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INTRODUCTION

The Title V Maternal and Child Health (MCH) Block Grant Program, enacted as part of
the historic passage of the Social Security Act of 1935, is one of the largest Federal
block grant programs and the only Federal program focusing exclusively on improving
the health of all mothers and children. For the last 75 years, Title V legislation has led
the nation in ensuring the health of all mothers, infants, children, adolescents, and
children with special health care needs (CSHCN) — perhaps the broadest mandate of
any Federal program. Title V is administered by the Maternal and Child Health Bureau
(MCHB), part of the Health Resources and Services Administration (HRSA) of the U.S.
Department of Health and Human Services (HHS). Title V goals that are reflected in the
MCH Block Grant Program include:

e Reducing infant mortality and the incidence of disabling conditions among
children

e Increasing the number of children appropriately immunized against disease

e Increasing the percentage of low-income children who receive health
assessments and follow-up diagnostic and treatment services

e Coordinating activities of the Title V programs with those of Medicaid; Women,
Infants and Children (WIC); and other health and developmental disability
programs

e Providing and ensuring access to:
o Comprehensive perinatal health care for women

o Preventive and primary child and adolescent health care services
(including nutritional and developmental services)

o Comprehensive health care, including long-term care services, for
CSHCN

o Access to rehabilitation services for children under 16 years of age who
are blind and disabled and receive benefits under Title XVI, to the extent
medical assistance for such services is not provided under Title XIX

o Facilitating the development of family-centered, community-based, and culturally
competent comprehensive care for CSHCN and their families

e Putting into community practice national preventive health standards and
guidelines (e.g., Bright Futures Guidelines for Health Supervision of Infants,
Children, and Adolescents)

e Providing information to parents about health care practitioners who provide
services under Title V and Title XIX

Since its inception, Title V has functioned as a federal-state partnership, with programs
designed to identify and address persistent and emerging health issues of women,
children, and families, and to measure the performance of such efforts. Over the years,
despite conversion into a block grant program and refinements to increase
accountability, Title V has remained a highly flexible source of Federal funding that
states may use to develop and support a wide range of health-related services. States
enjoy a great deal of freedom in determining priorities and allocating these Federal funds
in order to most appropriately serve the needs of their particular populations. This
flexibility has allowed states to develop effective and cost-efficient approaches to health
service delivery through tailored programs and policies.
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Title V legislation requires each state to conduct a statewide needs assessment every
five years in order to identify the need for:

e Preventive and primary care services for pregnant women, mothers and infants
up to age one

e Preventive and primary care services for children, and
e Services for children with special health care needs

This document has been prepared by the Florida Department of Health (DOH), as the
agency responsible for the administration of Title V in Florida, in order to comply with this
mandate, providing a comprehensive review of the current maternal and child health
care needs of these population groups and an analysis of the Department’s capacity to
identify and address those needs. DOH also took the approach of integrating its
capacity assessment into its assessment of Florida’s overall needs. Two key factors in
the selection of final priorities by central office management staff in these two Divisions
were the agency’s 1) ability to utilize existing resources and 2) ability to control the
outcome.

As part of the needs assessment process, DOH and its stakeholders have defined eight
top priorities upon which to focus efforts and resources over the next five years. In
addition, DOH has chosen three broad themes for service delivery that are so universal
in importance that they infuse every strategy for addressing each of the eight priorities.
The needs assessment process resulting in the selection of these priorities and themes
will be discussed in detail in the pages that follow.

For 2010, the reader will find this Title V Needs Assessment more data-driven than in
previous years, and it will play a critical role in the state’s ongoing planning cycle, taking
in to account the importance of policy making, program development and resource
allocation in public health.



SECTION 1 - PROCESS FOR CONDUCTING NEEDS
ASSESSMENT

GOALS AND VISION

The goals for Florida’s 2010 Title V Needs Assessment are deeply rooted in the vision,
mission and goals of the federal and state agencies established to work toward assuring
the health of all American women and children. Nearly a century ago, prior to the
genesis of the historic Title V legislation, Congress recognized the special vulnerability of
women, infants and children by creating the Children’s Bureau and setting this noble
goal:

"To investigate and report upon all matters pertaining to the welfare
of children and child life among all classes of our people”

--P.L. 62-116; April 1912

For 75 years, beginning with its enactment in 1935 in Sections 501-510 of the Social
Security Act, Title V legislation authorizing the creation of maternal and child health
programs has echoed its predecessor in its own all-encompassing vision:

“To serve all children, to try to work out standards of care and protection which shall give
to every child [a] fair chance in the world”

As the agency responsible for administering the Title V program in Florida, the
Department of Health (DOH) has defined its broad mission to reflect these national
precedents:

“To promote, protect and improve the health of all people in Florida”

Within the DOH, maternal and child health responsibilities are divided between the
Division of Family Health Services (addressing health of all women and children) and the
Division of Children’s Medical Services (focusing on health for children with special
health care needs) to specifically promote, protect and improve the health of Florida’s
women and children. Each of these DOH divisions is driven by objectives for their
distinct service area that function as the cornerstone for defining their goal(s) for the
2010 Title V Needs Assessment process.

FAMILY HEALTH SERVICES

The Bureau of Family and Community Health (FCH) is the primary entity associated with
maternal-child health (MCH) functions and activities in Florida. Within the Bureau are
the Infant, Maternal and Reproductive Health Unit and the Maternal Child Practice and
Analysis Unit. Throughout this document, the acronym MCH will be used
interchangeably with FCH when referencing the functions of this Bureau.

MCH, which has adopted the slogan “Helping People Make Healthy Choices”, strives to
enhance quality of life by preventing mortality and reducing morbidity of infants, women
and families through the following activities:

¢ Assessing the statewide health indicator status of the childbearing population
and their infants and toddlers in Florida



o Developing policies and programs that assure access to quality health services

e Providing training, quality improvement and technical assistance to Healthy Start
Coalitions and County Health Departments to assure that services are both
effective and efficient

It is important to point out that in Florida, consistent with a life-span perspective of
health, the concept of maternal and child health incorporates all women of child-bearing
age in the population to be served, instead of limiting services to pregnant women and
mothers. By expanding this population segment, Florida seeks to promote the health of
both mothers and infants by increasing the likelihood of women being healthy before
they become pregnant.

Based on these comprehensive endeavors, the MCH leadership team identified both
short- and long-term goals for the 2010 Needs Assessment Process:

e Short-term: Identify both the strengths and weaknesses of Florida’s systems of
care, determine the state’s capacity to meet those needs, and set priorities in
order to allocate resources to address needs effectively and;

o Long-term: Re-examine the program planning priorities and align programs,
policies, and resources to address the most important maternal and child health
issues in the state.

To implement these ambitious goals, the MCH Needs Assessment Stakeholder Advisory
Group (see Section 2) was established for the singular purpose of identifying the health
priorities for two of the three Title V Block Grant population segments for the 2010 Title V
application:

¢ Pregnant women, mothers and infants
e Children and adolescents

Notice that adolescents are included in the second population group, acknowledging
Florida’s identified need to extend services to youth, including young girls who reach
child-bearing age. Decreasing the incidence of teen pregnancy and encouraging
avoidance of unhealthy and risky behaviors among adolescents are key elements of a
model aimed at improving the health of future mothers and infants.

CHILDREN’S MEDICAL SERVICES

The Division of Children’s Medical Services (CMS), through its CMS Network (CMSN)
and CMS Prevention and Intervention divisions, strives to protect the health and safety
of Florida’s youngest citizens who have special health care needs — the third population
segment for the 2010 Title V Block Grant application — and their families. CMSN
administers Florida’s Title V program for Children with Special Health Care Needs
(CSHCN) and is the principal provider to this targeted population via Florida’s KidCare
Program, the State Children’s Health Insurance Program. The Network provides a
comprehensive system of medical, developmental and supporting services for eligible
children through 22 CMS area offices, 15 Early Steps offices, 12 Primary Care projects,
and contracted specialty programs located throughout Florida.

CMS has adopted the Maternal and Child Health Bureau’s (MCHB’s) National Goals as
its Six Program Goals for Florida:



Goal # 1: All children who are enrolled in CMS programs and their families will
partner in decision-making at all levels and will be satisfied with the
services they receive.

Goal # 2: All children who are enrolled in CMS programs will receive
coordinated, ongoing, comprehensive care within a medical home.

Goal # 3: All children enrolled in CMS programs and their families will have the
resources to fund services within the guidelines of the CMS program.

Goal # 4: All children will be screened early and continuously assessed for
emerging or changing special health care needs.

Goal # 5: CMS offices will identify culturally competent, comprehensive
community-based service systems for all children enrolled in CMS
programs and their families.

Goal # 6: Beginning at age 12, all teens and young adults with special health
care needs who are enrolled in the CMS Network and their families
will receive the services needed to make transitions to all aspects of
adult life, including adult health care, work, and independence.

Guided by these six MCHB goals, CMS is founded on the following ambitious vision and
exemplary mission:

CMS Vision:
“Lead the nation in quality health care to enable children with special needs to reach
their highest potential.”
CMS Mission:

“Champion excellence in the delivery of health care to children with special needs
through a comprehensive system of care.”

CMS’s Strategic Goals are aligned with the Sterling Criteria for Organizational
Performance Excellence. The Florida Sterling Council was established in 1992, with
support from the Executive Office of the Governor, to promote significant improvement
and achievement in organizational management in both the public and private sectors.
The Governor’s Sterling Award is recognized as the preeminent state award process in
the nation. The Sterling Criteria are:

e Leadership o Process Management

e Strategic Planning (Transition)

o Process Management
(Screening)

e Organizational Performance
Results

e Customer and Market Focus

e Measurement, Analysis and
Knowledge Management

¢ Human Resource Focus

CMS'’s primary goal for the 2010 Title V Needs Assessment (NA) Process was designed
to assure that a system is in place for its targeted population:

Identify the service and organizational components required to implement and
strengthen a community-based, family-centered, culturally competent, coordinated
system of comprehensive care within the context of a medical home for Children with
Special Health Care Needs and for their families who live in Florida.
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The purpose of CMSN’s collaboration with their leadership partners throughout Florida in
creating a CMS Needs Assessment Team for the 2010 Title V NA Process was to:

e Establish an agenda for action
e Justify holistically expedient decisions
¢ Identify perceived unmet needs of families

How THE 2010 NEEDS ASSESSMENT WILL BE USED BY FLORIDA

The 2010 Title V Five-Year Needs Assessment (NA) process provides DOH
leadership, stakeholders and partners throughout Florida a framework to
systematically assess current and emerging health needs of mothers and children, to
evaluate the effectiveness of delivery systems in place, and to examine the full
spectrum of agency capacity required to address the most urgent priority issues. In
preparing this document, participants were guided by the vision, mission and goals
enacted nearly a century ago that evolved to shape the specific goals of the 2010
NA process. Through ongoing collaboration with MCH and CMSN advisors across
the state at every step of the process, DOH now has the information needed to move
forward in the next five years in improving both local service delivery and overall
health outcomes for the mothers and children it serves.

The findings presented here will guide strategic planning efforts to expand the MCH
and CMS infrastructure, to develop or modify performance measures to gauge
success, and to improve the design and delivery of direct, population-based health
services provided through state and local agencies and private health care
providers. This NA document will be distributed to partners and stakeholders
statewide and posted on the department website, serving as a catalyst to encourage
further ongoing discussion, foster more intense and consistent collaboration, and
support continuous assessment of program effectiveness. The application of the
findings captured here will assure that policies, programs and resources of MCH and
CMS are utilized equitably in protecting and promoting the health of the women and
children in Florida.

LEADERSHIP

The Florida Department of Health’s central office leadership team for the 2010 Title V
Needs Assessment Process is comprised of the following seven health care
professionals:

Annette Phelps, A.R.N.P., M.S.N.

Annette Phelps has served as Division Director of Family Health Services (FHS)
since 2002. In that capacity, she provides leadership, policy and procedural direction
for five bureaus, including the Bureau of Family and Community Health, where she
served as Bureau Chief and was the Executive Community Health Nursing Director
in the Office of Maternal and Child Health (currently renamed to Infant, Maternal and
Reproductive Health, or IMRH) prior to holding her current position. Serving as State
Title V Director, she shares the role of primary Title V contact with the Division
Director of Children’s Medical Services, Dr. Phyllis Sloyer.
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Phyllis Sloyer, R.N., Ph.D.

Since 1996, Dr. Sloyer has served as Division Director for the Children’s Medical
Services Network (CMSN) and the Title V CSHCN Director. She has provided
leadership in developing CSHCN systems of care in CMS since 1979 and previously
served as Associate Director of the National Center for Policy Coordination at the
Institute of Child Health Policy from 1990-1993. She is past Treasurer and current
President of the Association of Maternal and Child Health Programs (AMCHP), an
honorary fellow of the American Academy of Pediatrics, and a fellow of the Academy
of Healthcare Management. Dr. Sloyer received the Title V Director of the Year
Award in 2006 and the Vince Hutchins Partnership Award in 2009.

Terrye Bradley, M.S.W.

Ms. Bradley joined the Department of Health in 2002 as the Bureau Chief for the
Bureau of Family and Community Health. She worked briefly in the Department of
Juvenile Justice, where she served as the Chief of Volunteer Services. Prior to her
work with the Department of Juvenile Justice, Ms. Bradley was the Chief Operating
Officer for an eight-site Community Health Center. She also worked several years as
an administrator within a community-based hospice program.

William M. Sappenfield, M.D., M.P.H.

Dr. Sappenfield has served as the State MCH Epidemiologist since 2005, leading the
FHS planning efforts to develop the agency’s epidemiology and evaluation capacity.
He is Director of the MCH Practice and Analysis Unit, which aims to enhance and
support policy and program decision-making through surveillance, health monitoring,
epidemiology investigations, evaluation, training and capacity building. During his 20
years with the Centers for Disease Control and Prevention prior to joining DOH, he
spearheaded national efforts to develop maternal and child health epidemiology
capacity in state and local public health agencies. Dr. Sappenfield serves as IMRH’s
consultant to the MCH Needs Assessment Process and assisted in the development,
design and analysis of the 2010 Needs Assessment Survey.

Kris-Tena Albers, A.R.N.P., C.N.M., M.N.

Kris-Tena Albers, Executive Community Health Nursing Director in the IMRH Unit
since 2008, has oversight for the Title V MCH Needs Assessment Process and the
statewide MCH, Healthy Start and Family Planning programs. She has prior work
experience within the DOH in the Offices of Public Health Preparedness and Public
Health Nursing. Before entering the public sector, Ms. Albers was a certified nurse
midwife, an adjunct professor for nursing students, and served in other nursing
positions focused on women’s health issues.

Karen Wiggins, R.N.

In 2000, Karen S. Wiggins joined the DOH after 21 years in the private sector, where
her clinical expertise included emergency services, pediatric nursing, pediatric
trauma care, and injury prevention. For nine of those years, she was the trauma
program manager at Miami Children's Hospital, serving as founder and leader of the
Dade County SAFE KIDS Coalition. Prior to becoming the Director of the Child and
Adolescent Health Unit in the DOH, Ms. Wiggins served as Executive Community
Health Nursing Director in the DOH’s Emergency Medical Services Bureau, with
primary responsibility for the Emergency Medical Services for Children Program.
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Charlotte Curtis, R.N., B.S.N., C.P.M.

Prior to joining CMS in 2006 as the Executive Community Health Nursing Director for
the Partners in Care: Together for Kids Program/CHIPACC, Charlotte Curtis’ work
experience with DOH dates back to 1998. She formerly served as Nursing
Consultant for the Maternal and Child Health Unit and Executive Community Health
Nursing Director for the Child and Adolescent Health Unit. Ms. Curtis’ involvement in
the development, implementation and expansion of the first publicly funded palliative
care program in the nation lead to her current role in providing technical assistance
to other states hoping to replicate Florida’s model. She has oversight of the Title V
CMSN Needs Assessment Process.

METHODOLOGY

To clarify the 2010 Title V Needs Assessment Process for all parties involved, MCH
leadership developed five steps to outline the overall framework and clearly
communicate the scope of the 15-month implementation plan:

Step 1. Compile and summarize the potential health needs for consideration by
population group

¢ Review official reports from various state and local task forces, organizations
and groups
e Review the reports of various statewide and community listening projects

¢ Request public submission of potential needs by email, website and/or
statewide conference call

e Collect input from individuals on the Stakeholder Advisory Group

e Summarize the lists of potential needs for approval by the Stakeholder
Advisory Group

Step 2. Prioritize the potential health needs by population groups for the roughly
top 10 needs per population group to be fully assessed

e Electronically survey stakeholders, partners, providers and consumers on
priorities and permit submission of new needs

¢ Review of the top ten identified needs for each population group by the
Stakeholder Advisory Group

¢ Final selection of top priority needs for each population group by DOH
leadership

Step 3. Assess strengths, capacity, and gaps related to the roughly top ten needs
for each population group

¢ Conduct and provide a written assessment of available qualitative and
quantitative data, as well as assess the department’s capacity to respond

o Meet with key population stakeholder groups to review and discuss
¢ Review and discussion by the Stakeholder Advisory Group

Step 4. Prioritize the final list of priorities across population groups
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¢ Review the priorities with the Stakeholder Advisory Group and obtain
recommendations

e Decision by DOH leadership on the final priorities

Step 5. Develop Departmental plans to address the identified priorities
The critical requirements of the 2010 Title V Needs Assessment Process for MCH were:

e Engagement of partners (see Section 2)
e DOH leadership support
¢ Data compilation and analysis (see Section 3)

To fully engage partners in the process, the Stakeholder Advisory Group, representing a
broad spectrum of MCH leaders from the public and private sectors across the state
(see Section 2), was established in the Spring of 2009 to function in an advisory capacity
to the MCH central office leadership team. In each of the five steps of the process, the
MCH group collaborated with the CMS Needs Assessment Team to identify, rank,
evaluate and ultimately select the DOH'’s top priorities for 2010-2015.

Step 1

Step 1 implementation consisted of an extensive review of the most current MCH data
available from a wide variety of published reports and information sources (see Data
Sources subsection below), as well as a reassessment of the priorities identified in the
2005 Title V Needs Assessment. In like manner, CMS’ leadership partners collected
and reviewed a diverse array of publications, including national survey data to compare
outcomes between Florida and the nation as a whole, as an initial step in their NA
process. Ensuing communication through face-to-face meetings, conference calls, and
email enabled frequent dialogue and idea exchange, resulting in the compilation of a
comprehensive, summarized list of potential maternal and child health needs, including
adolescents and CSHCN, through consensus of the MCH Stakeholder Advisory Group,
the CMS Needs Assessment Team, and DOH central office leadership.

Step 2

Utilizing the 90 potential needs identified by all parties in Step 1 as a foundation, MCH
and CMS leadership moved on to Step 2 by collaborating to design and develop a web-
based Needs Assessment (NA) Survey to function as a tool for objectively ranking and
prioritizing those needs. By soliciting and encouraging input from families, individual and
institutional providers, and relevant government entities, the survey was designed to
function as a channel to assure the inclusion of the opinions of a broad cross-section of
experts and stakeholders. The survey also served as a mechanism to gauge the current
status of MCH and CMS capacity in responding to clients with whom they interact, to
define additional programmatic needs, to identify obstacles to the service-delivery
process and goal achievement, and to determine emerging issues of concern since the
last needs assessment in 2005.

A key feature of the design of the NA Survey was its focus on a specific area of Capacity
Assessment. Using the Public Health Ten Essential Services as a framework (see
Section 4), the survey asked respondents to assess the performance of DOH central
office staff in responding to its constituents and clients. To control for respondent bias,
responses were disaggregated according to the responder’s classification as either a
DOH central office employee in the Capital Circle Office Complex (CCOC) in
Tallahassee, FL, or a Non-CCOC partner. Non-CCOC respondents included staff in
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County Health Departments (CHDs), CMS area offices, or state and local non-DOH
service centers, such as Healthy Start Coalitions. Analysis of the survey results related
to agency capacity could then isolate areas needing improvement by DOH central staff,
to inform and enhance the capacity assessment analysis.

DOH central leadership requested suggestions from the MCH Stakeholder Advisory
Group and from the CMS Needs Assessment Team in creating a list of potential survey
recipients. The final survey distribution list included a wide spectrum of partners:

e Assistant Community Health e County Health Department
Nursing Directors Nursing Directors

e CMS Early Step Directors ¢ Disease Control — Environmental

e CMS Family Health Partners Health

e CMS Regional Nursing Directors e Early Childhood Team

e CMS Nurse Consultants e Healthy Start Coalition Executive

e CMS Nursing Directors Directors _ _
CMS Nursing S : e March of Dimes Prematurity

. ursing u.perwsors Work Group

* CMS Program Directors, « MCH Central Office Leadership
Managers

Team
¢ Preconception Health Council

e Pregnancy Associated Mortality
Review Team

e Community Health Nursing
Directors

e County Health Department
Administrators

e County Health Department
Directors

The NA survey was distributed to partners and stakeholders in two “waves”. In the first
wave, 215 primary stakeholders received an email on August 19, 2009, directing them to
a website for completion of the online survey. 129 responses were garnered from this
wave, resulting in a 60% response rate. On August 27, 2009, the second wave was
initiated by another email to the same distribution list, but with new instructions to “relay”
the survey to other associates who play key roles in service delivery or decision-making
in the area of maternal and child health. Distribution of the survey to as many
stakeholders as possible in this manner is problematic from an analysis standpoint
because there is no way to accurately determine how many MCH and CMS stakeholders
actually received the survey. From this second wave, 260 responses were returned,
yielding a total of 389 returned surveys from both waves. Because there is no way to
determine how many potential respondents received the second wave of surveys, no
response rate can be determined for either the second phase or for the total survey
process. However, careful comparisons in the ranking of priorities between the first and
second wave responses indicated there was no statistically significant difference in the
distribution of priority rankings between the two waves. The cut-off date for receiving
survey responses was set at September 12, 2009.

A breakout of the 129 wave 1 survey respondents according to their organization or
affiliation is provided below:

e County Health Department e County Health Department
Directors Nursing Directors

14



e County Health Department e CCOC Executive Staff

Administrators e CCOC Performance
e CMS Managers Improvement
e CMS Nursing Directors e CCOC Public Health Nursing
e CCOC CMS e CCOC Family Health Services
e CCOC Disease Control e CCOC Women’s Health
e CCOC Environmental Health e Healthy Start Executive Directors

In October 2009, the MCH Stakeholder Advisory Group met formally to review the
results of the Needs Assessment Survey, to discuss the ranking of the priorities and to
combine and/or re-state priorities, where appropriate, by population group. The group
review process considered using four types of prioritization techniques to build
consensus and support:

¢ Group consensus e Qsort

e Voting e Criteria-based rating

Criteria-based decision-making, which was chosen as the primary method used in the
rationalization process for determining maternal and child health priorities, takes into
account seven paradigms, as described in Step 3 below.
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At the conclusion of this ranking process, 22 priorities were identified by population
group for MCH: seven each for the Women of Childbearing Age and for the Pregnant
Women and Infants categories, and eight for the Children and Adolescent category, as
shown below:

Women of Childbearing Age:

1. Health care for uninsured and underinsured women/ Primary care or medical
home

Obesity/Physical activity

Unintended and unwanted pregnancy

Psychosocial health issues (including domestic violence)
Preconception health screening and education by health care provider

Iron deficiency anemia in pregnant women, postpartum women, and women of
childbearing age

7. Tobacco use

ok wh

Pregnant Women and Infants:

1. Prenatal care for uninsured women

Perinatal care for uninsured and underinsured high-risk women and infants
Infant abuse and neglect

Obesity/Physical Activity

Low maternal weight gain

ok wh

Simplifying the Medicaid application process
7. Safe infant sleep behaviors
Children and Adolescents:

1. Teen pregnancy and sexually transmitted diseases
Obesity/Physical activity

Mental, developmental and behavioral health ilssues
Dental care, both preventative and treatment
Underage drinking

Depression and suicide

NOo O R D

. Tobacco use

8. Injury and death due to motor vehicles
These are discussed in detail in Section 3. For CMS, the NA survey results provided a
starting point for intense discussion among members of the CMS Needs Assessment

Team by initially ranking the following 18 priorities for Children and Adolescents with
Special Health Care needs:
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Priority Count| Percent Rank

Care coordination services 192 49.4% 1
Early intervention services for infant and toddlers 187 48.1% 2
Health insurance coverage 151 38.8% 3
Mental health and behavioral health services 132 33.9% 4
Transition of care to all aspects of adult life 117 30.1% 5
Vocation educational and life skills training 108 27.8% 6
Respite care 104 26.7% 7
Primary care and medical home 84 21.6% 8
Specialty care 81 20.8% 9
Families as partners in policies and delivery of care 79 20.3% 10
Dental services 78 20.1% 11
School health nurses and services 77 19.8% 12
Prevention of hospitalization of children with chronic illnesses 71 18.3% 13
Physical, mental and sexual abuse 66 17.0% 14
Obesity 63 16.2% 15
Home health based services 60 15.4% 16
Depression and Suicide 43 11.1% 17
Nutritional and special foods 0 0.0% 18
Not sure 34 8.7%

No Response 10 2.6%

Step 3

MCH central office staff worked diligently to compile and complete summaries of each
identified priority by population group and to design a priority ranking spreadsheet, in
order to create a rational analysis process by which all participants could systematically
finalize the top MCH priorities for the next five years. By January 25, 2010, members of
the Stakeholder Advisory Group were emailed documents outlining the structure and
format of the upcoming summaries, to familiarize them with the process before the
actual summaries were distributed. Each summary would include an overall issue
description plus seven subsections, based on criteria-based prioritization topics, as
follows:
1. Definition and General Description of the Issue/Problem
2. Narrative Regarding the Selection Criteria

e Magnitude of the health outcomes for the state

e Severity/Consequences based on qualitative and quantitative data

e Trend data

¢ National/State Goals

¢ Potential for Improvement

e DOH Capacity

e Current State Priority or Objective
A sample summary was provided for participant review during the weeks before all
summaries would be emailed in mid-February. The final document sent via email was a

Stakeholder Ranking Summary Sheet to be used for assigning numerical rankings to
each identified priority according to the seven selection criteria in the outline above.

Summary documents were then compiled by DOH central office staff for each of their
MCH population groups, creating three separate reports that were distributed via email
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to the advisory group on February 16, 2010. In addition to the ranking summary sheet,
participants received a document to assist them in better understanding the scoring
criteria. Results of the review and scoring process were to be reported to MCH
leadership by March 2, 2010. This date was later extended to March 9, 2010, to allow
more time for participant review and to collect as many responses as possible.

The CMS Needs Assessment Team also worked diligently to compile and present data
addressing each of the 18 priorities identified and ranked in the NA survey to its
membership of advisors and management staff. As a result of ongoing discussion and
collaboration, some priority categories were collapsed and re-ranked for subsequent
voting.

Step 4

After a thorough compilation of ranking results, an MCH conference call was held with
review participants on March 15, 2010, to discuss the review process, the outcomes of
the systemized rankings, and to reach consensus on the top maternal and child health
priorities for the state. The outcome of the rankings of the 22 priorities is presented
below:

Average of Rank
total (1= highest
Population Issue scores priority)
WCA Unintended and unwanted pregnancy 22.85 1
CA Mental, Developmental and Behavioral Health Issues 21.50 2
WCA Preconception health screening and education 21.45 3
Perinatal care for uninsured and underinsured high risk women
PWI and infants 21.42 4
WCA Tobacco Use - women 21.25 5
PWI Simplifying the Medicaid application process 21.10 6
WCA Obesity/Physical Activity - Women 21.10 6
CA Dental care, both preventative and treatment 21.00 8
Health care for uninsured and underinsured women/Primary

WCA care or medical home 21.00 8
CA Teen pregnancy and sexually transmitted diseases 20.95 10
PWI Safe infant sleep behaviors 20.95 10
CA Tobacco use - adolescents 20.90 12
WCA Iron deficiency anemia 20.90 12
PWI Prenatal care for uninsured women 20.75 14
CA Obesity/Physical Activity - Children 20.40 15
CA Under aged Drinking 20.10 16
CA Depression and suicide 19.40 17
PWI Infant abuse and neglect 19.40 17
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PWI Obesity/Physical Activity - Pregnant women 19.35 19
CA Injury and death due to motor vehicles 19.05 20
PWI Low Maternal Weight Gain 18.47 21
WCA Psychosocial Health Issues 18.15 22

CA = Children and Adolescents

PWI = Pregnant Women and Infants

WCA = Women of Childbearing age

After a thorough review by the MCH central office leadership team during the next week,
five final priorities were established on March 24, 2010 (see Section 5).

CMS central office management determined its final priorities by analyzing data from
several sources, such as the National Survey of Children with Special Health Care
Needs, CMSN annual reports, and the following documents:

¢ Florida Institute for Family Involvement 2008 Quarterly Report (issues reported
by families)

¢ Journal of the American Academy of Pediatrics, a supplement to Pediatrics:
National and State-specific Findings for the National Survey of Children’s Health

¢ Florida Chartbook: FLICHQ

¢ Florida Strategic Plan for Health Care Transition, Task Force Report, 2008
e 2005 MCH Needs Assessment

e 2009 MCH Needs Assessment Survey

CMS leadership then reviewed the six MCHB performance goals, taking into
consideration the Department’s focus on improving overall access to health care,
establishing medical homes and transitioning health services for its population group.
Special emphasis was placed on relevant data pertaining to children’s health, financial
resources, and community/system needs, as well as legislative, political, and other
internal/external mandates that CMS is required to implement, regardless of the results
of the NA survey and process. Analysis by central office program experts resulted in the
creation of a white paper entitled The Title V and Children with Special Health Care
Needs 2010 Needs Assessment. This comprehensive document summarized the
rationale for the priority ranking/selection process, provided data justifying the priorities
chosen for analysis, and presented the Department’s current capacity to address those
priorities via established programs and initiatives. The CMS Needs Assessment Team
met over several months in the Fall of 2009 and completed the selection of its top three
priorities by January 2010 (see Section 5).

Step 5

The next step in the NA process for both MCH and CMS was the establishment of a five-
year work plan by the Infant, Maternal and Reproductive Health Unit and CMSN,
respectively, to address the identified priorities.

On March 26, 2010, just two days after finalizing MCH'’s top priorities, an MCH Needs

Assessment Stakeholder Advisory Group conference call was held to share the
performance measure for each priority and to obtain input from the group regarding
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specific strategies for addressing those priorities in order to make a positive impact on
MCH in Florida. A chart of 2010-2015 priorities, performance measures, and
background information was distributed to each group member. Ensuing discussion
included a review of existing programs and their effectiveness, followed by suggestions
for improving those programs and/or developing new initiatives. See Section 5 for
detailed coverage of the MCH performance measures and strategies resulting from this
conference call.

The CMS white paper described above included numerous state performance measures
aligned with national performance measures to address its three top priorities for 2010-
2015. These measures will provide the framework for structuring a strategic plan to
address those priorities and achieve optimal outcomes over the next five years.

METHODS FOR ASSESSING THREE MCH POPULATIONS

The construct of the Needs Assessment Survey permitted collection and evaluation of
the most current available data by four distinct population categories:

e Women of Childbearing Age

e Pregnant Women and Infants

e Children and Adolescents

e Children and Adolescents with Special Health Care Needs

As mentioned earlier in this Section, the first two population segments above are
breakouts of the general population category “pregnant woman, mothers and infants”.
This category breakout is part of a new direction in MCH that enables priority ranking
and capacity evaluation for each of these distinct cohorts, which is more in line with
service delivery venues in Florida. By including women of childbearing age as a
separate client group, DOH has expanded the served population beyond the HRSA
requirements. To promote health in all women, Florida espouses a preventive
philosophy in recognizing that positive pregnancy outcomes are increased when women
are healthy before becoming pregnant. This significantly broadens the scope of public
entitlement to health services.

Adolescents were included in the third and fourth population segments surveyed to
enable the survey to be utilized by DOH staff specifically targeting the health of Florida’s
youth. A newly developed Office of Positive Youth Development (PYD) incorporates the
fundamentals of abstinence education into a broader adolescent health education
model. PYD focuses on building assets in youth to help them avoid all risky behavior,
including but not limited to premarital sex, drug and alcohol abuse, tobacco use,
unintentional injury and obesity. These behaviors directly impact the health of
tomorrow’s mothers and infants.

The NA survey presented 23 priority classifications for each of the first two population
categories, 26 classifications for Children and Adolescents, and 18 classifications for
Children and Adolescents with Special Health Care Needs. Respondents ranked each
of those 90 priorities within the appropriate population group. At the conclusion of the
survey ranking phase, 22 priorities were selected by MCH for the next stage, and 18
priorities were identified by CMS to review and collapse as their NA process continued.

MCH’s three detailed summary reports of the 22 priorities identified in the survey phase,
one report for each targeted population group, provided stakeholders the opportunities to
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participate in a systematic, rational, criteria-based process leading to selection of the
final top MCH priorities by the DOH leadership team.

To assess the needs of CSHCNs, the CMS Needs Assessment Team incorporated the
NA survey into their review of 2005 state priorities and comparisons of outcomes
between Florida and the nation as whole. Performance measure data for each of the six
goals listed previously were examined in conjunction with a CSHCN national survey that
compared Florida’s core outcomes to the nation, covering the following 15 indicators:

Extent to which CSHCN'’s health conditions affect their daily activities
CSHCN ages 5-17 missing 11 or more school days due to illness
CSHCN without insurance at some time during the past year

CSHCN without insurance at the time of the survey

Currently insured CSHCN whose insurance coverage is not adequate

o0k Wb~

CSHCN with any unmet need for any of 15 specific health care services or
equipment, past 12 months

™~

CSHCN ages 0-17 with any unmet need for family support services

8. CSHCN ages 0-17 needing a referral for specialty care/services and having
problems getting it

9. CSHCN without a usual source of care when sick
10. CSHCN without any personal doctor or nurse
11. CSHCN without family-centered care

12. CSHCN whose families pay $1,000 or more out-of-pocket in medical expenses
for child, past 12 months

13. CSHCN whose families experienced financial problems due to child’s health
conditions

14. CSHCN whose families spend 11 or more hours per week providing and/or
coordinating child’s health care

15. CSHCN whose health conditions cause family members to cut back or stop
working.

The survey and summary review instruments were intended to be used in assessing the
major components necessary to ensure that a system of care will be provided that meets
the unique needs of each of the three population groups targeted by HRSA in the Needs
Assessment process.

METHODS FOR ASSESSING STATE CAPACITY

Assessing the overall capacity of the health delivery system in Florida began with a
thorough examination of each local and state MCH and CMS program currently in place,
consideration of changes to those programs since 2005, and analysis of data such as
the number of clients served and shifts in outcome measures in each program over the
last five years. The Department’s website features some of the data from the
Community Health Assessment Resource Tool System (CHARTS) that were used as a
guide in identifying areas where state capacity could be expanded to better serve the
health needs of Florida’s women and children. This evaluation process prompted
discussions centered on individual and collective program effectiveness and
improvements needed to address the identified priorities. It also pointed out gaps in the
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overall system of service delivery and targeted areas where the capacity for agency
response was minimal or lacking.

The next step involved a comprehensive review of DOH’s current organizational
structure and infrastructure, changes in the roster of medical experts working in and with
the agency, and updates on legislative changes in recent years that could impact the
Department’s ability to address its priorities and implement needed programmatic
improvements. As part of this review, DOH leadership focused on the political climate in
Florida, especially in the area of confronting emerging issues that could require new
initiatives in the MCH and CMS arenas during a period of overall decline in the state and
national economy.

As stated previously, the NA Survey was designed to include a means of measuring the
current capacity of the DOH central office in responding to the needs of constituents and
clients that it serves. Thus, the needs assessed through this instrument were limited to
those of stakeholders whose services require support from DOH. However, lessons
learned from the analysis of survey respondents shaped the planning of activities and
tasks to enhance internal agency capacity in serving this client group.

DOH capacity information was included in each of the summary reports for MCH’s three
population groups, providing valuable insight in narrowing 22 priorities down to the final
five MCH priorities.

DATA SOURCES

The 2005 needs assessment process revealed a need for increased state and local data
analysis capacity, and the 2010 NA survey results confirmed this perception in
discovering that respondents felt a need for better integration of data trends and
program activities. DOH leadership responded by charging its staff with making the
2010 NA process more data-driven than previous five-year assessments.

MCH data resources for the 2010 Title V Needs Assessment Process included:

¢ Alan Guttmacher Institute

¢ American Congress of Obstetricians and Gynecologists

e Behavioral Risk Factor Surveillance Survey (BRFSS)

e DOH 2009 Needs Assessment Survey

¢ Florida Community Health Assessment Resource Tool (CHARTS)
¢ Florida County Health Department Health Management System
e Florida Department of Highway Safety and Motor Vehicles

e Florida Medicaid Management Information System

o Florida Vital Statistics data

¢ Florida Youth Substance Abuse Survey

¢ Florida Youth Tobacco Survey

e Healthy People 2010

e Healthy Start Coalition service delivery plans

e Healthy Start Executive Summary reports

¢ Institute of Medicine
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o Kaiser Family Foundation

e March of Dimes

e MCH Advisory Committee meetings and conference calls

¢ National Early Intervention Longitudinal Study

¢ National Health and Nutrition Examination Survey

o National Vital Statistics data from the National Center for Health Statistics
e Pediatric Nutrition Surveillance System

e Pregnancy Associated Mortality Review (PAMR) annual reports
e Pregnancy Nutrition Surveillance System

e Pregnancy Risk Assessment Monitoring System (PRAMS)

¢ Rand Corporation

e US Census Bureau

¢ Youth Risk Behavior Surveillance System

CMS collected data for the 2010 Title V Needs Assessment Process from the following
sources:

e Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of
Children with Special Health Care Needs, Data Resource Center for Child and
Adolescent Health website. Retrieved 09/29/09 from www.cshcndata.org.

e Children’s Multidisciplinary Assessment Team (CMAT) Program 2008-2009
e CMS 2009 Leadership Meetings

e CMS Brain and Spinal Cord Injury Program

e CMS Satisfaction Report 2008-2009

e DOH 2009 Needs Assessment Survey

e DOH Executive Leadership Strategic Objectives 2009

e Florida Health Care Transition Services Task Force for Youth and Young Adults
with Disabilities Report and Recommendations 2009

e Florida Interagency Coordinating Council for Infants and Toddlers 2008-2009
Annual Report

e Florida KidCare Coordinating Council 2010 Annual Report and
Recommendations

e Integrated Care Systems Report 2008-2009

¢ Medical Foster Care Program

¢ National Goals and National Performance Measures

e Partners in Care: Together for Kids Annual Report 2008-2009
e Primary Care Bureau Annual Report 2007-2008

e Regional Perinatal Intensive Care Centers (RPICC) Annual Report, Fiscal Year
2008-2009
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e State of Florida, Annual Report, Early Intervention Services (Fiscal Year 2008-
2009)

e U.S. Department of Health and Human Services, Health Resources and Services
Administration, Maternal and Child Health Bureau. The National Survey of
Children with Special Health Care Needs Chartbook 2005-2006. Rockville,
Maryland: U.S. Department of Health and Human Services, 2008.

LINKAGE BETWEEN ASSESSMENT, CAPACITY, AND PRIORITIES

Throughout the NA process, both needs and capacity were assessed in an iterative
process to select priorities. Activities linking assessment, capacity and priorities
unfolded as follows:

¢ Information gathered from the NA survey, national surveys, publications, and a
series of discussions with partners and stakeholders was compiled to identify an
initial set of priorities by population group and to determine the degree of
effectiveness of current programs in addressing those priorities.

o Data related to statewide maternal and child health outcomes were analyzed to
assure the identified priorities correlated with trends and to evaluate the statewide
health system capacity to address the identified priorities.

¢ Information about current agency and system capacity were reviewed and compared
to the identified priorities in order to evaluate what the department can realistically
hope to impact in the next five years concerning the priorities, considering factors
such as resource availability, funding, and the Department’s strategic direction.

¢ |dentified priorities and capacity for the 2010 NA were compared to the 2005 NA
goals and subsequent outcomes.

¢ The final list of priorities and how they will be systematically addressed and
continuously monitored over the next five years was articulated.

DISSEMINATION

DOH leadership recognizes the importance of reporting back to all participating
stakeholders the outcome of the 2010 Title V Needs Assessment Process for use as a
comprehensive guide and strategic planning tool over the next five-year grant cycle.
Additionally, it is vital to share this document with all public and private partners and
citizens interested in the status and future of maternal and child health in Florida. To
encourage maximum use of the findings, dissemination methods will include the
following:

¢ Distribution by hand or email to central office DOH program managers to guide them
in changing the focus of the programs they oversee and the local activities they fund
to better communicate their activities and functions throughout the system

¢ Distribution by email to local program managers, Healthy Start Coalition executive
directors, and county health department staff to encourage the incorporation of
identified priorities in the programs they manage

e Posting on the Department of Health website for access by all partners and the
public
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¢ Distribution of priorities with future Requests for Proposals (RFPs) to guide the
services that will be proposed by local and state agencies that receive support from
DOH

STRENGTH AND WEAKNESSES OF PROCESS

The main strength of the 2010 Title V NA process was the ongoing collaboration
between MCH and CMS leadership and their advisory groups in every phase of the
process. The participation of a broad cross-section of program experts and
stakeholders, from initial discussions to survey participation to priority ranking consensus
to capacity assessment, was vital to developing a comprehensive strategy for improving
health outcomes for Florida women and children in the next five years. These
collaborations will continue and expand as the DOH develops and implements policies,
strategies, and performance measures to gauge its success in addressing the articulated
top priorities.

The data-driven analysis embodied in this year's assessment process was also a key
component of its success. Careful examination of trends since the previous assessment
guided priority selection and ranking at each stage in the process. The systematic,
criteria-based ranking process utilized by MCH infused objectivity and structure to
support a rationale approach to decision-making for the 2010 grant application. CMS
utilized existing performance data linked to national goals in its systematic approach to
reviewing, collapsing, and re-defining its key priorities. Taking into account the NA
survey results regarding the importance of linking data trends to program functions, the
DOH team of MCH and CMS analysts made sure that reliable data were utilized in each
decision, from the determination of the top priorities by population group to the
evaluation of agency capacity to deliver services to address those priorities in the current
and emerging political and social environment. This focus on quality data also
encompassed the establishment of performance measures for measuring future success
of each policy and strategy designed to improve outcomes in each priority area.

One major strength of the needs assessment survey was the use of CAST-5 in
developing questions for the agency capacity/ performance section. CAST-5 was
developed by the Association of Maternal and Child Health Programs and national MCH
leaders and experts using the 10 essential public health services, the core foundation for
current efforts for accrediting state and local public health agencies. CAST-5 uses a
qualitative group process. Select questions from the CAST-5 process were tailored for
inclusion in the survey. This approach provided the state with aggregate information on
capacity/performance with the 10 essential public health services.

This capacity/performance survey approach had many strengths, but some limitations
were identified that should be taken into consideration if this approach is used again. In
addition to the limitation imposed by the inability to determine a response rate for Wave
2 or for the NA survey, the MCH Stakeholder Advisory Group identified the following
problems with the NA survey that impacted both the response rate by participants and
the proper interpretation of survey results:

e The survey was challenging to complete due to its overall length (average
completion time: 30 minutes), making participation and respondent fatigue a
concern. This included completing the questions for four different population
groups.

¢ The amount of time required to read and respond to each question, with limited
staff to devote to the survey, was an issue.
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¢ In the process of shortening the survey, some questions were actually two or
three questions combined, making it difficult to respond with a single answer.

¢ Some questions were not as relevant to Florida as other state, were not worded
in such a way as to make them relevant, or too broad or abstract to answer.

e The Ten Essential Services framework does not clearly assess clinical services
beyond the section on linking the population to public health services. DOH
provides a large amount of clinical services that were not adequately taken into
consideration.

¢ More input from consumers and local stakeholders would be desirable.
Surveying stakeholders and posting of the survey on the Internet did not provide
a large volume of public feedback. Additional methods should be considered in
the future.

These problems will be addressed in the design of future MCH Block Grant needs
assessments.

It is important to understand that the needs assessment and the selection of priorities
occur within a political and financial context that must be carefully considered. Today,
state and local providers are struggling to respond to state and federal mandates in an
atmosphere of extreme budgetary restraints as they attempt to develop community-
based, family-centered, culturally competent, and coordinated systems of care for
women, infants, children, and adolescents, including children with special health care
needs. As a result, some priorities, though critical, cannot be considered or addressed
due to lack of either resources or political will.
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SECTION 2 - PARTNERSHIP BUILDING AND
COLLABORATION EFFORTS

The Florida Department of Health (DOH) supports and enables community efforts
throughout the state that have been established to assure the health of women, infants,
children, adolescents, and children with special health care needs. It provides
leadership in the areas of planning, prioritizing, and policy development in order to
facilitate and mobilize community partnerships between local health care providers,
families, the general public, and other local groups in both the public and private sector
whose role is to identify and solve maternal and child health problems. Because each
region of Florida is unique, the DOH does not dictate the nature of local programs and
collaborations, but instead encourages the formation of local partnerships that will
address health care needs specific to a given community. However, DOH does hold
community leaders accountable and, in turn, expects those local leaders to hold local
health care providers accountable to the population in need.

The DOH'’s overall role is to address comprehensive health issues at the state level,
while local collaborations interact directly with the public. Community leaders involved
directly in the delivery of maternal and child health services include directors and key
staff in Healthy Start Coalitions, county health departments, CMS area offices, and
school nurse programs. As new initiatives emerge in the maternal and child health
arena, leadership at DOH either coordinates the integration of those initiatives into
existing local collaborations or it assists in the development of new local or local-state
partnerships to address emerging issues, as appropriate. An example of a recent new
collaboration is a DOH partnership with Pinellas County, funded by a grant from the
Kellogg Foundation, that involves the Action Learning Collaborative, the Association of
Maternal and Child Health Programs (AMCHP), CitiMatCH, and the Pinellas County
Healthy Start Coalition in a project examining the relationship between racism and racial
disparities in the delivery of health care services. Numerous examples of existing local-
state partnerships are enumerated in Section 4.

Recognizing the critical importance of making the 2010 Title V Needs Assessment (NA)
process as open and participatory as possible, both MCH and CMS exerted
comprehensive and continuous efforts to engage a cross-section of state and local
stakeholders, program advisors, and medical experts throughout the entire NA process
period. This engagement built upon an existing infrastructure of ongoing collaboration
between MCH and CMS leadership at DOH and public and private partners in local
communities throughout Florida.

MATERNAL AND CHILD HEALTH

To fully engage its partners, the MCH Needs Assessment Stakeholder Advisory Group,
representing a broad spectrum of MCH leaders from the public and private sectors
across the state, was established in the Spring of 2009 to function as an advisor to the
MCH central office leadership team. Members were chosen by DOH leadership because
they were recognized leaders and subject matter experts in MCH at the local and state
levels. The advisory group has served as a forum for MCH partners to actively
participate in discussions, planning, and decision-making in all five steps of the NA
process (see Section 1), assisting the DOH central office leadership in ultimately
prioritizing Florida’s top five MCH needs for the 2010-2015 Title V grant cycle.
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An Advisory Committee Charter was created early in the NA process to articulate the
purpose of the Committee, as stated in Section 1 — namely, to identify the health
priorities for two population segments targeted in the Title V MCH Block Grant program:
pregnant women, mothers and infants; and children and adolescents — and it committed
the membership to a 15-month period of active and ongoing involvement in the unfolding
MCH Needs Assessment process. The short- and long-term goals established to guide
the Committee are reiterated below:

The short-term goal of the MCH Needs Assessment Advisory Group:
To identify and review the state’s prioritized MCH needs.

The long-term goal of the MCH Needs Assessment Advisory Group:
To align programs, policies, and resources to address the identified maternal and
child health needs of the state.

The MCH Needs Assessment Stakeholder Advisory Group was composed of
representatives from the following organizations, agencies, committees or associations,
who often provide data and reports to DOH:

Agency for Health Care Administration

Association of Maternal and Child Health Programs Florida Consumer
Representative

Department of Children and Families
Department of Education
Department of Health
Division of Family Health Services
Division of Children’s Medical Services
County Health Departments
Division of Disease Control
Division of Emergency Medical Operations — Injury Prevention
Division of Environmental Health
Office of Women’s Health

o Office of Minority Health
Federal Healthy Start
Federally Qualified Health Center
Fetal Infant Mortality Review
Florida Agriculture and Mechanical University

O O O O O O

Florida Association of Healthy Start Coalitions
Healthy Families

March of Dimes, Florida Chapter

Ounce of Prevention

Pregnancy Associated Mortality Review Committee
State Head Start program

University of South Florida
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The overall responsibilities of the MCH Needs Assessment Stakeholder Advisory Group
included the following:

e |Initial and ongoing engagement

¢ Review and approval of the list of potential MCH needs to be included in the NA
survey

¢ Review and provide feedback on the survey results’ top ten identified needs for
each population group

o Review and discuss the quantitative and qualitative data related to the top 22
needs identified by the NA survey

¢ Review and provide input into the final list of priorities across population groups

The specific activities involved in the 15-month time commitment were also defined to
the advisory group members:

e To actively participate on several conference calls
e To meet face-to-face once or twice (dependent on budget and travel guidelines)

e To review various documents, including the NA survey results and summary
trends for statewide health indicators, and assist in ranking and prioritizing the
identified needs in terms of agency capacity

e To provide guidance on strategies that may assist the state to improve the health
and well-being of women, infants and families in Florida

The NA process began in late March 2009 with a conference call to familiarize members
with the MCH Needs Assessment process, inform them of the purpose in performing a
five-year needs assessment, and establish a common understanding of the roles and
responsibilities of each participant. Advisory group members were given the opportunity
to review and provide input on the Charter, agreed to submit lists of their maternal health
priorities and related resources to assist in designing the structure of the upcoming NA
survey, and received an overview of their involvement in each stage of the process.
MCH followed up this initial call with the distribution of a timeline indicating when
members would be consulted to assist in the priority review and approval steps.

DOH leadership incorporated the health priorities provided by the Stakeholder Advisory
Group members into the framework of the NA survey during the summer of 2009.
Surveys were distributed to members and other key stakeholders and experts in areas of
maternal and child health in Florida. Survey results were compiled for discussion at a
formal meeting held on October 21, 2009.

The meeting agenda included an update on the status of the NA process, a review of
Title V Block Grant program guidelines, and a presentation of the NA survey results by
population group. Advisory Group members were directly involved in ranking the
priorities to reach overall consensus. DOH leadership outlined the next process steps,
which included analysis of the priorities and related data by subject matter experts within
DOH, with supporting narrative summaries to be finalized for presentation to the
advisory group by February 2010. These summaries would address the agency’s
capacity to adequately address the priorities and positively impact outcomes. At that
point, the Stakeholder Advisory Group members would again be actively involved in
reviewing the summaries, leading to another scoring/ranking process and, ultimately, to
a group consensus on the top seven to ten priorities. Meeting minutes, including the
priority list, were emailed to members unable to attend the meeting, in order to facilitate
ongoing communication.
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In November 2009, another conference call with the MCH Advisory Group provided a
forum for the DOH’s epidemiologist to present detailed results of the Capacity
Assessment portion of the NA survey. Members collaborated on strategies the agency
could implement to improve communication and marketing efforts in order to better
inform its clients of ongoing activities of central office staff, as well as to enhance the
integration of data, science and evidence into daily functions. Problems with the survey
were discussed and documented for reference in designing future surveys.

On March 15, 2010, narrative summaries were ready for scoring by the advisory group.
Central office leadership met on March 24, 2010, to finalize the priorities, based on these
scores, other advisory group input, and a list of additional criteria of key importance to
the final ranking/selection process. On March 26, the final priorities were presented to
the advisory group, along with an open discussion among participants regarding current
activities addressing those priorities, suggestions for improvement related to those
activities or for setting up new initiatives, and determining performance measures to
effectively gauge future success. This discussion continued in a follow-up conference
call on April 26, 2010, as MCH continued to work toward establishing a five-year
implementation plan.

DOH’s collaboration with the Stakeholder Advisory Group for the 2010 Title V Needs
Assessment process exemplified an extension of continuous efforts to communicate with
and engage its partners on a daily basis. MCH has initiated a variety of outreach
activities in the last several years to foster ongoing collaboration and support among its
partners and stakeholders throughout the year, not only during the current 2010 NA
period. In addition to face-to-face meetings as budgets allow, onsite visits and frequent
conference calls and emails enable a continuous conversation and flow of ideas about
issues related to all aspects of maternal and child health in Florida. For example, the
county health department senior leadership has weekly calls on Mondays that MCH
partners are welcome to join. The IMRH unit holds “meet me calls” bi-monthly to engage
their stakeholders and share new information, ideas and concemns, often including guest
speakers on the call agenda. Florida’s Healthy Start Association president and
president-elect have monthly conference calls with the Family Health Service (FHS)
Division Director and IMRH’s Unit Director. The state MCH epidemiologist frequently
collaborates with representatives from the Agency for Health Care Administration
(AHCA), Florida’s state universities, the Center for Diseases Control (CDC) and the
Association of Maternal and Child Health Programs (AMCHP). The Florida Obstetrics
and Gynecology Society works with DOH in several collaborative efforts, such as the
Caesarean Section and Late Pre-term Births Workgroup and a Perinatal Quality
Improvement workgroup with the March of Dimes. The IMRH unit facilitates a statewide
multi-disciplinary Pregnancy Associated Mortality Review Committee and works with the
statewide Fetal Infant Mortality Review teams. Twice each year, the Florida Association
of Healthy Start Coalitions meets for two to three days, with MCH leadership providing a
department update to its local partners and receiving feedback on their issues and
challenges. Research-to-practice groups collaborate every two months by phone, and
“‘community liaison calls” bring together stakeholders involved with prenatal and infant
screening issues.

The Florida Preconception Health Council was originally formed to integrate strategies
identified in CDC recommendations for improving preconception health and health care
into a model designed to draw state, community and individual partners together as
advocates in promoting health among women. The Council sought opportunities for
infusing core messaging into health care and public health services. Although the
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Council was dissolved due to duplication and overlapping of membership with other
MCH workgroups, its purpose was absorbed into the focus of the March of Dimes
Prematurity Workgroup. The Florida Preconception Health Council met numerous times
via conference calls and face-to-face meetings during 2008 and 2009:

CHILDREN’S MEDICAL SERVICES

The Children’s Medical Services Network (CMSN) consists of coordinated services
provided in area offices, primary care associations, tertiary care facilities, and contracted
or private providers in the community. Services may also be provided in collaboration
with other state agencies and organizations overseeing education, social and child
welfare, the Medicaid and the KidCare insurance program, Social Security, emergency
medical services, and alcohol, drug abuse, and mental health services. Coordination
and communication among this diverse group of partners is vital to achieving optimal
health outcomes and properly monitoring the health status of the CSHCN population.
CMS recognized the importance of maintaining and enhancing these ongoing
partnerships in order to effectively identify and address the priorities for the 2010 Title V
NA process.

CMS tapped into its existing pool of stakeholders and program experts at both state and
local levels to form the CMS Needs Assessment Team for systematic collaboration in
the 2010 Title V Needs Assessment process. Through 22 area offices grouped into
eight administrative regions, CMS central office management routinely provides support
and direction to local teams of trained nursing and social work professionals and support
staff who coordinate primary and specialty care services to children with special health
care needs and their families throughout the year. The Network also includes partner
organizations such as Early Steps and Partners in Care (see Section 4) that work
together on a daily basis to create a continuum of care for CSHCN from birth to age 21
in the communities where they live and play. This extensive system of CMS partnerships
focused on developing and maintaining an integrated, comprehensive infrastructure to
improve services to their clientele, provided the expertise and commitment to enable
these stakeholders to serve effectively as members of the 2010 CMS Needs
Assessment Team.

As a first step in the NA process, CMS and MCH staff collaborated to develop the initial
list of priorities for inclusion in the NA survey. CMS utilized findings in the CMS Family
Satisfaction Report 2008-2009 and input from discussions at meetings with the newly-
formed CMS NA Team in 2009 to collectively articulate what the families they serve say
they need in terms of service provision, what health care providers need in order to
deliver appropriate service, what obstacles are interfering with service delivery, and what
governmental entities require to monitor the system of care, report progress, and identify
emerging issues of concern. The Family Satisfaction Reports are a key tool utilized by
CMS to receiving continuous input year by year, creating an ongoing collaboration and
communication vehicle between central office leadership and the population it serves.

At an initial meeting in the Fall of 2009, CMS NA team members were provided an
overview of the NA process about to unfold over the upcoming year, which included:

Review of the NA requirements and HRSA guidelines

Review of the NA survey results

Review of CSHCN 2005 needs assessment and identified priorities
Review of national survey data, state reports, and current data trends
Selection of three to five CMS priorities
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¢ Development of performance measures for the next five years to determine
success in addressing CMS priorities

CMS NA team members learned that initial assessment would involve careful
examination of Title V indicators, performance measurement outcomes, numerous
reports and publications, and both quantitative and qualitative data. From this stage in
the process, priorities for the next five years would emerge. Participants were advised
that priority needs should include those areas in which the state believes it has a
reasonable opportunity to maintain, modify, or enhance existing interventions, initiatives,
or systems that have been successful, or begin new interventions, initiatives, or systems
that are expected to result in needed improvements.

Capacity analysis focused on reviewing current resources, activities and services in
order to describe the state’s ability to continue to provide quality service in view of
mandates. ldeally, this would lead to a better understanding of the relationship of
existing programs and system capacity to the identified priorities for each area of the
state, and strengths and weaknesses in capacity that were not previously identified
would be revealed. The state may need to seek additional resources, funds or authority
from the State Legislature in order to adequately address priority issues.

Finally, the NA process shifted to setting performance objectives, developing action
plans, setting up a budget, considering political priorities, and re-examining partnerships.
The final NA document will be shared with all stakeholders as a tool for monitoring
progress and determining impact on outcomes over the next five years. By continuing to
involve partners after the NA process is completed, there will be opportunities for
modifying activities and shifting resource allocations to address performance levels and
the availability of resources.

In November 2009, CMS leadership staff met to review NA survey results, combine and
rank priorities, vote on the top priorities, and examine other data in CMS annual reports
and other documents. Attendees included the following:

o Division Directors e Program Directors
e Bureau Chiefs ¢ Nursing Supervisors
e Nursing Directors ¢ Nursing Consultants

A month later, Division Directors and Bureau Chiefs met again to reach consensus on
priorities and begin to develop strategies for moving forward in the NA process. This
collaboration among partners in the CMSN continued as a five-year plan to address
priorities and measure program success was discussed.

Because effective state and community partnerships are essential elements in creating,
maintaining and expanding a vibrant public health environment, DOH leadership has
chosen to incorporate this paradigm as a principal theme infusing every aspect of
planning, policy development, and performance measurement over the next five years.
The new collaboration of MCH and CMS in every step of the 2010 Title V Needs
Assessment process and in the preparation of this document underscores the
Department’s commitment to this effort.
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SECTION 3 - STRENGTHS AND NEEDS OF THE
MATERNAL AND CHILD HEALTH POPULATION

GROUPS AND DESIRED OUTCOMES

For the 2010 Florida Title V Maternal and Child Health (MCH) Block Grant Needs
Assessment process, MCH leadership at DOH decided to utilize a focused approach to
assessing the strength, needs, and desired outcomes of the MCH population groups.
Instead of considering every conceivable issue in the MCH arena, they chose to engage
stakeholders throughout the state in identifying the most critical issues their key partners
believed the current needs assessment should address. Through a variety of
communication mechanisms, stakeholders were contacted for input and
recommendations in initially defining, subsequently refining, and finally ranking those
issues for the 2010 assessment. Throughout this process, intense exploration, review
and summarization of key MCH issues occurred. This section describes the first phase
of the needs assessment process as it relates to defining, researching and evaluating
these issues by population group, and it provides the actual written summaries of each
of the 22 MCH critical issues considered for final prioritization.

The written summaries, prepared by DOH program staff served as the basis of analysis
for the advisory group members to rank the priorities. To examine the health status of
the MCH population, the needs assessment work group began by assembling a list of
possible issues to include in the stakeholder survey described in Section 1. This task
was accomplished through the following activities:

¢ Review of past needs assessments and needs assessments related to other
programs
Review of state MCH work group, committee, and task force reports

¢ Review of local MCH needs assessments conducted by Florida Healthy Start
Coalitions and other local groups

¢ Solicitation of input from MCH program leadership and staff

e Solicitation of input from the Stakeholder Advisory Group and the state’s MCH
program experts

At an early stage in the needs assessment process, MCH department leadership opted
to divide the MCH Block Grant population group of pregnant women and infants into two
specific population groups: Women of Childbearing Age, and Pregnant Women and
Infants. Historically, DOH’s approach to block grant applications consists of a long-term
focus on addressing risk factors occurring prior to pregnancy that impact pregnancy and
infant outcomes, with teen pregnancy and unintended pregnancy being two of those
factors. For the 2010 assessment, the Department wanted an explicit emphasis on
women of childbearing age, due to the well-defined approach to improving the
preconception health of women that DOH has developed in concert with its partners.

The list of possible MCH issues provided by both identified and anonymous stakeholders
in response to leadership’s request for recommendations were initially ranked as a result
of the stakeholder survey process. The Stakeholder Advisory Group then evaluated and
revised the priority listing based on qualitative issues that needed to be taken into
consideration, including DOH’s capacity to respond. Recommendations from the
advisory group formed the basis of the final selection of 22 possible priorities, divided
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into seven to eight issue categories for each of the three MCH population groups, by
MCH leadership.

In order to best describe the health status of Florida’s MCH population groups and to
provide sufficient descriptive information to the stakeholder advisory work group and
MCH program leadership to select the final priorities for the 2010 needs assessment
process, each of the 22 issues was analyzed by knowledgeable staff at DOH or
partnering agency staff. Using both quantitative and qualitative information available,
these program experts compiled research summaries that were closely reviewed by the
needs assessment work group for sufficiency, accuracy and thoroughness. Each issue
summary embodied the following organized content structure to assure adequate
coverage of the issue and to facilitate the final selection of priorities:

Magnitude of the issue/problem

Trend

Severity of the issue/problem

Issue’s status as a national objective / performance measure OR state objective /
performance measure

e Potential for improving the problem

e Issue’s being a current state and/or national goal and

¢ Ability of DOH to impact potential improvement of the issue/problem

The research summaries, aggregated by population group, are presented here in their
entirety. Section 5 describes in detail the subsequent steps in the selection of the final
state priority needs following the dissemination of these summaries to the Stakeholder
Advisory Group for review, ranking and recommendations.

WOMEN OF CHILDBEARING AGE

HEALTH CARE FOR UNINSURED AND UNDERINSURED WOMEN

DEFINITION AND GENERAL DESCRIPTION OF THE ISSUE/PROBLEM

Uninsured women are women who do not have health insurance coverage and
underinsured women have health insurance with limited or inadequate coverage.
Insurance coverage for women is an important public health issue for women and for
infants and children since the health of pregnant women and women of childbearing age
affects the health of their infants and children.

Magnitude

According to the U.S. Census Bureau there were 5,644,000 women age 18 to 64 living
in Florida in 2008. Of these 1,410,000 or 25 percent were uninsured. This percentage
is the fourth highest among the states, which means there are 47 states with better
(lower) uninsured percentages for women age 18 to 64 (Washington D.C is counted as a
state). Louisiana, New Mexico and Texas are the three states with higher percentages.
Nationally, the percentage of uninsured women age 18 to 64 was 18 percent.
(source:http://www.census.gov/hhes/www/cpstc/cps_table_creator.html).

Severity/consequences

According to the Institute of Medicine report “Hidden Costs, Value Lost: Un-insurance in
America”:

o When people lack health coverage, society’s costs are substantial.
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o The uninsured lose their health and die prematurely. Uninsured children lose the
opportunity for normal development and educational achievement when
preventable health conditions go untreated.

o Families lose peace of mind because they live with the uncertainty and anxiety of
the medical and financial consequences of a serious illness or injury.

¢ Communities are at risk of losing health care capacity because high rates of un-
insurance result in hospitals reducing services, health providers moving out of
the community, and cuts in public health programs like communicable disease
surveillance. These consequences can affect everyone, not just those who are
uninsured.

e The economic vitality of the country is diminished by productivity lost as a result
of the poorer health and premature death or disability of uninsured workers.”
(source: http://www.iom.edu/~/media/Files/Report%20Files/2003/Hidden-Costs-
Value-Lost-Uninsurance-in-America/Uninsured5FINAL .ashx).

According to another Institute of Medicine report “Uninsurance Facts and Figures”:

e Lack of health insurance undermines health on multiple levels.

o Uninsured people are more likely to receive too little medical care and receive it
too late; as a result, they are sicker and die sooner.

e Uninsured adults have a 25 percent greater mortality risk than adults with
coverage. About 18,000 excess deaths among people younger than 65 are
attributed to lack of coverage every year. This mortality figure is similar to the
17,500 deaths from diabetes and 19,000 deaths from stroke within the same age
group in 2001.

¢ Uninsured women with breast cancer have a risk of dying that is between 30
percent and 50 percent higher than for insured women.

¢ Uninsured car crash victims were found to receive less care in the hospital and
had a 37 percent higher mortality rate than privately insured patients.

e Uninsured individuals with diabetes, cardiovascular disease, end-stage renal
disease, HIV infection, and mental illness have consistently less access to
preventive care and have worse clinical outcomes than do insured patients.”
(source: (http://www.iom.edu/~/media/Files/Report%20Files/2004/Insuring-
Americas-Health-Principles-and-Recommendations/Factsheet5Quality.ashx)

In summary, lack of health insurance is a preventable major risk factor for many
illnesses and causes of death.

Trend

Following declines in the number of people with health insurance during the 1980s, the
proportion has remained essentially level, at about 85 percent from 1989 to 1997 for
persons under age 65 years (National Center for Health Statistics (NCHS). National
Health Interview Survey. Hyattsville, MD: NCHS, unpublished data)”.

In 2005, the University of Florida released a report entitled “Comparative Findings from
The 1999 and 2004 Florida Health Insurance Studies” (available at:
http://scistage.forumone.com/files/Comparative %20Findings%20from%20the %201999%
20and%202004%20Florida%20Health%20Insurance%20Studies.pdf). This study was
based on a survey of 17,435 Florida households conducted in 2004. Results from this
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study indicate that an estimated 18 percent of female residents in Florida, under age 65
are without health insurance. In the 1999 study, this percentage was 16.4 percent. This
translates into an estimated 1,071,981 uninsured females in 1999 and 1,330,854
uninsured females in 2004. This is an increase of 24.1 percent in the number of
uninsured females from 1999 to 2004 or an annual percentage increase of 4.41 percent.

National/state goals

According to Healthy People 2010, the national goal for health insurance coverage for
persons under age 65 is 100 percent
(http://www.healthypeople.gov/document/html/objectives/01-01.htm). The baseline is
the National Health Interview Survey for 1997 which estimated that 83 percent of
persons under age 65 had health insurance coverage. The 2010 federal Health Reform
Act has the intention to increase uninsured Americans access to affordable health
insurance.

Potential for improvement

In 2006, Massachusetts passed legislation and began implementing a plan to provide
health care coverage to its uninsured residents. For women aged 18 to 64, the
percentage that were uninsured decreased from 10.7 percent in 2006 to 5.8 percent in
2008. However, according to a report from the Pioneer Institute in January 2009, data
collected over the past three years indicates the program will become increasingly more
expensive and supported by progressively less revenue.

(Sources: http://www.census.gov/hhes/www/cpstc/cps_table creator.html, Michael
Miltenberger and Steve Poftak, “Massachusetts Healthcare Reform: A Framework for
Evaluation”, Pioneer Institute, January 2009)

Health reform legislation was passed at the national level with the goal of expanding
access to private insurance and Medicaid thereby decreasing the number of uninsured.

DOH capacity

DOH currently provides a variety of services to uninsured and underinsured women
based on sliding fee scales.

Many county health departments offer primary care services directly or in partnership
with community resources.

e Family Planning Services: county health departments offer services to reduce
unplanned pregnancies, promote health for women prior to pregnancy, and
increase access to reproductive health services. The Family Planning Medicaid
Waiver is available to women ages 14-55 who have lost full Medicaid coverage.

e Florida Breast and Cervical Cancer Early Detection Program: The program offers
reduced-cost or free mammograms, clinical breast exams, and Pap smears to
low-income, uninsured women between the ages of 50 and 64. All 67 Florida
counties have access to the program services through 16 lead sites throughout
the state.

¢ Chronic Disease Services: Through the Bureau of Chronic Disease Prevention
and Health Promotion, DOH offers insulin for uninsured, low-income, diabetics
and epilepsy medical services for low-income residents diagnosed with epilepsy.

e Healthy Start: Pregnant women, infants, and children up to age 3 are universally
screened to identify those at risk of poor birth, health, and developmental
outcomes. Those identified to be at-risk are then offered targeted support
services including: outreach, care coordination, childbirth education, parenting
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education and support, nutrition counseling, psychosocial counseling, tobacco
education and cessation counseling, breastfeeding education and support, and
interconception education and counseling.

e Preconception Health: In partnership with the Florida Chapter of the March of
Dimes, EveryWomanFlorida.com was developed with the goal of helping women
reach their optimal level of health, thereby improving Florida’s birth outcomes.
The website provides resources for women and health care providers on how to
improve the health and well-being of women.

Limited funding resources for the services provided through DOH may result in
inadequate services available for Florida’s uninsured and underinsured women.

Current State priority or objective

The Agency for Health Care Administration (AHCA) manages Florida’s Medicaid
program. Medicaid is a state and federal partnership that provides health coverage to
low-income people that was implemented in Florida in 1970.

In 2008, The Cover Florida Health Care Access Program was approved by the Florida
Legislature. Florida (with involvement of the AHCA, the Office of Insurance Regulation,
and representatives from the Executive Office of the Governor) partnered with private
insurance companies to make affordable health care coverage available to uninsured
Florida residents. The policies became available in January 2009. A total of 3,289
females have been enrolled in program through November 30, 2009.

(Source: http://www.coverfloridahealthcare.com/)

In December 2007, the Florida Discount Drug Card program became available. The
state contracts with Envision Pharmaceutical Services to manage the program. The
goal of the program is to lower the cost of prescription drugs for low-income and
uninsured Florida residents.

(Source: http://www.flgov.com/release/9743, http://www.floridadiscountdrugcard.com)

OBESITY/PHYSICAL INACTIVITY

Definition and General Description of the issue/problem

Obesity is a condition defined as having a body mass index (BMI) of =30 kg/m?. Obesity
increases an individual’s risk for a number of chronic illnesses and heightened morbidity
and mortality. Lack of physical activity is often a risk factor for obesity, but it also carries
independent risk. Research has found that physical inactivity and low cardio-respiratory
fitness are equally important predictors of negative health outcomes. Physically active
obese individuals may have lower chronic disease morbidity and mortality than inactive
individuals of normal weight."

Magnitude

According to the 2008 Behavioral Risk Factor Surveillance Survey (BRFSS), 18.9
percent of women aged 18 to 44 years were obese. In 2007, the department released a
state-level report of behavioral differences of women 18 to 44 years of age compared to
women of other age groups. The following are the results of the comparison.

'Blair ,SN, & Brodney ,S. (1999). Effects of physical inactivity and obesity on morbidity and mortality:
current evidence and research issues. Med Sci Sports Exerc.(11 Suppl):S646-6"2.
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Obesity decreases with increasing education level and income level. The prevalence of
obesity among women aged 18 to 44 years who did not complete high school (29.8
percent) was higher compared to those who completed high school and or college (23.9
percent) and those who completed four or more years of college (19.7 percent). The
prevalence of obesity among women of childbearing age who earn less than $25,000 a
year (28.4 percent) was higher compared to those who earn between $25,000 and
$49,999, (21.3 percent) and those who earn $50,000 or more a year (18.4 percent).
Overall, the prevalence of obesity was highest among non-Hispanic black women (33.5
percent), followed by Hispanics (21.6 percent), and non-Hispanic whites (19.2 percent).

The major risk factors for obesity are lack of physical activity and poor nutrition. In 2007,
BRFSS reported 26.6 percent of women aged 18 to 44 years were physically inactive.
Physical inactivity also decreases with increasing education level and income level. The
prevalence of physical inactivity among women aged 18 to 44 years who did not
complete high school (52.3 percent) was higher compared to those who completed high
school and or college (37.9 percent) and those who completed four or more years of
college (16.9 percent). The prevalence of physical inactivity among women of
childbearing age who earn less than $25,000 a year (42.3 percent) was higher
compared to those who earn between $25,000 and $49,999, (28.2 percent) and those
who earn $50,000 or more a year (14.0 percent). Overall, the prevalence of physical
inactivity was highest among Hispanics (39.5 percent), followed by non-Hispanic black
women (30.8 percent), and non-Hispanic whites (19.3 percent).

Severity/consequences

Approximately 280,000 deaths each year in the U.S. are attributable to obesity. Obese
women are more likely to develop endometrial® and gallbladder cancers® as well as
chronic conditions such as diabetes® and heart disease®®. For women of childbearing
age, excess body fat is related to menstrual abnormality, infertility, miscarriage, and
difficulties with assisted reproduction. High pre-pregnancy weight is associated with an
increased risk in pregnancy of hypertension, toxemia, gestational diabetes, urinary
infection, macrosomia, and cesarean section.” Reduction in weight using exercise and
diet has been found to significantly improve fertility outcomes.®

In 2008, direct health costs associated with obesity in Florida were over $4.8 million.° A
recent study estimated that obese individuals pay 42 percent more annually for
healthcare.™

* Ballard-Barbash, R Swanson CA, Body Weight: Estimation of Risk for Breast and Endometrial Cancers.
Am J Clin Nutr, 1996;63(suppl):4375-41S

% (2004). Obesity: Causes and Consequences. Encyclopedia of Health and Behavior.

* Venables, M.C. & Jeukendrup, A.E. (2009). Physical inactivity and obesity: links with insulin resistance
and type 2 diabetes mellitus. Diabetes/Metabolism Research and Reviews, 25, S18.

3 Manson JE, Skerrett PJ, Greenland P, Vanltallic TB. The escalating pandemics of obesity and sedentary
lifestyle: a call to action for clinicians. Arch Intern Med. 2004;164:249-258.

% Mosca L, Appel LJ, Benjamin EJ, et al. Evidence-based guidelines for cardiovascular disease prevention
in women. Circulation. 2004;109:672-693.

7" Norman RJ, Clark AM. Obesity and Reproductive Disorders: A Review. Reprod Fertil Dev, 1998;10:55-
63.

¥ Clark AM et al. Weight loss in Obese Infertile Women Results in Improvement in Reproductive Outcome
for All Forms of Fertility Treatment. Hum Reprod, 1998;13(6)1502-5.

? United Health Foundation (n.d.) Direct Health Care Costs Associated with Obesity: 2008. Retrieved from
http://www.americashealthrankings.org/2009/obesity/ECO.aspx#2008.
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Trend

Obesity and Physical Inactivity Trends for Women
Ages 18-44, FL BRFSS, 2004-2008
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Since 1986, the number of adults in Florida who are overweight has increased by 76
percent, and the number of adults who are obese has doubled.

Approximately 23 percent of adults had an increase in body weight by five pounds or
more in the past year. The percentage of women aged 18 to 44 who were obese has
been relatively stable for the past five years. There was a 13 percent decrease from
21.6 percent in 2007 to 18.9 percent in 2008. The percentage of women who had no
leisure-time physical activity has increased from 22.7 percent in 2004 to 25.5 percent in
2008. Hispanic and non-Hispanic black women were more likely to be obese and
physically inactive than non-Hispanic white women in the same age group.

National/state goals settling
Healthy People 2010 has set objectives to reduce overweight and obesity and to
increase physical activity in the United States'":

e Reduce the proportion of adults who are obese to 15 percent. According to the
2008 BRFSS, Florida is at 25.2 percent.

e Reduce the proportion of adults who engage in no leisure-time physical activity to
20 percent. According to the 2008 BRFSS, Florida is at 25.9 percent.

e Increase the proportion of adults who engage regularly, preferably daily, in
moderate physical activity for at least 30 minutes per day to 30 percent.
According to the 2008 BRFSS, Florida is at 34.6 percent.

Potential for improvement

There are several evidence-based interventions and policies that facilitate the increase
of physical activity and reduction of obesity. They are presented in Table 1 below.

' Finkelstein, E.A., Trogdon, J.G., Cohen, J.W., & Dietz, W. (2009) Annual Medical Spending
Attributable to Obesity: Payer- and Service-Specific Estimates. Health Affairs, 28(5), w822-w831.

'""'U.S. Department of Health and Human Services (2000, November). Healthy People 2010. 2nd ed. With
Understanding and Improving Health and Objectives for Improving Health. 2 vols. Washington, DC: U.S.
Government Printing Office. [WWW document] www.healthypeople.gov/document/ tableofcontents.htm.
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Table 1

Nutrition Physical Activity
Media Media and advertising restrictions Promote increased physical activity
consistent with federal law. Promote use of public transit
Promote healthy food/drink Promote active transportation (bicycling
choices and walking for commuting and leisure
Counter-advertising for activities)
unhealthy choices Counter-advertising for screen time
Access Healthy food/drink availability Safe, attractive accessible places for
(e.g., incentives to food retailers activity (i.e., access to outdoor recreation
to locate/offer healthier choices in facilities, enhance bicycling and walking
underserved areas, healthier infrastructure, place schools within
choices in child care, schools, residential areas, increase access to and
worksites) coverage area of public transportation,
Limit unhealthy food/drink mixed use development, reduce
availability (whole milk, sugar community design that lends to increased
sweetened beverages, high-fat injuries)
snacks) City planning, zoning and transportation
Reduce density of fast food (e.g., planning to include the provision of
establishments sidewalks, parks, mixed use, parks with
. adequate crime prevention measures,
Eliminate transfat through
) . . and Health Impact Assessments)
purchasing actions, labeling
initiatives, restaurant standards
Reduce sodium through
purchasing actions, labeling
initiatives, restaurant standards
Procurement policies and
practices
Farm to institution, including
schools, worksites, hospitals, and
other community institutions
Point of e Signage for healthy vs. less healthy Signage for neighborhood destinations in
Purchase/ items walkable/mixed-use areas (library, park,
Promotion e Product placement & attractiveness shops, etc)
e Menu labeling Signage for public transportation, bike
lanes/boulevards
Price ¢ Changing relative prices of healthy Reduced price for park/facility use

vs. unhealthy items (e.g. through
bulk purchase/procurement/
competitive pricing)

Incentives for active transit (xxxvii, xxxviii)

Subsidized memberships to recreational
facilities

Social Support &
Services

Support breastfeeding through
policy change and maternity care
practices

Workplace, faith, park, neighborhood activity
groups (e.g., walking hiking, biking)

Centers for Disease Control and Prevention (2009) Media, Access, Point of decision information,
Price, and Social support/services (MAPPS) Interventions. (2010). Available at
http://www.cdc.gov/chronicdisease/recovery/PDF/MAPPS _Intervention_Table.pdf.

DOH capacity

Several of the interventions listed above, particularly for increasing physical activity, lie
beyond the Department of Health’s purview. However, the Division of Environmental
Health has four land use planners on staff to work on built environment projects, and
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there is some potential to collaborate. At this time, no programs within the Department
address any of the above interventions as a primary objective. However, several
programs promote them as best practices. Current prevention efforts are primarily
delivered as awareness messages. Additionally, the Department of Health is
responsible for staffing the Governor’s Council on Physical Fitness.

Current state priority or objective

Recently, the Bureau of Chronic Disease Prevention and Health Promotion applied for
$2.1 million in American Recovery and Reinvestment Act stimulus funding to create a
statewide infrastructure addressing two of the evidence-based interventions above:
Increasing physical activity in schools by promoting Safe Routes to School Walking
School Buses (in an effort to promote a lifelong habit of increased physical activity), and
campaigning for breastfeeding-friendly worksites.

UNINTENDED AND UNWANTED PREGNANCY

Definition and General Description of the issue/problem

According to the U.S. Centers for Disease Control and Prevention, “An unintended
pregnancy is a pregnancy that is either mistimed or unwanted at the time of conception.”
(http://www.cdc.gov/reproductivehealth/UnintendedPregnancy/index.htm). According to
the National Center for Health Statistics: “An unwanted birth is one resulting from a
pregnancy that a woman had despite wanting no more births at the time she became
pregnant.” (http://www.cdc.gov/nchs/data/nvsr/nvsr56/nvsr56_15.pdf).

Magnitude

The Pregnancy Risk Assessment Monitoring System (PRAMS) is a random population-
based surveillance system of maternal behaviors and experiences before, during, and
shortly after pregnancy. Each year Florida samples approximately 2,800 new mothers
that have given birth to a live-born infant.

Florida PRAMS data for 2005 show that 35 percent of all births in Florida were mistimed
(defined as being wanted later) and 11.3 percent were unwanted (defined as not being
wanted then or at any time in the future). In 2007 there were 231,417 resident births.
Based on the PRAMS data, we estimate there were 80,996 mistimed births and 26,150
unwanted births in Florida in 2007.

The number of mistimed/unintended births in Florida in 2008 was approximately
107,928, or 46.3 percent.

(Florida Department of Health, Bureau of Vital Statistics, Florida CHARTS: Total
Resident Deliveries, 2007, available at:
http://www.floridacharts.com/charts/report.aspx?domain=03&IndNumber=0024), and
(Florida PRAMS, 2005, available at:
http://apps.nccd.cdc.gov/cPONDER/default.aspx?page=display&state=5&year=6&categ
ory=17&variable=.).

Severity/consequences

Encouraging men and women to use a combination of barrier and effective
contraceptives dramatically reduces unintended pregnancies as well as reduces sexually
transmitted infections (STIs), if one of the methods is a condom. Consistent and correct
use of a contraceptive method provides the best protection from a mistimed/unintended
pregnancy. Abstinence remains available as an option and abstinence counseling is
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included for Title X clients. (Contraceptive Technology. Hatcher et assoc., 19" edition.
Choosing a Contraceptive: Efficacy, Safety and Personal Considerations, 33, 2007.)

The article entitled “Consequences for Children of Their Birth Planning Status” by Nazli
Baydarit found that “by preschool age, mistimed and unwanted children receive fewer
opportunities for skill development, have less-positive interactions with their mothers and
experience more authoritarian parenting styles than wanted children.” (Family Planning
Perspectives Volume 27, Number 6, November/December 1995, available at:
http://www.quttmacher.org/pubs/journals/2722895.html)

In 1995, the Institute of Medicine (IOM) published the book: “The Best Intentions:
Unintended Pregnancy and the Well-Being of Children and Families”, Sarah S. Brown
and Leon Eisenberg, Editors, National Academy Press, Washington, D.C., available at:
http://books.nap.edu/openbook.php?record id=4903&page=R1

The following is quoted from pages 80-82 of the IOM book:

“The data and perspectives presented in this chapter demonstrate that unintended
pregnancy has serious consequences. These consequences are not confined only to
unintended pregnancies occurring to teenagers or unmarried women and couples; in
fact, unintended pregnancy can carry serious consequences at all ages and life stages. \

First, unintended pregnancy often leads to abortion, a fact that underscores a point
made at the outset of this report: reducing unintended pregnancy would dramatically
decrease the incidence of abortion.

Second, a disproportionate share of the women bearing children who were unintended
at conception are unmarried and/or at either end of the reproductive age span. These
demographic attributes themselves carry increased medical and social burdens for
children and their parents.

Third, a complex and extensive group of studies has attempted to measure the impact of
a pregnancy's intention status on a wide variety of child and parental outcomes. These
studies show that unintended pregnancies—especially those that are unwanted (as
distinct from mistimed)—carry appreciable risks for children, women, men, and families.
That is, unintendedness itself poses an added, independent burden beyond whatever
might be present because of other factors, including the demographic attributes of the
mother in particular. For an unwanted pregnancy, prevention of ill effects on the child is
not dependent on whether the unintendedness itself caused the negative outcome. If the
unwanted pregnancy can be prevented, any associated ill effects will also be prevented.

With an unwanted pregnancy especially, the mother is more likely to seek prenatal care
after the first trimester or not to obtain care. She is more likely to expose the fetus to
harmful substances by smoking tobacco and drinking alcohol. The child of an unwanted
conception is at greater risk of weighing less than 2,500 grams at birth, of dying in its
first year of life, of being abused, and of not receiving sufficient resources for healthy
development. The mother may be at greater risk of physical abuse herself, and her
relationship with her partner is at greater risk of dissolution. Both mother and father may
suffer economic hardship and fail to achieve their educational and career goals. The
health and social risks associated with a mistimed conception are similar to those
associated with an unwanted conception, although they are not as great.

Fourth, it is also apparent that pregnancy begun without some degree of planning and
intent often precludes individual women and couples from participating in preconception
risk identification and management and may also mean that they are unable to take full
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advantage of the rapidly expanding knowledge regarding human genetics. Certain
specific diseases and conditions with serious consequences, such as diabetes, are best
managed among pregnant women when care is begun before conception. Increased
access to such care and increased provider training in this field will help more individuals
take advantage of this developing area of clinical practice.”

Trend

Based on Florida PRAMS data, the percentage of Florida births that are mistimed or
unwanted did not change substantially in the period 2000 through 2005. The trend for
both was essentially flat. The percentage mistimed reached a low of 34.2 in 2003 and a
high of 36.5 in 2001. The percentage unwanted reached a high of 12.3 in 2003 and a
low of 10.2 in 2001.
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National/state goals

The goal of the Florida Department of Health Title X Family Planning Program is to
assist individuals with the number and spacing of their children, which includes
preventing unintended pregnancies. This goal promotes positive birth outcomes and
healthy families, and prevents an array of negative consequences for men, women, and
children. (http://www.hhs.gov/opa/familyplanning/index.html). These consequences
include preventing increased poverty, decreased mental and physical health, decreased
physical violence, and decreased positive educational and behavioral outcomes.

(The Consequences of Unintended Childbearing: A WHITE PAPER. The National
Campaign to Prevent Teen and Unplanned Pregnancy, May, 2007, available at:
http://www.thenationalcampaign.org/resources/pdf/consequences.pdf).

The Florida Department of Health, along with the Federal Title X Family Planning
Program, provides low-cost comprehensive family planning services to men and women.
These services also include comprehensive family planning services to the uninsured or
underinsured and to the teen population.
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Florida’s Department of Health Family Planning Program goal to prevent unintended
pregnancy is aligned with the following Healthy People 2010 Family Planning objectives:

¢ Increase the proportion of pregnancies that are intended to seventy percent.

¢ Increase the proportion of females at risk for unintended pregnancy (and their
partners) who use contraceptives to 100 percent.

¢ Reduce the proportion of births occurring within 24 months of the previous birth
to six percent.

¢ Reduce the number of females experiencing pregnancy despite using a
reversible method of contraceptive method to seven percent.

¢ Increase the proportion of health care providers who provide emergency
contraception. (Developmental)

¢ Increase male involvement in pregnancy prevention and family planning efforts.
(Developmental)

¢ Reduce pregnancies among female adolescents to 43 pregnancies per 1,000.

¢ Increase to 90 percent the proportion of young adults who have received formal
instruction before turning age 18 years on reproductive health issues, including
all of the following topics: birth control methods, safer sex to prevent HIV,
prevention of sexually transmitted diseases, and abstinence.
(http://www.healthypeople.gov/Document/HTML/Volume1/09Family.htm).

A key health indicator for Healthy People 2010 is to increase responsible sexual
behavior. Responsible sexual behavior reduces unintended pregnancies by increasing
male involvement and by increasing the number of sexually active people who choose
and use effective contraceptives. Additionally, responsible behavior encourages people
to use deliberate forethought when planning sexual activity.
(http://www.healthypeople.gov/Document/html/uih/uih_4.htm#sex).

Using the Healthy People 2010 objective of increasing the proportion of intended
pregnancies to seventy percent as a guide, Florida needs to reduce the FY 2008 46.3
percent mistimed/unintended pregnancies to 30 percent.

(http://lwww.healthypeople.gov/Document/HTML/Volume1/09Family.htm).

Potential for improvement

In 2008, the Infant, Maternal and Reproductive Health (IMRH) unit conducted a
comprehensive statewide Florida Department of Health Family Planning Needs
Assessment. The needs assessment revealed four deficient areas: 1) adequate state
and federal funding; 2) an adequate number of trained professionals in rural areas; 3) an
adequate number of medical providers who are available and willing to accept Medicaid
or Title X reimbursement for female and male sterilization procedures; and 4) an
adequate supply of long-term family planning methods. Limited funding prevents the
Florida Department of Health from purchasing more of the newer effective long-term
contraceptive methods. Additional funding for services, staff and long-term effective
contraceptives could assist the Florida Department of Health in achieving state and
national goals to reduce unintended pregnancy.

(Florida’s Statewide Plan: 2009-2010, Family Planning, Ill Project Narrative. A. 6. Unmet
Family Planning Needs, pages 21-22.)
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Provision of emergency contraception to women who want to keep emergency
contraception on hand for emergency use, or to clients who may have a contraceptive
method or user failure is an accepted national standard of care. Emergency
contraceptive pill use can reduce pregnancy risk by 89 percent. (Contraceptive
Technology. Hatcher et assoc., 19" edition. Emergency Contraception, 87, 2007.)
Emergency contraception use is a topic of continuing education and training for Title X
family planning providers and clients.

Provision of newer long-term contraceptive methods, such as the contraceptive implant,
the intrauterine system, contraceptive ring and patch, may cost more initially. These
methods reduce unintended pregnancies by eliminating errors of contraceptive method
use as in missed oral contraceptive pills, or when a barrier contraceptive method is not
used with each sexual intercourse. The overall cost to the people of Florida is reduced
by providing men and women with effective long-term contraceptive choices to reduce
mistimed/unintended pregnancy. Compared to the cost of services for pregnancy,
childbirth, and Medicaid services for health care of uninsured infants and children, the
lifetime cost of an IUD/IUS or any long-term contraceptive method is very low.

DOH capacity

In 2009, Florida Department of Health was awarded over $10.6 million of Federal Title X
funds to support family planning services. The total number of clients served by the
Florida Department of Health Title X Family Planning Program during calendar year
2008 was 213,394, and client encounters totaled 454,706. (Family Planning Annual
Report (FPAR), 2008.) The services are provided in all 67 Florida counties in 177 family
planning clinic sites. Title X provides opportunities for supplemental funding to county
health departments (CHDs) to extend services to clients, provide outreach to men and
women of childbearing age, and to provide outreach and services to high-risk or
underserved populations such as teens and Hispanic women. Statewide, there are 19
projects that were awarded additional funding. Eight of these are special initiatives for
high-risk populations, and five are projects expanding family planning services for males.
There are also three expansion grants for increasing family planning services, and three
HIV projects. A total of 27 CHDs submitted proposals in 2009 for additional funds, but
only seven new projects were funded. The Florida Title X Family Planning Program
utilized 2009 year end funds of $100,000, and was awarded additional Title X funds of
$153,825 in the 2009-2010 grant to provide newer long-term FDA approved
contraceptives for women, which included intrauterine systems (IUSs) and the vaginal
ring. These long-term methods are popular with CHD providers and clients and supplies
are depleted within two months of issue. CHD family planning clinic staff often contact
the Family Planning Program Office asking if more of these long-term contraceptives will
become available for use.

Additional support to Department of Health family planning clinics in 2009 included
educational sources for providing services to teens. Information provided to the CHDs
included “It's a Guy Thing: Boys, Young Men, and Teen Pregnancy Prevention,” and
“Making the List: Understanding, Selecting, and Replicating Effective Teen Pregnancy
Prevention Programs.” Each Title X family planning clinic received contraceptive kits
that included FDA approved samples or models of available contraceptive methods to
use for hands-on educational programs for all ages. The program office received
several requests from family planning clinic staff for additional contraceptive kits to use
with the teen pregnancy prevention programs in schools.
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Current state priority or objective

The priority populations to be served by the DOH Title X Family Planning Program
include minority populations. The Hispanic population totals 21 percent of the Florida
population. Uninsured, low income women and men, women and men living 150
percent below the federal level, and teens are all priority groups. The Family Planning
program collaborates with the STD and HIV prevention programs to provide screening,
treatment and referral as part of client services. Another priority includes Florida’s low
contraceptive use.

(Florida’s Statewide Plan: 2009-2010, Family Planning, Ill Project Narrative. A. 3. Priority
Populations to Be Served, pages 15-19.)

PSYCHOSOCIAL HEALTH ISSUES

Definition

Psychosocial risk factors such as stress, depression, and domestic violence can have a
negative impact on maternal and child health outcomes (Larson, Russ, Crall, & Halfon N,
2008; Whitaker RC, Orzol SM & Kahn RS, 2006) . Stress is defined as a “state of
threatened homeostasis or loss of balance” and its effects are regulated by an
“‘integrated” system of behavior, physiological, and biochemical mechanisms (Hobel,
2004). A stressful life event such as trauma, loss of a loved one, financial difficulties, or
any type of stressful situation often occurs before a depressive episode (National
Institute of Mental Health (2009). Major depressive disorder (MDD) is defined as a state
of “depressive mood or reduced interest/pleasure, accompanied by at least four
vegetative, cognitive, and psychomotor symptoms, lasting for at least two weeks”
(Cassano & Favo, 2002). Postpartum depression occurs within the first six weeks after
a delivery event and can last for weeks to months after initiation (Robertson, Grace,
Wallington & Stewart, 2004).

Magnitude

The 2005-06 National Health and Nutrition Examination Survey (NHANES), a
population-based survey of households, shows that 5.4 percent of Americans over the
age of 12 experience a form of depression within any two-week period (Pratt & Brody,
2009). Compared to the 11.1 percent of US population over 18 years of age in 2006-07,
Florida’s population over 18 years of age that experienced “Serious Psychological
Distress in the Past Year” was lower at 10.2 percent and ranked 45™ among states and
the District of Columbia (Hughes, Sathe, & Spagnola, 2009). Also in 2006-07, 6.8
percent of Florida’s population over 18 years of age experienced a “Major Depressive
Episode”, which was lower than the U.S. rate of 7.3 percent and ranked 43™ among
states and the District of Columbia (Hughes, Sathe, & Spagnola, 2009).

In the United States, women tend to experience depression at higher rates than males.
The 2001-03 NCS-R data shows a higher lifetime prevalence of MDD for women at 20.2
percent compared to 13.2 percent of US males (Kessler et al., 2005). The NHANES
results also show a higher percentage of women (6.7 percent) will experience
depression within any two-week period compared to men at 4.0 percent (Pratt & Brody,
2009). During the perinatal period, the incidence of depression appears to increase.
For seven of the states participating in the 2000 Pregnancy Risk Assessment Monitoring
System (PRAMS) that utilized questions about postpartum depression, 51.6 percent
reported low-moderate depression and 7.1 percent reported severe depression (CDC,
2004). Data from 2004-05 PRAMS, representing 17 states, shows that 11.7 percent-
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20.4 percent of women experience some form of postpartum depression symptoms after
delivery (CDC, 2008).

In 2007, Florida PRAMS data shows that 37.9 percent of women reported at least one or
two stress events and 29.8 percent reported three to five stress events in the 12-months
prior to delivery (Florida Department of Health Bureau of Epidemiology, 2009). The
2005 Florida PRAMS data shows 19.7 percent of women reported experiencing
depression during pregnancy or delivery (Yu, 2007). Similarly, for Florida pregnant
women who completed the Florida Healthy Start Prenatal Risk Assessment Screen
between April 2008 and August 2009, 19.1 percent reported “feeling down and
depressed within the past 12 months” (Thompson, 2009). For an earlier cohort of
Florida women completing Healthy Start Prenatal Risk Assessment between 2004 and
2007, 17.7 percent reported having a history of depression (Clark, 2010a).

Race/Ethnicity: According to 2005-06 NHANES results, 8.0 percent of non-Hispanic
black Americans over the age of 12 experience depression within any two-week period,
which is significantly higher than the 4.8 percent of non-Hispanic white Americans over
12 that experience depression within any two-week period (Pratt & Brody, 2009). The
2005-06 NHANES data also shows 6.3 percent of Mexican-Americans over the age of
12 experience depression within any two-week period, but this proportion is not
significantly different than the proportion of non-Hispanic whites who experience
depression within any two-week period. (Pratt & Brody, 2009).

For women in Florida, there are also differences in depression prevalence by race and
ethnicity. For women completing Florida’s Prenatal Risk Assessment Screen between
2004 and 2007, white women reported a higher prevalence of lifetime experiences of
depression (21.8 percent) compared to black women (12.7 percent) and women in the
“other” race category (15.2 percent). (Clark, 2010a) However, percentages from 2005
Florida PRAMS report women experiencing depression during pregnancy or delivery
was higher for non-Hispanic blacks (22.0 percent) and Hispanics (21.3 percent)
compared to non-Hispanic whites at 17.9 percent (Yu, 2007).

Income: According to 2005-06 NHANES results, the percentage of persons below
poverty that will experience depression within any two-week period is nearly three times
higher than the percentage of persons at or above the poverty level at 13.1 percent and
4.4 percent, respectively (Pratt & Brody, 2009) This difference between income levels
is reported as statistically significant.

Among income subgroups, Florida PRAMS respondents with an annual income less
than $15,000 comprised the largest proportion reporting experiencing depression during
pregnancy or at delivery (Yu, 2007). According to 2005 Florida PRAMS data, women
covered by Medicaid insurance experienced higher rates of depression during
pregnancy or at delivery (24.0 percent) compared to women with non-Medicaid
insurance (14.9 percent) (Yu, 2007).

Age: Nationally, the NHANES survey shows that women in the 12-17 and 18-39 age
groups experience similar incidences of depression within any two-week period at 4.3
percent and 4.7 percent, respectively (Pratt & Brody, 2009). Among the age groups of
Florida 2005 PRAMS, 27.9 percent of women that were < 19 years experienced
depression compared to the 16.9 percent of the 25-34 age group, who had the lowest
rates of depression among the age groups (Yu, 2007).

Other demographic subpopulations within the 2005 Florida PRAMS dataset that showed
a higher prevalence of depression within respective subpopulations were: unmarried
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women, 24 .4 percent (marital status); and women with less than high school, 23.1
percent, and women who are high graduates 22.1 percent (education) (Yu, 2007).

2005 Florida PRAMS
Respondents Experiencing Depression During Pregnancy or Delivery
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Identified Risk Factors: In a review of 2004-05 PRAMS findings among 17 states, the
following risk factors were found to be significantly associated with self-reports of
postpartum depression symptoms: tobacco use in the last three months of pregnancy,
physical abuse before and/or during pregnancy, and traumatic and financial stress
during pregnancy (CDC, 2008). A review of findings from two meta-analyses on over
14,000 subjects and subsequent studies of nearly 10,000 additional subjects found the
following risk factors for postpartum depression:

Depression or anxiety during pregnancy effect size
Past history of psychiatric illness

Stressful life events

Lack of social support

Marital problems

Pregnancy complications

Low socioeconomic status

(Robertson et al., 2004)

Studies have shown that women who are breastfeeding and have adequate social
support have fewer symptoms of depression (Cunningham & Zayas, 2002; Dennis &
McQueen, 2009).

Severity/consequences

Research has addressed and confirmed the negative effects of stress on the body’s
physical and biochemical systems (Hobel, 2004; Wadhwa et al., 1993; Paarlberg et al.,
1995). The spectrum of depressive disorders are often found to be a co-morbidity or
causatively associated with a wide range of adverse health conditions, such as
cardiovascular disease, musculoskeletal disorders, and intentional injuries (i.e., suicide
and homicide) (Cassano & Favo, 2002). Depression also contributes to unhealthy
behaviors including smoking, substance abuse, and overeating (Burgermeister, 2009;

48



Homish, Cornelius, Richardson & Day, 2004; La Coursiere, Baksh, Bloebaum & Varner,
2006).

Research has found associations between adverse perinatal outcomes (i.e., preterm
delivery, low birth weight, intrauterine growth and infant mortality) and dysfunctional
levels of maternal stress (Hobel, 2004; Wadhwa et al., 2001; Paarlberg et al., 1995). For
example, a European prospective study found for women who received early and regular
prenatal care, high depression scores on the Edinburgh Postnatal Depression Scale
resulted in an adjusted odds ratio of 3.3 (Cl 1.2-9.2) for a spontaneous preterm birth
compared to women with lower depression scores (Dayan et al., 2006). For the 2001-02
Florida birth cohort, women who reported experiencing depression on the Healthy Start
Prenatal Risk Assessment Screen had an adjusted odds ratio of 1.16 for delivering a low
birth weight infant (<2500 grams) and an adjusted odds ratio of 1.20 for delivering a
preterm infant (<37 gestational weeks); both odds ratios were significant with a < 0.05
(Thompson, 2007).

Maternal stress is also often significantly associated with other perinatal health risk
factors. In a study using 1997 PRAMS data from 24 states and one U.S. city,
researchers found significant positive correlations between maternal smoking and
stress, significantly with emotional and traumatic stress (Ahluwalia, Merritt, Beck &
Rogers, 2001). Another study that assessed pregnant women as part of a prospective
study found that women with poor psychosocial scores have higher risk of smoking
(RR=1.4, a <0.001), drug use (RR=1.2, a <0.004), alcohol use (RR=1.3, a <0.001) and
less than 13 years of education (RR=1.1, a<0.01) (Cooper et al., 1996). Psychosocial
stress has also been associated with domestic violence and depression (Woods,
Melville, Guo, Fan & Gavin, 2009; CDC, 2008). In Florida, women who reported “being
hit or hurt” on the 2004-2007 Florida Healthy Start Prenatal Risk Assessment Screen
had 2.8 times higher chance of also reporting experiencing depression (Clark, 2010a).

Infants with mothers experiencing depression or depressive symptoms have been
shown to have an increased risk of poor psychological and physical outcomes
(Windham, Rosenberg, Fuddy, McFarlane, Sia & Duggan, 2004; Robertson et al., 2004;
McLearn, Minkovitz, Strobino, Marks & Hou, 2006; Chung, McCollum, Elo, Lee &
Culhane, 2004). Lack of treatment for mothers with extreme postpartum depression
may lead to maternal suicide or infant homicide at the hands of the affected mother
(Robertson et al., 2004). Maternal depression can have a negative effect on the social
and emotional health of young children, because depressed mothers are likely to have
more difficulty providing safe and nurturing care to infants (McLearn et al., 2006). In a
national study of families enrolled in Healthy Steps, a pediatric health care program,
mothers with symptoms of depression had lower adjusted odds ratios for continuing
breastfeeding (AOR= 0.73, Cl 0.61-0.88) and for conducting the following positive
interactive behaviors with their infants: talking (AOR= 0.74, C1=0.063-0.086), showing
books (AOR=0.81, CI=0.68-0.97), and playing (AOR 0.70, CI=0.54-0.90) (McLearn et al.,
2006). Infants of depressed mothers can be more irritable, harder to console, and less
able to regulate their affective and behavioral states, and have sleep difficulties
(Onunaku, 2005; Weinberg & Tronick, 1998). Poor maternal mental health has also
been associated with children being overweight and having poor oral health (Larson et
al., 2008). Long-term effects of maternal depression on child development include
cognitive and language delays, behavioral problems and poor school performance
(Onunaku, 2005).
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Trend

Comparisons of the 2005-06 and 2006-07 National Surveys on Drug Use and Health
show a slight, but not significant, decrease, in the percent of US population over 18 that
experienced “Serious Psychological Distress” within the past 12 months of the
respective survey years, 11.3 percent to 11.1 percent. For the same survey periods,
Florida’s population over the age of 18 that experienced “Serious Psychological
Distress” within the past 12 months of the 2004-05 to the 2005-06 survey years declined,
but also not significantly, from 10.3 percent to 10.2 percent (Hughes, Sathe, &
Spagnola, 2009). For the U.S. population estimated to have experienced a major
depressive episode within the past 12 months of the respective 2005-06 and 2006-07
survey years, there was a very small, insignificant decrease from 7.31 percent to 7.25
percent (Hughes, Sathe, & Spagnola, 2009). For Florida, the population proportion over
18 that experienced a major depressive episode within the past 12 months of the survey
year increased, but not significantly, from 6.4 percent in the 2005-06 survey to 6.8
percent in the 2006-07 survey (Hughes, Sathe, & Spagnola, 2009).

Comparing 2005 and 2007 Florida PRAMS data, there are slight increases in the
estimated percentage of non-Hispanic white and non-Hispanic black women that
experienced a form of emotional stress: for non-Hispanic white women 31.4 percent in
2005 to 33.4 percent in 2007 and the non-Hispanic black women, 33.0 percent in 2005
to 35.2 percent in 2007 (Clark, 2010c). There was a significant decrease in the
proportion of women completing Florida’s Prenatal Risk Assessment screen who
reported a lifetime prevalence of depression (a = 0.000), from 20.4 percent in 2004 to
18.6 percent in 2007 (Clark, 2010a).

National/state goals

The Florida Department of Health does not have any goals related to depression or
stress. Healthy People 2010 included an objective to increase the number of persons
seen in primary health care who receive mental health screening and assessment (U.S.
Department of Health and Human Services, 2000). Also, in Healthy People 2010, the
leading health indicator for mental health is adults with depression who received
treatment. The 2010 target for adults diagnosed with depression who received
treatment is 50 percent; in 1997, only 23 percent of adults diagnosed with depression
received treatment (U.S. Department of Health and Human Services, 2000). This
objective was retained for 2020 and two new objectives were added: to increase
depression screening by primary care providers, and to decrease the annual prevalence
for Major Depressive Disorder
(http://www.healthypeople.gov/hp2020/Objectives/TopicArea.aspx?id=34&TopicArea=M
ental+Health+and+Mental+Disorders).

Potential for improvement

All primary healthcare programs that serve women should provide psychosocial
screening

Psychosocial screening is now recommended as part of primary healthcare for women
(Barson, 2006). In 2006, the American College of Obstetricians and Gynecologists
(ACOG) recommended screening all women for psychosocial stress and other
psychosocial issues during each trimester of pregnancy and the postpartum period
(ACOG Committee on Healthcare for Underserved Women, 2006). A study of pregnant
women receiving services from a university prenatal clinic found psychosocial stress to
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be very common with 6 percent reporting high stress and 78 percent reporting
low/moderate stress (Woods et al., 2009). The Florida Department of Health developed
the Tell Us About Yourself (TUAY) questionnaire, which contains questions about
domestic violence, substance abuse, stress, and depression. Healthy Start programs
and a few health department clinics are utilizing the TUAY, but use of the questionnaire
is not mandatory. Many Healthy Start programs are also utilizing a formal screening
tool, such as the Edinburgh Postnatal Depression Scale, to identify women with
depression during pregnancy and the postpartum period.

Several studies have demonstrated the feasibility and effectiveness of psychosocial
screening in pediatric primary care clinics (Dubowitz, Feigelman, Lane, Prescott,
Blackman, Grube, Meyer & Tracy, 2007; Garg, Butz, Dworkin, Lewis, Thompson &
Serwint, 2007; Chaudron, Szilagyi, Kitzman, Wadkins & Conwell, 2004). Psychosocial
screening efforts could be expanded within the Department of Health to include settings
such as pediatric clinics, maternity clinics, WIC programs, and family planning clinics.
Increased screening would enable more women to receive appropriate diagnosis and
intervention.

Enhance home visiting services to include interventions for depression within
Florida’s Healthy Start Program

The American Academy of Pediatrics references meta-analyses of home visiting
programs in the U.S. and Europe that show evidence of improvements in detection and
management of postpartum depression as well as enhancing/improving social support,
breastfeeding rates, and parenting skills (American Academy of Pediatrics, 2009).
Systematic reviews of home-based interventions specific to the treatment and prevention
of postpartum depression found statistically significant improvement in postpartum
depression following the interventions (Leis, Mendelson, Tandon & Perry, 2009; Dennis
& Hodnett, 2007). Home-based interventions have the potential to effectively address
depression because they serve high-risk, low-income families who often have the
greatest need but the least access to mental health services (Leis et al., 2009). The
National Center for Children in Poverty (NCCP) conducted a study of state-based home
visiting programs and found that 17 programs in 14 states are using widely recognized
home visiting models such as Healthy Families American, Nurse Family Partnership,
and Parents are Teachers, while 14 programs in 14 states are using multiple programs
and blended designs (Johnson, 2009). The NCCP report stated that home visitors may
not have the skills, tools, and comfort level needed to effectively address the needs of
families at highest risk and suggested improving training and supervision for home
visitors as well as creating enhanced interventions that utilize more highly trained
professionals (Johnson, 2009). The lack of positive impact on birth outcomes and
maternal behavior found by recent evaluations of the Florida Healthy Start program
would suggest consideration of this recommendation. Some examples of enhanced
home visiting programs from other states which specifically address depression and
stress include:

¢ Michigan’s Maternity Support Services was funded by a Maternal and Child
Health Bureau grant to implement a home visiting model using a nurse-
community health worker (nurse-CHW) model that combines nursing
interventions with intensive social support to low income pregnant women that
have mental health problems (Roman et al., 2007). Rowan and her colleagues
(2007) advocate the use of trained community health workers who have life
experiences similar to their clients to provide social support using peer role
modeling and empowerment strategies that address stressors, encourage
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positive health behaviors, and increase access to resources. A randomized-
controlled study was conducted to compare client outcomes of the traditional
home visiting model (CC model), which only utilizes nurses, with client outcomes
of the nurse-CHW model. The initial process evaluation found that the nurse-
CHW team provided services to 86 percent of eligible women and provided more
face-to-face contact compared to 57 percent of eligible women served by
standard community care services (p<0.001) (Rowan et al., 2007). Compared to
respective baseline measures, clients in both models had lower Center for
Epidemiologic Studies Depression (CES-D) scores. However, the improvement
from the baseline to the 15-month overall CES-D scores and components scores
(high stress, low psychosocial resources, high stress & low psychosocial
resources) was better for the clients in the nurse-CHW model compared with
clients in the traditional CC model (Rowan et al., 2009). The weighted adjusted
differences between the mean CES-D scores of the two models were: -2.4 (Cl: -
4.6, -0.2) for the overall CES-D score, -3.8 (CI: -6.9, -0.6) for the high stress
component, -4.0 (-7.2, -0.8) for the low psychosocial resources component and -
4.6 (CI:-8.5, -0.7) for the combination component of high stress and low
psychosocial resources (Rowan et al., 2009).

Colorado’s Prenatal Plus program utilizes teams consisting of a care coordinator,
a registered dietician and a mental health professional to provide home visiting to
high-risk pregnant women (Ricketts, Murray, Schwalberg, 2005). Among the
women who reported mental health problems, 55 percent resolved their risk
during pregnancy (Ricketts et al., 2005). Women who resolved their
psychosocial risks had a low birth weight rate of 8.5 percent compared to a low
birth weight rate of 10.7 percent among women with unresolved risks (Ricketts et
al., 2005). This difference was not statistically significant, but the difference in low
birth weight rates between those who were able to quit smoking and those who
were not (8.5 percent compared to 13.7 percent) did show a significant difference
(p<0.01) (Ricketts et al., 2005).

Increase opportunities for pregnant and parenting women to receive counseling
and social support.

A systematic review of interventions for treating postpartum depression found that
psychosocial interventions, such as non-directive counseling and peer support, were
effective (Dennis & Hodnett, 2007). Many women with mild to moderate depression can
be treated by psychosocial approaches in lieu of medication (Yonkers, Wisner, Stewart,
Oberlander, Dell, Stotland, Ramin, Chaudron & Lockwood, 2009.

Group prenatal care is an integrated approach to prenatal care in a group setting
providing peer support and education. A randomized controlled trial showed that
women in group care had significantly better psychosocial outcomes than the
women who received individual care (Ickovics, Kershaw, Westdahl, Magriples,
Massey, Reynolds, Rising, 2007).

Community based doula programs connect low income pregnant women with
culturally matched paraprofessionals who provide support during pregnancy and
the early months of parenting. An evaluation of the Chicago Doula project found
that it significantly affected birth outcomes, breastfeeding rates, and maternal
sensitivity (Cawthorne and Arons, 2010).
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e Support groups for pregnant and postpartum women can provide opportunities to
receive peer support and non-directive counseling to help women develop coping
skills. Peer-to-peer support groups such as Sister Circles have been shown to
reduce depression in women of color (Issacs, 2004).

e Support can be provided by trained peer volunteers via telephone. Telephone-
based support is flexible, private, and non-stigmatizing and can reduce barriers
to health care such as lack of transportation (Dennis, 2009). A multi-site
randomized controlled trial found telephone-based peer (mother to mother)
support to be effective at preventing postnatal depression among high-risk
women (Dennis, 2009). Women who received peer support had half the risk of
developing depression than those in the control group (Dennis, 2009).

Promote awareness about the impact of maternal depression and interventions for
the general public, low income communities, early childhood and health
practitioners.

¢ Include depression as part of health education that takes place at family planning
clinics (Barson, 2006). Brochures or posters could be placed in exam rooms or
videos on depression could be shown in waiting areas. Brochures on depression
can be downloaded from the web free of charge.

e WIC clinics could provide education on depression. A 15 minute group education
session was found to be effective in teaching women about the importance of
safe sleep (Moon, Oden, & Grady, 2004).

DOH Capacity

Screening

Few of Florida’s county health department clinics report screening for depression.
Pinellas County health Department has implemented the “What About Mom” program at
a pediatric clinic which provides screening for moms when they bring in their children for
health care. County health departments cite reasons for not screening as lack of
reimbursement, inadequate staff to perform screening, and lack of referral sources for
treatment. In addition, Florida Medicaid does not pay for depression screening. States
can make provision to pay for screening. For example, lllinois provides Medicaid
reimbursement to primary care providers for maternal depression screening of pregnant
women and women with children under the age of 1 (VanLandeghem, 2006). It would
be difficult for WIC, family planning or pediatric clinics to provide screening for
depression without additional staff. Because of funding constraints and increased
demand for services, providers need to serve more clients in less time. Many of the staff
do not have training in mental health and would require additional training in the
identification and management of depression in order to provide appropriate follow-up.
The U.S. Preventive Services Task Force recommends against routinely screening for
depression when staff assisted care supports are not in place (Annals of Internal
Medicine, 2009).

Home Visiting

In order to determine whether appropriate services are being provided to depressed
women, Healthy Start could begin to specifically track those women who responded yes
to the depression screening question on the prenatal risk screen to see how many of
them received a psychosocial counseling service. Eventually, an outcome related to
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depression such as “a decrease in depression symptoms” could be added to the HMS
Healthy Start outcomes.

Modifications to the program model can be made within existing statutes, but funding
limitations make if more difficult for the Healthy Start programs to implement enhanced
interventions or provide increased training for staff. Many programs do not have the
funds to hire professional versus paraprofessional staff.

Peer Support

Several health departments have successfully implemented group prenatal care and
found it to be particularly effective with Hispanic women. It has been a challenge to
implement group prenatal care at smaller, more rural health departments due to
insufficient numbers of women who are delivering their babies at the same time. Lack of
space for the group to meet has also been a barrier.

The Central Hillsborough Healthy Start program has implemented peer support groups
for depressed women that provide emotional support and education on depression and
other interconception care topics. The support groups are very well attended by
Hispanic women.

Effective peer support services require recruitment and training of volunteers as well as
on-going supervision. An additional staff person in Healthy Start would be needed to
handle these responsibilities.

Education

Information on depression and stress is available through the Every Woman Florida
Preconception Care website. Health departments and Healthy Start programs provide
health education in their local communities, but may need specific training on depression
in order to provide education on this topic. Educational materials on depression could
easily be distributed at all clinic sites, but clinic staff would need training on depression in
order to be able to respond to clients who have questions or need referrals.

Current State priority or objective
There is no state priority or objective related to stress or depression.
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PRECONCEPTION HEALTH EDUCATION

Definition and General Description of the issue/problem

The Centers for Disease Control and Prevention (CDC) defines preconception health as
a woman’s health before she becomes pregnant. Preconception care has been defined
as a set of interventions aimed to identify and modify biomedical, behavioral, and social
risks to a woman's health, to improve pregnancy outcome through prevention and
management (http.//www.cdc.gov/ncbddd/preconception/whatispreconception.html).
Poor pregnancy outcome is a major public health concern, suggesting the need for an
improved approach to ensuring a healthy birth. Prenatal care, which usually begins at
week 11 or 12 of a pregnancy, comes too late to prevent a number of serious maternal
and child health problems. The fetus is most susceptible to developing certain problems
in the first 4-10 weeks after conception, before prenatal care is normally initiated.
Because many women are not aware that they are pregnant before this critical period,
they are unable to reduce risks to their own health and that of their baby unless
intervention begins before conception. The key to promoting preconception health is
working together to educate health providers, women, and men about the importance of
preconception health and care. Despite advances in medical care, birth outcomes are
worse in the United States than in other developed countries. Many babies are born
prematurely or have low to very low birth weight. In some groups of people, the
problems are actually getting worse according to the Centers for Disease Control report
entitled Preconception Health and Care, 2006: State Title V Priority Needs Focused on
Preconception Health and Health Care, United States, 2005.

Magnitude

According to the Centers for Disease Control report entitled Preconception Health and
Care, 2006, State Title V Priority Needs Focused on Preconception Health and Health
Care, United States, 2005, adverse pregnancy outcomes remain a prevalent health
problem: 12 percent of babies born are premature, 8 percent are born with low birth
weight, and 3 percent have maijor birth defects. Of women giving birth, 31 percent suffer
pregnancy complications. Risk factors for adverse pregnancy outcomes remain
prevalent among women of reproductive age. For example, 11 percent of women
smoke during pregnancy, and 10 percent consume alcohol. Of women who could get
pregnant, 69 percent did not take folic acid supplements, 31 percent are obese, and
about 3 percent take prescription or over-the-counter drugs that are known teratogens.
In addition, about 4 percent of women have pre-existing medical conditions, such as
diabetes, that can negatively affect pregnancy if unmanaged. All of these factors pose
risks to pregnancies that could be addressed with proper health interventions.
Preconception care is recognized as a critical component of health care for women of
reproductive age. The main goal of preconception care is to provide health promotion,
screening, and interventions for women of reproductive age to reduce risk factors that
might affect future pregnancies.
(http://www.cdc.gov/ncbddd/preconception/whatispreconception.htm)

According to the Centers for Disease Control Mortality and Morbidity Weekly Review,
April 21, 2006 report on Recommendations to Improve Preconception Health and Health
Care, every woman should be thinking about her health whether or not she is planning
pregnancy. One reason is that about half of all pregnancies are not planned.
Unplanned pregnancies are at greater risk of preterm birth and low birth weight babies.
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Another reason is that, despite important advances in medicine and prenatal care, about
1 in 8 babies is born too early. Researchers are trying to find out why and how to
prevent preterm birth. Experts agree women need to be healthier before becoming
pregnant. By taking action on health issues and risks before pregnancy, a woman can
prevent problems that might affect her or her baby later.

Nearly 50 percent of pregnancies in the United States are unintended. As a result,
appropriate preconception care is important for all women of reproductive age. Many
providers do not routinely offer preconception care to their female patients who are of
reproductive age.
(http://healthypeople.gov/hp2020/0Objectives/CommentByView.aspx?cmd=sc)
Therefore, the challenge of preconception care lies not only in addressing pregnancy
planning for women who seek medical care and consultation specifically in anticipation
of a planned pregnancy, but also in educating and screening all reproductively capable
women on an ongoing basis to identify potential maternal and fetal risks and hazards to
pregnancy before and between pregnancies

In 2007, approximately 35 percent of the 231,417 live births in Florida resulted from
unintended pregnancies (PRAMS 2007 Surveillance Data Book). The challenge of
preconception care lies not only in addressing pregnancy planning for women who seek
medical care and consultation specifically in anticipation of a planned pregnancy but also
in educating and screening all reproductively capable. According to the Centers for
Disease Control Mortality and Morbidity Weekly Review, April 21, 2006 report on
Recommendations to Improve Preconception Health and Health Care, we can improve
preconception health for men and women, resulting in improved outcomes by focusing
on health promotion in women and men of reproductive age before a woman conceives.

Severity/consequences

An increasing number of women are entering pregnancy in poor health. There is ample
evidence to support that a healthy pregnancy outcome is strongly influenced by a
woman’s health status prior to becoming pregnant. Prenatal care does not address the
contributing risk factors that can lead to a poor birth outcome.

¢ In Florida, over 13 percent of babies are born premature and 3 percent are born
with serious birth defects.

e One-third of all infant deaths are caused by prematurity.
¢ In 2005, 43 percent of births were to women who were overweight or obese.
e Pregnancy-related death is strongly associated with chronic illness and obesity.

According to the Florida Chapter of the March of Dimes 2009 Mission Report, in an
average week approximately 600 babies in Florida are born preterm; 98 babies are born
very preterm; 1,517 babies are born by cesarean section; 380 babies are born low birth
weight; 69 babies are born very low birth weight, and 29 babies die before their first
birthday (Source: 2005 NCHS via marchofdimes.com/Peristats).

Unfortunately, birth defects, low birth weight births, preterm deliveries, and infant deaths
continue to be higher than the goals outlined in Healthy People 2010, the nation’s health
agenda. We know that a woman’s preconception health plays an important role in
determining the outcome for her and her baby. This situation is a major public health
concern, suggesting the need for an improved national approach to ensuring healthy
birth. (http://www.healthypeople.gov/hp2020/Objectives/document/html)
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Preconception care is critical to improving the health of a nation. Healthy People 2000
set a goal of 60 percent of primary care physicians providing age-appropriate
preconception care, yet only about one in four providers currently do so for the majority
of women they serve. Preconception care could succeed in improving maternal and
child health where current models or standards are failing, but most providers don'’t
provide preconception care, most insurers don’t pay for it, and most consumer don’t ask
forit. Several effective preconception interventions, such as smoking cessation, obesity
control, folic acid supplementation, and some medication adjustments, take months to
implement and therefore must begin long before conception.
(http://www.healthypeople.gov/hp2020/Objectives/document/html)

Trend

The March of Dimes graded states by comparing each state’s premature birth rate to the
nation’s objective of 7.6 percent or less by 2010. The graph below shows that Florida
earned a grade of “F” with a 13.8 percent preterm birth rate from 2005-2007.

2009 March of Dimes Premature Birth Report Card
Grade for Florida Preterm Birth Rate: 13.8% F
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Premature birth report card grades are based solely on the distance of a state’s rate of
preterm birth from the nation’s Healthy People 2010 objective of 7.6 percent. The
grading criteria established for 2008 report cards is used as a baseline and provides for
annual preterm birth report card grade comparison. Each jurisdiction was assigned a
grade based on the following criteria.
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Between 2006 and 2007, the percentage of resident live births with birth weights less
than 2,500 grams (5 Ibs. 8.2 0z.) remained unchanged at 8.7 percent. The percentage
of resident live births with birth weights less than 1,500 grams (3 Ibs. 4.9 0z.) also
remained unchanged from 2006 to 2007 at 1.6 percent. The percentage of resident live
births with birth weights of 4,000 grams (8 Ibs. 13.1 0z.) and heavier decreased from 6.7
percent in 2006 to 6.5 percent in 2007.

According to Florida’s data in 2008, adverse pregnancy outcomes remain a prevalent
health problem as evidenced by 7.4 percent of babies born to white mothers and 13.5
percent of babies born to black mothers at a birth weight less than 2500 grams (Florida
Charts, 2008).

The infant mortality rate in Florida is higher than the national average (7.2 per 1,000 live
births compared to 6.9 for 2005) and one third of all infant deaths in Florida are caused
by prematurity (www.marchofdimes.com/peristats).
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Each child born with an intellectual disability or a comparable condition leads to direct
and indirect societal costs over his or her lifetime of more than $1 million. Adverse
pregnancy outcomes avoided through preconception care represent both an alleviation
of human suffering and a reduced burden on the health care system.

County Data For Birth Defects in Florida, 1998-2005
Birth Defects for 1,659,717 1998-2005 Live Births

Est. Cases  Frequency
Children with Structural Birth Defects 37,194 1in 45

Specific Conditions

Congenital Heart Defects 12,252 1in 135
Chromosomal Abnormalities 2,555 1in 650
Down Syndrome 2,181 1in 761
Oral Clefts 2,258 1in735
Neural Tube Defects 765 1in

2,170
Abdominal Wall Defects 1,072 1in

1,548
Limb Malformations 489 1in

3,394

The Florida Birth Defects Registry (FBDR) is a statewide system that identifies birth defects in children born in
Florida. http://www.fbdr.org/index.html

National/state goals

Through a two-year collaborative effort, the Centers for Disease Control and Prevention
has successfully aligned the efforts of a number of its external partners and internal
programs to develop a set of 10 recommendations for improving preconception health
and care. An internal workgroup on preconception care, with participants representing
22 programs from across the CDC, was convened in 2003-2004. In June 2005, in
partnership with the Department of Health and Human Services and 35 national
professional organizations, the CDC hosted a National Summit on Preconception to
obtain a better understanding of current programs, knowledge, and practices related to
preconception care and to allow practitioners to share their experiences with other
participants. The summit was attended by over 400 professionals; and practitioners
from 68 communities presented their work. The CDC convened a Select Panel on
Preconception Care, which included experts from a variety of national organizations
concerned about the health of women, infants, and families. Together, the CDC internal
workgroup and the Select Panel developed a set of 10 recommendations for improving
preconception health and care. The recommendations were published on April 21,
2006, in the MMWR Recommendations and Reports, Volume 55, No. RR-6 as follows:

Recommendation #1. Individual Responsibility Across the Lifespan. Each woman,
man, and couple should be encouraged to have a reproductive life plan.
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Recommendation #2. Consumer Awareness. Increase public awareness of the
importance of preconception health behaviors and preconception care services by using
information and tools appropriate across various ages; literacy, including health literacy;
and cultural/linguistic contexts.

Recommendation #3. Preventive Visits. As a part of primary care visits, provide risk
assessment and educational and health promotion counseling to all women of
childbearing age to reduce reproductive risks and improve pregnancy outcomes.

Recommendation #4. Interventions for Identified Risks. Increase the proportion of
women who receive interventions as follow-up to preconception risk screening, focusing
on high priority interventions (i.e., those with evidence of effectiveness and greatest
potential impact).

Recommendation #5. Interconception Care. Use the interconception period to provide
additional intensive interventions to women who have had a previous pregnancy that
ended in an adverse outcome (i.e., infant death, fetal loss, birth defects, low birth weight,
or preterm birth).

Recommendation #6. Pre-pregnancy Checkup. Offer, as a component of matermity
care, one pre-pregnancy visit for couples and persons planning pregnancy.

Recommendation #7. Health Insurance Coverage for Women with Low Incomes.
Increase public and private health insurance coverage for women with low incomes to
improve access to preventive women's health and preconception and interconception
care.

Recommendation #8. Public Health Programs and Strategies. Integrate components
of preconception health into existing local public health and related programs, including
emphasis on interconception interventions for women with previous adverse outcomes.

Recommendation #9. Research. Increase the evidence base and promote the use of
the evidence to improve preconception health.

Recommendation #10. Monitoring Improvements. Maximize public health
surveillance and related research mechanisms to monitor preconception health.

These recommendations, which are not prioritized, should be used by consumers, public
health and clinical providers, researchers, and policy makers. Therefore, the
recommendations should be implemented simultaneously. In the action steps, persons,
public health and clinical providers, communities, governments (i.e., local, state, and
federal), and professional organizations all have roles. Finally, these recommendations
are designed to meet the four goals to reduce disparities in maternal and infant health by
improving the preconception health of women and men.

e Goal 1. Improve the knowledge and attitudes and behaviors of men and women
related to preconception health.

e Goal 2. Ensure that all women of childbearing age in the United States receive
preconception care services (i.e., evidence-based risk screening, health
promotion, and interventions) that will enable them to enter pregnancy in optimal
health.

o Goal 3. Reduce risks indicated by a previous adverse pregnancy outcome
through interventions during the interconception period, which can prevent or
minimize health problems for a mother and her future children.

e Goal 4. Reduce the disparities in adverse pregnancy outcomes.
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The department’s goal is to provide health promotion, screenings, and intervention for
medical, behavioral, environmental risks before a woman becomes pregnant resulting in
healthier future pregnancy outcomes. Every time a woman visits any healthcare
provider there is an opportunity to teach some component of preconception health.

The goal of preconception care is to reduce the risk of adverse health effects for the
woman, fetus, or neonate by optimizing the women’s health and knowledge before
planning and conceiving a pregnancy. Because reproductive capacity spans almost four
decades for most women, optimizing a women’s health before and between pregnancies
is an ongoing process that requires access to and the full participation of all segments of
the health care system.

Potential for improvement

Good preconception health care is about managing current health conditions. By taking
action on health issues before pregnancy, future problems for the mother and baby can
be prevented. Preconception health care must be tailored to each individual woman. It
means helping women and their partners reduce risks and get ongoing care. Men and
other family members also play a very important role in supporting the goals of
preconception health. Several effective preconception interventions, such as smoking
cessation, obesity control, folic acid supplementation, and some medication
adjustments, take months to implement and therefore must begin long before
conception. The key to promoting preconception health is to combine the best medical
care, healthy behaviors, strong support, and safe environments at home and at work
(American College of Obstetrics and Gynecology (ACOG) Committee Opinion, number
#313, September 2005).

The 2004 annual report and evaluation of the Save Our Babies project in Orange County
indicated an increased awareness of racial disparities in birth outcomes in the
community, increased awareness of maternal child health issues, a willingness of
citizens and businesses to form an advisory committee for the program in order to take
ownership of the problem, and increased understanding of how to access the current
healthcare system.

A 2004 assessment of project services conducted by the HRSA Office of Performance
Review found high rates of success (>70 percent) in the resolution of key risks among
participants at the Magnolia Project in Jacksonville (Brady, CM, unpublished data, 2005.)

DOH capacity

The mission of the Florida Department of Health is to “promote, protect and improve the
health of all people in Florida.” The mission of the department and the underlying goal of
the Maternal and Child Health Bureau’s Title V Block grant have similar intentions:
continued improvement in the health, safety, and well-being of mothers and children. In
Florida, there are many maternal and child health service providers that help families
receive the care they need to have healthier mothers, babies, and children. The
department’s Office of Infant, Maternal and Reproductive Health is assisting these
providers by furnishing information and guidance on a number of maternal and child
health issues. In partnership with the March of Dimes Florida Chapter, the department is
working to increase awareness on the importance of good preconception health. To
date, the department has received multiple grants from the March of Dimes to fund the
maijority of our preconception health projects. Additionally, Healthy Start and the Title X
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Family Planning programs have provided additional funding for preconception health
projects.

¢ In 2006 a preconception education and counseling training module was
developed and placed on the department’s intranet site.

e Statewide training on preconception education and counseling is provided on a
semi-annual basis through conference calls to target groups including county
health department clinical staff, Healthy Start direct service staff, and Healthy
Start coalition staff.

e Preconception education and counseling is a component of any nursing
assessments and counseling services provided within the county health
departments.

¢ Ongoing outreach and education occurs through the local Healthy Start
coalitions.

e The department continues to provide communities with Perinatal Periods of Risk
data.

Current State priority or objective

The Florida Department of Health is engaged in a number of preconception health
initiatives including:

Every Woman Florida (EWF) —is a statewide campaign to raise awareness and
increase knowledge of risk factors that could lead to adverse birth outcomes. This
initiative is responsible for garnishing support from healthcare providers and
promoting the integration of preconception education into their professional
practices. This will be achieved through the provision of grand rounds type
presentations offered to a minimum of six hospitals throughout the state. The Every
Woman Florida initiative has also developed a website that provides outreach to
providers and consumers. (http://www.everywomanFL.com)

Core Indicators for Preconception Health -The Florida Department of Health is the
lead agency in a seven state collaborative to establish standards for measuring
preconception health.

Preconception Keeping Tabs is a wallet-size card being developed to
accommodate all of the stated preconception health information in an easy-to-read
format.

Promoting Positive Youth Development - The goal of Positive Youth Development
is to establish multi-faceted programs that help young people grow into
mature and successful adults.

Healthy Start established interconception health education and counseling as an
enhanced service with the intent to improve the birth outcome of subsequent
pregnancies. (http://www.healthystartflorida.com)

Family Planning Program (Title X) continues to incorporate the provision of
preconception health education and counseling services during clinic visits to all
family planning clients. Family Planning Waiver eligibility staff has been trained on
preconception health issues. In July 2003, county health department preconception
education and counseling technical assistance guidelines were developed and
disseminated to all 67 counties.
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e The Magnolia Project (Jacksonville) - a Healthy Start program offering
comprehensive array of services in an effort to improve birth outcomes. The target
population was high-risk African-American women aged 15-44 years who lived in five
zip codes areas of Jacksonville. The project operates as a collaborative between the
Northeast Florida Healthy Start Coalition, the Duval County Health Department, and
local community-based organizations.

e Save Our Babies, Orange County, Florida - The primary target population of this
project was black women who live in Orange County with zip codes with the poorest
birth outcomes. Information was disseminated to the community - hosting training
workshops and informational sessions in non-traditional environments such as
beauty salons and churches, and engaging the community for action.

The Perinatal Periods of Risk (PPOR) analysis performed by the Florida Department of
Health for the years 1999-2003, indicated that maternal health prior to and during
pregnancy largely affected the health and well-being of the infant. Prenatal care is often
too late to prevent serious maternal and infant health problems. Preconception care is
now recognized as a critical component for all women of reproductive age (Center for
Disease Control Mortality and Morbidity Weekly Review (MMWR), April 2006).

Infant Death Plus Fetal Death Rates Per 1000 Births Plus Fetal Deaths
and Difference (Excess) by PPOR Category and Reference Group
Florida 1999 - 2003

Non-

Reference Reference Difference Percent
PPOR Category Group Group (Excess) Excess
Maternal Health 2.52 5.81 3.28 47 .8%
Maternal Care 1.89 3.18 1.29 18.8%
Newborn Care 1.04 1.64 0.60 8.7%
Infant Health 1.09 2.79 1.70 24.7%
Total 6.54 13.42 6.88 100.0%

The table above shows that for every 1000 births plus fetal deaths in the non-reference
group, there is an excess of 6.88 infant and fetal deaths. Almost half (47.8 percent) of
the excess is in the maternal health category. The second highest category is the infant
health category with an excess of 1.70 or 24.7 percent of the total 6.88 excess.

These results indicate that maternal health and infant health are the areas most in need
of improvement in Florida. Referring to the figure above, improvement in these areas
will require efforts in preconception health education, health behaviors, perinatal care for
women, infant sleep position, breast feeding, and injury prevention for infants.

Promoting the health and wellness of women and couples before pregnancy improves
birth outcomes. The Florida Department of Health, the March of Dimes, the Centers for
Disease Control and Prevention, and partner organizations are working together to
educate health providers, women, and men about the importance of preconception
health and care (Center for Disease Control Mortality and Morbidity Weekly Review
(MMWR), April 2006).
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IRON DEFICIENCY ANEMIA IN PREGNANT WOMEN, POSTPARTUM WOMEN, AND
WOMEN OF CHILDBEARING AGE

Definition and General Description of the Issue/problem

Anemia: Low hemoglobin (Hgb)/hematocrit (Hct) is an indicator of iron-deficiency
anemia. Cut off values vary by trimester for pregnant women and are different from
nonpregnant women. The values are as follows:

Pregnancy Trimester Hemoglobin mg/dl Hematocrit %
First 11.0 33.0
Second 10.5 32.0
Third 11.0 33.0
Postpartum Age Hemoglobin mg/dl Hematocrit %
12 - < 15 years 11.8 35.7
15 -< 18 years 12.0 35.9
>=18 years 12.0 37.7

Pregnant women are at a higher risk for iron deficiency anemia because of the increased
iron requirements of pregnancy. Hgb or Hct levels drop during the first and second
trimester because of blood volume expansion. Pregnant women may not receive an
adequate amount of iron if they do not take iron supplements during pregnancy or fail to
take iron supplements during the first trimester of pregnancy. For a true reflection of the
iron status of a postpartum woman, Hgb and Hct measurements should be taken at
greater than four weeks postpartum when measurements are expected to return to pre-
pregnancy or first trimester levels. Data source is Pregnancy Nutrition Surveillance
(PNSS) 2008 Report, US Department of HHS, CDC.

Iron deficiency anemia is the most common nutritional risk during pregnancy. Women of
childbearing age are at risk because of iron loss during menstruation coupled with
inadequate intake of iron. (PNSS 2008 Report
http:///www.cdc.gov/nutrition/everyone/basics/vitamins/iron.html)

Iron deficiency during the first two trimesters of pregnancy is associated with inadequate
gestational weight gain, a two-fold risk for preterm delivery, and a three-fold risk of giving
birth to an infant with low birth weight. Iron deficiency anemia during the third trimester of
pregnancy reflects inadequate iron intake and can affect the woman’s health
postpartum. Iron deficiency in women of childbearing age can cause fatigue that impairs
the ability to do physical work and can also affect memory and other mental functions in
adolescents. http://www.cdc.gov/immpact/micronutrients/
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Magnitude

Table 1: Anemia Status of Pregnant and Postpartum Women in the 2008 PNSS

Trimester Nationally 2008 Florida 2008 % Postpartum 2008 | Postpartum 2008
(35 programs) Nationally(36) Florida
29.6% 37.4%
1 7.6% Not Available
2" 12.1% Not Available
3rd 33.8% 39.9

Pregnant women may not receive an adequate amount of iron if they do not take iron
supplements during pregnancy or fail to take iron supplements during the first trimester
of pregnancy. As seen in Table 1, in the 2008 PNSS national data, 7.6 percent of
women had low Hgb/Hct when they enrolled in the WIC program during their first
trimester; 12.1 percent during the second trimester; and 33.8 percent during their third
trimester. In the 2008 PNSS, 39.9 percent of the pregnant women in the Florida WIC
program exhibited a low Hgb/Hct when they enrolled during their third trimester. In the
2008 PNSS nationally, 29.6 percent of postpartum women had low Hgb/Hct In the 2008
PNSS, 37.4 percent of postpartum women in Florida exhibited Hgb/Hct.

Table 2: Hgb/Hct Status in the 2008 PNSS In Regard to Race/Ethnicity and Age

Race/Ethnicity | 2008 3" 2008 Age 2008 3 | 2008
Trimester Postpartum trimester | Postpartum

White 27.5% 22.8% <15Yrs |452% 36.0%
Black 48.5% 46.8% 15-17 Yrs | 39.1% 35.9%
Hispanic 30.1% 29.4% 18-19 Yrs | 36.9% 33.9%
Am Ind/Alaskan 33.9% 35.0% 20-29 Yrs | 33.5% 29.0%
Asian/Pacific 29.0% 27 1% 30-39 Yrs | 30.9% 27.0%
Islander

>40Yrs | 32.3% 28.3%

In reference to race/ethnicity in the 2008 PNSS nationally, the prevalence of low Hgb/Hct
in the third trimester of pregnancy was highest for black mothers (48.5 percent) followed
in descending order by 33.9 percent for American Indians/Alaskan Natives (AlIANs), 30.1
percent for Hispanics, 29.0 percent for Asians and Pacific Islanders (APIs), and 27.5
percent for whites. For postpartum women in the national data, the prevalence was
highest for black women (46.8 percent) followed in descending order by 35.0 percent for
AIANSs, 29.4 percent for Hispanics, 27.1 percent for APls, and 22.8 percent for whites. In
regards to age in the 2008 PNSS national data, the prevalence of low Hgb/Hct in the
third trimester of pregnancy was highest for adolescents less than 15 years (45.2
percent) followed in descending order by teens 15-17 years (39.1 percent), teens 18-19
years (36.9 percent), 20-29 years (33.5 percent), women greater than 40 years (32.3
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percent) and those 30-39 years of age (30.9 percent). In the 2008 PNSS national data,
the prevalence for postpartum women was highest for adolescents less than 15 years
(36.0 percent), followed in descending order by teens 15-17 years (35.9 percent), teens
18-19 years (33.9 percent), 20-29 years (29.0 percent), women greater than 40 years
(28.3 percent), and those 30-39 years of age (27.0 percent). In the 2008 PNSS national
data, 32.1 percent of women had less than a high school education. This proportion has
changed little in the time period between 1998 through 2008. In the 2008 PNSS national
data, the prevalence of low Hgb/Hct in the third trimester of pregnancy was highest for
those with less than a high school education(36.5 percent), followed in descending order
by high school (33.6 percent) and > high school (29.0 percent). In the 2008 PNSS
national data, the highest prevalence for postpartum women was < High School (31.9
percent), followed in descending order by High School (29.1 percent) and > High School
(24.7 percent). http://edr.state.fl.us/population/popsummary.pdf

Risk factors contributing to iron deficiency anemia include the race black, Hispanic
ethnicity low socioeconomic status, recent immigrant status, and food insecurity. Over
an eight-year period from April 2000 to April 2008, natural increase in population
(difference between births and deaths) accounted for 14.4 percent of Florida’s growth
and an influx from other states within the United States and from other countries
accounted for 85.6 percent of the population growth. In terms of race, Florida’s
population has become increasingly nonwhite over the last two decades. In the 1980
Census, 14.7 percent were nonwhite; in 1990, 15.2 percent were nonwhite, and in 2000
17.8 percent were nonwhite. This percentage is projected to increase to 19.7 percent in
2010. Florida’s Hispanic population is increasing. In the 1980 Census, 8.8 percent were
of Hispanic origin; in 1990 12.2 percent and in 2000 16.8 percent. Florida’s Hispanic
population is projected to represent 21.5 percent of the total population in 2010.

A study on the increase in anemia and iron deficiency prevalence among pregnant and
postpartum women on the WIC program living in a specific region of the country was
conducted. This study showed that living in a culturally traditional region was associated
with an additional risk. The observed patterns made nutritional iron deficiency an
unlikely major reason for the high incidence of anemia. A region-specific environmental
factor supported the increased risk. In Florida there are counties where a higher
prevalence of low Hgb/Hct \ may be attributed to living in a culturally traditional region.
(http://edr.state.fl.us/population/popsummary.pdf; Household food security In the United
States, 2008, Nord et al. Economic Research Report No. (ERR-83) 66 pp, November
2009. Geographic and Racial Patterns of Anemia Prevalence Among Low-income
Alaskan Children and Pregnant or Postpartum Women Limit Potential Etiologies. 2009.
Gessner BD. J Pediatr Gastroenterol Nutr Apr; 48 (4): 475-81.)

Severity/consequences

Iron deficiency during pregnancy is associated with multiple adverse outcomes for both
mother and infant, including increased inadequate gestational weight gain, perinatal
mortality, low birth weight, and preterm delivery. In the 2008 PNSS 25 percent of
pregnant women experienced less than ideal weight gain. In Florida in the 2008 PNSS,
25.9 percent of women encountered less than ideal weight gain. Low gestational weight
gain is associated with preterm births. In the 2008 PNSS, 11.5 percent were preterm
births nationally. In Florida, 13.4 percent were preterm births. In the 2008 PNSS, 8.2
percent of infants were low birth weight nationally; compared to 8.6 percent in Florida. In
September 2009, 8.9 percent of infants born to WIC mothers were low birth weight. This
percent has fluctuated very little in the past five years.
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According to the Florida Vital Statistic Annual Report 2008, the percentage of resident
live births with birth weights less than 2500 grams (low birth weight per PNSS definition)
increased slightly to 8.8 percent from 8.7 percent. The Healthy People 2010 objective is
to reduce the incidence of low birth weight to 5 percent. Among all resident infant
deaths during 2008, 37.1 percent of infant deaths occurred to infants who were less than
one day old. The leading cause of resident infant deaths in 2008 was perinatal period
conditions. Nationally premature birth is the leading cause of newborn death and a
maijor cause of lifelong disability. The Healthy People 2010 preterm birth objective is to
lower the rate to 7.6 percent of all live births. The latest available data (2005) show that
the national preterm birth rate is 12.7 percent. The preterm birth rate has increased
about 20 percent since 1990 and costs the nation more than $26 billion a year,
according to the Institute of Medicine report issued in July 2006.
(http://www.cdc.gov/nchs/data/databriefs/db09.htm
http://www.cdc.gov/ncbddd/preconception/documents/At-a-glance-4-11-06.pdf)

Trend

In the PNSS from 1998 through 2008 nationally, the overall prevalence of low Hgb/Hct
during the third trimester of pregnancy rose slightly from 29.3 percent to 33.8 percent
and decreased for postpartum women from 38.6 percent to 29.6 percent. In the PNSS
from 1998 through 2008 in Florida, the prevalence of low Hgb/Hct during the third
trimester of pregnancy rose somewhat from 38.5 percent to 39.9 and decreased slightly
for postpartum women from 38.2 percent to 37.4 percent.

The prevalence of low Hgb/Hct declined significantly among US women between 1988-
1994 and 1999-2002, but this decline was not associated with changes in iron or folate
deficiency, inflammation, or high blood lead. The prevalence of low Hgb/Hct for
postpartum women has improved for all race/ethnicity groups in the PNSS from 1998
through 2008. There has been very little change in the prevalence of low Hgb/Hct during
the third trimester for any race/ethnicity group from 1998 through 2008. Based on age in
the PNSS, the prevalence of low Hgb/Hct for postpartum women has improved for all
age categories except for women greater than 40 years of age. Based on age in the
PNSS, the incidence of low Hgb/Hct during the third trimester rose slightly from 1998
through 2008. There is no comparison data available based on education from 1998
through 2008 for the prevalence of low Hgb/Hct for pregnant women in the third trimester
and postpartum women. (PNSS data)

Low Hgb/Hct Based on Race/Ethnicity and Age

Race/Ethnicity | 2008 3™ 1998 3™ 2008 1998
Trimester Trimester Postpartum Postpartum

White 27.5% 24.9% 22.8% 30.9%
Black 48.5% 46.1% 46.8% 54.4%
Hispanic 30.1% 29.5% 29.4% 42%
Am Ind/Alaskan 33.9% 32.4% 35.0% 43.4%

- — 5 5
Asian/Pacific 29.0% 27% 27 1% 42.6%
Islander
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Age 2008 3" 2008 1998 3™ 1998
Trimester Postpartum Trimester Postpartum

<15 Years 45.2% 36.0% <16 Years | 38.9% 45.4%
15 -17 39.1% 35.9% 16 -19 33.9% 41.5%
Years Years
18 -19 36.9% 33.9% 20-29 30.2% 37.6%
Years Years
20 - 29 33.5% 29.0% 30-39 29.5% 35.6%
Years Years
30 -39 30.9% 27.0% 40 - 49 29.0% 35.3%
Years Years

_ 32.3% 28.3% >=50 66.7% 25%
>= 40 Years Years

The changes in the prevalence of anemia were calculated for women of childbearing age
(20 to 49 years) based on data from National Health and Nutrition Examination Surveys
(NHANES) 1988-1994 and 1999-2002. Anemia decreased significantly (10.8 percent to
6.9 percent) but the prevalence of iron deficiency anemia did not change significantly
(4.9 percent compared with 4.1 percent). The decline in anemia was not associated with
changes in iron deficiency, inflammation, or high blood lead (the known possible causes
of anemia). For these women, however, there remains a significant disparity in the
prevalence of anemia by race-ethnicity, with the prevalence of anemia in whites (3.3
percent) and Mexican Americans (8.7 percent) being lower than the prevalence in blacks
(24.4 percent). In addition, there has not been a significant decline in the prevalence of
iron deficiency anemia overall.

The condition of food insecurity includes both inadequate quantities and inadequate
quality of nutrients available. Household food managers (usually mothers) trade off food
quality for quantity to prevent household members from feeling persistent hunger.
Evidence on the influence of food insecurity on nutrition and health during the
interconception period and the risk of food insecure women entering pregnancy with
insufficient iron stores is largely indirect. For low-income mothers, especially black,
Hispanic and single mothers, food insecurity is a highly prevalent risk factor.

National/state goals

Healthy People 2010 Objectives19-13 propose reducing the prevalence of third trimester
anemia to no more than 20 percent and Objectives 19-12c propose reducing the
prevalence of anemia for non-pregnant females of childbearing years (aged 12 years to
49 years) to no more than 7 percent.

In the 2008 PNSS, 39.9 percent of the pregnant women in the Florida WIC program had
low Hgb/Hct when they enrolled during their third trimester which ranked Florida 4" for
all of the programs that contributed data. In the 2008 PNSS, 37.4 percent of postpartum
women in the Florida WIC program had low Hgb/Hct. Florida ranked 8" of all the
programs that contributed data.

The consequences of not meeting these national goals are the increased possibility of
adverse pregnancy or birth outcomes for Florida mothers and babies.
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Potential for improvement

The WIC program is an important and wide-reaching federal initiative to reduce the
incidence of low Hgb/Hct. The initiative offers nutrition counseling and iron-rich foods to
low-income pregnant, postpartum, and breastfeeding women at nutritional risk. The
nutrition counseling includes encouragement of the consumption of foods that are good
sources of iron (for example, red meat, spinach, and iron-fortified breakfast cereals) and
foods which enhance iron absorption such as vitamin C. The Use of Multiple Logistic
Regression to Identify Risk Factors Associated with Anemia and Iron Deficiency in a
Convenience Sample of 12 to 36 month old Children From Low-Income Families.
(Schneider JM et al. Am J Clin Nutr. 2008. Mar: 87 (3): 614-20.)

DOH capacity

The Healthy Start Program and the WIC Program work to improve the nutritional and
health status of pregnant and postpartum women and to increase access to early entry
into prenatal care and enrollment in the WIC program.

The Healthy Start program provides screening for all pregnant women to identify risks
and provide referrals for appropriate services to improve health outcomes for mother and
babies.

There is potential to redirect funding within existing programs to address this health
outcome. By redirecting funds and/or staff resources, it might be possible to target
providing additional services for these pregnant and postpartum women to improve this
health issue, including the provision of Fe supplements for these women.

Current State priority or objective

Healthy Start receives state and federal funding, evaluates programs, and makes
modifications to increase benefits and improve health outcomes. The federally-funded
WIC program targets and certifies pregnant and postpartum women who have low Hgbs
or Hcts for participation in WIC services to improve their health and nutritional status.
The Healthy Start Program offers some enhanced nutrition services for high-risk
pregnant women who are screened and determined eligible for the Healthy Start
program, if the funding is available for these services.
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ToBAcCO USE AMONG WOMEN OF CHILDBEARING AGE

Definition and General Description of the issue/problem

Smoking kills more people than alcohol, AIDS, car crashes, illegal drugs, murders, and
suicides combined. Thousands more die from other tobacco-related causes, such as
fires caused by smoking (more than 1,000 deaths per year nationwide) and smokeless
tobacco use.

Magnitude

Cigarette Use among Women of Childbearing Age

According to the 2007 Behavioral Risk Factor Surveillance System (BRFSS) survey,
19.8 percent of women ages 18-44 were current smokers. Non-Hispanic white women
of childbearing age were more likely than non-Hispanic black and Hispanic women to be
current smokers. Women with less than a high school education and those with a high
school diploma or some college education were more likely than women with a college
degree to be current smokers. Women whose annual household income is less than
$25,000 are more likely to be current smokers that women whose annual household
income is $50,000 or greater.

Cigarette Use during Pregnancy

According to the 2005 Pregnancy Risk Assessment Monitoring System (PRAMS), 8.3
percent of women smoked cigarettes during the last three months of their pregnancy.
Non-Hispanic white women were more likely than non-Hispanic black and Hispanic
women to smoke during pregnancy. Women who were not married were more likely
than married women to smoke during pregnancy, as were women who receive Medicaid
compared with non-Medicaid recipients. Women whose household income was less
than $15,000 were more likely to smoke during pregnancy compared with women whose
household income was $35,000 or greater. Also, women with less than a high school
diploma were more likely to smoke during pregnancy than women with some education
beyond high school.

Severity/consequences

In Florida, an estimated 28,600 adults die each year from their own smoking, and 2,570
adult nonsmokers die each year from exposure to secondhand smoke. An estimated
$6.32 billion is spent on annual health care costs in Florida directly caused by smoking,
and smoking-caused productivity losses in Florida total $6.87 billion."

Women who quit smoking before or early in pregnancy significantly reduce the risk for
several adverse outcomes. Compared with women who do not smoke:

« Women who smoke prior to pregnancy are about twice as likely to experience a
delay in conception and have approximately 30 percent higher odds of being infertile.

¢ Women who smoke during pregnancy are about twice as likely to experience
premature rupture of membranes, placental abruption, and placenta previa during
pregnancy.

Babies born to women who smoke during pregnancy:

e Have about 30 percent higher odds of being born prematurely.

e Are more likely to be born with low birth weight (less than 2500 grams or 5.5
pounds), increasing their risk for iliness or death.
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e Weigh an average of 200 grams less than infants born to women who do not smoke.
e Are 1.4 to 3.0 times more likely to die of Sudden Infant Death Syndrome (SIDS).

Trends

Cigarette Use among Women of Childbearing Age, 2004-2008

From 2004 to 2008, there appears to be a decreasing trend in smoking among women of
childbearing age from 22.8 percent in 2004 to 19.8 percent in 2008, however, these
changes are not statistically significant.

Figure 1: Prevalence of current smoking among women of
childbearing age, 2004-2008 Florida BRFSS
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Cigarette Use during Pregnancy, 2000-2005

Since 2000, the prevalence of cigarette smoking during pregnancy among women in

Florida has remained relatively unchanged. In 2005, the prevalence decreased to 8.3
percent, but this change is not statistically significant.

Figure 2: Prevalence of smoking during the last three
months of pregnancy, 2000-2005 Florida PRAMS
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National/state goals
Healthy People 2010 Objectives
27-1 Reduce tobacco use by adults
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Target and baseline:

Objective  Reduction in Tobacco Use by 1998 2010
Adults Aged 18 Years and Older Baseline* Target
Percent
27-1a. Cigarette smoking 24 12
27-1b. Spit tobacco 2.6 04
271c. Cigars 25 1.2
27-1d. Other products Developmental

27-6 Increase smoking cessation during pregnancy
Target: 30 percent.

Baseline: 14 percent of females aged 18 to 49 years stopped smoking during the first
trimester of their pregnancy in 1998.

Potential for improvement — The DOH has been provided an increase in the
appropriation of state tobacco settlement funds from $1 million in 2007 to the current $63
million. The potential of positively impacting tobacco avoidance and cessation are high
provided funding does not decrease.

DOH Capacity — The Department of Health is funded to address tobacco prevention and
cessation efforts, however, not at the level recommended by the Centers for Disease
Control and Prevention.

Current State priority or objective --Tobacco prevention and cessation is currently one
of the DOH strategic objectives.
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PREGNANT WOMEN AND INFANTS

PRENATAL CARE FOR THE UNINSURED

Definition and General Description

Unfunded prenatal care refers to a lack of health insurance coverage throughout
prenatal care and delivery. It is well established that unfunded prenatal care is more
prevalent among the working poor who either do not have access to insurance or cannot
afford employer health care benefits. Over the last 10 years, Florida has witnessed a
steady increase in the number of births to women who are without insurance.

Magnitude

Nationally, 18 percent of women ages 18 to 64 were uninsured in 2008 (Kaiser Women'’s
Health Policy Fact Sheet, October, 2009). A maijority of the uninsured were found to be
in working families with low incomes (Kaiser Medicaid and the Uninsured Fact Sheet,
September 2009). In Florida, 24 percent of women ages 19-64 were uninsured in 2008.
(Kaiserstatehealthfacts.org). Racial and ethnic minorities comprise a disproportionate
number of the total uninsured in Florida, with approximately 32 percent being Hispanic
and 19.5 percent black non-Hispanic (Duncan, Porter, Garvan, Hall, 2005). There is
also a geographic disparity among the uninsured, with Miami-Dade encompassing 20.8
percent of the total uninsured adult population under the age of 65. (See Figure 1)
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Severity and Consequences

“Uninsured women are twice as likely to delay seeking prenatal care until late in
pregnancy and are four times as likely to obtain no prenatal care” (Haas, Udvarhelyi,
Morris, & Epstein, 1993, p. 87). “Women who see a health care provider regularly during
pregnancy have healthier babies, are less likely to deliver prematurely, and are less
likely to have other serious problems related to pregnancy” (March of Dimes
http://www.marchofdimes.com/pnhec/159 513.asp). The IOM cites that prenatal care is
a cost-effective intervention aimed at improving pregnancy outcomes, particularly for
women who are at increased medical and or social risk (Brown, Institute of Medicine,
1988).

It is important to consider the impact that a lack of insurance has on a women’s health
throughout her lifespan. According to the Kaiser Family Foundation, “uninsured women
are more likely to lack adequate access to care, get a lower standard of care when they
are in the health system, and have poorer health outcomes” (Kaiser Women’s Health
Policy Fact Sheet, October, 2009). Therefore, women who do not receive regular
preventive health check-ups are more likely to enter pregnancy with chronic health
disorders.

A national study performed by the CDC cited between 1993-1997 and 2001-2005, the
rate of pregnancies complicated by pre-existing medical conditions increased from 21.8
percent to 28.3 percent (Berg, MacKay, Quinn, Callaghan, 2009). Florida’s Pregnancy-
Associated Mortality Review (PAMR) has found a strong association between chronic
illness, such as diabetes, hypertension and obesity, and pregnancy related death
(Florida Department of Health, PAMR Report 1999-2002). The PAMR report covering
deaths from 1999-2005, found that women who did not receive prenatal care were 10
times more likely to suffer a pregnancy-related death than women who had prenatal care
(Florida Department of Health, PAMR Report 1999-2005).

Historically, Florida has depended upon the public health system to serve as a safety net
for the low income population. In the late 1980s, Medicaid expansion policies were
enacted with the premise that reducing the number of uninsured pregnant women would
lead to increased access to prenatal care and improved outcomes for mothers and
infants. In 1989, Florida expanded Medicaid coverage to include women with an income
up to 150 percent of poverty and in 1991 extended benefits to women up to 185 percent
of poverty. Medicaid expansion of eligibility impacted not only the public health system
but also private providers. In 1991, Florida county health departments saw a 38 percent
increase in Medicaid funded prenatal clients compared to two years prior to the eligibility
expansion (Marquis and Long, 1999). Additionally, growing numbers of private providers
began accepting Medicaid for obstetrical services.

Previous studies measuring health effects and utilization of services associated with
expansion of Medicaid coverage to uninsured pregnant women, showed mixed results.
However, a survey of postpartum women in California found the timing of insurance
coverage to be strongly associated with timing of prenatal care initiation (Egerter,
Braveman, and Marchi, 2002). A study by Marquis and Long (1998) found that Florida’s
Medicaid expansion led to improved access to prenatal care services and a decrease in
low birthweight infants.

From 1999-2008, Florida witnessed a drastic influx of undocumented immigrant women
seeking prenatal care. In 1999, Florida Medicaid paid for 2.7 percent of deliveries to
legal and illegal immigrants under the eligibility category referred to as Emergency
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Medicaid. By state fiscal year 2008, the percentage of emergency Medicaid deliveries
increased to 8.2 percent. (See Figure 2).

Figure 2

Births covered by Emergency Medicaid
Single-Year Percentage
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FloridaCHARTS.com is provided by the Florida Department of Health, Office of Planning, Evaluation and
Data Analysis, (850) 245-4009

Data Source: Florida Department of Health, Bureau of Vital Statistics
Data Note(s): Emergency Medicaid covers deliveries of pregnant Aliens (non-US citizens)

Rates calculated using July 1 population estimates from the Florida Legislature, Office of Economic and
Demographic Research

Over the last 10 to 15 years there has been a migration of Medicaid clients towards
private providers leaving a large proportion of the unfunded population to be cared for by
the safety-net organizations. In some areas, the public health system has become, as
Peter Van Dyck describes, the “funder of first resort, as opposed to the last stop safety
net” (Gold, Guttmacher Policy Review, 2007). Without sufficient Medicaid clients to help
offset the cost of unfunded clients, the fiscal capacity of the safety net organizations is
being stretched beyond its limit.

The disproportionate number of clients without a payer source has forced some public
health clinics to shut down their prenatal services, leaving certain geographical areas of
the state without any prenatal services for the poor and uninsured. As of September
2009, 46 of the 67 county health departments (68.7 percent) were providing prenatal
care services and the remaining 21 county health departments (31.3 percent) were not.

Trends

The percentage of births to uninsured women in Florida in 2004 was six percent. This
percentage rose to a high of 11.5 percent in 2007 and decreased slightly to 10.4 percent
in 2008. (See Figure 3) This trend appears to mirror the percentage of births to women
with no prenatal care. (See Figure 4)
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Figure 3

Births to uninsured women
Single-Year Percentage
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FloridaCHARTS.com is provided by the Florida Department of Health, Office of Planning, Evaluation and
Data Analysis, (850) 245-4009

Data Source: Florida Department of Health, Bureau of Vital Statistics
Data Note(s): Indicates births with a payment code of 'self-pay’

Rates calculated using July 1 population estimates from the Florida Legislature, Office of Economic and
Demographic Research

Figure 4

Births to Mothers with No Prenatal Care
Single-Year Percentage of Births with Known PNC Status

il —lh— State Total

N

Percentage

FloridaCHARTS.com is provided by the Florida Department of Health, Office of Planning, Evaluation and
Data Analysis, (850) 245-4009 Data Source: Florida Department of Health, Bureau of Vital Statistics.

Data Note(s): Starting in 2004, trimester prenatal care began is calculated as the time elapsed from the
date of the last menstrual period to the date of the first prenatal care visit. Prior to 2004, these data were
obtained by direct question that noted the trimester the mother began prenatal care. Consequently, these
data are not comparable to data from prior years. Births with unknown information as to when prenatal
care began are excluded from the denominator.
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National & State Goals

While there is not a goal directly addressing insurance coverage for prenatal care, there
are distinct goals that separately address health insurance and access to care. Healthy
People 2010, Objective 1-1, calls for increasing the proportion of people who have
health insurance from a baseline of 83 percent to the target of 100 percent. The
underlying support for this is based on evidence that health insurance promotes access
to care. The goal of Healthy People 2010, Objective 16-6, is to increase in the
proportion of pregnant women who have early and adequate prenatal care. Underlying
this goal is evidence that supports that the optimal benefit of prenatal care comes with
early and continuous access and service.

Specifically, Objective 16-6a recommends increasing the percentage of women
accessing prenatal care in the first trimester from the baseline of 83 percent to the target
of 90 percent. Objective 16-6b calls for increasing the number of pregnant women who
receive adequate prenatal care services. Assessment of the adequacy of prenatal care
includes monitoring not only the month of initiation of prenatal care but also the
frequency of visits they receive throughout pregnancy.
http://www.healthypeople.gov/document/html/objectives/16-06.htm

Florida utilizes the established national benchmarks to gage access to and quality of
prenatal care services throughout the state. The established state goal related to the
prenatal care entry indicator is that: 87 percent of pregnant women will enter prenatal
care in the first trimester. For 2008, the percentage of women in Florida who entered
care in the first trimester of pregnancy was 76.9 percent (FloridaCHARTS.com). In
addition, a core performance indicator measured by the state is the percentage of
women with late or no prenatal care. The percentage of Florida mothers with late or no
prenatal care rose from 2.8 percent in 2003 to 5.8 percent in 2008
(FloridaCHARTS.com).

Potential for Improvement

While some may believe that the answer lies in provision of health insurance benefits to
all, others have grave concerns over the cost and service ramifications of a nationalized
health plan. With the state budget in a shortfall, it is unlikely that Florida will expand
Medicaid eligibility beyond its current limits and may even be faced with reducing the
eligibility limit.

Throughout Florida, county and local health providers have resorted to a variety of
approaches in order to continue provision of health services to the uninsured. In 1991,
Florida enacted legislation enabling counties to pass referenda for approval of tax levies
to help finance the public health care system. In September 1991, Miami-Dade County
voters approved a half-cent sales tax “for the operation, maintenance and administration
of Jackson Memorial Hospital to improve health services.”
(http://www.rand.org/pubs/monograph_reports/2007/MR1522.pdf ) Alachua County
voted in a quarter cent sales tax in 2004 which is slated to run through 2011. Polk
County voters approved a half-penny sales tax also in 2004, which allows the uninsured
to enroll in a county health plan

(http://roe.redorbit.com/news/health/192728/sales _taxes used for uninsured health ca
re/index.html). While tax levying may assist individuals in obtaining access to primary
care services, it often does not cover prenatal services and undocumented immigrants
may not qualify for services.

Six years ago, Florida began searching for alternative approaches to prenatal care that
would be cost-effective yet not compromise quality of services. The concept of group
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prenatal care was emerging as a model that promised just that. Centering Pregnancy is
an innovative model of group care that has proven to be effective in improving perinatal
outcomes at no additional cost. The Centering model created by a certified nurse
midwife at Yale University provides integrated prenatal care by combining three primary
components: assessment, education and skills building, and support. In 2007, a multi-
site randomized controlled trial concluded that “group prenatal care resulted in equal or
improved perinatal outcomes at no added cost”
(http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2276878/pdf/nihms-42174.pdf.

The Florida Department of Health explored the concept of group prenatal care through
their Group CARE Pilot Study which ran from 2005-2008. Final conclusions of this pilot
project are as follows:

e Patient and provider surveys showed an increase in satisfaction with the quality
of care in the Group CARE model as opposed to the traditional model. The
evidence of positive comments by the Group CARE participants may be viewed
as a step towards empowerment of these women.

e Alarger, urban clinic was found to be the most time-efficient and cost —effective
setting for Group CARE. Rural c