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A Message from the AMCHP President

Since the inception of Title V of the Social Security Act, state and
territorial programs have been working hard to address the causes
of poor birth outcomes throughout the United States. Recently,
national momentum has been growing to coordinate efforts
addressing stagnating declines in infant mortality and persistent
disparities among populations within the United States. With new
initiatives and expanding evidence, state health departments and
their partners have an opportunity to seize the moment, build on
our past success and develop invigorated, strategic approaches to
improving birth outcomes.

Currently, AMCHP is an active partner in several national initiatives
such as the Health Resources and Services Administration Infant
Mortality Collaborative, the Association of State and Territorial
Health Official Healthy Babies Project and Presidential Challenge
to Reduce Premature Births, and the March of Dimes Healthy
Babies Are Worth the Wait. Other federal efforts, such as the US
Department of Health and Human Services Secretary’s Advisory
Committee on Infant Mortality — which is preparing updated
recommendations to guide national planning on infant mortality
reduction — and the Centers for Medicare and Medicaid Services
Strong Start Initiative, are identifying and promoting effective models
to reduce infant mortality and improve birth outcomes. We are at

a truly exciting and unprecedented time for maternal and child
health, where we have the opportunity to accelerate our work, draw
from each of these efforts, expand our partnerships and grow our
evidence base so that we can realize our shared goal of healthy
birth outcomes for all women and infants in the United States.

To help state-level stakeholders strengthen and accelerate
comprehensive initiatives to prevent infant mortality and improve
birth outcomes, AMCHP has developed Forging a Comprehensive
Initiative to Improve Birth Outcomes and Reduce Infant Mortality
to provide a synthesis of policy and program options for state
planning. This resource is intended as a review, not a prescription,
of strategies states can consider throughout their efforts. The
recommendations provided in the compendium are extensive;

not every strategy is appropriate for every state. We hope this
compendium helps focus your efforts by providing specific,
actionable ways to improve birth outcomes and facilitates learning
about strategies and approaches from other states. Let's seize upon
the national energy and build on the legacy of state maternal and
child health programs to reduce infant mortality and improve the
health of all of our nation’s women and infants!

Sincerley,

Stephanie Birch, RNC, MPH, MS, FNP

AMCHP President

Section Chief, Women’s Children’s and Family Health
MCH Title V and CSHCN Director

Division of Public Health

Alaska Department of Health and Social Services

What is the AMCHP

Compendium?

It is a menu of options. The AMCHP
compendium is a menu of program and
policy options states can consider when
planning to improve birth outcomes and
reduce infant mortality.

It is a comprehensive source of
recommendations and specific action
steps. AMCHP staff reviewed leading
state and national reports on improving
birth outcomes and synthesized the
recommendations and action steps
across all the reports into the AMCHP
compendium.

It is a summary of the current efforts
across the nation to improve birth
outcomes. The AMCHP compendium is a
collection of what select state task forces,
blue ribbon panels and other thought
leaders are recommending states do to
address infant mortality, supplemented by
specific action steps, state examples and
state case studies.

How to use the AMCHP

Compendium:

Assess the current initiatives of your state
to improve birth outcomes. Determine the
current gaps and identify recommendations
to address those areas.

Review the recommendations and action
steps for ideas that align with your
population needs, programs, staff and
state leadership.

Review the Health Impact Pyramid. Apply
these concepts to your own assessment
and planning of comprehensive initiatives
to improve birth outcomes.

Select multiple strategic policy and
program options in order to build a
comprehensive approach. You do not have
to implement all the recommendations
highlighted in this compendium in order to
improve birth outcomes; some may not be
feasible or relevant for your state. Select
options that make the most sense. The
recommendations and specific strategies
suggested may not be the only actions
state-level initiatives take to improve birth
outcomes.

Learn how to bring multiple approaches
together in order to form a comprehensive
plan from the case studies.
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Introduction

Infant mortality is an international measure of how well

a society ensures the health of its people, particularly

its women and youngest citizens. The World Health
Organization defines infant mortality as the number of
deaths occurring in the first year of life per 1,000 live births.

The United States currently ranks 30th in infant mortality
rates among all industrialized nations.! Within the United
States, disparities persist between populations. Infant
mortality among African American babies is double, and in
some places triple, the rate for whites.” Despite decades
of work to expand coverage and early access to prenatal
care, the preterm birth rate in America remains high.
Excess premature births and infant losses have enormous
costs to our families, our health care system, our schools
and our national prosperity.

Research shows that prenatal care may not be enough

to improve the health of many mothers and babies." A
comprehensive approach to improving birth outcomes and
reducing infant mortality follows a life course approach,
acknowledging and accounting for the interplay of
biological, behavioral, psychological, social, economic and
environmental influences on one’s health across the course
of their life. Before and between pregnancies, many women
of childbearing age have untreated diabetes, continue to
use tobacco, are obese and need better access to primary
care and reproductive health services. The greatest impact
of several risk behaviors occurs early in pregnancy. Thus,
promoting the health of women before they become
pregnant has great potential to improve the health of
mothers and infants. Accordingly, many of the options
included in this compendium focus on the health of women
before, during and between pregnancies.

Providing quality, affordable health coverage for the four
out of ten low-income women who are currently uninsured
(unless they become pregnant or disabled) can go a

long way in improving birth outcomes and reducing infant
mortality. The Patient Protection and Affordable Care Act
(ACA) expands health insurance coverage and provides
states with tools and resources to improve access to quality
care for women, infants and children. Under the ACA,
several provisions have the potential to help improve birth
outcomes. For example, the ACA expands coverage for
uninsured adults through an expansion of Medicaid and
the establishment of health insurance exchanges. . On
Jan. 1, 2014, states have the option to expand eligibility
to uninsured women with incomes up to 133 percent of
the federal poverty level (FPL), potentially resulting in
millions of uninsured women gaining coverage. Women
who lack employer-sponsored health insurance and who
earn incomes between 133 to 400 percent of the FPL —
levels too high to qualify for Medicaid — will be eligible

for coverage through new state health insurance exchanges
beginning in 2014.

In spite of new opportunities under the ACA, national data show
coverage for prenatal care and maternity care are necessary
but not sufficient to achieve significant improvements in

birth outcomes and reduce infant mortality. Beyond medical
coverage, comprehensive public health and social equity
interventions are needed to reduce prematurity and infant
mortality in order to make a difference. Therefore, this
compendium highlights recommendations and strategic actions
that address public health, health care and social equity
throughout communities and states.

This AMCHP compendium provides a synthesis of several
leading state efforts and national reports. The AMCHP
compendium is also a menu of state policy and programmatic
options to begin or expand a comprehensive state approach
to improving birth outcomes. These options are organized
under the following seven broad recommendations:

1) Implement Health Promotion Efforts
2) Ensure Quality of Care for All Women and Infants

3) Improve Maternal Risk Screening for All Women of
Reproductive Age

4) Enhance Service Integration for Women and Infants

5) Improve Access to Health Care for Women Before,
During and After Pregnancy

6) Develop Data Systems to Understand and Inform Efforts

7) Promote Social Equity

Methodology

AMCHP identified reports from state infant mortality task
forces, work groups, consortia and other panels that have
studied infant mortality and made recommendations for
action based on their findings. In a parallel effort, reports,
position papers and documents indicating a plan or vision for
improving birth outcomes (including reducing infant mortality)
from national organizations and researchers were identified.

Appendix A includes a list of the source documents from
state and national organizations and the number of
recommendations from each source. A total of seven national
reports, which included 60 separate recommendations, and
eight state reports, which included 62 recommendations,
were reviewed.
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These source documents from state and national entities
were examined for recommendations and strategic action
steps. The recommendations were categorized by AMCHP
staff to describe the suggested issue addressed by the
recommendation or strategic action suggested. From this
review, an overarching set of recommendation categories
was proposed. These were as follows: address issues
around access to care, address the social determinants of
health, apply the life course theory, enhance education and
training efforts, ensure quality, ensure sustainability and
accountability, focus on vulnerable populations, implement
targeted interventions, provide care and support to patient
populations, use data to inform activities, use evidence-
based practices and use a systems approach. From these
categories, a set of seven broad recommendations were
developed that form the basis of the compendium.

Program and policy examples are offered to highlight

specific, actionable ways to address these recommendations.

Examples were collected through multiple mechanisms,
including best practices already included in the AMCHP
Innovation Station; programs and policies highlighted at

the AMCHP Annual Conference, through AMCHP webinars
and other maternal and child health forums; and through
communication and solicitation from Title V directors.

Where possible, examples are grounded in evidence. Other
examples, however, may not have been formally evaluated
to date but show promising or emerging impact on improving
birth outcomes. State examples and case studies were
collected from October 2011 through April 2012. It is possible
that over time some of the highlighted examples may lose
funding or be eliminated for various reasons but should still
be considered programs with promise.

Program and policy examples marked

with the AMCHP Innovation Station icon ( ) are
available in more detail in the AMCHP searchable database
of emerging, promising and best practices in MCH,
available at: amchp.org/programsandtopics/BestPractices/
InnovationStation. Practices highlighted in the Innovation
Station have been reviewed by an objective review panel of
AMCHP members, partners and other experts in the public
health field to determine if a practice meets the designated
criteria (i.e. emerging, promising or best practice).

Conceptual Framework

The AMCHP compendium uses the Health Impact Pyramid
as a framework to understand comprehensive approaches
to improving birth outcomes and reducing infant mortality.
In 2010, Dr. Thomas Frieden, Director of the Centers for
Disease Control and Prevention (CDC), outlined a five-
tiered pyramid to categorize the impacts of the different
types of public health interventions." Frieden’s Health

Impact Pyramid is a conceptual model that organizes
health interventions along dual continuums: population
impact and increasing individual effort needed. At the
top of the pyramid are interventions with the smallest
population impact and the largest individual effort
required. As you move down the pyramid, population
impact increases and individual effort needed
decreases. Comprehensive approaches to public
health problems, including improving birth outcomes
and reducing infant mortality, will include interventions
that address all levels of the pyramid.

Tier 5. Counseling and Health Education

Summary: Tier 5 is the top of the pyramid and
represents individual public health education.
When applied consistently and repeatedly these
interventions can have large impacts. These
interventions require the highest amount of
individual effort as they involve individual choices
to change behavior. Furthermore, a population-
level impact from counseling and health education
may take longer to reach and be harder to
measure. The impact of individualized messages
and relationships on individual health choices,
however, cannot be underestimated. (Examples:
peer education about reducing HIV risk,
personalized smoking cessation advice.)

Tier 4: Clinical Interventions

Summary: Tier 4 interventions are individual

and require an ongoing clinical component

(low population impact and high requirement of
individual effort). There are many evidence-based
clinical interventions that are proven to have a
large health impact on the individual level, but
non-adherence can be problematic so rigorous
oversight and accountability are required to make
sure interventions are implemented as intended.
(Examples: medications for treating hypertension,
hyperlipidemia and diabetes.)

Tier 3: Long-Lasting Protective Interventions

Summary: Tier 3 interventions have broad
population impact, but require outreach to
individuals. Interventions at this level are not
clinical, they do not require ongoing relationships
between an individual and the health care system,
but they may involve a singular clinical intervention
that makes a permanent change. (Examples:
immunization, smoking cessation.)
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Tier 2: Changing the Context to Make Individuals’
Default Decisions Healthy

Summary: Tier 2 represents interventions that
change the environmental context — so making the
healthy choice becomes the easy choice. These
interventions have high population impact and still
require little individual effort. (Examples: clean
environments (water, air, food), eliminating toxic
exposures in building materials, improving public
health infrastructure, developing the public health
workforce.)

Tier 1: The Socioeconomic Factors

Summary: Tier 1 represents the bottom of the
pyramid, which means interventions have the
largest population impact and require the smallest
individual effort. Health interventions at this

level include fundamental social restructuring.
(Examples: ending educational gaps, eliminating
racism.)

Improving Birth Outcomes through Comprehensive
Approaches: Using the Health Impact Pyramid

Poor birth outcomes are not caused by just one factor; therefore
improving birth outcomes within states and communities will require
comprehensive approaches. Using the Health Impact Pyramid to
categorize interventions for improving birth outcomes helps clarify
the type of impact a recommended action may have. Selecting
strategic directions and interventions from multiple levels of the
pyramid is central to building comprehensive approaches to
improving birth outcomes. The seven recommendations to improve
birth outcomes detailed throughout this document can be aligned to
the Health Impact Pyramid to categorize the intended public health
impact for each broad recommendation and the action steps within.

Building an effective response to infant mortality in states or territories
will require assembling a strong Health Impact Pyramid. States

can use the pyramid as a guiding framework to develop actions
across multiple tiers of intervention to guarantee a comprehensive
approach. Figure 1 offers a schematic that aligns the pyramid to the
recommendations included in this compendium. Appendix A is a
worksheet that states can use to map their own health pyramid for
improving birth outcomes and reducing infant mortality.

FIGURE 1: The core recommendations for improving birth outcomes align with the Health Impact Pyramid.

Health Impact Pyramid

Tier 5: Education and Counseling
Individual or public educational messag

Domains for Improving
Birth Outcomes

lement Health Promotion Efforts

Tier 4: Ongoing Clinical Interventions
Evidence-based practices within clinical settings

Tier 3: Protective, Long-Lasting
Offer long-lasting protection to individuals

Tier 2: Changing the Context
Change the environmental context to making
healthy choice becomes the easy choice

Tier 1: Addressing Socioeconomic Factors
Address fundamental social conditions

2. Ensure Quality of Care for All Women and Infants

3. Improve Maternal Risk Screening for All Women
of Reproductive Age

4. Enhance Service Integration for All Women and
Infants

5. Improve Access to Health Care for Women
Before, During and After Pregnancy

6. Develop Data Systems to Understand and Inform
Efforts (i.e., infrastructure development)

7. Promote Social Equity
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The Role of the Title V Maternal and Child Health
Services Block Grant

State Title V MCH programs have a 77-year history of building
comprehensive, integrated systems to ensure the health and well-being of
women, children, including children with special health care needs (CSHCN)
and their families. All U.S. states and territories receive funds from the federal
Title V Maternal and Child Health Services Block Grant program (Title V Block
Grant). This federal program provides critical funds to states for programs,
services, supports and leadership in areas that include improving infant and
child health outcomes, reducing infant and maternal mortality rates, and
providing prenatal care to low-income pregnant women.

Leveraging the Title V Block Grant can help advance state efforts to improve
birth outcomes and reduce infant mortality. This statute authorizes funds for
all states and territories to:

“ (A) provide and assure mothers and children (in particular those with
low income or with limited availability of health services) access to
quality maternal and child health services; and

(B) reduce infant mortality and the incidence of preventable diseases

and handicapping conditions among children...”

The federal Title V Block Grant also includes important requirements
for coordination between state Title V and Medicaid programs. These
requirements include:

» Assisting with coordination of Medicaid Early Periodic Screening,
Diagnosis, and Treatment (EPSDT)

Establishing coordination agreements with their State Medicaid
programs

Providing a toll-free number for families seeking Title V or
Medicaid providers

Providing outreach and facilitated enrollment of Medicaid eligible
children and pregnant women

Sharing data collection responsibilities"
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Initial Considerations

Striving for Collective Impact

Approaching a comprehensive initiative to improve birth
outcomes and reduce infant mortality requires decisions
and actions that develop strong partnerships and yield
system-wide progress. Partnerships will be at the core
of any comprehensive initiative. Yet partnerships for
improving birth outcomes should go beyond traditional
collaborations and public-private partnerships. In order
to make further progress on improving birth outcomes,
partnerships should embody a ‘collective impact’
approach to improving social outcomes. Collective
impact is the commitment of a group of important actors
from different sectors to a common agenda for solving a
specific social problem.¥ Social innovation researchers
have found successful collective impact initiatives have
five core characteristics:

¢ Common Agenda — a shared vision for change
that includes a common understanding of the
problem and a joint approach (i.e. agreed upon
actions) to solving the problem. In order to reach a
common agenda, disagreements and differences in
the definition of ‘the problem’ or ‘the goal’ must be
addressed.

e Shared Measurement Systems — agreed upon
ways in which success will be measured and
reported. Ensuring measures are aligned and all
participating organizations can hold each other
accountable and evaluate successes and failures
along the way.

e Mutually Reinforcing Activities — the efforts of
each stakeholder must fit into an overarching plan
of action. Collective impact does not require all
stakeholders to do the same thing, rather each
stakeholder should undertake a specific set of
activities in which they are apt to excel, which is
coordinated with the actions of others.

¢ Continuous Communication — a shared
vocabulary and, eventually, trust will develop
through regular meetings. Stakeholders need to
have constant contact with one another in order to
recognize and appreciate common motivations, see
their own interests will be treated fairly, and believe
that collective decisions will be made based on the
best possible solution to the problem.

¢ Backbone Support Organizations — collaboration
requires a support infrastructure. The most effective
examples of collective impact have staff dedicated
to the planning, management and support of the
initiative. Staffing requirements for large collective
impact initiatives may be as simple as: project
manager, data manager and meeting facilitator.

Forging a Comprehensive Initiative to Improve Birth Outcomes and Reduce Infant Mortality: Policy and Program Options for State Planning JULY 2012

Enhancing Partnerships

Before developing and implementing a formal statewide
initiative to improve birth outcomes, states should ensure
work will be undertaken through a collection of statewide
partnerships. Applying the principles and lessons of a
collective impact approach will maximize the impact of
collaborative efforts. Statewide partnerships may already be
established. These stakeholder groups, however, may need
to be re-energized or refocused.

States should consider the following agencies or
organizations as potential partners in initiatives to improve
birth outcomes:

* Medicaid agencies (including Children’s Health Insurance
Programs (CHIP) or Children’s Medicaid) and other payers

» Offices/programs focused on CYSHCN, chronic disease,
infectious disease, reproductive health, occupational
health and environmental health

» Offices/programs focused on surveillance and
assessment of community health and well-being,
including Fetal and Infant Mortality Reviews and Child
Death Review Committees

+ Offices/programs implementing home visiting programs
with families

*  Women, Infants, and Children (WIC) supplemental
nutrition programs

« State agencies focused on education, environment,
housing, community development and health care delivery

« Parent education, advocacy and consumer groups

« Established coalitions focused on the health of women,
children or families

« Established quality health care collaboratives

* Local or state chapters of the March of Dimes, Family
Voices, and medical providers, such as the American
Academy of Pediatrics (AAP) and American College of
Obstetricians and Gynecologists (ACOG)

« Early childhood care providers

* Healthy Start Programs

*  Women’s health providers

« State/regional hospital systems

» Family planning clinics

+  Community health centers

» Legislative staff and cabinet agencies
* Academia

* Emergency services (including fire and police
departments)

« Civic organizations

Z
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Preliminary Actions

Building on broad partnerships, preliminary actions
toward building a comprehensive initiative to improve birth
outcomes include:

1. Conducting an environmental scan of current data,
programs and resources at the national, state and
local levels

Understanding the current programs and resources

in your state, including the current health status and
birth outcomes data, provides a critical first step

in assessing needs and opportunities. Collecting

and analyzing a wide range of data to understand
reproductive and infant health, as well as contextual
information about health care systems, neighborhoods,
and the environment, will help to define the extent,
causes, and contributors to infant mortality and poor
birth outcomes.

Strategies states could use to conduct an
environmental scan include:

* Reviewing the state Title V needs assessment
and annual block grant application, as well as
other MCH data sources, such as Title X, chronic
disease, quality improvement and community
assessments

* Compiling a synthesis of state and community-
based programs

e Sharing and discussing the environmental scan
with both state- and community-level stakeholders
to help identify strengths and areas of need

* Creating mechanisms for ongoing monitoring

2. Establishing accountability for a continued focus
on reducing infant mortality and improving birth
outcomes

Accountability is a crucial factor to the success of any
effort, especially those involving multiple interventions
and strategies by many partners and organizations.
Establishing clear roles and expectations, as well

as feedback and quality improvement mechanisms,
will help provide a clear direction and vision for

the initiative and strengthen collaborations so that
combined efforts effectively and efficiently address and
improve the health of infants and families.

Strategies states could use to ensure accountability
include:

* Establishing a committee/consortium/task force to
implement and monitor recommendations

* Engaging a broad range of stakeholders, including

8

state leadership, families and consumers

* Establishing committee workgroups, objectives,
bylaws, members and other structures and
functions necessary to carry out the work of the
committee/consortium/task force

* Developing a strategic plan that details
recommendations, strategies, action steps, and
persons/agencies responsible for implementation,
timelines and evaluation measures

* Disseminating regular reports to stakeholders on
progress and ongoing needs

* Conducting ongoing needs assessment in infant
mortality as part of or coordinated with the Title V
Maternal and Child Health Services Block Grant
activities

. Maximizing and building on existing knowledge in

designing programs and interventions

Use evidenced-based programs where possible to
meet the needs of your state and community. There
is a great need to maximize and build on existing
knowledge in designing programs and interventions.
Demonstrate to policymakers and the public that
resources are being invested in programs that will
work and that incorporate the best available evidence.
It is important to be able to show evidence of impact
to ensure continued investment of resources and that
program resources are being used most effectively.
Where research is still evolving, balance using
evidence with innovation to grow the field.

Examples of ways states can ensure the use of
evidence-based practices in their plans to improve
birth outcomes include:

* Promoting effective models of public health
interventions. Many information sources exist to
help identify established evidence-based programs,
the following is a short list of sources:

* The U.S. Preventive Services Task Force:
uspreventiveservicestaskforce.org/
recommendations.htm

* The Guide to Community Preventive Services:
thecommunityguide.org

* The U.S. Department of Health and Human
Services Office of Women’s Health Bright
Futures for Women’s Health and Wellness
tools: mchb.hrsa.gov/iwomenshealth/resources.
html#bright

*  AMCHP Innovation Station:
amchp.org/programsandtopics/BestPractices/
InnovationStation
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* National Governor’s Association (NGA) Center
for Best Practices (Health Division):
nga.org/cms/center/health

* Promising Practices Network:
promisingpractices.net/search.
asp#searchprograms

Requiring evaluation of maternal and child health
funded programs to capture the success of
innovative models and contribute knowledge on
emerging practice

Establishing communication and reporting tools
to ensure programmatic outcomes, successes
and challenges are regularly shared with all
stakeholders

. Ensuring programs reach the persons most in need

Given limited resources, it may be easier to focus
on interventions that may not be as costly or time
intensive. Efforts that target the most at-risk, hardest
to reach individuals, who have the most barriers to
good outcomes can also lead to sustained reductions
in infant mortality and improved birth outcomes.
Programs and activities should consider a sufficient
scope and reach (such as extended hours for
services, accommodation of transportation barriers,
wide geographic presence); be culturally responsive;
and have adequate capacity to reach a meaningful
proportion of the population at highest risk.
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Recommendations

Analysis of state action plans and national reports

on reducing infant mortality led to seven broad
recommendations for building a comprehensive plan to
improve birth outcomes. These recommendations outline
core areas for focus and planning among states and
partners. These recommendations are:

1) Implement Health Promotion Efforts
2) Ensure Quality of Care for All Women and Infants

3) Improve Maternal Risk Screening for All Women of
Reproductive Age

4) Enhance Service Integration for Women and Infants

5) Improve Access to Health Care for Women Before,
During and After Pregnancy

6) Develop Data Systems to Understand and Inform Efforts

7) Promote Social Equity

The following section explores each of these
recommendations and provides specific action steps that
state agencies and partners can take to improve birth
outcomes. Each recommendation is supplemented with
state-level programs or policies exemplifying aspects of the
overall recommendations. Detailed case studies of seven
state initiatives to improve birth outcomes are also featured
(pages 54-72) as a way to illustrate how comprehensive
approaches can vary across differing states and
communities.

Recommendation 1:

Implement Health Promotion Efforts

Health promotion is the art and science of helping individuals
understand influences of health, become motivated to strive
for optimal health and change their lifestyle to move toward a
state of optimal health.'i Health promotion leads to individual
level change through education, enhanced awareness and
increased skills and self efficacy. Health promotion can

also be achieved through establishing opportunities and
environments that make positive health behaviors the easiest
choice, thus creating individual health promotion at the
population level.

Health promotion is an effective strategy to modify individual
behaviors that directly impact health. Behavior change at the
individual level can lead to better health outcomes for infants,

women and families. Education about behaviors, their impact
on health and how to change or reduce risk associated with
behaviors is central to many health promotion activities.
Health promotion and behavior change at the individual level
is sustained as communities institutionalize health policy,
systems and environmental changes that ensure healthy
choices are the easiest choice (i.e., laws that require car
seats, workplaces that support breastfeeding).

Health promotion activities can directly improve birth
outcomes and influence the causes of infant morbidity and
mortality by educating on health behaviors that prevent
Sudden Infant Death Syndrome (SIDS) and Sudden
Unexplained Infant Death (SUID). SIDS/SUID is the leading
cause of death among infants aged one to 12 months, and
the third leading cause overall of infant mortality.* In the
early 1990s, health education campaigns, such as Back to
Sleep, promoted safe sleep positions and environments for
infants in order to reduce the occurrence of SIDS. Since then,
the overall rate of SIDS in the United States has declined
by more than 50 percent.* Research has shown promoting
health behaviors, such as breastfeeding, immunizations and
reducing substance use, also lower the risk of SIDS.

Another direct cause of infant morbidity and mortality are
neural tube defects (NTDs), or birth defects of the brain

and spinal cord. Spina bifida and anencephaly are the most
common NTDs in the United States. According to the CDC,
each year 1,500 babies are born with spina bifida and nearly
one in every 5,000 babies are born with anencephaly. Over
the past few decades, reductions in birth defects have been
achieved through use of promotion of healthy preconception
and prenatal behaviors, as well as proper health care before
and during pregnancy. For example, there has been a 27
percent decline in pregnancies affected by NTDs since the
United States began fortifying enriched grains with folic acid.
*il Folic acid intake and folic acid fortification can prevent 50
to 70 percent of neural tube defects. i In addition, controlling
teraterogenic medications*, obesity® and diabetes™*i, can
help prevent NTDs.

The health of a mother as a woman should be a priority
focus area in order to reduce the impact maternal health
behaviors can have on infant morbidity and mortality. Not
only is women’s health promotion important for community
health outcomes, general women’s health promotion as a
strategy can be used to target birth outcomes through the
preconception period. A preconception health framework
espouses that the maternal health status before pregnancy
plays an important role in the health of women and infants
during pregnancy. Preconception health behaviors that
can impact pregnancy and infant related health include
substance use and weight management. Smoking by
pregnant women is associated with 30 percent of small-for-
gestational-age infants, 10 percent of preterm infants and
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5 percent of infant deaths.*it ¥ Although smoking rates
among women have been decreasing, the CDC estimates
that 22 percent of women of reproductive age continue to
smoke.* In addition, 4.9 percent report heavy drinking on
a regular basis.* Many women also are generally not at a
healthy weight before pregnancy, 24.7 percent of women
of reproductive age are obese™iand 23 percent have
insufficient physical activity throughout their daily routines.* i
Positive health behaviors, such as smoking cessation and
maintaining a healthy weight, as well as establishing good
oral health, reducing stress and choosing to breastfeed, are
choices a woman can make in order to improve her health
and the birth outcomes of her children.

Furthermore, a focus on individual parental behaviors
should not be reserved for women alone. Fathers, partners,
family members and other members of a women'’s support
network should be included in health promotion activities
when appropriate in order to establish a social support
system that encourages healthy behaviors.

Finally, the broader communities and environments in
which individuals live also play a role in birth outcomes.
For example, even though infant safety seats reduce the
risk of death in passenger cars by 71 percent for infants,
motor vehicle crashes are a leading cause of injury deaths
for children 14 and under.*" Population health promotion
strategies such as child safety seat laws, safety seat
distribution and education programs, community-wide
education and enforcement campaigns and incentive-plus-
education programs are effective in increasing child safety
seat use.

Comprehensive health promotion programs rely on
communications. Health promotion programs and activities
provide messages to families, providers and communities
to ensure increased awareness and reinforcement

of individual health behaviors and practices. New
technologies and social media opportunities should be
considered in broader health promotion programming. As
messages are created and communicated, materials and
campaigns should always be available in the languages of
the target population.

Actions states and partners can consider taking to
implement health promotion efforts to improve birth
outcomes and reduce infant mortality include the following:

Develop messages about preconception and interconception
health to promote women’s health before and after
pregnancy. Specific strategies include:

e Incorporating preconception and interconception

health messages into social media campaigns
that promote women'’s health and wellness.
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Developing and implementing comprehensive
educational curricula to help adolescents and young
adults understand reproductive health and the impact
of choices/behaviors to their own health and to the
health of future children.

Developing and implementing social marketing
strategies to help women and men of reproductive
age understand the link between lifestyle choices and
healthy pregnancies.

Supporting reproductive life planning for all women of
reproductive age, including adolescents.

Establishing tools on the Web or via telephone so
women and men are able to obtain general health
coaching information and services.

Supporting and promoting access to information
about health services through 311-baby, 211 and
other easy to use information sources.

11



12

ASSOCIATION OF MATERNAL & CHILD HEALTH PROGRAMS

Recommendation 1 continued

Incorporate messages on healthy pregnancies and healthy
infant care into social marketing and education campaigns.
Specific strategies include:

e Targeting messages to first-time mothers.

e Promoting text4baby (text4baby.org) to provide health
and safety messages to pregnant women, families and
parents of infants.

e Establishing social networking/educational tools on the
Web or via telephone so women and men are able to
obtain pregnancy health coaching information and services.

e As messages are created and communicated, materials
and campaigns should be available in the languages of
the target population.

Expand preconception and interconception health planning
among women and providers. Specific strategies include:

e Working with health care providers to understand
and implement preconception health care, including
evidence-based practices on preconception health
as defined in “The Clinical Content of Preconception
Care_"xxvi, 1

e Promoting comprehensive, culturally appropriate
reproductive health life plans for all women, including
adolescents. Promoting reproductive life plans in family
planning clinics and other medical and public health
settings where women discuss contraceptives with
providers and school health classes for teens.

e Providing culturally appropriate fact sheets for providers
and consumers about preconception care visits, folic acid
and vitamins, smoking and alcohol cessation, healthy
weight and the use of contraceptives or other methods to
plan the timing of a pregnancy.

e Providing preconception health education and services to
adolescents and young adults (including men) in school-
based clinics, family planning programs and through
university programs.

Promote daily folic acid for women of childbearing age.
Specific strategies include:

e Working with partners, specifically state chapters of the
March of Dimes, family planning clinics, WIC, community
health centers and other women'’s health professionals,
to deliver messages and vitamins containing the
recommended amounts of folic acid to women of child
bearing age.

Including messages about folic acid in social marketing
campaigns targeting women of reproductive age. Deliver
messages through mass media, articles, community
activities and promotion.

Reduce the use of and exposure to harmful substances among

all women. Specific strategies focusing on pregnant and post-

partum women include:

Coordinating with existing smoking cessation efforts
(e.g., tobacco control programs, providers, WIC,
Medicaid, community health centers and local
organizations) to target cessation programs for
pregnant women.

Promoting resources around smoking cessation and drug
treatment programs for pregnant women (e.g., a quit line
devoted specifically for pregnant women).

Implementing reminders for providers (including
dental providers) to identify and intervene with
tobacco-using women.

Providing awareness and training in tobacco cessation to
obstetric and neonatal providers and other public health
and social service providers who see pregnant women.

Partnering with Medicaid to develop strategies for
increasing reimbursement for cessation programs for
pregnant and postpartum women.

Partnering with Environmental Health and Healthy
Homes programs to reduce women'’s exposure to

secondhand smoke through prohibiting smoking in
public places.

Working with insurers to provide interventions to
pregnant women addicted to drugs.

Educating women on the dangers of using alcohol and
other substances, including safe medication use during
pregnancy to prevent birth defects or other possible
problems.

Educating pregnant women about a safe environment,
including food safety messages in pregnancy, avoidance
of harmful household substances such as insecticides,
lead, mercury, strong chemicals and avoiding handling
soiled cat litter, mice, rats, hamsters and guinea pigs.

Promote safe sleep campaigns. Specific strategies include:

Distributing information and education about sleep
related deaths.

Supporting programs that provide cribs for low-income
families.

To access the supplement articles, visit beforeandbeyond.org/?page=key-articles-and-studies#AJOG
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e Working with retailers, such as grocery and baby stores,
to promote safe sleep messages in baby-product aisles.

e Working with hospitals to create standard safe sleep
and SIDS risk reduction curricula for providers, including
training on the American Academy of Pediatrics (AAP)
safe sleep guidelines.

e Partnering with community service providers and other
agencies to conduct trainings on infant safe sleep that
target parents, child care providers, grandparents, home
health care professionals and staff of obstetric and
pediatric clinics.

e Creating safe sleep bassinet cards for nursery staff, child
care providers and families.

e Also see strategies under tobacco cessation on page 12.

Promote healthy weight among women of childbearing age.
Chronic disease and obesity prevention programs may be
partners who are particularly engaged in healthy weight policy
and program development. Specific strategies include:

e Developing a community-specific report identifying
culturally appropriate strategies for promoting
healthy weight.

e Promoting screening for chronic diseases, such as
heart disease and diabetes, during preconception or
pregnancy-related care.

¢ Including messages about healthy weight gain and loss
during pregnancy in population-based obesity prevention
and ‘healthy weight’ programs.

o Implementing ‘healthy weight’ programming for pregnant
women; WIC and home visiting programs may be partners
to engage in order to increase reach of programs.

e Partnering with youth organizations that reach girls and
teens to teach key obesity prevention messages.

Increase awareness among pregnant women, families and
providers on the importance of carrying an infant full term.
Specific strategies include:

e Increasing education and use of progesterone for
the prevention of preterm birth, utilizing either 17
alpha hydroxyprogesterone caproate (17P) or vaginal
progesterone to reduce prematurity.

e Working with obstetric provider associations, state
chapters of the March of Dimes, insurers and hospitals
to educate providers about the use of 17P injections
or vaginal progesterone starting at 16-18 weeks
gestation in women with history of preterm delivery or

vaginal progesterone for women with short cervix (See
Recommendation 5 — Improve Access to Health Care
for Women Before, During and After Pregnancy for
additional access strategic actions).

e Providing educational materials to pregnant women,
families and health care providers on the benefits of
delivery after 39 weeks and on the risks of delivery to
both pregnant women and their infants prior to 39 weeks.

e Using individual patient education, including messages
in birthing classes, to create public awareness on the
importance of carrying an infant full term.

Improve public and professional awareness of benefits and risks
of newly developed and available contraceptive technologies

— keeping in mind the wants and desires of the woman and her
family/partner (including cultural considerations).

Educate communities and service providers on the issues and
impact of infant mortality within the community in order to
develop additional champions for improving birth outcomes.
Specific strategies include:

e Promoting educational opportunities through continuing
education courses and grand rounds at birthing hospitals
and with health care provider associations on infant
mortality reduction, including safe sleep, the optimum
minimum pregnancy interval, birth defects prevention
and abusive head trauma (shaken baby syndrome).

e Preparing “packaged” PowerPoint presentations relevant
to the issues that drive infant mortality in the community
that can be easily used by partners when educational
opportunities arise.

Reduce unintentional injuries to women and infants in the home
and child care settings. Injury prevention messages and services
can be delivered through multiple programs and partners
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Recommendation 1 continued

serving pregnant women and families. Emergency services (i.e.
poison control centers, local fire and police departments) may
be a particularly strong partner for dissemination of injury
prevention messages. Specific strategies include:

o Distributing home safety checklists to pregnant women
and families to assess the risk of injury in their homes
through health care providers, child care centers and
community partners.

e Increasing access to free or low-cost preventive
measures through give away (low- or no-cost)
programs for smoke alarms, carbon monoxide alarms
and safety latches.

e Providing information about poison control centers to
families and child care providers.

e Providing education on abusive head trauma
(shaken baby syndrome) to parents and other family
members through videos that can be viewed in the
hospital before discharge, posted to YouTube and
other websites, and through continuing education to
providers on best practice for reviewing with parents
and caregivers the dangers of shaking infants.

e Providing resources and information for domestic
violence shelters and interventions.

e Encouraging treatment for depression and other mental
disorders.

e Also see strategies under safe sleep on pages 12-13.

Reduce injuries and death related to motor vehicle crashes.
State transportation and traffic safety agencies, public safety
agencies, health and automobile insurance plans, Safe Kids
coalitions, law enforcement agencies and civic organizations
may be particularly strong partners for dissemination of
motor vehicle safety messages. Specific strategies include:

e Providing free or low-cost child safety seats to families.

e Providing safety seat checkpoints for families, including
education about the proper use and installation of child
restraints in automobiles.

e Promoting laws or hospital policies that require a
properly installed car seat prior to post-delivery
discharge from a hospital or birthing center.

Promote oral health, particularly the prevention and
treatment of periodontal disease, as a component of
comprehensive perinatal health programs. Specific
strategies include:

e Ensuring oral health education is integrated into
outreach programs for perinatal care.

e Educating health care providers (i.e. primary care
and maternity care doctors) on how to diagnose
treat and refer pregnant women with severe
periodontal disease.

e Disseminating resources on dental care for
women of childbearing age to clinicians and health
educators.

e Incorporating messages about the importance of
visiting a dental provider to pregnant women.

e Ensuring access to dental care by providing lists of
dentists who accept Medicaid.

Support breastfeeding promotion for all mothers. Local
breastfeeding coalitions, WIC programs, birthing
hospitals, health professionals who see pregnant and
post-partum women, home visitors, and local employers
(businesses) may be particularly strong partners in
breastfeeding promotion initiatives. Specific strategies
include:

e Implementing culturally sensitive breastfeeding
education and promotion to families, health care and
child care providers, and employers.

e Working with birthing hospitals, breastfeeding
coalitions and communities to expand the number of
Mother and Baby Friendly hospitals.

e Providing lactation consultation and peer-support
resources in hospitals and communities, utilizing
WIC programs and other resources.

e Ensuring availability of breast pumps for low-income
women through WIC and other resources.

e Strengthening workplace programs to support
breastfeeding, including paid maternity leave
and implementing policies, such as provision of a
designated place for pumping, to support lactation
during the work day.

e Disseminating resources, such as The Business
Case for Breastfeeding Toolkit,? to help businesses
and employers promote breastfeeding in a
supportive workplace.

2 For more information, visit: womenshealth.gov/breastfeeding/government-in-action/business-case-for-breastfeeding/
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Educate expectant parents about newborn screening as
a life-saving intervention for infants. Specific strategies
include:

e Providing information and resources to families
such as Baby’s First Test.®

Include male partners in services, education and programs
to reduce infant mortality. Specific strategies include:

e Increasing and/or developing prenatal and parenting
classes and information for fathers.

e Ensuring programs on parental development address
the perspective and needs of fathers.

e Establishing programmatic focuses on improving the
relationships between men and women, including
marriage/relationship counseling, family therapy
or skills training in communication and conflict
resolution.

e Increasing the use of male trainers in parenting
classes.

e Sharing information on infant mortality with local
Fathers Networks or other fatherhood advocates.

e Partnering with educational programs, employment-
related services, and legal and social services for
males to promote healthy baby messages.

e Encouraging churches, universities and media to take
leadership roles in the fatherhood movement.

e Championing public policy that supports the ability of
families to stay together.

3 For more information, visit: babysfirsttest.org

Examples

Adolescent Reproductive Health Plan (Delaware)
dhss.delaware.gov/dhss/dph/chca/dphahtpp0l1.html

Data on teen pregnancy from Delaware indicate that Delaware
teens are more likely to have sex at an early age, have

more frequent sexual activity, have more sexual partners

and may be less likely to use protection than adolescents in
other states. In order to address the issue of teen pregnancy
prevention, the Teen Pregnancy Prevention Advisory Board
drafted the Delaware Adolescent Sexual Health State Plan
based on Healthy People 2020 goals for adolescent and
reproductive health. The plan was released in August 2011
and includes two evidence-based health education programs
targeting both the school-based and community-based
adolescent populations in reducing teenage pregnancy
statewide (“Making Proud Choices!” and “Be Proud! Be
Responsible!”). Targeted sites include areas with high rates

of social and economic risks, teen birth rates, and sexually-
transmitted infection (STI) and HIV/AIDS infection rates. The
plan emphasizes coordination and collaboration between
Delaware state agencies and community organizations serving
adolescents. These partners will influence the implementation
strategies identified in the work plan by working with the
education providers and providing feedback. The education
providers are school teachers from all 19 school districts in the
state who will participate in training provided by the Sexuality
Training Institute.

Always on Saturdays — Hartford Action Plan on Infant
Health, Inc. (Connecticut)

teenpregnancyhartford.org/aos.htm

teenpregnancyhartford.org/

Always on Saturdays (AOS) is a nationally recognized

teen pregnancy prevention program operating in Hartford
neighborhoods since 1986. AOS facilitates workshops and
activities for its program participants every Saturday. The
AOS program directly provides young men with health
education and reproductive health services. AOS also works
in collaboration with other agencies in Hartford to provide
employment training, tutoring and recreational activities. Each
male in the program participates in four types of services that
will lead them through the “Passage to Success.” These four
service areas include health and education, employment,
special skills, and education and tutoring. The program

uses small group discussion sessions, field trips and adult
mentoring to teach males about sexual responsibility and
reproductive health. The male program participants are
separated into two groups ages 9 to 13 and ages 14 to 18

in order to provide age-appropriate discussions of human
development issues.
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Recommendation 1 Examples continued

Baby Blossoms Collaborative Preconception
Health Program — Now and Beyond (Nebraska)

babyblossomsomaha.org

A joint effort of eight local agencies, this collaborative aimed
to improve the health of women and infants by eliminating
disparities and reducing fetal infant mortality in Omaha,
Nebraska. Title V funding was received for a preconception
health program entitled Now and Beyond, which educated 80
women across seven sites about the importance of a healthy
lifestyle and the value of planning a pregnancy. From 2005

to 2008, maternal health andprematurity was addressed
through the Now and Beyond preconception health program.
First, a train-the-trainers approach was used to train Baby
Blossoms Collaborative partners on how to use components
of the Now and Beyond toolkit to educate clients in a clinic
setting. The training tools (flip books) emphasized planning
for a healthy pregnancy before becoming pregnant and a
healthy lifestyle throughout pregnancy. The tool contains

22 risk-reduction strategies for healthy birth outcomes. The
collaborative developed a brief intervention message focused
on the top three health issues determined by the participants.

Back to Sleep Public Education Campaign; Louisiana
Floor Talker Program

nichd.nih.gov/sids; sidscenter.org

The ‘Back to Sleep’ campaign began in 1994 as a way to
educate parents, caregivers and health care providers about
ways to reduce the risk for Sudden Infant Death Syndrome
(SIDS). The campaign was named for its recommendation

to place babies on their backs to sleep. Since the campaign
started, the percentage of infants placed on their backs to
sleep has increased dramatically and the SIDS rates across
the United States have declined by more than 50 percent. A
database of promising practices submitted by local programs
can be found at suid-im-projectimpact.org. One example
from Louisiana describes a “Floor Talker” program. Local
safe sleep advocates place decals with safe sleep messages
on the floor aisles of grocery stores and baby supply stores
used by their target audience. The goal of the “Floor Talker”
program was to ensure that the target population has a clear
understanding of the SIDS Risk Reduction and Safe Sleep
tips and put them into practice.

California Breastfeeding Coalition

californiabreastfeeding.org

The California Breastfeeding Coalition (CBC), formed in May
2003, serves as an umbrella organization for the 43 regional
breastfeeding coalitions located throughout California. The
CBC aims, through collaborative efforts, to create a more

healthful California through the promotion and support of
breastfeeding. The CBC website serves as a clearinghouse
for information on promoting breastfeeding and state laws
impacting the rights of breastfeeding women. The CBS also
promotes breastfeeding by helping hospitals obtain ‘Baby
Friendly’ status and administering ‘Mother-Baby Friendly’
workplace awards. In addition, the CBC runs the Breastfeeding
Ambassador Program, which coordinates volunteer
breastfeeding ambassadors who communicate breastfeeding
promotion messages and positions on legislative bills or
regulations to members of Congress, Assembly and Senate;
local government and/or their staffs at key times; hospital
administrators; employers; and local media.

California Male Involvement Program

urban.org/publications/307327.html

The California Male Involvement Program (MIP) started

as a demonstration project in 1995 for teen pregnancy
prevention programming directed to adolescent and young
adult males 12 to 24 years of age. In 2003, the California
State Legislature began supporting MIP through general
funds across the state in teen pregnancy ‘hot spots.’ Specific
goals of MIP included promoting the roles of males in the
prevention of teen and unintended pregnancies, increasing
the number of fathers who support the economic, social,

and emotional well-being of their children and supporting the
development of self-assured, future oriented youth capable
of navigating through adolescence to responsible adulthood
and contributing positively to society. MIP used a wide variety
of strategies appropriate for their community. Required
strategies include comprehensive sexuality education and
clinical linkage services. Other strategies included education
and support for teen fathers, service-learning, peer-provided
services (peer-educators), and mentoring. Overtime, MIP
saw multiple accomplishments across the state. Program
evaluations showed increases in knowledge of the risk
pregnancy, where to obtain birth control and awareness of
statutory rape laws among participants. In addition, activities
were institutionalized over time as school districts began
offering MIP classes for credit. State funding for MIPs

was eliminated in 2008 with the California budget crisis,
however, agencies continue to implement the intervention
model. Information on the MIPs intervention model can be
found in Brindis CD, et al. (2005) Let's Hear It for the Guys:
California’s Male Involvement Program. International Journal
of Men'’s Health, 4(1), 29-53.

Connecticut Breastfeeding Coalition
breastfeedingct.org
In July 2001, the Connecticut Department of Public Health

convened representatives from local health departments,
WIC, American Academy of Pediatrics, hospitals, community
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health centers, La Leche League of Connecticut, lactation
consultants, nurses, nutritionists, parent educators, and
consumers to form the Connecticut Breastfeeding Coalition
(CBC), which promotes and supports breastfeeding as

the norm for infant and child feeding in Connecticut. CBC
distributes resources and education on their website,
promotes ‘Breastfeeding-Friendly’ business and employer
awards and administers a program to assist Connecticut
hospitals obtain ‘Baby-Friendly’ recognition.

Healthy Women, Healthy Futures (Oklahoma)

nursing.ouhsc.edu/HWHF/healthy_women_healthy_
futures.htm

Offered at early childhood education centers, Healthy
Women, Healthy Futures (HWHF) aims to improve the
physical, emotional, social, dental and vision health of at-risk
women living in poverty before they become pregnant again,
thereby minimizing their risk of future premature birth or
infant death in Oklahoma. Led by the University of Oklahoma
College of Nursing, HWHF attempts to reduce participant
risk factors, which diminish health, and improve their
protective factors by improving their equity to primary care
and other health services through health education and care
coordination. Participants attend weekly one-hour classes
offered in Spanish and English on-site at early childhood

education centers, and develop health and reproductive

life plans while consulting with HWHF staff during home
visitation. Evaluation data to this point have shown health
improvements due to improved knowledge and resultant
behavior change; lifestyle improvements, such as increased
exercise and better nutrition; and healthy, full-term or late
preterm pregnancies among participants. Additionally the
program has an 85 percent retention rate in a population
frequently characterized as non-compliant, apathetic,
disinterested, mobile and difficult to retain in a program.
Originally funded by the George Kaiser Family Foundation
(GKFF), HWHEF is currently funded by GKFF and Blue Cross
Blue Shield of Oklahoma.

Honey Child Prenatal Education Program (Texas)

marchofdimes.com/texas/programs_honeychild.html

According to the March of Dimes Peristats, the rate of preterm
births in the United States is highest among African-American
infants at 17.8 percent (18.6 percent in Texas — the highest
among any subgroup in the state). To address this disparity,
the March of Dimes Texas Chapter launched the Honey

Child Prenatal Education Program in 2006. The Honey Child
Prenatal Education Program has been designed to provide
African-American women with the culturally appropriate
information and support needed to have the healthiest possible
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pregnancy and birth outcome. The intervention targets African-
American women of childbearing age with a specific focus

on women ages 17 to 44. In 2008, the March of Dimes Texas
Chapter piloted Honey Child in five Texas churches.

Honey Child has two core program components: 1) group
prenatal education sessions: a cognitive component, designed
to provide accurate and timely information in the area of
prenatal care and pregnancy; and 2) mentoring: a social
support component designed to empower and promote
participants to make behavior changes in those areas that
need improvement (e.g., seeking prenatal health care) — or to
support existing behaviors that promote healthy pregnancies.

Honey Child uses a faith-based approach to promote
prenatal health. The curriculum incorporates interactive group
activities, such as prenatal yoga and exercise, as well as
individual reflection and spiritual messaging, making it an
appropriate prenatal health education program for the church
setting. The Honey Child curriculum includes six sessions

of two hours each. Topics include: nutrition, relaxation and
exercise, prenatal care, self-esteem, preterm birth, and labor
and delivery. Each group consists of 6-12 women who share
similar due dates. The women participate in monthly group
discussions led by a facilitator. The mentor provides weekly
one-on-one social support in addition to reinforcing positive
health behaviors discussed in the groupHost churches

have embraced the Honey Child program and increased
awareness of the prematurity problem in the community and
with referral organizations. Churches have also expanded
prematurity awareness by participating and hosting
prematurity awareness month activities in their churches
which included prematurity awareness summits, Honey Child
baby showers and prematurity awareness sunday activities.

The program expanded to two new sites in 2010 for a total of
six sites across the state (Arlington, Austin, Dallas, Fort Worth,
Houston and San Antonio). The March of Dimes partnered
with the Tarrant County Health Department to conduct a
statewide evaluation. Results reported in 2011 cover the

time period of November 2007 to March 2011. Evaluation

has shown increases in knowledge on prenatal health topics,
increases in social support, and decreases in maternal stress.
In a pilot study, 89% of women had infants that were born full-
term, and only 4% were born less than 32 weeks gestation.

lllinois Council on Responsible Fatherhood
responsiblefatherhood.com

The lllinois Council on Responsible Fatherhood is a state
commission established by the lllinois State Legislature

to promote the positive involvement of both parents in the
lives of their children. The mission of the Illinois Council

18

on Responsible Fatherhood is to significantly increase the
number of children in lllinois that grow up with a responsible
father in their lives. The council seeks to do this through
raising public awareness of the impact of father absence on
children; assisting state agencies and other service providers
the resources they need to promote responsible fatherhood;
reforming perceptions within state agencies and other
service providers regarding the role of fathers as parents;
and advocating for programs, policies and legislation that will
encourage the positive involvement of fathers.

New York State Oral Health Care During Pregnancy
and Early Childhood: Practice Guidelines

health.ny.gov/prevention/dental/oral_health_care_
pregnancy_early_childhood.htm

Several national organizations, such as the American Dental
Association, American Academy of Pediatric Dentistry and
American Academy of Pediatrics, issued recommendations
for improving the oral health of pregnant women and young
children. To reinforce these recommendations and provide
guidance, in 2006, the New York State Department of Health
convened an expert panel of health care professionals who
are involved in promoting the health of pregnant women and
children. The panel reviewed literature; identified existing
interventions; practices and guidelines; assessed issues of
concern; and developed recommendations. The guidelines
can be used by prenatal care providers to integrate oral
health risk assessment and referral into routine prenatal care;
by oral health professionals to provide appropriate treatment
for pregnant women; by child health professionals to include
oral health risk assessment as part of well-child care; and

to provide referral. These guidelines will enable health care
professionals to work together as a team to improve the care
delivered to mothers and children. This improved integration
of care is expected to have significant health benefits.

North Carolina Folic Acid Campaign

everywomannc.com

The North Carolina Folic Acid Campaign is a statewide,
multi-component program. The overall goal is a reduction

in the number of pregnancies affected by neural tube
defects (NTDs) by promoting the benefits and consumption
of folic acid. The program includes staff working statewide
to implement community and provider education. The
campaign has developed materials in English and Spanish,
as well as implemented social media marketing. Evaluation
of the campaign has shown a nearly 40 percent decline in
NTD prevalence in North Carolina between 1995 and 1996
(9.5 per 10,000 live births) and 2004 and 2005 (6.05 per
10,000 live births). In 2010, the campaign became the North
Carolina Preconception Health Campaign. The intent of this
transformation was to expand the campaign mission beyond
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folic acid education to include other preconception health
messages, such as healthy weight and reproductive life
planning. The campaign has had multiple funding sources —
state appropriations, federal Medicaid administrative match,
grants and contracts, and funds from a Vita Grant Settlement.

North Carolina 17P Initiative
mombaby.org (click on 17P)

In 2006, the North Carolina General Assembly appropriated
funds to reduce preterm birth by improving access to and
appropriate use of 17 alpha hydroxyprogesterone caproate
(17P). The funds were used to expand education for physicians
and consumers about 17P, as well as to increase access to the
medication by making it available to low-income women free of
charge. The 17P Project was born out of the concern of many
about the increasing numbers of babies being born too soon.
A key goal of this initiative is to ensure all women in North
Carolina who meet the clinical criteria for 17P will have access
to this intervention to reduce their risk of a recurring preterm
birth. Proper use of 17P has shown a 33 percent reduction in
the rate of preterm delivery prior to 35 weeks gestation and

a 42 percent reduction prior to 32 weeks gestation. The 17P
Project has recently partnered with the new Pregnancy Medical
Home program and is featured as one of the four core quality
improvement measures. This focus has provided important
supports to this work, including case management to facilitate
full compliance with the treatment. North Carolina continues

to provide 17P free of charge to women who are uninsured.
The initiative continues to ask for a small amount of funding
again from the General Assembly (state funding) for this
medication but has been able to sustain much of the work by
fully integrating 17P into practice across the state.

Oklahoma Breastfeeding Hotline
1- 877-271-MILK

ok.gov/health/Child_and_Family_Health/Breastfeeding/
Where_to_Call_for_Help/

The Oklahoma Breastfeeding Hotline (OBH) was launched

in 2008 as a partnership between the Oklahoma State
Department of Health (Maternal and Child Health Service), the
University of Oklahoma Health Sciences Center Department
of OB/GYN, and OU Medical Center. With funding from the
Title V Maternal and Child Health Services Block Grant, as
well as personnel and in-kind support from the OB/GYN
department, the OBH is a 24/7 telephone hotline providing
professional breastfeeding support to Oklahoma mothers,
families and health care providers. All calls are handled by an
International Board Certified Lactation Consultant (IBCLC).
Urgent calls are returned within one hour while nonurgent
calls are returned during business hours. Mothers, families
and health care providers receive free, timely telephone
access to IBCLCs who provide accurate breastfeeding

information, address concerns and provide any needed
referrals to community breastfeeding resources.

PASOs (South Carolina)

scpasos.org

PASOs (or “steps” in Spanish) aims to improve health of
Latino families in South Carolina by educating Latino parents,
caregivers, and parents-to-be on issues related to healthy
pregnancies and prenatal care, as well as appropriate

child development and resources for child health, and by
advocating for better, more accessible services for Latinos.
The PASOs program began in two counties in South Carolina
in 2005 and now operates in 13 counties across the state.
PASOs provides free, comprehensive prenatal classes (a
14-hour prenatal empowerment course), community health
outreach and individual interventions to Latino families, as
well as consultative services for maternal and child health
providers and policymakers throughout the state. Evaluation
results show significant increases in indicators such as

what to do with preterm symptoms; level of satisfaction with
communication with doctor; reasons for going to prenatal
care; knowledge of preterm labor definition and signs of
preterm labor; knowledge of types of cheese to avoid during
pregnancy; knowledge of folic acid use, including when to
begin taking folic acid and daily intake of multivitamins with
folic acid; knowledge of iron-rich foods; knowledge of normal
fetal movement; knowledge of right moment to go to the
hospital for delivery; knowledge that it is normal to feel sad
after delivery; and knowledge of the type of anesthesia to use
during delivery.

Power Your Life Preconception Campaign (Utah)

poweryourlife.org

Power Your Life is a social marketing campaign to raise
awareness of preconception health and increase consumption
of folic acid. Developed for the Utah Department of Health, the
campaign ran from June 2010 through January 2011. During
that time, radio, television, print, and Web advertisements

on Spanish/English media outlets were used to promote the
Power Your Life website as a resource for health information.
Women visiting the site had the opportunity to register for

a 90-day supply of vitamins. Approximately 10,000 Power
Bags with a 90-day supply of folic acid vitamins and other
resources, such as a health magazine (derived from life
course topics) and campaign bracelets were distributed
through the campaign. Community outreach was conducted
through health fairs, cultural celebrations and community
partnerships. Additionally, a continuing medical education
workshop was held for health care professionals to help
them promote preconception health and consumption of

folic acid in their daily practice. A statewide telephone survey
found awareness of folic acid advertisements increased
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after the campaign. Respondents aware of the campaign
were three times more likely to consider taking folic acid
important and seven times more likely to be taking a daily
vitamin with folic acid than those who were not aware of
the campaign. Findings also showed increases in daily
vitamin intake for 18 to 25 year olds, non-white minority
groups and pregnant women.

Project CHOICES

cdc.gov/ncbddd/fasd/research-preventing.html

CHOICES (Changing High-Risk AlcOhol Use and
Increasing Contraception Effectiveness Study) is a brief
intervention model aimed at preventing alcohol-exposed
pregnancies (AEP) among nonpregnant women of
childbearing age. Through a randomized control trial, CDC
and researchers at three universities tested the efficacy
of this brief motivational intervention by focusing on risky
drinking and ineffective contraceptive use. The brief
motivational intervention included an in-depth assessment
of current alcohol and birth control use, counseling about
the effects of alcohol use during pregnancy, brief advice
and counseling to reduce alcohol use, and a birth control
visit to discuss methods and provide birth control services.
Results showed that women receiving the intervention
were more than twice as likely to have reduced their

risk for an AEP compared with women who did not
receive the intervention. Implementation and evaluation

of the CHOICES intervention is currently underway in
sexually transmitted infection clinics, family planning
clinics, community health centers and in American

Indian communities. CDC also developed a CHOICES
curriculum package designed for use by behavioral health
professionals conducting the CHOICES program. These
materials are available for download at cdc.gov/ncbddd/
fasd/freematerials.html. CDC is currently developing

strategies to disseminate CHOICES on a broader scale to
systems of care serving women at risk for an AEP.

Women Together for Health (Arizona)

Women Together for Health (WTFH) was a free, community-based
program that addresses modifiable lifestyle behaviors to improve
the health of women and their families in Arizona, including healthy
weight, physical activity, proper nutrition, stress management and
tobacco use in women of childbearing age. WTFH was offered
though a 10-hour (one day per week for eight to ten weeks)
format available in English or Spanish, and was cofacilitated by a
registered dietitian and a health educator. The curriculum focused
on women learning skills to make sustainable lifestyle changes

for health improvement by emphasizing physical activity and
proper nutrition. All WTFH lessons were designed for low-income
families. Of the women that completed the program in 2008, 65
percent reported increasing physical activity by 2,000 steps or
more over the course of the program; 100 percent made at least
one dietary improvement; more than 60 percent of women either
maintained or decreased their body mass index over the course of
the program; and 71 percent maintained regular physical activity,
healthy eating habits and regularly used stress management
techniques three months after the completion of the program. The
2008 percentages of change were consistent with other years.

You Quit Two Quit (North Carolina)

YouQuitTwoQuit.com

The You Quit Two Quit Project was launched in 2008 and is
implemented by the University of North Carolina Center for
Maternal and Infant Health (CMIH) in partnership with the
Women and Tobacco Coalition for Health and the North Carolina
Division of Public Health Tobacco Prevention and Control
Branch. The goal of the project has been to ensure that there is a
comprehensive system in place to screen and treat tobacco use
in pregnant and postpartum mothers. The many project activities
include operating quality improvement initiatives focused on
tobacco cessation screening and counseling in partnership with
four county health departments and distributing patient and
provider education materials statewide, including outreach to
neonatal intensive care units (NICUs) in hospitals and a special
focus on billing and reimbursement. In 2011, the CMIH received
funding from the federal Office of Women’s Health for a project
directed specifically at low-income women of childbearing age.
The project focuses on implementing screening and treatment
processes within the eight diverse practices in Community

Care North Carolina Network. The project offers training to
practices and chronic disease and pregnancy care managers
within the network. The project is also working closely with the
North Carolina Pregnancy Medical Home on training providers
and care managers on this issue, as well as in developing

care pathways. Funding has been provided from the Tobacco
Settlement — state funds; also Title V Maternal and Child Health
Services Block Grant funding has been utilized to print materials.
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Recommendation 2: Ensure Quality of

Health Care for All Women and Infants

Implementing measures to ensure high-quality and effective
health care for all pregnant women and infants can have a
positive impact on improving birth outcomes and lowering
health care costs. In Toward Improving the Outcome of
Pregnancy: Enhancing Perinatal Health Through Quality,
Safety and Performance Initiatives, the March of Dimes
states that improving the quality of perinatal care depends
on applying evidence-based practice and clinical guidelines
throughout the course of a woman'’s life.

Leading perinatal health indicators show the need for
improvement. Rates of labor induction have increased
dramatically from 9 percent in 1989 to 21.2 percent in
2004, reflecting a particular increase in elective inductions.
In 2008, late preterm births represented 8.8 percent of

all live births, a nearly 9 percent increase since 1998.ii
Increases in deliveries between 37 and 39 weeks have been
associated with an increase in obstetrical interventions, such
as induction of labor and cesarean sections.*™ Related to
this rise, cesarean deliveries have also increased. According
to the National Center for Health Statistics, the cesarean
section rate has more than doubled since 1996, accounting
for 32.3 percent of all births in 2009.** Research indicates
elective deliveries at less than 39 weeks pose significant

risk for the infant, including increased NICU admissions,
increased respiratory distress syndrome (RDS), increased
use of ventilator support and increased newborn feeding
issues. Additionally, late preterm delivery may increase
infants’ risk of brain injury and long-term neurodevelopmental
abnormalities .

Perinatal regionalization is a system of care linking each
facility to a network of education and interhospital transport
to provide risk-appropriate care across the continuum of
perinatal care. Studies indicate very low birth weight (VLBW)
and preterm infants born outside of a level Il hospital

are associated with an increased likelihood of neonatal

or postdischarge mortality.># A review of state models of
perinatal regionalized systems revealed variability in the
models themselves, as well as the various mechanisms

for measuring and improving risk-appropriate care.
Regulation of regionalization programs, data surveillance,
review of adverse events and consideration of geography
and demographics were identified as mechanisms
facilitating better measurement of risk-appropriate care.

The same review noted that antenatal or neonatal transfer
arrangements, telemedicine networks, acquisition of funding,
provision of financial incentives and patient education
comprised state actions for improving risk-appropriate care.

A critical aspect of improving quality is ensuring that all care
is patient and/or family centered. According to the Institute
for Patient and Family-Centered Care, patient and family-
centered care is an approach to the planning, delivery and
evaluation of health care grounded in mutually beneficial
partnerships, that involve comprehensive assessments

and shared decision making, among health care providers,
consumers and families.*" Thinking about a woman-
centered approach, Childbirth Connections offers a woman-
centered framework, defined as care that respects the
values, culture, choices and preferences of the woman

and her family, as relevant, within the context of promoting
optimal health outcomes. It means all childbearing women
are treated with kindness, respect, dignity and cultural
sensitivity, throughout their maternity care experiences.”"

4For more information or to access the March of Dimes publication Toward Improving the Outcome of Pregnancy: Enhancing Perinatal Health Through Quality, Safety and

Performance Initiatives (TIOP IlI) visit: marchofdimes.com/TIOPIII_FinalManuscript.pdf
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Performance measurement is another essential part

of ensuring quality of care for childbearing women and
newborns. Nationally, there are efforts to promote consistent
measures for maternity and newborn care. Public

reporting of such measures can promote accountability,
transparency, informed decision making, value-based
purchasing and improvement. The Joint Commission
currently supports five measures in its perinatal care core
measure set: the cesarean rate for low-risk first-birth
women; elective delivery before 39 weeks gestation; use

of antenatal steroids; health care associated bloodstream
infections in newborns; and the extent of exclusive
breastfeeding at hospital discharge. In April 2012, the
National Quality Forum approved for endorsement 14
maternity care performance measures for assessing the
quality of maternity care. These voluntary consensus
standards for perinatal care can be used as benchmarks for
improving care for childbearing women and newborns. >

Lastly, promoting innovative practices for providing maternity
care and parenting support hold promise for improving

birth outcomes and quality of care. CenteringPregnancy is

a multifaceted model of group care that integrates health
assessment, education and support into a unified prenatal
care program within a group setting. Groups of women with
similar gestational ages meet together, learn care skills,
participate in a facilitated discussion and develop a support
network with other group members throughout pregnancy
and early postpartum. The practitioner, within the group
space, completes standard physical health assessments with
each participant. This is followed by a facilitated discussion
in the group setting. Research on the positive impact of
CenteringPregnancy and group prenatal care is still evolving.
Evaluation data from one CenteringPregnancy program
indicates higher knowledge about pregnancy among women
who participated in group prenatal care versus traditional
prenatal care, and higher perception of social support. i

In one demonstration project of CenteringPregnancy for
adolescents, adolescents who participated in group prenatal
care showed higher compliance with health care, higher
satisfaction with prenatal care, low rates of low birth weight
babies and higher rates of breastfeeding at discharge. i

CenteringParenting is an emerging model of group care for
new parents that integrates health assessment, education
and support into a group setting. Through this program,
mother/baby dyads come together in a group setting to learn
care skills, participate in facilitated discussion and develop

a support network through the infant’s first year of life.
Parenting support programs may also include or link to well-
child visits.

Actions states and partners can consider taking to ensure
quality of care for all women and infants include the following:

Create or partner with a statewide perinatal quality
collaborative to study and address perinatal outcomes across
the state. Key stakeholders include the state Title V program,
state Medicaid and CHIP programs, birthing hospitals, state
chapters of medical associations such as ACOG, AAP and

the Association of Women’s Health, Obstetric and Neonatal
Nurses (AWHONN), the March of Dimes, Healthy Start, state
health care authorities, health insurers, community health
centers, other health improvement partners and consumers.

Understand and share perinatal health data. Specific
strategies include:

e Collecting key perinatal data at state, perinatal region
and hospital levels. Use the Joint Commission and the
National Quality Forum endorsements to guide data
collection. Measures may include elective inductions less
than 39 weeks with no documented medical risk factors,
elective caesarean sections less than 39 weeks with no
documented medical risk factor or complication, NICU
admissions and neonatal outcomes, rates of exclusive
breastfeeding and neonatal bloodstream infections, in
order to focus perinatal quality improvement efforts.

(See Recommendation 6: Develop Data Systems to
Understand and Inform Efforts for additional strategies
on using data to reduce infant mortality.)

e Supporting efforts to ensure consistency and accuracy
of birth certificate data by providing training to staff on
recording and entering birth certificate data to increase
consistency and accuracy of birth data.

e Ensuring all maternal, pregnancy-related and infant
deaths are reviewed. (See Recommendation 6:
Develop Data Systems to Understand and Inform
Efforts for strategies on using data to reduce infant
mortality.)

Ensure the best available evidence guides maternity care
decisions and that the family partners with their health
care providers to make decisions about their care. Specific
strategies include:

e Increasing performance measurement of maternity and
neonatal health care through Medicaid, accrediting
bodies and other entities with purchasing power.

e Disseminating information on maternity and perinatal
measures to stakeholders by creating consumer-friendly
reports for women of childbearing age and communities
that highlight hospital, clinic and provider performance
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in maternity and newborn quality to promote informed
decision making around maternity care and promote
equal access to efficacious treatments.

e Promoting shared decision making between providers
and patients to support health care decisions that
conform to patient values and preferences where there
is more than one clinically appropriate intervention or
management strategy.

Implement policies to decrease rates of elective deliveries prior
to 39 weeks in all birthing hospitals. Work with hospitals that
represent the majority of the deliveries in the state. Specific
strategies include:

e Supporting medical record reviews and peer reviews
of all elective deliveries less than 39 weeks with no
maternal risk factors and share results with providers.

e Working with hospitals to implement induction
reservations and delivery scheduling forms that delineate
standards and guidelines for inductions and cesarean
sections, including providing checklists and flow sheets.

e Creating and implementing policies that use incentives,
such as “hard stops” by denying Medicaid payment for
any deliveries that are not medically indicated prior to 39
weeks.

e Ensuring leadership support policies that allow induction
schedulers and other staff to enforce induction guidelines
and include mechanisms for continuous quality
improvement.

Create or strengthen a perinatal regionalized system of care to
ensure ongoing review of the appropriateness of deliveries and
level of care for newborns based on maternity licensure levels of
care. Specific strategies include:

e Ensuring every newborn is transported to the facility
where he or she can receive the highest level of care
needed.

e Adopting perinatal guidelines/levels of care and
promoting guidelines among hospitals and providers.

e Adopting state regulations requiring all obstetric hospitals
to have affiliation with a regionalized perinatal center and
an agreement that outlines the parameters for consult
and transportation for high-risk mothers and neonates.

Ensuring access to appropriate consultation and referral for
pregnant women to a higher level of care when indicated.
Pursue telemedicine and other mechanisms to connect
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women with specialists as indicated for women in rural or
underserved areas to increase access to risk-appropriate care.

Implement neonatal quality improvement initiatives to
improve care for infants in the NICU and reduce variation
in NICU outcomes. The National Initiative for Children’s
Healthcare Quality developed a resource Toolkit for

the Follow-Up Care of the Premature Infant (found at
preemietoolkit.com) that provides tools and references for
providers and families the management of preterm infants.
Specific strategies include:

e Focusing on reducing central line-associated
bloodstream infections, increasing use of antenatal
steroids for preterm fetal lung development; and
implementing uniform discharge and follow up

protocols to link NICU graduates with a medical home.

e Supporting families during NICU stays through support

services, such as the March of Dimes NICU Family
Support Programs.

Implement uniform postpartum discharge programs and
ensure access to comprehensive postdelivery follow up care.
Offer postdelivery services to all women, not just those with
poor birth outcomes. Specific strategies include:

e Working with hospitals, providers, local health
departments, home visitation programs and other
community groups, such as Healthy Start, to ensure
women and families receive timely and appropriate
follow up for safe sleep instruction, breastfeeding
support, prevention of abusive head trauma/shaken
baby, mental health and substance abuse services,
domestic violence support, smoking cessation
services, family planning and other services.
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e Using the postpartum discharge process as an opportunity
to ensure women are connected with family planning
services and primary care to promote appropriate
interpregnancy intervals, facilitate access to a medical
home, including referral for specialty care as needed.

e Working with health care providers and partners to
improve the uptake of the postpartum visit and to
enhance the content of the postpartum visit, in particular
for women who have had a previous poor pregnancy
outcome.

e Working with partners and parent consultants and parent
navigators to support families during the transition
from the NICU to the home, including providing links to
medical and social services, such as Early Intervention,
home visiting and other follow up services (See
Recommendation 4: Enhance Service Integration for
Women and Infants for additional information).

Support expansion of Mother- and Baby-Friendly Hospital
programs to promote immediate and sustained breastfeeding.
Specific strategies include:

e Providing training materials on successful breastfeeding,
including disseminating patient and staff education
materials.

o Offering individual facility consultation toward obtaining
the Baby-Friendly designation.

e Working with partners to provide incentives and offer
financial support for Baby-Friendly USA maternity
hospital fees.

e Providing lactation support for all mothers, including
information about the benefits of breastfeeding, lactation
consultation and breastfeeding support groups.

Implement electronic medical records for women and infants
to allow easy access to reproductive health data for health care
providers, which may increase the safety and quality of care for
pregnant women and infants.

Study, disseminate and increase the adoption of innovative,
evidence-informed prenatal-care models (e.g. home visiting,
community health workers, group pregnancy care, use of
doulas) in obstetric practices, including certified nurse
midwifery settings and community health centers, that provide
prenatal careina group setting.

Implement group parenting classes to promote parenting
skills, infant health and wellness, injury prevention and create
a network for new parents.

Examples

Arkansas Telehealth
ruralhealth.uams.edu/?id=8078&sid=32

Arkansas uses telecommunication to improve patient
access to risk-appropriate care. Arkansas has a well-
established telemedicine program created for a rural and
widely dispersed population. The majority of resources for
high-risk pregnancies are concentrated in one urban center
and not easily accessible to all citizens. However, perinatal
specialists at the University of Arkansas for Medical
Sciences host monthly teleconferences with practitioners
from more than 25 rural communities. Three days a week,
specialists conduct telenursery rounds with large nurseries
in the state. This program builds rapport between physicians
and promotes consultations. Subsequent transportation to
appropriate facilities has increased. A study of the Arkansas
system reveals presence of a telemedicine site increased
the probability of antenatal transport to a level 111 facility.

California Perinatal Transport System

perinatal.org

California has created the California Perinatal Transport
System for transports of critically ill infants and mothers

with high-risk conditions to regional NICUs and Perinatal
High Risk Units. The system also collects and analyzes the
perinatal and neonatal transport data for regional planning,
outreach program development, and outcome analysis. This
information is reported back to the participating hospitals
and the California Department of Health Division of Maternal
and Child Health.

Connecticut Baby-Friendly Hospital Initiative
breastfeedingct.org/images/CBI_Project_Summary_Final.pdf

breastfeedingct.org/index.php/calendar-of-events/64

Globally, the Baby-Friendly Hospital Initiative (BFHI)
encourages and recognizes hospitals and birthing centers
that offer an optimal level of care for infant feeding. The
BFHI assists hospitals in giving mothers information

and skills needed to successful initiative and continue
breastfeeding their babies or feeding formula safely, and
gives special recognition to hospitals that have done so.
In 2010, the Connecticut Department of Public Health and
the Connecticut Breastfeeding Coalition formed a joint
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collaboration to drive Baby-Friendly Hospital Designation
throughout the state. The joint collaboration, named the
Connecticut Breastfeeding Initiative, is funded through
CDC Communities Putting Prevention to Work funding.
The initiative assists 10 Connecticut maternity hospitals
by delivering training on successful breastfeeding, offering
individual facility consultation toward obtaining the Baby-
Friendly designation, fostering collaboration and support
between the 10 maternity hospitals, disseminating patient
and staff education materials, and offering financial support
for Baby-Friend USA maternity hospital fees.

Maryland Perinatal Standards

fha.dhmh.maryland.gov/mch/SitePages/perinatal _
standards.aspx

The Maryland Department of Health and Mental Hygiene is
building on existing quality improvement work, including the
Maryland Perinatal Standards, to develop a standardized
hospital postpartum discharge process. Partners include
the Maryland Institute for Emergency Medical Services
Systems, the Maryland Patient Safety Center and all
birthing hospitals in the state. The intent of this effort is to
ensure risk-appropriate follow up for women and infants,
particularly those with poor pregnancy outcomes. This will
include linkages to hospitals, local health departments, and
community resources around safe sleep, breastfeeding,
family planning and other prevention services.

New York State Perinatal Quality Collaborative

The New York State Department of Health (NYSDOH)
launched the New York State Perinatal Quality Collaborative
(NYSPQC) in 2010 in collaboration with the New York
Regional Perinatal Centers (RPCs) and the National
Initiative for Children’s Healthcare Quality. The NYSPQC
aims to improve maternal and newborn outcomes, and
improve capacity within New York for ongoing quality
improvement and transformation of health care by applying
evidence-based health care system change interventions

in RPC Obstetrical and Neonatal Intensive Care Units
(NICUs). The NYSDOH initially focused on two interventions
to reach the goals of the NYSPQC:

e The first intervention aimed to reduce the number of
scheduled deliveries performed without appropriate
indication in women of between 36 and less than 39
weeks gestation. Initial intervention activities included
collecting and submitting data on scheduled inductions
and caesarean deliveries without medical indication,
revising admitting practices, employing processes to
ensure that only elective deliveries with acceptable
medical indicators were scheduled including ‘hard stop,’
and educating providers and patients.

e The second intervention aimed to reduce the statewide
percentage of newborns less than 31 weeks gestational
age that are discharged from the NICU below the
tenth percentile for growth based on the Fenton
scale. Initial intervention activities included optimizing
early enteral nutrition in preterm babies in the NICU.
Both arms of the collaborative utilized data collected
by the department to analyze success in achieving
collaborative objectives.

In October 2011, the NYSDOH was one of three national
recipients of a three-year grant from CDC that is supporting
expansion of the NYSPQC beyond the RPCs. To build
upon its initial success, both the obstetrical and neonatal
interventions are expanding to include RPC-affiliate birthing
hospitals in New York. In addition to expanding the project
reach to affiliate hospitals, the initiative will also expand

its focus to include preventing central line-associated

blood stream infections in NICU patients, and identifying
opportunities for MCH prevention activities through maternal
mortality review.

Ohio Perinatal Quality Collaborative

opqc.net

Using quality improvement methods, the Ohio Perinatal
Quality Collaborative (OPQC) is reducing preterm births
and improving outcomes of preterm newborns. Using the
Institute for Healthcare Improvement Breakthrough Series,
OPQC worked with 20 maternity hospitals (47 percent of

all births in the state) through a collaborative focused on
several obstetric improvement projects. Efforts included
documenting method of pregnancy dating, documenting
reasons for scheduled delivery prior to 39 weeks, as well
as discussion with the patient the risks of delivery before
39 weeks, implementing a scheduled delivery form,
establishing direct communication with pediatricians,
promoting early ultrasound and conducting ongoing
monitoring of clinical data using birth certificate data. OPQC
reports more than 9,000 births have moved occurring

prior to the due date to full term (39 to 41 weeks), and that
approximately 250 NICU admissions have been avoided.
OPQC estimates approximately $10 million in annual health
care cost savings.

Perinatal Connect to Care (West Virginia)

wvperinatal.org/teleconsultation.htm

In early 2010, West Virginia formally launched the Connect
to Care Project. The telecommunications project links rural
health facilities with tertiary care centers housing perinatal
specialists. Live telecommunications infrastructure allows
pregnant women and their local health care providers to
obtain medical advice from specialists without traveling. The
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project also supports continuing education for rural medical
practitioners and access to obstetrical referrals. Currently,
Connect to Care is operating in 15 rural health care sites
as a pilot program. The project is funded by a Rural Utilities
Service Grant from the U.S. Department of Agriculture and
matching funds from 18 partnering West Virginia hospitals
and community health centers.

Texas Policy on Elective Inductions/C-Sections

As of Oct. 1, 2011, Texas Medicaid no longer reimburses
hospitals for elective deliveries occurring before 39 weeks
that are not medically necessary and properly documented as
such. The Medicaid policy change is the result of recent state
legislation (Texas House Bill 1983). The state legislature was
compelled to act after research from a pilot program limiting
elective c-sections demonstrated reductions in premature
births and subsequent cost savings of approximately $4
million a year.

West Virginia Health Care Authority

www.hcawv.org/

The West Virginia Health Care Authority, in partnership with
the West Virginia Health Improvement Institute, the West
Virginia Perinatal Partnership and the West Virginia Chapter
of the March of Dimes, developed and implemented a
collaborative to study and address the issue of non-medically
indicated elective deliveries prior to 39 weeks gestation.
West Virginia used the Institute for Healthcare Improvement
Breakthrough Series methodology to support hospital-based
teams. Six months after the collaborative implementation, the
rate of elective deliveries prior to 39 weeks without a medical
indication decreased by more than 50 percent.

Washington Shared Decision Making Policy

Shared decision making is a process undertaken between
providers and patients with a condition using more than
one clinically appropriate management strategy. Decision
aids are used to facilitate the shared decision-making
process. Washington state has the broadest reaching
legislation related to shared decision making. In 2007, a
bill was enacted that mandated the Washington health
care state agency to implement a shared decision-making
demonstration project at one or more multispecialty practice
sites, and recognized the state law on informed consent
by establishing shared decision making. The bill provides
more legal protection for physicians who engage in shared
decision making. In addition, a 2011 bill called for the
governor to appoint a collaborative to improve health care
quality, cost effectiveness and outcomes called for shared
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decision making to be a strategy for the collaborative to
promote. In early 2012, legislation was proposed to establish
a certification process for decision aids. If successful, this
legislation would establish a certification process by ensuring
decision aids meet the International Patient Decision

Aid Standards. A resource on current advancements in
shared-decision-making policy, the National Academy

for State Health Policy report Shared Decision Making:
Advancing Patient-Centered Care through State and Federal
Implementation, is available online at: nashp.org/sites/
default/files/shared.decision.making.report.pdf.

View a full copy of the legislation pertaining to shared
decision making, E2S Senate Bill 5930 at apps.leg.wa.gov/
documents/billdocs/2007-08/Pdf/Bills/Session%20Law%20
2007/5930-S2.SL.pdf. Pages 3 to 5 pertain specifically to
shared decision making. In addition, access two Revised
Codes of Washington (RCWSs) that pertain to the shared
decision-making legislation by visiting:

e RCW 41.05.033: Shared decision-making demonstration
project | Preference-sensitive care.
apps.leg.wa.gov/rcw/default.aspx?cite=41.05.033

e RCW 7.70.060: Shared decision making | Patient
decision aid | Failure to use.
apps.leg.wa.gov/IRCW/default.aspx?cite=7.70.060
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Recommendation 3: Improve
Maternal Risk Screening for All
Women of Reproductive Age

Several modifiable risk factors and chronic conditions can
cause significant disease and death during pregnancy

and lead to the development of lifelong chronic disease.
According to the CDC Recommendations to Improve
Preconception Health and Health Care,** women of
childbearing age suffer from various chronic conditions and
are exposed to or consume substances that can have an
adverse effect on pregnancy outcomes leading to pregnancy
loss, infant death, birth defects or other complications for
mothers or infants.¥ Preventing and managing these risk
factors, such as tobacco and substance use, maternal
depression, physical inactivity and poor nutrition, can prevent
poor birth outcomes and reduce rates of chronic disease in
women overall. These factors can best be addressed prior to
pregnancy, or between pregnancies, rather than waiting until
the pregnancy to intervene.

Since approximately 50 percent of all pregnancies in

the United States are unintended, screening all women

of reproductive age for chronic conditions and other
psychosocial risk factors for poor birth outcomes can have

a positive effect on improving women'’s health and birth
outcomes. Comprehensive risk assessment and screening
for all women can identify risk factors for poor birth outcomes
and allow for recognition and intervention prior to pregnancy.

Although prenatal pregnancy tobacco use rates have
declined over recent years, more than 10 percent of

women continue to use tobacco while pregnant, with higher
prevalence rates of tobacco use among younger women.*
Tobacco use increases the risk of pregnancy complications,
preterm birth and low birth weight. Tobacco use is associated
with 30 percent of small-for-gestational-age infants, 10
percent of preterm infants and 5 percent of infant deaths.
From 2006 t0 2008, nearly one in five recent mothers in a
29-state area reported binge drinking (consumed five or
more drinks in a sitting) at least once within the three months
prior to pregnancy (18.8 percent) and 22.3 percent reported
smoking.”" The U.S. Preventive Services Task Force has
evaluated the effectiveness of interventions in primary care
settings related to smoking, alcohol misuse and obesity, “that
were not complicated by the additional delivery of multiple
components of preconception care.™ii Effective methods
include 5As (ask, assess, advise, assist, arrange) for smoking
cessation” and brief interventions to reduce alcohol misuse.

Diabetes and hypertension are the most commonly reported
health conditions among pregnant women.*" Diabetes,

both chronic and gestational (developing only during
pregnancy), may pose health risks to a woman and her baby.
Women with gestational diabetes are at increased risk for
developing diabetes later in life. ™ In addition, only about half
of new mothers (51.1 percent) reported a healthy or normal
prepregnancy weight for their height. i

A woman experiencing psychosocial stress during pregnancy
may be more susceptible to a number of pregnancy
complications, including preterm birth. Depression during
pregnancy, especially if untreated, carries risks of poor
prenatal care, preeclampsia, poor weight gain, unhealthy
eating habits, use of drugs or alcohol to self-medicate or
suicide Vi xix |n addition, roughly one out of every eight

new mothers may experience major or minor depression

in the first few months after birth.! Among other factors,
postpartum depression may make a woman less likely

to breastfeed or bond with her baby. Finally, postpartum
depression is consistently associated with intimate partner
violence."The Community Guide for Preventive Services
recommends evidence-based guidelines for treatment of
depression, including collaborative care for the management
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Recommendation 3 continued

of depressive disorders using case managers to link primary
care providers, consumers and mental health specialists.

Beginning on or after Aug. 1, 2012, new health insurance
plans will be required to cover eight preventive health
services without charging a copayment, coinsurance or

a deductible identified by the Institute of Medicine (IOM),
which include certain maternal screens and opportunities
for screening, such as a well-woman visit, screening for
gestational diabetes, human papillomavirus (HPV) DNA
testing for women 30 years and older, STI counseling, HIV
screening and counseling and domestic violence screening
and counseling (See Recommendation 5: Improve Access
to Health Care for Women Before, During and After
Pregnancy for additional information).

Actions states can consider taking to improve maternal risk
screening for all pregnant and postpartum women to improve
women’s health and birth outcomes include the following:

Increase the number of women who are screened and
monitored for chronic disease, infections and other high-risk
conditions that may impact pregnancy or birth outcomes,
including hypertension, obesity, gestational diabetes, HIV,
STIs, previous poor birth outcomes or preterm birth, unsafe
medication use during pregnancy, violence and depression.
Specific strategies include:

e Expanding the number of providers who emphasize
preconception care, conduct medical and psychosocial
risk assessment at the initial prenatal visit and throughout
pregnancy; who provide counseling about preterm birth
prevention, drug, alcohol and tobacco cessation, healthy
weight/obesity, domestic violence, mental health, STls
and birth spacing.

¢ Increasing the capacity of providers and other health
professionals who are able and willing to provide brief
motivational interviewing to reduce alcohol use and other
substance use during pregnancy.

e Providing awareness and training in evidence-based models
of tobacco cessation counseling to obstetric and neonatal
providers and other public health and social service
providers who see pregnant and postpartum women.

e Expanding screening for intimate partner violence and
violence prevention screening in all settings where
women access care, including family planning clinics,
primary care and OB/GYN visits.

e Implementing uniform screening tools that can be used
with women before and during pregnancy in obstetric or
preconception health visits.
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e Screening all pregnant and postpartum women for
depression as part of prenatal and postpartum care.
Women should be screened using reliable, valid and
culturally responsive instruments in multiple settings,
such as well-child visits.

Ensure that women who are at-risk or screen positive are
linked to programs and services. Specific strategies include:

e Supporting collaborative care for the management
of depressive disorders using case managers to link
primary care providers, consumers and mental health
specialists. (See Recommendation 4: Enhance
Service Integration for Women and Infants, for more
information.)

Examples

Adverse Childhood Experiences Screening Tool
(Washington)

The Adverse Childhood Experiences (ACE) screening tool
helps identify persistent, complex trauma. In Jefferson
County, Washington, public health nurses have incorporated
ACE screening questions into the comprehensive risk
screening offered to all clients — mothers, fathers and
caregivers — across several public health programs,
including WIC, family planning, First Steps, Maternity
Case Management and Nurse-Family Partnership. The
ACE screening outcomes are used to discuss life course
impacts of adverse childhood experiences with parents
and make appropriate referrals to mental health and social
services. In addition, conversations with parents help link
their adverse experiences with protecting their children
from having similar ACE scores. Information about the
Jefferson County experience, including full version of their
comprehensive screening tool, can be found at: nwcphp.
org/training/courses/maternal-child-health-mch-training-for-
professionals. (Session 6: Adverse Childhood Experiences
and Public Health Practice).

Alaska Family Violence Prevention Project
hss.state.ak.us/dph/chronic/AKFVPP/

The Alaska Family Violence Prevention Project (AFVPP),
within the Alaska Department of Health and Human
Services Division of Chronic Disease Prevention and Health
Promotion, provides ongoing training and support to health
care providers on the use of intimate partner violence
screening tools and intervention strategies. The AFVPP
provides free access to resources online through the AFVPP
Clearinghouse.
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Georgia HIV Pregnhancy Screening Act of 2007
legis.ga.gov/legis/2007_08/pdf/hb429.pdf

In 2007, the Georgia State Legislature passed the Georgia
HIV Pregnancy Screening Act. The law requires physicians
to test pregnant women for HIV. Prior to 2007, women in
Georgia had to give their consent for HIV testing, known as
an ‘opt-in’ policy. The Georgia HIV Pregnancy Screening
Act of 2007 changed the system to an ‘opt-out’ policy; now
women must be tested unless they refuse. ‘Opt-out’ testing
eliminates requirements for pretest counseling, informed
consent and post-test counseling. Furthermore, CDC
believes ‘opt-out’ testing helps more people know their HIV
status, helps those infected with HIV find out their status
earlier, further reduces the stigma associated with HIV
testing, and enables those who are infected to take steps to
protect their babies and partners.

Louisiana Health Assessment Referral and
Treatment (LaHART)

The Louisiana Health Assessment Referral and Treatment
(LaHART) tool is a Web-based prenatal behavioral health
screen created by the Department of Health and Hospitals
(DHH) Birth Outcomes Initiative. LaHART was created

to streamline the screening and referral process for
pregnant Medicaid eligible women in need of treatment
for substance use during pregnancy. The Birth Outcomes
Initiative partnered with the Office of Behavioral Health

to leverage funding to activate Medicaid billing codes.
Louisiana providers are now paid $50 for conducting
prenatal behavioral health screening and brief behavioral
intervention.

The tool screens for prenatal alcohol, drug and tobacco
use, as well as domestic violence. Through the Louisiana
Behavioral Health Partnership, DHH has created the
infrastructure that the state can use to build a network of
providers who will be able to treat women screened and
referred through the LaHART tool. In addition, Text4Baby
enrollment, automated referral to the state’s tobacco
quitline and the domestic violence hotline number have
been built into the site. The tool has been successfully
piloted in New Orleans. The Birth Outcomes Initiative and
Office of Public Health are conducting the first phase of
LaHART outreach and orientation through June 2012.

The Clinic and Community Connections Project
(Minnesota)

co.hennepin.mn.us/portal/site/HennepinUS/menuitem.bla
b75471750e40fa01dfb47ccf06498/?vgnextoid=c23684e035f
23210VgnVCM10000049114689RCRD

This project is designed to bring health care providers
into fetal alcohol spectrum disorder (FASD) prevention

by assisting and training clinical staff to incorporate
comprehensive maternal alcohol screening, counseling,
support and referrals. The project was developed by
Hennepin County (Minnesota) with the Native American
Community Clinic. The program identifies health care
providers within clinics who are interested in enhancing the
alcohol screening practices and provides FASD training

for the health care providers. This includes introducing

the Maternal Alcohol Screening Tool, assisting clinics in
implementing the new screening protocol, providing selected
FASD patient teaching materials and assisting clinics in
developing a follow-up protocol for children exposed to
prenatal alcohol. Additionally, a connections workgroup
made up of regional partners was formed to assess the gap
in community treatment services for pregnant women who
need help to stop drinking alcohol. Results have shown a
marked increase in the rates of maternal alcohol screening
and advisement at initial and subsequent prenatal visits in
the participating clinics. Eight community clinics and seven
WIC clinics have successfully implemented maternal alcohol
screening protocols.

Uniform Maternal Risk Screening in West Virginia

wvperinatal.org/risk.htm

In 2009, the West Virginia Legislature passed comprehensive
maternal-risk screening (Senate Bill 307: “Uniform Maternal
Screening Act”). The bill required the West Virginia
Department of Health and Human Resources, Office of
Maternal, Child and Family Health (the State Title V agency)
to convene an advisory council to develop a uniform maternal-
risk screening tool to help identify pregnant women with
potential at-risk pregnancies. The advisory council is also
legislated to meet annually to revise the tool as needed.
Throughout 2010, the advisory committee worked to modify
the West Virginia Prenatal Risk Screening Instrument (PRSI),
the risk screening tool developed by the Right From the

Start Program, the state perinatal home visiting initiative.

The expanded PRSI contains the 4Ps, an opt-in/opt-out for
client referral services, and an alert to the prenatal provider
that the client may need referral for a maternal fetal medicine
consultation. The committee also developed a statewide

data collection process to measure the incidents of high-

risk pregnancies. The modified PRSI was implemented
statewide with all West Virginia maternity service providers

on Jan. 1, 2011. The advisory committee continues to meet
as necessary to monitor the utilization of the tool and the
incidence of high-risk pregnancies. Maternity service providers
can access the tool free of charge, online at: wvdhhr.org/mcfh/
WV _PrentalRiskScreeninglnstrument2010.pdf.

Administrative and advisory committee expenses are funded
with Title V MCH Services Block Grant funds and state funds.
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Recommendation 4: Enhance Service

Integration for Women and Infants

Integrated service delivery is an approach to meet the health
and well-being needs of women, children and families by
providing access to a quality, comprehensive and coordinated
community-based system of services. For women of
reproductive age, this may mean providing and coordinating
maternity, reproductive health, primary care and child health
services. Service integration is guided by a life course
approach to health and well-being, which recognizes the
interplay of risk and protective factors, such as socioeconomic
status, toxic environmental exposures, health behaviors,
stress and nutrition, as well as their influence on the health

of an individual over the course of their life. In addition,
advancing the concept of a medical home, or health home, for
all women and children is a key feature of service integration.

As defined by the American Academy of Pediatrics, the
medical home for children is a model of delivering primary
care that is accessible, continuous, comprehensive, family-
centered, coordinated, compassionate and culturally
effective to every child and adolescent. Further, a family-
centered medical home is a trusting partnership between a
child, their family and the pediatric primary care team that
oversees the health and well-being of the child within a
community-based system that provides uninterrupted care
with appropriate payments to support and sustain optimal
health outcomes. The concept of a patient-centered medical
home that provides comprehensive, coordinated, culturally
sensitive care is also being applied to pregnancy medical
homes. These medical homes embrace the team concept of
comprehensive care for pregnant women and can extend to
interconception care.

Beyond the medical home, specific models that promote
service integration and target healthy birth outcomes and
infant mortality reduction include colocation of reproductive
and other health care services, federal Healthy Start, home
visiting and parenting programs.

Pursuing strategies that use a “no wrong door” approach to
provide women with comprehensive health services and/or
to link women to appropriate health and social services have
been shown to improve women'’s health and birth outcomes.
Models that integrate women'’s preventive health services
into family planning settings also have shown effectiveness.
Given that 50 percent of pregnancies in the United States are
unintended," integrating primary care, preconception health
and reproductive health services at any visit for a young

adult or woman of reproductive age is logical, can minimize
barriers to accessing care from multiple settings and can
maximize health care resources.

The federal Healthy Start program, administered by the
Health Resources and Services Administration (HRSA)
Maternal and Child Health Bureau (MCHB), is an initiative
mandated to reduce the rate of infant mortality and improve
perinatal outcomes through grants to areas with high annual
rates of infant mortality. Healthy Start projects address the
disparities in the health of mothers and babies due in part
to inadequate access to care through direct outreach and
client recruitment, health education, case management,
depression screening and referral and interconception care
services.l Healthy Start Projects also use community and
peer outreach, provide medical care and help women and
their families meet basic human needs, such as food and
housing. Compared to the overall national infant mortality
rate of 6.7/1000 live births in 2006, the infant mortality rate for
Healthy Start program participants was 5.7/1000."

Authorized by the Affordable Care Act, the Maternal, Infant,
and Early Childhood Home Visiting (MIECHV) Program is
providing funding to all 50 states, the District of Columbia
and six jurisdictions to support evidence-based home visiting
programs to improve the well-being of families with young
children. Through MIECHYV, states can respond to the diverse
needs of children and families in communities at risk and
provides an unprecedented opportunity for collaboration

and partnership at the federal, state, and community levels
to improve health and development outcomes for at-risk
children through evidence-based home visiting programs.
Many states also are implementing home visiting programs
supported through other mechanisms.

Through comprehensive home visiting programs, nurses,
social workers or other professionals and paraprofessionals
meet with at-risk families in their homes, typically beginning
in pregnancy and assess the strengths and challenges of

the family. Home visiting programs work with families to
provide education and links to services that can make a real
difference in a child’s health, development and ability to learn,
such as health care, developmental services for children,
early education, parenting skills, child abuse prevention and
nutrition education or assistance. Home visiting programs
typically deliver services and supports in the home, where
knowledge about the daily life of a family can ensure
appropriate and needed services are being provided and
promote a supportive one-to-one contact and relationship
between provider and family.” Home visiting programs can
help prevent more long-term costs and promote healthy social
and emotional development in later years.

Other federal initiatives, such as the Early Childhood
Comprehensive Systems (ECCS) program and Project
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LAUNCH have also led to improved early childhood

systems. Since 2003, MCHB supported 49 states, the

District of Columbia, Guam, the Republic of Palau and the
commonwealths of Puerto Rico and the Mariana Islands through
the ECCS program to build and integrate early childhood service
systems that better meet the needs of children and families.
ECCS focuses on five key components — access to care and
medical homes; social-emotional development and mental
health; early care and education; parenting education; and
family support. Each state ECCS program developed a state
plan to incorporate all early childhood systems building and can
be an important asset in state efforts to improve birth outcomes
and reduce infant mortality.

Project LAUNCH is a grant program of the federal Substance
Abuse and Mental Health Services Administration (SAMHSA)
which seeks to promote the wellness of young children from birth
to age eight. Project LAUNCH focuses on improving the systems
that serve young children and address their physical, emotional,
social, cognitive and behavioral growth. Project LAUNCH aims
to have all young children reach their developmental potential,
enter school ready to learn and experience success in the early
grades. SAMHSA currently funds 16 states, one tribe, the District
of Columbia and six other local communities through Project
LAUNCH to work in a designated community over five years,
testing evidence-based practices, improving collaboration among
child-serving organizations and integrating physical and mental
health and substance abuse prevention strategies for children
and their families.

Actions that states can consider to integrate care for women
and infants include the following:

Ensure access to a medical home for all women and infants
that is accessible, continuous, comprehensive, family-centered,
coordinated, compassionate and culturally effective (See
Recommendation S: Improve Access to Health Care for Women

Before, During and After Pregnancy for additional information).

Create health services that provide comprehensive care,
connecting medical and social services with the goal of
improving perinatal outcomes. Specific strategies include:

e Expanding family planning clinics to provide or link to
comprehensive preventive health care for women.

e Providing multi-faceted care coordination that includes
health and parenting education.

Implement innovative models for comprehensive, coordinated
prenatal and interconception care. Specific strategies include:

e Exploring the feasibility of creating a pregnancy
(maternity) medical home model.

e Linking high-risk women (including women who had
a poor birth outcome) to medical, social and other
services following pregnancy to promote health in the
interconception period.
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Recommendation 4 continued

Supporting a continuum of early childhood services to address
family needs. Specific strategies include:

e Supporting comprehensive home visiting programs for all
families at risk for poor birth outcomes that address the
family health, social and emotional needs. The programs
can support interagency and cross-program coordination
to promote entry early in the pregnancy and ensure that
families the best benefits for their needs, including a
central point of intake.

e Integrating home visiting with other programs and
supports, such as with other child and family services,
particularly those focused on the well-being and healthy
development of the child.

Examples

Central Hillsborough Healthy Start Project (Florida)

reachupincorporated.org/chhs.php

Central Hillsborough Healthy Start (CHHS) Project serves
500 moms and 350 babies per year with intensive case
management services. CHHS offers a unique delivery system
of health and social services to pregnant and parenting
(interconception) women while simultaneously providing home
visiting promising practices that implement standardized core
services developed by MCHB. The CHHS program reduced
low birth weight and preterm delivery by roughly 30 percent
among service recipients as compared to nonrecipients."
Additionally, CHHS has worked with other community
organizations to focus on East Tampa social capital and
assets, particularly on building community capacity in
grassroots community organizations and creating avenues for
gainful and creative employment. Since inception, CHHS has
hired and trained more than 50 indigenous nurses, doulas,
outreach workers and clerical staff.

DC Developing Families Center

developingfamilies.org

The DC Develop Families Center is a collaboration of three
non-profit service providers in District of Columbia. The Center
model recognizes the complex and interconnected factors that
contribute to families’ health and well-being through offering
health care (prenatal and birth care, immunizations, childbirth
education, optional out-of-hospital birth setting, Medicaid
enrollment services for pregnant women, postpartum care,
breastfeeding education, family planning, STI screening),
family support (case management and nurse home visits,
teen parenting empowerment program, effective Black

Parenting programs, fatherhood programs, social service
assistance) and early childhood development (age-
appropriate education) services in a wrap-around model.
These services are offered under one roof, encouraging
families to build strong relationships with their providers and
opening up opportunities for comprehensive care. Central
to the model is the empowerment of women and families
with the tools and resources they need to be active in their
own health care and raise healthy children. In addition, the
model incorporates community members in planning and
implementation through a Community Advisory Board that
meets monthly to recommend changes and inform new
policies.

Denver Interconception Health Promotion Initiative
(Colorado)

coloradotrust.org/attachments/0000/3168/
IHPIFinalReport04.pdf

The Interconception Health Promotion Initiative was a
demonstration project funded by The Colorado Trust

and developed at Denver Health from 1995 to 2001. The
purpose was to develop a home-based case management
program for women who previously had a low birth weight
baby, a fetal demise or a baby with congenital anomalies,
and who planned on having more children. The goal was
to improve future pregnancy outcomes. Patients were
recruited at the time of the delivery of a qualifying infant
and received a comprehensive evaluation, followed by
intensive, relationship-based home visitation services.
Home visitation focused on a variety of domains, including
maternal role, follow-up of medical and reproductive
health issues, contraception, and life course. Compared to
qualified women who declined the program, women who
participated were more likely to follow through on their
postpartum care and birth control use. In addition, they had
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a longer interconception period than women who declined
to participate and their subsequent babies were heavier,
less likely to be low birth weight and less likely to require a
stay in the NICU.

Every Child Succeeds (Ohio)

everychildsucceeds.org

Every Child Succeeds (ECS) is a collaborative

program that provides home visits focused on proper
child development for first-time, at-risk mothers, their
babies and families on a regular basis from the time of
pregnancy until the child turns three. Founded in 1999,
ECS uses two national models of home visiting (Healthy
Families America and Nurse-Family Partnership) that are
augmented by organizational enhancements, including
continuous quality improvement, a strong public-private
partnership, community collaboration and integrated
supplemental interventions (e.g., Maternal Depression
Treatment Program). An especially telling measure of
ECS effectiveness is the demonstrated reduction in
infant mortality for ECS children. In a 2007 study, authors
reported a 60 percent reduction in the infant mortality
rate for ECS participants, compared to matched controls.
Unlike in the general population, there are no differences in
infant mortality between African-American and Caucasian
children participating in Every Child Succeeds. Other
studies have found improvements in developmental and
language delays, reductions in the number of parents with
high-risk parenting attitudes and beliefs, and increases in
safe-home environments.

Kentucky HANDS
chfs.ky.gov/dph/mch/ecd/hands.htm

The Health Access Nurturing Development Services
(HANDS) program is a statewide home visitation program
in Kentucky that provides services to first-time parents
who are at risk or overburdened. Established in 1998 to
address high rates of child abuse, the program goals are
to increase positive pregnancy and child health outcomes,
optimize child growth and development, reduce child
maltreatment, and improve family functioning. Previous
evaluation studies have shown lower rates of preterm
birth, child abuse/neglect and infant mortality among
participants. In fiscal year 2011, HANDS served 10,614
families in Kentucky.

Magnolia Project (Florida)
nefhealthystart.org/for-women/magnolia-project
The Magnolia Project is a federally-funded Healthy Start

initiative to improve the health and well-being of women
during their childbearing years (15 to 44 years old) and

reduce infant mortality rates in Jacksonville, Florida. The
project