
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Dimension D. Community
Climate

Q. How does the community
support the efforts to address
IM?

Q. What are the primary
obstacles to addressing IM in
your community?

1 The prevaili
an acceptedgpot of community
life.

2 The prevailing attitude is
0OThereds not hi

3 Community climate is neutral,
di sinterested,
whole community.

4 The attitude in the community
now beginning to reflect interest
the issueyut not sure what to do

5 The attitude in the community
0This is our p

are beginning to reflect modest
support for efforts.

6 The attitude in the community
0This is our r

now beginning to reflect modest
involvement in efforts.

7 The majority of the community
generally supports programs,
activities, or policies.

8 Some community members o
groups may challenge specific
programs, but the community in
general is strongly supportive of
the need for efforts. igh
Participation

9 Highly supportive, and actively
involved in evaluating and
improving efforts and demand
accountability.

Dimension E. Community
Knowledge about IM

Q. How knowledgeable are
you about the causes of

IM and RD? (Prompt:
causal pathvays,
prevalence/incidence,
social determinants, signs
of descriptive
epidemiology

1 Not viewed as an issue.
2 No knowledge about IM.

3 A few in the community have
some knowledge about IM.

4 Some community members
recognize signs/symptoms of IM,
but information is lacking.

5 Community members know the
the signs and symptoms of this
issue occur locally,

and general information is
available.

6 A majority of community
members know the
signs/symptoms of IM and that it
occurs locally, and local data a
available.

7 Community members have
knowledge/access to local
prevalence.

8 Community members have
knowledge about prevalence,
causes, risk factors, and
consequences.

9 Community members have
detailed information about IM an
effectiveness of locaiggrams.

Dimension F. Resources
Related to the IM

Q. To whom would an
individual affected by IM turn
to first for help in your
community? Why?

Q. On a scale from 1 (low) to 1¢
(high), what is the level of
expertise and training among
those working on M & RD?

Q. Identify <5 initiatives
occurring in your community
for IM & RD?

1 No awareness resources are
needed to deal with this issue.

2 No resources available for
dealing with IM.

3 Community not sure how/whel
to initiate.

4 Community has indduals,
organizations available for IM.

5 Some members of the
community are looking into the
available resources.

6 Resources obtained and/or
allocated for this issue.

7 Much local support of ongoing
efforts; looking at additional
resources.

8 Diversifed resources secured;
efforts expected to be permaner
Additional support for efforts.

9 Continuous and secure suppo
for programs; evaluation is
routinely expected and complete
new resources.
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Appendix D List of Interviewees and Affiliation

Sephanie PowelspBdD, MPH

Truman State University

Margaret WilsqrDO

Kirksville College of Osteopathic Medicine

PatriciaSchnitzerPhD, RN

University of Missouri, Columbia

Walter Cal JohnspRhD

Lincoln University

Georganne Syler, PhD

Sautheast Missouri State University

Sheila Hirsch

Missouri Department of Education: E&@hjldhood Education

Jo Anne Ralston, Director

Missouri Department of Education: E&@hjldhood Education

Melinda Sanders

Title V Director for Missouri

Sharmini Rogers, MBR8PH

Chief, Bureau of Genetics and Healthy Childhood, Missouri
Department of Health and Senior Services

Susan WilsgiMPA

COO of the Missouri Primary Care Association

Connie CunninghanviBA

Exec. Director of the Missouri Family Health Council (Title X)

Marie People$hD, MPH

Local Public Health &@artments: Cole County Health Department

Gretchen Berhorts

Missouri Department of Education: Early childhood Education Sta
contact

Lana Brookes

Missouri Department of Education: Early childhood Education Sta
contact

Ellen Schaumberg

Hermann Area Birict Hospital

Diane Anthony

Ozarks Area Community Action Corporation

Kevin Gipson MHA

SpringfieldGreene County Public Health Center

Dalen Duitsma/HSD

Missouri State University

Chris Gilliam

Howell County Health Department

Loreen HuffmanPtD

Missouri Suthern State University

Judy Rushton

Local Public Health Departments: Macon County Health Departn]

Melanie DeWitt

Mississippi County Health Department

Jayne Dees

New Madrid County Health

Cynthia Dean

Bootheel MCFHC Coalition Executive Director

LeeRodriguez

Economic Security Corporation of Southwest Area

Vetta Sanders, Bh

Washington University

Felicia BrownMD

St. Louis County Health Department

Mary Kogut

Planned Parenthood in St. Louis

Louise FlickDrPH

St. Louis School for Public Health/ Directottlod national Children's
Health Study

F. Sessions Cole, MD

Washington University

Kendra Cpanas

St. Louis MCFHC Coalition Executive Director

Melinda Ohlemiller

Nurses for Newborns Foundation Executive Director

Dr. Corrine Walentik

St. Louis University

Melba Moore

City of St. Louis Health Department

67



Appendix E
Regional Levels of Low, Medium, and High Readiness

Dimensions of Readiness (low, medium, high) for Region 1
Dimension Low Medium High
Readiness Readiness Readiness
1 2 0 2
Existing communitgffort
2 2 1 0
Community knowledge of effort
3 2 0 1
Leadership
4 1 1 1
Community climate
5 2 1 0
Knowledge of IM
6 2 0 1
Level of expertise
Dimensions of Readiness (low, medium, high) for Region 2
Dimension Low Medium High
Readiness Readiness Readiness
1 3 3 5
Existing community effort
2 5 4 2
Community knowledge of effort
3 10 1 0
Leadership
4 8 3 1
Community climate
5 7 5 0
Knowledge of IM
6 3 6 3
Level of expertise
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Dimensions of Readiness (low, medium, high) for Region 3

Dim ension Low Medium High
Readiness Readiness Readiness
1 6 4 6
Existing community effort
2 10 6 0
Community knowledge of effort
3 9 4 3
Leadership
4 10 3 3
Community climate
5 7 6 3
Knowledge of IM
6 5 9 2
Level of expertise
Dimensions of Readinesglow, medium, high) for Region 4
Dimension Low Medium High
Readiness Readiness Readiness
1 4 1 6
Existing community effort
2 3 7 1
Community knowledge of effort
3 7 2 2
Leadership
4 4 7 0
Community climate
5 6 5 0
Knowledge of IM
6 3 4 4

Level of expewdie
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Dimensions of Readiness (low, medium, high) for Region 5

Dimension Low Medium High
Readiness Readiness Readiness
1 2 0 0
Existing community effort
2 1 1 0
Community knowledge of effort
3 2 0 0
Leadership
4 2 0 0
Community climate
5 1 1 0
Knowledge of IM
6 1 0 1
Level of expertise
Dimensions of Readiness (low, medium, high) for Region 6
Dimension Low Medium High
Readiness Readiness Readiness
1 2 1 4
Existing community effort
2 2 2 3
Community knowledge of effort
3 3 2 2
Leadership
4 4 2 1
Community climate
5 3 2 2
Knowledge of IM
6 3 2 2

Level of expertise

70



Dimensions of Readiness (low, medium, high) for Region 7

Dimension Low Medium High
Readiness Readiness Readiness
1 5 4 5
Existing community effort
2 7 7 0
Community knowledgd effort
3 9 4 1
Leadership
4 7 4 2
Community climate
5 7 6 1
Knowledge of IM
6 8 6 0
Level of expertise
Dimensions of Readiness (low, medium, high) for Region 8
Dimension Low Medium High
Readiness Readiness Readiness
1 3 3 6
Existing community &frt
2 5 4 2
Community knowledge of effort
3 3 5 2
Leadership
4 2 7 2
Community climate
5 3 8 0
Knowledge of IM
6 2 5 3

Level of expertise

71



Dimensions of Readiness (low, medium, high) for Region 9

Dimension Low Medium High
Readiness Readiness Readiness
1 3 1 1
Existing community effort
2 4 0 1
Community knowledge of effort
3 4 0 0
Leadership
4 4 1 0
Community climate
5 5 0 0
Knowledge of IM
6 5 0 0
Level of expertise
Dimensions of Readiness (low, medium, high) for Region 10
Dimension Low Medium High
Readiness Readiness Readiness
1 5 5 3
Existing community effort
2 13 0 0
Community knowledge of effort
3 8 3 1
Leadership
4 7 6 0
Community climate
5 9 4 0
Knowledge of IM
6 8 4 1

Level of expertise
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Dimensions of Readiness (low, redium, high) for Region 11 (State)

Dimension Low Medium High
Readiness Readiness Readiness
1 0 1 2
Existing community effort
2 0 1 2
Community knowledge of effort
3 0 1 2
Leadership
4 0 1 2
Community climate
5 0 2 1
Knowledge of IM
6 0 2 1

Level of expeise
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Appendix F List of Key Leaders on Women and Infant Mortality in Community

Organizations

Local Health Department:
Health care
providers/Hospitals
Nurses for Newborns
Foundation

Parents as Teachers
FQHC

Local chuches

Physician, nurses
Community Bereavement
Hospital

Internet

To Bo o Do o Do Do Do Do I

Government

FQHC/Primary care
State (if high rate)

911

Chil drends
City Councils
Legislators

Federal Government
Office of Minority Health
MDHSS

Governor

Di v

To To o To Po Do Do Bo  Bo Po Po Po Do Po o To Do Bo Do

Key Peaople

Kendra Cpanas (St. Louis
Metro Area)

Greg Carter (St. Louis City)
Joe Palm (State)

Bill Dodson (St. Louis City)
Corinne Walentik (St. Louis
Metro and Stateide)

Pam Walker (St. Louis City)
Sessions Cole (St. Louis
Metro, Statevide, National)
Delores Gunn (St. Louis
County)

Louise Flick (St.duis Metro
and National)

Rich Patton (St. Louis Metro
Area)

Deb Kiel (St. Louis Metro ani
Statewide)

Don Suggs (St. Louis Metro)
Darryl Lynch

Jerry Paul (St. Louis Metro)
Bridgette Flood (St. Louis
Metro)

Cynthia Green

Arthur Freeland

Margaret Donnsll

Katie Plax (St. Louis Metro)



Appendix G

The online survey questioned about initiatives in Missouri focused on women and infant health.

Initiatives mentioned more than once are:

Parents as Teachers
Immunization Clinics, WIC
FQHC

Healthy Start

Nurses for Newborns
Local Health Departments
Home Visitation

Triumph Campaign

MFH Tracking Disparities
Breastfeeding Coalition
Child Birthing

To o o To To To To Io Io Do Do

Other initiatives mentioned one time are as follows:

First Chance Books

SIDs Resources

March of Dimes

American Academy of Pediatrics
Medicaid Management Care Plan
First Time Mother Initiative

New born Screening

Mayor 8ds doommmiGshsii
Health

High Risk Prenatal Referrals
Victim Support Services
Extension Centers

To o Po o Do o o Io Io Do I

To I To Do Do I

To Jo To Do o I D

Fetal Infant Mortality Registry
Show Me Healthy Woman Program
Safe Sleep

Stay at home parent project

Title X

Weekend Galition for Obesity

Schools (free and reduced lunch)
Roadway Safety

Leadership Skills for Teenagers
Lifeline

Genesis House

Bright Beginnings

Missouri Coalition Maternal and
Chi | dHea#hn 0 s
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Appendix H
Using the Readiness Data to Develop Strategies for Technical Assistance and Funding

Design

The intended purpose of the readiness instrument is to develop strategies for change in a

community based on their own level of readaeesss the dimensions. These findings can also
fundi

i nform

ng

and

technical assistance

strat
needs. For example, an agency with low readiness would need to engage in activities that foster more

comnunication strategies. Agencies in Denial and resistance would need to do more relationship
building and championing of the intended outcomes.

Table #. Goals and General Strategies Appropriate for Each Stage
Level of Readiness Goal Sample Strategies foTechnical Assistance and Funding
1. No Awareness Raise awareness of A Make oneon-one visits with community leaders and member
the issue A Visit existing and established small groups to inform them o
issue.
A Make onen-one phone calls to friendsteuatial supporters.
2. Denial / Resistanc{ Raise awarenessth A Continueon®mnone vi sits and encou
the problem or issut with to assist.
exists in this A Discuss descriptive local incidents related to the issue.
community A Approachand engage local educational/health outreach prog
to assist in the effort with posters or brochures.
A Point out media articles that describe local incidents.
A Submit articles for church bulletins, local newsletters, club
newsletters, etc.
A Present inform#on to local related community groups.
3. Vague Awareness| Raise awareness th A Present information at local community events and to unrelg
the community can community groups.
do something A Post flyers, posters, and billboards.
A Begin to initiate yo own events (pot lucks, potlatches, etc.) t
present information on the issue.
A Conduct informal local surveys and interviews with commun
people by phone or detw-door.
A Publish newspaper editorials and articles with general inforn
and local imjitations.
Preplanning Raise awareness w| A  Introduce information about the issue throomgilia.
concrete ideasto | & vjsit and invest community leaders in the cause.
combat condition | & Review existing efforts in community (programs, activities) t
determindarget populations and degree of success.
A Conduct focus groups to discuss issues, develop strategies|
A Increase media exposure through fadiqublic service
announcements.

3 Plested, B., Edwards, R., Jusigarrman, P. Community Readiness Mddglilable path:
www.triethniccenter.colostate.edu. Retrieved March 17, 2008. Used with permission.
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Preparation

Gather existing informatior|
with which to plan strategie

o o o o I»

Condut school drug and alcohol surveys.

Conduct community surveys.

Sponsor a community picnic to kick off the effort.

Conduct public forums to develop strategies.

Utilize key leaders/influential people to speak to groups and
participate in local radio and tedmn shows.

Initiation

Provide communitgpecific
information

Conduct irservice training for professionals and
paraprofessionals.

Plan publicity efforts associated with starof program or
activity.

Attend meetings to provide updates on pesgoéthe effort.
Conduct consumer interviews to identify service gaps and
improve existing services.

Begin library or Internet search for resources and funding.

Stabilization

Stabilize efforts and
programs

o Do Bo Do Do Bo Do e[ Do oI Do Do

Plan community events to maintain supportfe issue.
Conduct training for community professionals.

Conduct training for community members.

Introduce program evaluation through training and newspap
articles.

Conduct quarterly meetings to review progress, modify strat
Hold recognition evés for supporters or volunteers.

Prepare and submit newspaper articles detailing progress a|
future plans.

Begin networking among service providers, community syst

Confirmation
/ Expansion

Expand and enhance
services

Formalize the networking witlnalified service agreements.
Prepare a community risk assessment profile.

Publicize a localized program services directory.

Maintain a comprehensive database.

Devel op a |l ocal speaker s g
Initiate policy change through support of local city official
Conduct media outreach on specific data trends.

High Level of
Community
Ownership

Maintain momentum and
continue growth

o To o To o o To|  To To Io Io To To Ix

Engage local business community and solicit financial supp
from them.

Diversify funding resources.

Continue more advancediniag of professionals and
paraprofessionals.

Continue reassessment of issue and progress made.

Utilize external evaluation and use feedback for program
modification.

Track outcome data for use with future grant requests.
Continue progress reports for bBnof community leaders and
local sponsorship.
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APPENDIX |

GIS MAPS
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MFH Project Maps

Asthma Emergency Room Visits
Age-adjusted rate/1000 ER visits

Atchison Worth | | <20% (lowest rates)
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" o B 40-60%
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2. Northeast
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4. St. Louis
5. South Central St. Clair
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7. Southwest
8. Springfield
9. Lake Ozark
10. Bootheel

Author: Ben Cooper | Created: 7.31.11

Data Source(s): Centers for Disease Control,
Missouri Dept. of Health & Senior Services, 0 12.525 50 75 100
Annie E. Casey Foundation e e s Viles
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County Level Data Tables

Asthma ER Visits

Asthma ER Visits

Rate/1000

County Rate /1000 ER visits County ER visits
Adair 17 Mississippi 9.1
Audrain 5.1 Moniteau 19
Barry 5.5 Monroe 3.8
Barton 7.0 Montgomery 4.0
Bollinger 4.8 Maorgan 3.7
Boone 6.4 MNew Madrid 4 8
Butler 34 Newton 1.2
Callaway 6.0 Oregon 26
Camden 7.5 Osage 15
Cape Girardeau 3.6 Ozark 16
Carter 6.4 Pemiscot 7.3
Cedar 58 Perry 5.8
Chariton 1.7 Phelps 3.7
Christian 29 Pike 58
Clark 0.6 Polk 33
Caole 69 Pulaski 149
Cooper 4.8 Putnam 0
Crawford 6.0 Ralls 2.4
Dade 6.2 Randolph 45
Dallas 24 Reynolds 6.0
Dent 5.8 Ripley 6.4
Douglas 27 Schuyler 0
Dunklin 6.6 Scotland 6.6
Franklin 5.3 Scott 5.6
Gasconade 3.3 Shannon 36
Greeng 5.1 Shelby 2.7
Hickory 18 5t. Charles 7.0
Howard 3.8 5t. Francois 6.8
Howell 3.4 5t. Louis 145
Iron 26 St. Louis City 232
Jasper 9.1 Ste. Genevieve 59
Jefferson 7.1 Stoddard 35
Knox 22 Stone 2.4
Laclede 5.0 Sullivan 9.5
Lawrence 59 Taney 2.8
Lewis 0.5 Texas 36
Lincaoln 95 Warren 7.3
Linn 6.8 Washington 52
Macon 36 Wayne 19
Madison 6.8 Webster 28
Maries 3.4 Wright 39
Marion 43

McDonald 46

Miller 55

Data Source(s):. Centers for Disease Control, Missoun Dept. of Health & Senior Senvices, Annie E. Casey Foundation

Data Year 2008
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MFH Project Maps

Child Abuse & Neglect

Number of “probable cause” incidents or family assessments (2008)
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County Level Data Tables

Child Abuse and Neglect

Child Abuse and Meglect

County MNumber of Incidents County Mumber of Incidents
Adair 226 Mississippi 147
Audrain 227 Moniteau 147
Barry 463 Monroe 76
Barton 147 Montgomery 130
Bollinger 117 Maorgan 218
Boone 878 MNew Madrid 153
Butler 549 MNewton 541
Callaway 372 Oregon 24
Camden 352 Osage 72
Cape Girardeau 571 Ozark 83
Carter 40 Pemiscot 264
Cedar 159 Perry 151
Chariton 68 Phelps 381
Christian 553 Pike 189
Clark 49 Polk 331
Cole 453 Pulaski 415
Cooper 180 Putnam 35
Crawford 233 Ralls 57
Dade 67 Randolph 282
Dallas 156 Reynolds 71
Dent 162 Ripley 201
Douglas 94 Schuyler 39
Dunklin 394 Scotland 15
Franklin 732 Scott 349
Gasconade 151 Shannon 50
Greeng 3,629 Shelby 42
Hickory 64 5t. Charles 1,343
Howard ils 5t. Francois 601
Howell 456 5t. Louis 3,834
Iron a0 St. Louis City 2,657
Jasper 1,182 Ste. Genevieve 118
Jefferson 1,685 Stoddard 288
Knox 42 Stone 296
Laclede 465 Sullivan 59
Lawrence 420 Taney S06
Lewis 78 Texas 255
Lincoln 424 Warren 281
Linn 107 Washington 268
Macon 136 Wayne 135
Madison 102 Webster 363
Maries 94 Wright 225
Marion 321

McDonald 260

Miller 339

Data Source(s) Centers for Disease Control, Missour Dept. of Health & Senior Services, Annie E. Casey Foundation

Data Year: 2008
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MFH Project Maps

Sexually Transmitted Infections: Chlamydia
Chlamydia incidence per 100,000 people

Atchisan Viorth | = 20% (lowest rates)
Hodawsy Hamison | M2 | 20-40%
Gantry
Hat ' Grunay P 40-60%
A ekl Daviess B 50-80%
Buchanan Lvingsio I - 80% (highest rates)
Clinton Caldwell No Data
e
N iy Ray Carrall
Sal
A Jackson Lafayeis e
Region Key J—
Peth
1. North Central Cass e
2. Northeast
3. Central Hates Henry
4, St Louis
5. South Central S Chir
6. Lower East
7. Southwest
8, Springfield
9. Lake Ozark
10. Bootheel

Author: Ben Cooper | Created. 7.31.11

Data Source(s). Centers for Diseass Control,
Miseaur Dept. of Health & Serior Services, 012525 50 75 100
Annie E. Casey Foundation - e il s
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County Level Data Tables

STDs: Chlamydia

STDs: Chlamydia

County Rate/1000 people County Rate/1000 people
Adair 286 Mississippi 545
Audrain 338 Moniteau 139
Barry 145 Monroe 224
Barton 92 Montgomery 214
Bollinger 170 Morgan 155
Boone 554 New Madrid 317
Butlar 272 Mewton 203
Callaway 385 Oregon 87
Camden 119 Osage 37
Cape Girardeau A87 Ozark 107
Carter 67 Pemiscot 663
Cedar 150 Perry 86
Chariton 137 Phelps 284
Christian 133 Pike 221
Clark 137 Polk 213
Cole 341 Pulaski 659
Cooper 275 Putnam 19
Crawford 150 Ralls 61
Dade 141 Randolph 283
Dallas 90 Reynolds 31
Dent 151 Ripley 129
Douglas 154 Schuyler 94
Dunklin 282 Scotland 142
Franklin 135 Scott 0
Gasconade 83 Shannon 24
Greene 315 Shelby 135
Hickary 173 St. Charles 143
Howard 322 St. Francois 167
Howell 142 St. Louis 489
Iran 146 5t. Louis City 1265
lasper 314 Ste. Genevieve 49
lefferson 122 Stoddard 155
Knox 73 Stone 95
Laclede 205 Sullivan 133
Lawrence 153 Taney 243
Lewis 138 Texas 216
Lincaln 118 Warren 155
Linn 117 Washington 150
Macon 192 Wayne 39
Madison 150 Webster 161
Maries 99 Wright 196
Marion 278

McDonald 231

Miller 96

Data Source(s): Centers for Disease Control, Missoun Dept. of Health & Senior Services, Annie E. Casey Foundation

Data Year: 2008
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