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EXECUTIVE SUMMARY

We are pleased to present the Martin County Healthy Start Coalition’s 2008 — 2013 maternal and child
health service delivery plan. The planning activities for the development of this comprehensive plan
consisted of a focused process of collaboration, feedback, strategic planning, and community support.

Our community, as well as the State of Florida, is currently faced with the critical task of developing
strategies to assure the health and access to services of our most vulnerable populations. Medicaid reform
and policy changes regarding undocumented residents threaten the ability for many women to gain equal
access to health care. Each day all agencies in our community face new challenges that affect the
underserved to access quality health care that ultimately affect well-being of our women and children.

A review of the fetal and Infant mortality data spanning 1997 — 2006 shows that in 1997, Martin County
was well below the state average in Fetal deaths (4.5 vs. 7.9); however, 2004-06 rolling rates reveal that
Martin is now above the state average (7.9 vs. 7.4); specifically in the Black and Hispanic populations at
13.4 and 17.3 per 1,000 respectively. Infant Mortality has remained constant during the same period
resulting in a 2004-06 overall rolling rate of 6.2 which is below the state average; however infant
mortality rates among the Black and Hispanic populations have not improved revealing 19.5 and 9.4 per
1,000 respectively. First trimester entry into prenatal care among all populations is much lower than the
state average, while low and very low birth weight among Black women in Martin County, show racial
and ethnic disparities that require a pointed focus of outreach and community education. Accordingly,
Martin County’s five-year plan devotes emphasis on strategies associated with these disparities and
factors.

Prenatal and infant screening rates in Martin County are well above the state average. In addition to
identifying the risk potential of women and babies in our community and serving as the conduit for a
range of services for pregnant women and infants, the universal screening component of Healthy Start
does provide valuable data regarding the status and needs of our maternal and infant population. Over the
past 3 years, the Coalition has made tremendous strides in connecting with our medical providers and
birth facilities to assist them in understanding the purpose and value of Healthy Start screening and
encourage their patients to participate. The plan will include strategies that continue to provide relevant
education and training to further support the screening rates.

Healthy Start has allocated funds through the 08_09 contract year to support the identified goals and
strategies of this plan. Included in our allocations are resources for preconceptional and interconceptional
care, mental health services, nutrition education, and childbirth education. These services are designed to
augment and compliment our screening, assessment, and care coordination services. We owe a debt of
gratitude for the local supporters who have tirelessly supported the coalition in providing excellent
services to a population of women and children at risk.

We will continue to enlist the support of the medical, social service and faith-based communities to
improve the outcomes for women and babies. We are committed to partnering with agencies to assist all
families with navigating their way to appropriate and needed services to ensure quality of life. Access for
all families will not be fully realized with one method, or by a comprehensive system of care. It must be
approached as a committed effort by multiple systems, and those systems must achieve integration
through continued leadership. Martin County commits their resources to work the community’s maternal
and child health providers, professionals and consumers who recognize the importance of the relationship
between the community and the health of our pregnant women and infants. The 2008 -20013 service
delivery plan serves as an invitation to our constituents to be a force for change in improving the health
and well-being of our families.

Lisa Olds, Executive Director
Martin County Healthy Start Coalition, Inc.
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I. INTRODUCTION

A. Healthy Start Initiative

In 1991, the Florida Legislature launched the Florida Healthy Start Initiative (s.282.2161, F.S.)
to ensure that all babies born in the state of Florida be given the opportunity to have a healthy
start in life. The goals of Healthy Start are to reduce infant mortality, reduce the incidence of
low birth weight and improve the overall health of Florida’s children. The key components of
the statute mandated (1) universal screening of pregnant women and newborn infants to identify
those at risk of poor birth, health and developmental outcomes; (2) increased access to
comprehensive, risk-appropriate maternity and well-child care and support services; (3) state-
wide implementation of community-based care coordination systems; (4) expansion of Medicaid
funding and expanded eligibility for pregnant women; and (5) formation of local coalitions to
spearhead system change through public-private partnerships at the community level. The
statute ultimately vested these coalitions with the authority to allocate state and federal dollars to
purchase and oversee services for pregnant women and infants in their communities. It is now
evident that the wisdom of those legislators has contributed to saving the lives of thousands of
children during the past seventeen years.

Healthy Start Coalitions are non-profit organizations dedicated to improving the health of
pregnant woman and babies in their community. The state’s 30 Coalitions are partnerships
comprised of volunteers from all segments of the community who work together to ensure that
keys services are in place for pregnant women, infants and their families. Members include local
public and private medical professionals, representatives of local hospitals, school districts and
social service agencies, faith-based representatives, local business men and women, consumers
of maternal and child health services and other interested community members. The
comprehensive diversity and inclusion of coalition membership provides the opportunity for
communities to come together to identify and address local health problems and implement
coordinated systems of care through which the unique needs of that particular community may
be met. The legislatively mandated responsibilities of each Coalition include: increasing public
awareness of the issues related to infant mortality; building and maintaining broad community
support; selecting and contracting with local providers for the delivery of Healthy Start services;
performing on-going monitoring and evaluation of contracted services and conducting short and
long range planning for the local maternal and infant populations.

B. The Martin County Healthy Start Coalition

The Martin County Healthy Start Coalition was founded in 1992 as the result of a collaborative
effort among many local individuals, organizations and governmental entities. The founding
organizations included the Tri-County TEC, Hibiscus House, Florida First Start, American Red
Cross, Children’s Home Society, Catholic Charities, Women’s Center of Martin county,
Exchange Club, Indiantown Child Development Center, Children’s Services Council of Martin
County, and Martin Memorial Medical Center.

The Coalition’s membership has continued to expand and evolve to reflect active and current
partner agencies since inception, as has the scope and depth of its responsibilities as defined

1
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through its contracts with the state. However, the Coalition’s primary objective remains
unchanged; namely, to reduce infant mortality in Martin County and to improve the health of our
community’s maternal and infant population.

C. Major Accomplishments of the Past Five Years

Since its last service delivery plan was submitted in 2003, the Coalition has celebrated many
successes. Some of the Coalition’s significant achievements over the past five years are
highlighted below.

1. Improvements in Healthy Start Service Delivery

Since FY 01/02, the Coalition has made significant progress in improving particular areas of
service delivery. Some of the most significant improvements are as follows:

Increases in Screening Rates from FY01/02 to FY06/07

Prenatal Screening Rates  Postnatal Screening Rates

Martin County from 58.40 % t0 72.92 % from 53.71% to 88.78%
Florida from 48.34% to 64.61 % from 71.19% to 81.14%

Increase in Level 3 Services from FY01/02 to FY06/07

Martin County from 0.06% to 3.25 %
Florida from 2.81% to 7.82 %

Increase in Enhanced Services from FY01/02 to FY06/07

Martin County From 2,242 total services
to 4,419 total services

2. FIMR

Although the Coalition does not have the number of births per year to warrant a full scale FIMR
project, the Coalition has worked closely with the Martin County Health Department in
reviewing the fetal/infant mortality records and implemented for many years the community-
wide SIDS Risk Reduction education efforts and more recently in the past year the addition of a
local “Beds for Babies” initiative (further described below). Expansion of a FIMR review
committee have been detailed in this year’s Service Delivery Plan.
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3. Beds for Babies Initiative

Due to FIMR findings regarding infant deaths due to SIDS and unsafe sleeping practices (in
particular bed-sharing with infants and other unsafe sleeping environments), the community
rallied around a call to action to increase education efforts regarding safe sleeping habits and to
provide families with much needed Infant CPR training. As a result, between community
donations and mini-grants obtained by the Coalition, nearly 55 pack-n-plays have been
distributed over the past year to area families who otherwise would have been unable to provide
a safe sleeping environment for their infants. To date, 9 Infant CPR/First Aid training classes
have been conducted by American Red Cross and there was a total of 78 CPR/first aid
participants (this included spouses, family members, and significant others who attended with
recipients).

4. The Bellybutton Project

The Coalition, with the funding support of the Children’s Services Council of Martin County
identified the need to focus on entry into prenatal care. The target population for the project:
Pregnant women, particularly Black, Hispanic and Mayan. The program focus is to increase
early entry into prenatal care through outreach efforts to increase access to prenatal care and
related health services in order improve birth outcomes for mothers and their infants. The
program includes 2 components: (1) Community outreach to increase early entry into care
through the use of grassroots community advocates providing education and incentive programs;
(2) The use of a Community Nursing Model that employs nurse to serve as the liaison between
community advocates and the target population to deliver timely, cost-effective, quality health
care, to an underserved population. Additional funding was leveraged from the Allegany
Franciscan Ministries and a Prenatal Outreach Center has been established as the operation point
for the project. Since July of 07, 177 women have been identified and assisted in accessing care.
Of those women, 73% were in their first trimester when accessing care.

5. Prenatal Care

The Coalition’s Prenatal Care Task Force was formed to fund and keep prenatal care, labor and
delivery management and post partum care services for uninsured women in place. Since the
2000 commencing of the operation of the Prenatal Care Program for the uninsured via the Martin
County Health Department, over 480 women (uninsured, undocumented, teens and Medicaid)
per year have access to prenatal care, labor and delivery services. Continued funding of the six
original organizations have contributed $460,000 each year, which include the Board of County
Commissioners, Children’s Services Council of Martin county, United Way of Martin County,
Martin County Health Department, and the Martin County Healthy Start Coalition.

6. Access to Care:

The Access Committee composed of 14 representatives from community agencies, meets
monthly to address barriers to prenatal and infant health care. Issues addressed successfully in
the past 3 years:
e Prenatal Outreach Coordination — assists in helping women access and stay in prenatal
care and work toward improving the user-friendliness atmosphere and services of
prenatal care sites. Additionally they also assist all women eligible for Medicaid.
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Community Advocates Program - locate pregnant women who are at high risk for late or
no prenatal care through innovative outreach, educational seminars, church presentations,
community center gatherings and person to person dialogue. Once identified, they will
connect each woman with the Prenatal Outreach Coordinator to facilitate entry into
services as needed.

e Health Literacy and Education — Once connected to care, women begin the Baby Basics
program, which will provide comprehensive prenatal information in literacy relevant
manner, empower her to use books for information, and to providing encouragement —
and the reasons for changing health behaviors

5. Improved Outcomes

A number of health outcomes and health outcome indicators have improved within the service
area over the past five years:

a. Infant & Neonatal Mortality

e Decreasing 3 year rolling trend in Infant Mortality, among white and other
populations in Martin County, and remains on par with the State rate.
e Decreasing trend in Neonatal Mortality, which remains lower than the State rate.

b. Low & Very Low Birth Weight

e Decreasing trend in Low Birth Weight in white populations in Martin County, which
remains lower than the State rate.

e Decreasing trend in Very Low Birth Weight in Martin County, which also remains
lower than the State rate.

c. Adolescent Pregnancy Rates

e Decreasing trend in Adolescent Pregnancy Rate(s), which remains constant with the
State rate.

e Stabilizing trend in repeat Teen Pregnancy Rates among Martin County Adolescents
between the ages of 15-109.

6. Service Delivery Plan Update Process

The Coalition engaged in a twelve-month process of to review and develop the 2008-2013
service delivery plans. A total of 15 key community partners representing a variety of health and
social service organizations, local government, health professionals and representatives of
minority communities were formed into a Service Delivery Planning Ad Hoc Committee.

People who live in our communities are both resources and experts in the interaction of
community and health, because they bring personal knowledge of local conditions, resources and
needs. It is this unique knowledge that is necessary for planning and conducting successful
prevention, education or program services.

The committee met on a regular basis over the course of seven months to review a wide range of
extensive data related to maternal and child health, to identify key areas of strengths, weaknesses
and service gaps, and to develop goals and strategies for the next five years based upon that
information. This inclusive and interactive process served as a call to action for our community,
which has already begun implementation of several key strategies.
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DESCRIPTION OF PROCESS AND MODEL USED TO UPDATE THE NEEDS

ASSESSMENT, RESOURCE INVENTORY AND ACTION PLAN
The Martin County Healthy Start Coalition acknowledges that many aspects of our lives are
linked to our communities, particularly the health and well-being of our families. This link
between community and health has a particular importance for pregnant women and infants who
are vulnerable to the web of biological, psychosocial, social and environmental events and
circumstances that can have an impact on health. The community planning process helps to
identify and meet the emerging needs of the communities it serves. Information relating to local
population characteristics, current and past birth outcomes, health indicator data related to birth
outcomes, reported service needs, perinatal services utilization, and local area resources was
compiled from multiple sources to serve as the basis for the most current Healthy Start needs
assessment.

The Coalition and the Service Delivery Planning Committee selected the Mobilizing for Action
through Planning and Partnerships (MAPP) process. MAPP is a strategic approach to
community health improvement. This tool helps communities improve health and quality of life
through community-wide strategic planning. Using MAPP, communities seek to achieve optimal
health by identifying and using their resources wisely, taking into account their unique
circumstances and needs, and forming effective partnerships for strategic action.

The following seven principles are integral to the successful implementation of MAPP:

e Systems thinking - to promote an appreciation for the dynamic interrelationship of all
components of the local health system required to develop a vision of a healthy
community.

e Dialogue - to ensure respect for diverse voices/perspectives during the collaborative
process.

e Shared vision - to form the foundation for building a healthy future.

e Data - to provide factual information during each step of the process.

e Partnerships and collaboration- to optimize performance through shared resources and
responsibility.

e Strategic thinking - fosters a proactive response to the issues/opportunities facing the
system.

e Celebration of successes - to ensure that contributions are recognized and to sustain
excitement for the process

Healthy Start participant feedback and information relating to specific health status and service
delivery indicators are collected and compiled regularly by the coalition’s staff and management
team each year. The organization periodically conducts a full comprehensive needs assessment
during each service delivery planning cycle, which then serves as the foundation for the next
Service Delivery Plan. The full assessment incorporates additional consumer and provider
surveys, more detailed indicator and service data, and active community input and feedback,
which is organized into a detailed analysis of local maternal and child health needs.

Upon completion of the analysis of the Needs Assessment findings, the Coalition identified
priority areas for Action Plan development. A model was utilized which aligns data, assessment
findings, priorities, strategies, and anticipated outcomes.
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Summary of Data Sources

1. Florida Vital Statistics and US Census Data

The health status indicator and demographic data utilized in the assessment process was obtained
from accessible Florida Vital Statistics databases, the Florida Department of Health’s web site,
special data reports generated upon request by the Department of Health, and the U.S. Census
Bureau. All of the data and information that was considered during the needs assessment and
subsequent planning processes is available for review as a supplement to this document.

2. Healthy Start Screen and Service Data

In addition to serving as the entry point to the Healthy Start system of care, Healthy Start
prenatal and infant screens also serve as a vital source of data that, when combined with other
sources, help to create a vivid illustration of the circumstances and conditions that local
consumers encounter when accessing services. Data from completed Healthy Start screens is
recorded daily into a statewide database. Summary reports generated by geographic location,
race, ethnicity, etc. allow researchers to identify community-specific issues and trends among
expecting mothers and their babies. The screening instruments address a wide variety of topics
to identify potential risk factors for poor perinatal outcomes, and are often the only available
documentation of specific risks, behaviors and circumstances that occur within a particular
community. It is important to note however, that the screening data is based on client self-report,
and reflects only what was documented and processed by the individuals who administer the
screen. Therefore, the information may be affected by such issues as fear among consumers
about disclosing specific behaviors, staff turnover, and inconsistent reporting methodologies.
For this reason, the data generated and collected from these tools are considered as minimum
estimates of the actual occurrence of each factor and/or behavior.

Healthy Start services provided throughout the state are coded on a regular basis into the Florida
Department of Health’s service data management system. De-identified, aggregate reports
regarding the number and type of Healthy Start services provided in each county are updated by
the Department of Health on a monthly basis and are available through the Department’s
website. These reports are invaluable tools in implementing effective quality management of
Healthy Start services and systems of care, and for identifying and monitoring various trends in
service provision

3. Fetal and Infant Mortality Review (FIMR) Data

Individual cases that have experienced tragic birth outcomes, more specifically the death of an
unborn child or infant under one year old, are fully reviewed by a small team of health care
professionals and public health officials from the Martin County Health Department who
together explore in detail the circumstances and factors that may have jointly contributed to the
fetal or infant loss. The findings of this team relating to the leading causes of death and relevant
associated risks were also compiled and discussed among the Service Delivery Plan Ad-Hoc
Committee members during the 2008 needs assessment process.
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4. Consumer and Provider Input

In addition to utilizing hard data from existing sources, Healthy Start conducts periodic surveys
among local consumers, Healthy Start participants, and area medical service providers. Healthy
Start participant satisfaction surveys are conducted semi-annually, while separate surveys
pertaining to local consumer needs are distributed to both consumers and medical providers
during each full needs assessment cycle. The surveys are intended to solicit feedback regarding
existing service needs and the quality and effectiveness of existing services from targeted
communities and from various perspectives. The survey process is an invaluable component to
the comprehensive assessment process in that it allows for quantitative data collection and
provides an avenue for both citizens and providers to express their needs and opinions regarding
local programs and services.

5. Data Limitations

Overall, it is important to note that all data comes with limitations. Certain data sets are
provided from sources that may conflict with other data captured through different means. Any
conflicting data has been verified to provide for the most accurate accounts available.
Furthermore, many data sets in the Service Delivery Plan are illustrated in graph form. Tables
associated with the visual graphs are available for review in the Appendix.

Data provided in the Needs Assessment and Appendices is typically through 2006 and wherever
relevant, three year or multi-year rolling averages have been provided as a means of providing
perspective about indicators. The most current data available for most data sets is through June
2006, and wherever available, 2007 data has been included.

The Planning Process

The Healthy Start Director first initiated the current planning process in December of 2007 by
gathering the initial data and coordinating with the local Martin County Health Department as a
third-party planning facilitator. The planning team then began to assemble key members from
the community to form an Ad-Hoc Service Delivery Planning Committee, which first convened
January 23, 2008. The committee members represented a wide variety of health and social
service organizations, local government, health professionals and minority communities. The
membership decided early in the process to choose a team facilitator and team champion
allowing for an even flow of opinions and feedback throughout the process.

There were a total of 12 community health and social service representatives and 3 Healthy Start
and Martin County Health Department strategic planning facilitators who contributed to the
needs assessment and planning process through their participation on the Ad-Hoc committee.
The full committee met a total of seven times (monthly) between March 2008 and May 2008 to
review the program’s status toward meeting previously stated goals and objectives; to review and
discuss a large volume of data related to maternal and child health; and to formulate goals and
strategies for the next five years based on that information. A minimum of fifteen (4) members
attended each meeting, with an average attendance of seventeen (7) members per meeting who
were present and active throughout the process. A complete listing of the representatives and
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types of organizations that participated in the needs assessment and planning process is included,
along with a copy of the committee’s work plan in the Appendix in this document.

Each member was provided with a complete portfolio of the data to be reviewed, as well as a
summary of key findings and discussion points from each meeting, for their personal reference
and use. The meetings were structured to be open and participatory in nature, and were
successful in fostering a highly interactive process in which there was extremely informative and
enlightening discussion surrounding key issues identified for the region. It was only through
these active discussions that a number of specific concerns were addressed, several of which lead
to additional data collection, review, and discussion. Other topics, such as lower than desired
screening rates and a reported lack of knowledge among providers regarding SOBRA Medicaid
for pregnant women, generated an immediate call to action among participants who have already
begun to affect positive changes throughout the established care system.

All of the participants were committed to ensuring a data-driven planning process, and
subsequently spent the majority of their “face-to-face” time discussing key quantitative findings
along with potential causes and solutions. Each data element was examined for disparities,
especially pertaining to race as well as location within the service area. A list of key findings
was compiled during every committee meeting; and the items on the list were revisited
frequently through the course of discussions.

After a complete review of available data and information, the core team developed a set of
proposed goals and objectives, along with a set of corresponding action strategies, which were
presented to the Ad-Hoc committee members on June 16, 2008. The committee reviewed each
proposed goal, and discussed recommendations in relation to the key findings that had been
identified throughout the data review process. In this way, they were able to refer to Black infant
mortality to formulate a revised set of goals based on established indicators of maternal and child
health. The committee’s recommendations varied only slightly from original recommendations.
The members then reviewed the initially proposed set of strategies, and through further
discussion, developed several additional recommendations. The committee conducted a final
review of the proposed goals and strategies on August 6, 2008; and the revised recommendations
were approved by the membership at that time.

Committee recommendations were then forwarded to the Healthy Start Coalition Board of
Directors for review and discussion at their regularly scheduled meeting on August 21, 2008. A
summary of findings from the needs assessment was also presented to the coalition members at
the regularly scheduled meeting in May 2008. Active discussion among the Coalition’s general
membership was continued during its next meeting on August 6th, at which time a consensus
was reached on a final set of five-year goals and strategies.
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Model Utilized

It is important to ensure that the findings of the Needs Assessment translate into priorities and
strategies that aim to improve outcomes. Accordingly, the Coalition utilized a model which
provides a logical process for aligning data, assessment, priorities, strategies and outcomes into a
table format for easy viewing and action planning as illustrated on the next page.

Vision “The Coalition has the
primary objective of addressing
the prenatal and infant care
needs of all pregnant women
and infants.” FAC 10D-113
Actions:

e Create Project Plans

e  Develop Communication

*Thc ultimate outcome the
community is working toward

Vision

‘ Campaign
* Planning, implementation, and evaluation = Implement Health Issues
Action/ Action| Action' Action - 7 L8 _ Action Plans
' yield progress toward vision Obijectives:

Assess and coordinate the
current system of health care
services for prenatal women

21 A\ i
) , . and infants.
5} q:‘o el 3 How issues will be Coordinate accessible health
\Q.) Y 8 oY * ad ] v ] care for all women of child-
@ 3] o 6 dUATessed bearing age in Martin County.
Py
%\' o l":, “Q Prenatal women and infants
(0 m <12 months of age receive
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NEEDS ASSESSMENT FINDINGS

The Needs Assessment presents population data and health status indicators for Maternal and Child Health in
Martin County. Data is presented in both a year to year format and a three year rolling average format.
Three year rolling average data is substituted for yearly data for infant mortality, fetal mortality, teen births,
repeat teen births, late/no prenatal entry into prenatal care, and low birth weight rates, due to the low
numbers in Martin County and to better review overall health trends. The data presented includes years 1997
—2006. When appropriate, data comparisons using 2002 and 2006 data were used to show changes in data
since the 2003-2006 SDP was completed.

The needs assessment is divided into the following topics:
Population Demographics
Births

Teen Births

Repeat Births to Teens

Entry into Prenatal Care

Late or No Prenatal Care
Smoking During Pregnancy
Low Birth-weight Births

9. Very Low Birth-weight Births
10. Infant/Fetal Mortality

11. Prenatal Risk Screening

12. Infant Risk Screening

NG~ LNE

Population Demographics

Martin County is on Florida’s east coast, 100 miles north of Miami and 250 miles south of Jacksonville. The
county is 556 square miles in area and is bordered by St. Lucie County to the north, Palm Beach County to
the south, and Okeechobee County to the West and the Atlantic Ocean to the East.
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Martin County Healthy Start, Inc.

2008 — 2013 Service Delivery Plan
As of 2000, the population was 126,731. The U.S. Census Bureau 2005 estimate for the county is 139,728.
Its county seat is Stuart, Florida. Within Martin County the nine major geographical areas of focus for this
SDP include Port Salerno, Hobe Sound, Indiantown, Jensen Beach, Jupiter Island, Ocean Breeze Park, Palm
City, Sewall's Point, Stuart (County Seat). The County population increased by 11% from 2000 to 2005.
Top employers in the county are the School District, Martin Memorial Healthy Systems, Martin County
government, which includes the Sheriff’s Office, and Publix Supermarkets. The workforce (53,332)
accounted for 50.5%. The average annual wage of the workforce, in 2006 was $34,359.00. There are 13
public elementary schools, 5 middle schools and 3 high schools. In addition to these there are 2 charter
schools.

Source: Labor Market Statistical Center, Quarterly Census for Employment and Wages Program, in cooperation with the Dept of Labor 6/2008

CHART 1

Martin County Population by Area Observations:
AREA 2000 2005 e Stuart experienced a
Jupiter Island 620 649 population increase of 11%
Hobe Sound 11,376 19,551 . Egﬁ]‘i’gﬁmg‘;}?;‘_’eras .
Port Salerno 10,141 N/A Martin County is incomplete
Stuart 14,633 16,155
Jensen Beach 11,100 N/A
Ocean Breeze Park 463 447
Indiantown 5,588 N/A
Palm City 20,097 23,042
Sewall’s Point 1,941 2,024
Total Martin County 126,731 141,155 Source: Fla. Statistical Abstract 2000
CHART 2
2005 Popluation Martin County Florida
Demographics

Number | Percentage | Number Percentage

Total Population | 141,871 18,018,497
White 131,867 | 92.9 14,581,665 | 80.9
Black 8,286 5.8 2,949,668 | 16.3
Other-Nonwhite | 1,718 1.2 487,164 | 2.7
Data Source: The Florida Legislature, Office of Economic and Demographic Research
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CHART 3

Martin County Population by Race 2005

B White H Black Other Non-white

1%

Observations:

93% of MC residents classify themselves
as white as compared with 80.9% of
Floridians.

The category of Other-Nonwhite
includes Native Americans, Asian,
Pacific Islander, “other races:, and 2 or
more races.

In Martin County, the number of persons of Hispanic origin in 2006 was 13,138 as compared with 9,506 in
2000. The percentage of Hispanic Martin County residents grew by 25.5%.

CHART 4

Hispanics as a Percentage of
Population

30

20

- .
10 Martin
0 _Ji B Florida

2000 2006

12

Observations:

Growth of the Hispanic population in
Martin County as a percentage has
increased significantly.

Increase of the percentage of Hispanics
in Florida is more rapid than in Martin
County
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CHART5
. . Accordin 2 n here wer 2
2006 Martin County Population h cco g Ig 0 tOOfO Cﬁ. Shuz{ 5eoe0/ he g 5|'?"Id88 q
by Gender and Age ouseholds out of whic .50% had children under
the age of 18 living with them, 55.00% were married
Age Female Male Total . 0
<1 510 ol 201 couples living together, 7.40% had a female
' householder with no husband present, and 34.50%
14 2,328 2,452 4,780 were non-families.
5-9 3,369 3,529 6,898
10-14 3,835 4,015 7,850 Observations
15-17 2,421 2,497 4,918
e Females ages 10-44 accounted for 16.7% of
18-19 1,188 1,370 2,558 . > .
Martin County’s population.

20-24 2,965 3,202 6,167 _
25.29 2 469 2861 5330 e Children ages 0-4 accounted for 4.2% of the
30-34 2,737 3,049 5,786 population.
35-39 3,558 3,770 7,328 e From 2001 — 2006 the population of Martin
40-44 4,689 4,721 9,410 County increased by 9%.
45-54 10,501 10,342 20,843
55-64 10,520 9,718 20,238
65-74 9,835 8,624 18,459
75-84 8,423 6,872 15,295
85+ 3,529 2,269 5,798

Data Source: The Florida Legislature, Office of

Economic and Demographic Research

CHART 6

Population of Martin County by Gender

75,000 : .=i

50,000

25,000

2002 2003 2004 2005 2006
=——o—Female| 67,227 68,875 70,368 72,464 72,977
—li—Male 64,782 66,405 67,961 69,407 69,882

Data Source: The Florida Legislature, Office of Economic and Demographic Research
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MARTIN COUNTY BIRTHS

The following section provides data and trends on the number of births that occurred in Martin County from
1997 to 2006. The source of the data is the Florida Department of Health, Office of Planning, Evaluation
and Data, CHARTS System and can be obtained from their website:
www.floridacharts.com/charts/chart.aspx. The information highlights race, ethnicity and age of the mother.

Data analysis of Martin County births includes any birth to a Martin County resident regardless of where the
birth occurred. Conversely, the number of Martin County births does not include out of county residents that
delivered in Martin County. The birth rate is the number of live births per 1,000 Martin County Residents. It
is worthy to note that Martin County experienced a 10% decrease in births from 2005 to 2006.

CHART 7
Birth Rates per 1,000 Population
14
.§ 12 * & S — > O
(1]
—_— 10 _
23 W
€ g 8
i‘éo 6
@ S
S 4
@ 2
T 0
1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006
—o—Florida| 12.8 | 12.8 | 1256 | 12.7 | 125 | 12.3 | 124 | 124 | 124 | 126
—8—Martin| 93 | 91 | 96 | 97 | 94 | 91 | 87 | 93 | 94 | 98

CHART 8
Martin County Resident Live Births Observations
1600 e The number of births in
’ Martin County remained
1,400 constant for a period of 7
1,200 years with an upward trend
s 1,000 - occurring in the past three
o 8007 years. In 2006, Martin
g 600 County residents delivered
2 400 7 1,399, representing 293
200 more babies than in 1997, a
0 26% increase.
1997/1998(1999| 2000| 2001|2002 2003| 2004| 2005| 2006
® Martin [1,106|1,115/1,197|1,238|1,219/1,199|1,175/ 1,290 1,340| 1,399 e The birth rate in Martin
County continues to be

below the State rate. In
2006, Martin County’s birth rate was 9.8 compared with the State’s rate of 12.6. Martin County has
2.8 births per 1,000 less than Florida, representing a 27% lower birth rate.

14
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CHART 9 CHART 10
Martin ¢ Resid Live Birth R Martin County
artin County Resident Live Birth Rate Resident Lives Births by Race
By Race Total # # of # of
c 40 Resident White Nonwhite
_% 35 - - Year Births Births Births
= 30 1997 156 150 6
§ 55 41— 1998 178 172 6
S 20 1999 182 175 7
S 15 2000 182 176 6
§. 10 W 2001 237 230 7
% 5 2002 236 230 6
= 0 2003 197 192 5
1997/1998/19992000/2001/2002/2003/2004/2005 2006 2004 249 243 6
—&— Martin 93/91/96/97|94|91|87|93|9.4|98 2005 282 268 14
—— White 82| 8 |84|82|81|7.7|75|75|7.7| 78 2006 322 293 29
NonWhite [24.2| 24 |25.6/29.3|26.3/27.5/24.6/34.1/32.9/ 36.3 Source: Florida Department of Health, Office of
Planning, Evaluation and Data, Charts System
CHART 11 CHART 12
. _— . . . Non-
HispanicBirth Rate per 1,000 Births Hispanic . . Total
Year Hispanic
25 1997 156 950 1,106
. g /\\ )—l/. 1998 178 936 1,115
g W 1999 | 182 1,015 | 1,197
S 15 - 2000 182 1,055 1,238
g 2001 237 981 1,219
g 10 2002 236 963 1,199
e« : 2003 197 977 1,175
2004 249 1,039 1,290
0 2005 282 1,058 1,340
1997| 1998/ 1999| 2000| 2001|2002/ 2003| 2004| 2005| 2006 2006 322 1076 1399
—&—State |15.8| 16 |[16.1| 17 |17.8|17.8| 18.3|18.6| 18.4| 19.2 Source: Florida Department of Health, Office of
—8— Martin |19.2|20.7|20.1|19.1| 23.8| 22.7| 18.2| 22.1| 21.8| 236 Planning, Evaluation and Data, CHARTS System

Observations

e The non-white birth rate is more than four times the birth rate for whites. In 2006, the birth rate for the white
population was 7.8 as compared with the non-white population of 36.3.

e Martin County Hispanic birth rate is higher than the State rate. In 2004, the Hispanic birth rate for Martin was
23.6 compared with the State’s of 19.2.

e The Hispanic birth rate in Martin is 4.4 points above the State rate, representing 23% higher Hispanic birth rate
than the State.

15
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CHART 13
Martin County Births by Age of Mother

Mother's
Age 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006
10-14 3 2 6 4 6 4 5 7 1 3
15-17 42 67 47 48 36 50 43 41 55 48
18-19 75 79 75 119 85 80 88| 102 98 109
20-24 251 | 238 | 279 | 282 | 292| 276| 282| 316| 332 | 339
25-29 280 | 288 | 307 | 278| 316| 287 | 262| 309| 332| 370
30-34 279 | 249 | 261 | 293 | 268| 294 | 275| 295| 305 295
35+ 176 192 222 213 216 208 220 220 217 234
Total MC
Births 1,106 | 1,115 1,197 1,238 | 1,219 | 1,199 | 1,175 | 1,290 | 1,340 | 1,399

Source: Florida Department of Health, Office of Planning, Evaluation and Data, CHARTS System

Observations

e In 2006, the majority of births have been to women between the ages of 25-29 (370).

e The second largest number of births in 2004 was to women ages 20-24 (339).
e  The number of births to women 18-19 has increased by 36% from 2002 — 2006.
e The number of births to women 35+ has increased by 12% from 2002- 2006.

TEEN BIRTHS
Teens are more at risk for poor birth outcomes. In adolescence they are not physically mature and most teens are not

adequately prepared emotionally to put the needs of a baby above their own.

Rates are calculated on the number of births to every one thousand women in a specific age group. State teen data
includes women between the ages of 10 to 19. The 2006 single year rate of teen births (ages 10-19) for Martin County
was 21.5%. Ranking the county with the least number of births as number one, Martin County’s birth rate for mothers
ages 10-19 ranks 23 out of 67 counties.

CHART 14

Birth Rate
Mothers Ages 10-19
40
c
92
B30 -
uS
E § 20 _M
£g
58 10
—
= 0
g 1997 (1998|1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006
—4—STATE | 28.8 | 27.2 | 259 (253 (239|224 |21.4 | 211|215 22
——Martin| 20.9 | 24.8 | 20.6 | 26.7 | 19.4 | 20.1 | 19.8 | 21.1 | 20.5 | 21.5
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For the purpose of this Service Delivery Plan, committee members looked at teen births in two separate categories:
ages 10-17 and teens ages 18-19. Data and analysis on the following pages include these two categories.

CHART 16

Number of MC Births

Mothers Ages 10 t0 17
Year # of Births
1997 45
1998 69
1999 53
2000 52
2001 42
2002 54
2003 48
2004 48
2005 46
2006 51
Source: Florida Department of Health,
Office of Planning, Evaluation and Data,
CHARTS System.

Observations:

CHART 15
Birth Rate
Mothers Ages 10to 17
15
c
S
®
23 10
£z
Lz Q
= 5
o3
o
[
0
1997|1998| 1999| 2000| 2001| 2002 | 2003| 2004| 2005| 2006
—®—Florida| 13.9 | 13.2 | 12 |11.2|103| 93 | 86 | 87 | 87| 9.2
—#—Martin| 95 |14.1|103| 95| 76 | 96 | 83| 8 | 89| 82
CHART 17
Births to Mothers Ages 10-17 .
Rolling 3-Year Rate
[
5 12
;-E —————————f *
o 8
[-14]
£
n% 4 °
0
2002-04 2003-05 2004-06
—®—Florida 8.9 8.7 8.9
= Martin 8.6 8.4 8.4
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In 1998 Martin County experienced the
highest number of births to mothers 10-17 and
was 9% higher than the State rate of 13.2

From 2002 — 2006 Martin Counties has
experienced a downward trend in births to
mothers 10-17 and is 1% lower than the State.

Martin County’s three year rolling rate was
below the State rate in 2002-04 and is now 5%
lower than the State rate.
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Chart 18 is an example of how difficult it is to identify trends by looking at single year rates.

18

CHART 18 CHART 19
Birth Rate Number of MC Births
Mothers Ages 18-19 Mothers Ages 18 to 19
140 Year # of Births
_ 120 1997 75
2 100 1998 79
@3 1999 75
g 807 2000 119
&S 2001 85
g 40 2002 80
2 9 2003 88
0 2004 102
1997 1998|1999 2000 | 2001| 2002| 2003| 2004| 2005| 2006 2005 98
—®—Florida| 81 |78.8|789|84.1|792|758|729|716|726| 74 2006 109
. Source: Florida Department of
—#—Martin| 74.1| 74.4 | 713 |125.7| 83.4 | 78 | 82.7| 89.4| 83.3| 91.8 Health, Office of Planning, Evaluation
and Data, CHARTS System.
CHART 20
. Observations
Births to Mothers Ages 18-19
e  The number of births to women ages 18-19 in
100 Martin has increased by 36% from 2002 to
o 80 — —{ i 2006.
z ~ —t— —e e The highest number of births (119) and the
b 60 highest birth rate to women 18-19 in Martin
> was in 2000.
40
g e Since 2003, Martin County’s birth rate for
S 20 women 18-19 has been above the State rate
and continues to trend upward.
0 ) i .
5002-04 2003-05 5004-06 . Betwee’n 2002-04 and 2004-06 Martin
County’s rolling three year rate for births to
—®—Florida 73.4 72.3 73 women 18-19 has increased 4.5% and is 15%
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Repeat Births to Teens

No single year chart was developed because the number of repeat births to teens per year is small. The 2006 single
year rate for Martin County’s repeat births to teens was 15.8 as compared to the State’s rate of 16.5. Ranking the
county with the lowest repeat births to teens rate as number one, Martin County’s repeat births to teens rate is ranked
25 out of 67 counties.

CHART 21 CHART 22
. Number of MC Births
Repeat Births to Teen Mothers Mothers Ages 15 to 19
Rolling 3-Year Rate Year # of Births
o 18 1997 117
e o 1998 146
& w 16
R 1999 122
Ol
a0 5 14 2000 167
>° 2001 121
[e]
e 12 2002 130
2003 131
10 2004 143
2002-04 2003-05 2004-06 2005 153
—®—Florida 15.1 15.6 16
: 2006 157
B Martin 16.4 16.6 15.9 Source: Florida Department of Health, Office
of Planning, Evaluation and Data, CHARTS
System

Observations:
e The highest number of repeat births to teens (167) occurred in 2002.
e The lowest number of repeat births to teens (117) occurred in 1997

e Martin’s three year rolling rate has declined by 5% since 2002-04 and is now slightly below the State Rate.

CHART 23

Number of Martin County

Repeat Births to Teens
200

157
143 153

150

167
146
117 122 121 150 151
100 -
B Martin
50
O T T T T T T T T T

1997 1998 1999 2000 2001 2002 2003 2004 2005 2006
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Entry into Prenatal Care

Early entry into prenatal care is an important factor in positive birth outcomes. The purpose of prenatal care is to
provide prenatal education, monitor the progress of the pregnancy and to diagnose and treat medical conditions that
threaten the mother and fetus. With one being the highest rate of first trimester entry into prenatal care, Martin County

ranked 67 out of 67 counties in 2005-2006.

The ‘entry into prenatal care data’ collected on the birth certificate changed in 2004 and caused rates to fluctuate
across Florida. The question on the birth certificate changed from “month of pregnancy prenatal care began” to “date
prenatal care began”. Requiring the date prenatal care began rather than just the month, resulted in a much higher
number o f u unknown values. If trying to compare 2004 rates to previous years, there will be differences in the rates
due to changes in the data rather than changes in the behavior of pregnant women. In order to determine if there has
actually been a change in the rates, another year or two of data (2005 and 2006) have been considered in this SDP,
using 2005 as the baseline measurement for entry into prenatal care. source: Florida Department of Health, Office of Planning, Evaluation and

Data, July 2008.

CHART 24
Observations
Birthto Mothers with First Trimester Prenatal Care e Martin County’s percentage
Rolling 3-year Rate (58.8%) of women entering care
—¢—State total -~ Martin in the first trimester in 2004-2006
is nearly 20 percentage points
90 —241 81.8 287 less than the State (78.7%).
£ 80 ——P—*f e Martin County’s first trimester
€ g 63.8 _ : :
s & 70 588 entry into prenatal care is
S E 60 1 consistently lower than the state
w5 20 ' ' ' ' average.
% . & R §° e Since 2002-2004 the rolling rate
= & o of first trimester entry into
O P P prenatal care has declined 20
percentage points.
Observations
e In 2006, 56.8% of pregnant 22°30'§7L‘a” Inﬁ’alr)t'-.'ﬁ natal Care
women in Martin County 100
entered prenatal care in the first 76.8
trimester as compared with 80
76.8% for the State. 60 - 6.8
e 1n 2006, 15.5 percent more
women in Martin County enter 40 - 33
prenatal care in the second | 17.5
trimester than the State. 20 . 5707 19 36
e In 2006, 13.8% of pregnant 0 - . .
women in Martin County 1stTrimester 2nd Trimester 3rd Trimester No Prenatal
entered prenatal care late (3" Care
trimester) or had no prenatal

care in 2006 compared to 9.3 for
the State.
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CHART 26 & CHART 27

Births By Zip Code, 1994-2004: 5 Most Frequently Occurring Zips

35.0%
30.0%
25.0%
33455
0,
20.0% —— 34956
34990
15.0% 34994
— —— 34997
10.0%
5.0%
0.0%
1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004
33455| 11.7% | 10.6% | 12.1% | 9.4% | 9.7% | 10.0% | 8.0% | 9.1% | 8.8% | 9.1% | 8.0%
——34956| 18.4% | 16.7% | 14.1% | 16.0% | 14.2% | 15.4% | 16.1% | 17.6% | 18.6% | 15.1% | 13.9%
34990 13.6% | 13.0% | 13.7% | 14.4% | 14.8% | 13.5% | 14.2% | 13.5% | 13.2% | 13.2% | 9.7%
34994 11.9% | 10.8% | 10.8% | 11.3% | 12.4% | 12.4% | 12.0% | 11.5% | 11.3% | 13.6% | 12.2%
——34997| 24.4% | 27.1% | 26.4% | 28.7% | 27.5% | 28.9% | 27.7% | 27.6% | 27.6% | 28.1% | 26.3%

Third Trimester Entry into Prenatal Care or No Prenatal Care by Zip Code: 1994-2004

30
25
20 -
t _\
n
.
B \
10
i M‘J
0
1994 [ 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 [ 2003 | 2004
33455| 0.8 1.7 2.9 1 6.5 34 [1.01|541(4.76 (3.74 | 6.8
=——34956( 20.1 | 15.8 | 8.2 8.5 12 14.8 [21.72(18.14|21.97(16.38(24.02
34990| 0.6 0 3.2 0.6 1.2 1.2 |457 (364 |1.27|1.94 0
34994| 3 1.7 2.5 4.8 4.3 2 541 |13.57 1296 |6.25|12.03
34997 3.6 5.4 2.3 3.5 2.9 49 |5.28(4.76 |5.74| 9.7 | 8.84
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Observations:
(Charts 26 and 27 on Previous Page)

1994-2004 Trend in Births By Zip Code —

e 26.3% exists in zip code 34997 representing the Stuart area as well as the Port Salerno, Golden Gate

communities

e 35% of the births in 34997 were to Hispanic women

o 32.4% of the births in 34997 were to Black women
13.9% exists in zip code 34956 representing the western portion of the county — Indiantown.
29.0% of births in 34956 were to Hispanic women

12.2% of the births exist in zip code 34994 representing the East Stuart Community

30.4% of the births in 34994 were to Black women.

1994-2004 Trend in Third Trimester or No Entry into Prenatal Care by Zip Code.
e As Hispanic & Indian birth rates have increased, 1st Trimester entry into care has decreased
e As Hispanic & Indian birth rates have increased, 3" or No Prenatal Care rates have increased
e Late or No Prenatal care for Black women in increased in zip codes 34956 (25.0%) and 34997 (20%).

Hispanic Births By Zip Code: 2004
1
34997 35.7%
34996 2_90/0
34994 15.5%
34990 3.9%
34957 5_30/0
34956 29.0%
33455 4.8%
3rd Trimester or No Prenatal Care, Hispanic Births:
2004
Other 6.5%
34956 19.4%
34994 12.9%
34997 35.5%

22

Other

34997

34996

34994

34956

33455

Black Births By Zip Code: 2004

5.9%
32.4%
5.9%
30.4%
18.6%
6.9%

Other

33455

34956

34994

34996

34997

3rd Trimester or No Prenatal Care, Black Births:
2004

5.0%

10.0%

25.0%

15.0%

10.0%
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CHART 28
Births by Race to Mothers
With First Trimester Prenatal Care
100
[0 90 S;
5 80 +— == ——¢ e
£ 70 _‘¥
S 60
9 50
40 —
30
20 —{]
10
1997 1998 1999 | 2000 | 2001 | 2002 | 2003 2004 | 2005 | 2006
== White 86.2 82 79.9 81 81.4 79 79.1 73.1 65 66.8
== Non-White| 45 41.3 40.8 36.2 32.6 20.6 36.6 30.2 20.2 21.3
Martin 82.5 76.4 75.3 74.2 74.4 69.5 71.8 63.9 56.2 56.8

Observations

From 1997 through 2006, the
percentage of white women
entering care in the first trimester is
above the county average.

The percentage of non-white
women entering care in the first
trimester has been below the
overall county percentage each year
from 1997 through 2006.

In 2006, the percentage for both
white (66.8%) and non-white (21.3
%) women entering care in the first
trimester is below the State’s
percentage rate of 76.8% in 2006.

Since the 2003-2006 SDP the years
with the highest percentage of
women entering care in the first
trimester were 2003 and 2004.

23

CHART 29

Number of MC Births by Race to
Mother
with First Trimester Prenatal
Care

Year | White | Non-White | Total

Black | Other

1997 | 782 | 93 36 911

1998 | 747 72 31 820

1999 | 781 |80 40 901

2000 | 798 78 47 923

2001 | 796 66 43 905

2002 | 740 57 32 829

2003 | 740 48 48 836

2004 | 636 51 54 741

2005 | 617 46 42 705

2006 | 649 54 51 754

Source: Florida Department of Health, Office of
Planning, Evaluation and Data, CHARTS System
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Observations

e From 1997 through 2006, the
percentage of non-Hispanic
women entering care in the
first trimester is well below the

County’s percentage.

From 1997 through 2006, the
percentage of Hispanic women

entering care in the first

trimester is below the County
percentage, but slightly above

the non-Hispanic women.

CHART 30
Births By Ethnicityto MC Mothers
with First Trimester Prenatal Care
100
80 +— -
% 60 P —
g 40
5 20
& 0
199719981999 | 2000|2001 |2002|2003| 2004| 2005 | 2006
—&— Hispanic 679 | 645|549 | 61 |[56.5|54.5|53.1|45.433.6|419
—— Non-Hispanic | 65.5 | 51 | 55 |48.6|45.8|34.8|419|36.2|289|29.4
Martin 825 |76.4|753|74.2|744|695|71.8|639|56.2|56.8

In 2006, the percentage for

both Hispanic and non-

Hispanic women entering care in the first trimester is below the State average of 73.4% (Hispanic) and
70.4% (non-Hispanic).

CHART 31
Percent of Martin County Hispanic Births
By Entry into Prenatal Care
No

1st 2nd 3rd Prenatal
Year | trimester | trimester | trimester Care Unknown
1997 9.50% 5.40% 2.20% 3.90% 0.00%
1998 10.00% 7.10% 5.00% 0.00% 0.00%
1999 9.00% 7.00% 10.60% 11.80% 0.00%
2000 10.00% 6.00% 9.40% 9.80% 0.00%
2001 12.10% 9.70% 10.60% 9.80% 0.00%
2002 11.50% 10.60% 7.80% 13.70% 1.50%
2003 9.40% 9.10% 6.70% 11.80% 1.50%
2004 9.30% 12.30% 12.20% 3.90% 3.80%
2005 8.00% 15.90% 22.20% 13.70% 2.40%
2006 11.20% 16.90% 13.30% 21.60% 3.80%
Source: Florida Department of Health, Office of Planning, Evaluation and Data, CHARTS
System
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Observations

From 1998 to 2002, the percentage of
Hispanic women entering care in the
first trimester increased. In 2003 to
2005, there was a decrease by 2.3 points
and increased in 2006 by 3.2 percentage
points. (Note: 2004 calculation change
may have contributed to the decline).

Late or no entry into care is highest in
2005 and 2006 than any other year.

As the number of Hispanic & Indian
births have increased, late or no
prenatal care has increased.
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Late or No Prenatal Care

Late prenatal care is defined as entering care in the third trimester. The rolling three year rate averages data over a
three year span and is a percentage of all pregnant women. No single year chart was developed because of the small
number of pregnant women with late or no entry into prenatal care.

In 2006, Martin County’s late or no prenatal care single year rate was 10.2 as compared to the entry into prenatal care .
Martin County ranks 67 out of 67 for first trimester entry into Prenatal Care.

CHART 32
Births to Mothers with 3rd Trimester or No Prenatal Care
Rolling 3-Year Rates
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Observations CHART 33

e The three year rolling percentage of Martin County Women | Number of MC Births to Mothers with Late
with late or no prenatal care has been consistently higher or No Prenatal Care
than the State Rate (5.1%). 3" No MC Women
e The number of women entering prenatal care in the third trimester | prenatal | w/ Known
trimester was highest in 2005, with 123 women. Entry care Prenatal
Care Status
e From 2002 to 2005, the number of women entering care in 1997 28 10 1,104
the third trimester increased from 68 (5.6%) to 123 (9.8%). 1998 25 11 1115
e From 2002, the number of women with no prenatal care 1999 52 13 1.196
steadily increased from 21 (1.7%) to 52 (4.1%) in 2005. 2000 69 18 1,232
o In the following year, 2006, the number of women with no 2001 65 11 1,216
prenatal care decreased to 48 (3.6%) and the third trimester | 2002 68 21 1,193
entry number decreased to 88 (6.6%). 2003 65 32 1,164
2004 95 26 1,160
2005 123 52 1,254
2006 88 48 1,328
Source: Florida Department of Health, Office of Planning, Evaluation
and Data, CHARTS System
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Smoking during Pregnancy

Smoking during pregnancy is associated with poor birth outcomes. Research indicates smoking while pregnant
increases a woman’s risk of having preterm delivery and a low birth weight baby. Premature and low birth weight
babies have an increased risk of serious health problems during the newborn period and lifelong disabilities.

In 2006, Martin County ranked 27 out of 67 counties in Florida in the percentage of smoking among pregnant women.
Although this is in the top forty percent, Martin County’s rate is .06% above the State rate of 7.6%. It should be noted
that the most populous county in the State (Miami-Dade) has the lowest smoking rate among all of Florida’s counties
(0.9%) in 2006.

CHART 34

Births to Mothers who Smoked during Pregnancy
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—&—Florida| 11.4 | 11.2 | 10.2 9.5 9.1 8.6 8.1 7.5 7.8 7.6
=@i—Martin| 11 11 8.9 6.1 4.7 6.4 9.1 10.2 8 8.2

Observations

e  From 1999 through 2002, Martin County’s percentage of women who smoke during pregnancy showed a steady
decline.

e In 2003 and 2004, the percentage of women who smoke during pregnancy increased above the State rate.

e In 2005 and 2006, the percentage of women who smoke during pregnancy decreased and is only slightly above the
State rate.
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CHART 35
2006 Births to Mothers who Smoked During Pregnancy by Race
5
45 4.3
4
3.5 - 3
3 4
2.5 A M Florida
2 B Martin
1.5 -
1 3
0.5 -
0
White Non-White
CHART 36
Number of 2004 MC Births and
Observations Mothers Who Smoked Duri_ng
) i o Pregnancy by Race and Ethnicity
e  Of the non-white population who gave birth in 2006, 3% Smokers | All 2004
reported smoking during pregnancy. MC Births
¢ In 2006, only 2% of Hispanic women reported smoking while Total in Martin 115 1,399
pregnant (7 out of 322 Hispanic births). White 104 1,029
e Atotal of 115 women who gave birth reported smoking during Non-White 11 369
their pregnancy. Black 8 124
e Seventy-four percent of the women who gave birth in 2006 and Other 3 245
reported smoking during pregnancy classified themselves as i i
white. Hispanic 7 322
, S Non-Hispanic 108 1,076
e Twenty-six percent of the women who gave birth in 2006 and Source: F,ogda Department of Health, Office of Planning,
reported smoking during pregnancy classified themselves as Evaluation and Data, CHARTS System
non-white.

o  Of the white population who gave birth in 2006, 10% reported smoking during pregnancy.
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Low Birth Weight

Low birth weight is one of the most significant risk factors associated with adverse birth, infant and child development
outcomes. Low Birth Weight (LBW) is defined as infants weighing less than 2500 grams (51bs.80z) at birth. Low
birth weight infants are at much greater risk for infant mortality and developmental delays. Maternal risk factors that
can severely impact the infant’s birth weight include tobacco use, poor nutrition, substance exposure and socio-
economic factors.

NOTE: Nationally there is a wide racial disparity in the rates of low birth weight infants and infant mortality. The
CDC’s 2007 National Vital Statistics report also noted the LBW rate rose again in 2005 to 8.2 percent, matching levels
reported nearly 40 years earlier. The percentage of infants born at less than 2,500 grams has risen 8 percent since 2000,
and 17 percent since 1990. Increases were seen between 2004 and 2005 for very low (less than 1,500 grams) and
moderately LBW (1,500-2,499 grams) infants, and for each of the largest racial/ethnic groups. The LBW rate for

infants born in single deliveries was also up for 2004-2005; singleton LBW has risen 7 percent since 2000.
Source: CDC, NVSS Vol. 56, Number 6. Births: Final Data for 2005; Dec. 5, 2007.

CHART 37
Number of Martin County Births Under 2500 Grams (LBW)
1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006
Under 57 58 68 65 63 87 74 85 105 |92
2500
Grams
Source: Florida Department of Health, Office of Planning, Evaluation and Data, CHARTS System

The 2006 single year percentage of low birth weight babies born to Martin County residents was 7.4% as compared to
the State rate of 8.7%. Ranking the county with the lowest percentage of low birth weight babies as number one,
Martin County ranks 8 out of 67 counties. No single year chart was developed because of the small number of LBW
births per year.

Observations:

CHART 38 CHART 39
Martin County Births Under 2500 Grams
Births Under 2500 Grams By Race and Ethnicity
Rolling 3-Year Rate Three Year Rolling Rate
2002-04 | 2003-05 | 2004-06
=—&—Florida =l Martin
o All 7.9 7.9 8.0
9 8.6 :
] 8.0 - e Races
e, 85 % 79 8 White | 6.7 7.0 75
58 B = Black | 18.3 16.4 134
w8 75 - - Other | 7.9 7.5 7.2
E e 2002-04 2003-05 2004-06
< Hispanic | 6.6 6.3 7.9
Year Source: Florida Department of Health, Office of Planning,
Evaluation and Data, CHARTS System

e Martin County’s 3-year rolling rate is consistently below the State. Rate.

e The 2004-06 rate for black low birth weight babies is 78% higher than the rate of white low birth weight babies
and 70% higher than the rate for Hispanic babies.
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resulting from their birth weight. In most cases, VLBW infants are a result of being born severely premature.
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Very Low Birth Weight (VLBW) infants are newborns weighing less than 1500 grams (3Ibs.50z.) at birth. Infants
born under this weight are at extreme risk for infant mortality or potentially life-long adverse health conditions

CHART 40
Number of Martin County Births Under 1500 Grams (VLBW)
1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006
Under 7 8 15 |13 |17 9 16 |12 |12
1500
Grams

Source: Florida Department of Health, Office of Planning, Evaluation and Data, CHARTS System

The 2006 single year percentage of very low birth weight infants born to Martin County residents was 0.9% compared
to the State rate of 1.6% . Ranking the county with the lowest percentage of very low birth weight babies as number
one, Martin County ranks 11 out of 67 counties. No single year chart was developed because of the small number of
VLBW births per year.

CHART 41 CHART 42
Births Under 1500 Grams Martin County Births Under 1500 Grams
Rolling 3-Year Rate By Race and Ethnicity
—&o— Florida —— Martin Three Year Rolling Rate
2002-04 | 2003-05 | 2004-06
3 All 1.2 1.0 1.0
€g 2 Races
& & 16 o < * 10 07 08
> 5 12 O ] : : .
nE 08 —i _ White
£ 04 3.7 3.9 3.6
2 0 - - Black
2002-04 2003-05 2004-06 Other | 0.6 0.6 0.5
Year Hispanic | 1.9 1.8 1.3

OBSERVATIONS
e Martin County’s 3-year rolling rate is just slightly below the State rate.
e In 2002-04, the rate for VLBW black babies is 45% higher than the rate of VLBW white babies.
e The 2002-04 VLBW rate for Hispanic babies is higher than the State rate.
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Infant Mortality

Infant mortality is one of the leading indicators of a community’s health status. The infant mortality rate is the number
of deaths of infants less than one year (365 days) of age per 1,000 live births. The leading causes of infant mortality
are congenital malformations, deformations and chromosomal abnormalities. Disorders related to short gestation
(severe prematurity), low birth weight and sudden infant death syndrome (SIDS) are the next leading causes of infant
death.

CHART 43

Number of Martin County Infant Deaths
1997 1998 | 1999 | 2000 | 2001 |2002 | 2003 | 2004 |2005 | 2006
Infant Deaths | 7 10 11 10 12 12 8 7 11 7

Seven infant deaths occurred in Martin County in 2006. According to Florida CHARTS, 4 were due to congenital
anomalies; 1 was due to Sudden Infant Death Syndrome (SIDS) and 2 to other causes.

In 2006, the single year infant mortality rate was 5.0 for Martin County as compared to the State rate of 7.2. In 2006,
ranking the county with the lowest rate of infant deaths as number one, Martin County ranks 34 out of 67 counties.

CHART 44 CHART 45
Infant Mortality MC Infant Mortality by Race
Rolling 3-year Rates Rolling 3-year Rate
——o—Florida —M— Martin 2002- 2003- 2004-
10 2004 2005 2006
o All 7.4 6.8 6.2
5 8 Races
= O * I
§8 6 = White | 8.1 5.8 5.3
¢
£ & 5 Black 12.2 23.9 19.5
[e]
o
0 - - - Other 0.0 1.8 15
2002-04 2003-05 2004-06 Source: Florida Department of Health, Office of Planning,
Evaluation and Data, CHARTS System

Observations:

e Martin County’s 2004- 2006 three-year rolling average for all races for infant mortality is 6.2 compared with the
State’s rate of 7.2.

e The 2004-2006 three-year rolling average infant mortality rate for the black population (19.5) is more than three
times the white population (5.3).

o Consistently, the black population three-year rolling averages have been 3 or 4 times higher than that of the white
population.
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Healthy Start Risk Screening

Through Florida Statue and the Healthy start legislation, all obstetrical providers and delivery hospitals in Florida are
responsible for offering Healthy start prenatal and infant screenings which identify risks known to be associated with
infant morbidity and infant mortality. The prenatal risk screen is to be offered during the woman’s firs prenatal visit
and is designed to identify pregnant women who are potentially at risk for preterm delivery or a low birth weight baby.
The infant risk screen is offered at the delivery hospital and is designed to identify babies potentially at risk for adverse
health and developmental outcomes or death in their first year of life. Those scoring at risk (4 or more points) are to be
notified of the risk factors identified by the Healthy Start risk screening instrument and given recommendations for
follow-up services. This is accomplished through an initial contact completed by Healthy Start Program care
coordinators. Healthy Start screenings help to narrow the focus of service to those who are most in need.

Since prenatal and infant Healthy Start screenings identify risks known to be associated with infant morbidity and
infant mortality, the screening process is a crucial component of the maternal and infant health system of care. The
Florida Department of Health utilizes coding data reports to monitor and evaluate the screening process. The
screening rate is the primary indicator that assists the Coalition and the State in monitoring the Healthy Start screening
process.

Prenatal Screening Rate

The Estimated Number of Pregnant women (Total Number of Births) is the number of birth certificates recorded for
the reporting period according to the mother’s county of residence.

The Prenatal Screening Rate is the number of completed prenatal screens recorded for the reporting period according
to the woman’s county of residence divided by the estimated number of pregnant women. The Fiscal year runs from
July 1% until June 30™.

CHART 46
Healthy Start Prenatal Screening Rate by Fiscal Year;
Fiscal Year | Estimated# | MC # of MC Prenatal | State Prenatal
of MC Completed Screening Screening
Pregnant Prenatal Rate Rate
Women Screens
2001-02 1,214 709 58.40 48.34
2002-03 1,191 686 57.60 49.88
2003-04 1,211 830 68.54 55.02
2004-05 1,285 951 74.01 65.40
2005-06 1,374 1,038 75.55 67.67
2006-07 1,365 988 72.92 64.61
2007-08 1,353 1,089 83.07 70.28

Observations:

e Since 2001-02, Martin County’s prenatal screening rate has increased steadily, remaining well above the State rate
for a period of 7 years.

e Since 2001-02, the estimated number of pregnant women in Martin County has grown by only 139 women, but the
screening rate has increased by 24.6%.
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Infant Risk Screening

Infant screening is the responsibility of the birthing centers or hospitals in each county. Data for Total Infants
Screened is the number of infants whose parents or guardians have not declined screening for their infant as indicated
on the birth certificate by a mark in the “no” to screening check box. The percentage of Infants Screened is the

Martin County Healthy Start, Inc.
2008 — 2013 Service Delivery Plan

number of infants screened divided by the total number of infants born multiplied by 100.

Martin County has one hospital which does include the delivery of maternity care.

CHART 47
Fiscal Total MC MC Infants State Infant
Year Infants Born at | Screening Rate | Screening Rate
MMHS

2001-02 1,214 53.71 71.19
2002-03 1,191 76.07 71.82
2003-04 1,211 81.34 71.69
2004-05 1,285 78.37 69.85
2005-06 1,374 83.33 77.40
2006-07 1,355 88.78 81.14
2007-08 1,311 97.10 83.59

Observations:

e Since 2001-02, Martin County’s screening rate has steadily improved surpassing the State’s rate in 2002-03 and

continuing that trend through 2007-08.

e The number of infants born has increased by approximately 8% while the screening rate has increased by 17%.

CHART 48
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Consumer Surveys

Consumer surveys were developed and compiled by the Whole Child Connection, which is a web-based service and
provider query system designed to assist community members with identifying their needs, the services available and
the links to those providers via an online survey instrument that is conducted with the assistance of a Whole Child
Advisor.

Consumer Profile by Blacks Total
Total Problem Percent %Problem

Responses Responses  Problem Since

2006

Do you have health insurance/Medicaid for your

children? 91 47 51.65% 41%
e For your family 86 49 56.98% 57%
e For yourself 91 54 59.34% 59%
Do you need a doctor for your children? 78 18 23.08% 27%
e For your family 75 17 22.67% 23%
e For yourself 78 20 25.64% 26%
Do you need a dentist for your children? 78 21 26.92% 44%%
e For your family 76 17 22.37% 22%
e For yourself 71 19 26.76% 27%

Are you or any of your family members experiencing
any of the following such as (depression, high levels
of stress, anxiety, uncontrolled anger, major life

changes etc.)? 86 33 38.37% 44%%

Are immunizations / shots up to date for all your

children? 78 12 15.38% 15%

Do you have concerns about the following for any of

your children or yourself: Hearing? 79 7 8.86% 10%
e Vision 78 4 5.13% 5%
e Speech 82 10 12.20% 12%
¢ Physical Coordination 78 3 3.85% 4%

Would you like information on healthy foods and
healthy weight? 77 23 29.87% 30%
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Do you ever worry about the effect of alcohol and
drugs on your family or yourself?

If you are pregnant, do you have pre-natal care? (You
may skip this question if it doesn't apply.)

Do you have difficulty getting prescriptions /
medicines for your family or yourself?

Do you have questions about starting a family?

Do you want to prevent future pregnancy and need
information about birth control?

Would you like information to assess your risk for
contracting sexually transmitted diseases (STD's)?

Do you have a working smoke detector in the home?
Do you have transportation when you need it?
Do you feel unsafe in your home?

e In your neighborhood

Have you moved more than three times in the last
two years?

Do your children have a safe place to play?

Do you need legal assistance related to taking care of
your children?

Does your home have running water?

Do you need help with utilities in your home such as:
Gas?

e What about electricity
e What about water
e What about phone service

Do any of the following family members need to learn
how to swim: Children?

e Family members other than children
e Yourself

Do you need car seats for your children?
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Do you need a place to live?

Do you usually run out of money before your food,
shelter or clothing needs are met?

Do you need information for yourself or your
child(ren) about: Job Placement?

e Vocational Training

GED Preparation

Alternative Education

English as a Second Language Training

College Level Courses

Does your young child like to be hugged and
comforted?

Do you have any concerns about the behavior of any
of your children?

Do you need childcare or youth programs for any of
your children?

Do you feel your child is learning and developing as
well as other children their age?

Would you like more information on parenting?
Are books for young children available to you?
Would you like help reading to your child?

Do you feel you have the skills to help your child do
well in school?

Do you take time for your spiritual or emotional
needs?

Are you interested in faith-based programs to
overcome challenges in your life, such as divorce,
substance abuse, etc?

Are you interested in participating in faith-based
organizations?

Do you want information about activities in your
community for your children and your family?
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Are you experiencing any family loss or trauma due to
divorce, separation, death, domestic violence, etc? 53

If you have any other needs not mentioned above,
would you like to be contacted by a Whole Child
Advisor to help you? 0

Consumer Profiles by Hispanics

Total

5

Problem

Responses Responses

Do you have health insurance/Medicaid for your

children? 672
e For your family 631
e For yourself 666
2 Do you need a doctor for your children? 653
e For your family 598
e For yourself 643
3 Do you need a dentist for your children? 617
e For your family 591
e For yourself 596
Are you or any of your family members
4 experiencing any of the following such as
(depression, high levels of stress, anxiety,
uncontrolled anger, major life changes etc.)? 652
5 Are immunizations / shots up to date for all your
children? 644
6 Do you have concerns about the following for any
of your children or yourself: Hearing? 628
e Vision 640
e Speech 655
e Physical Coordination 640

36
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13
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9.43%

Percent
Problem

78.57%

84.79%

86.64%

49.62%

35.45%

44.48%

30.79%

23.35%

38.93%

17.48%

9.78%

2.07%

3.28%

11.15%

3.28%

9%

Total
%Problem

Since

2006
72%
85%
87%
64%
35%
449,
41%
23%
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13%
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Would you like information on healthy foods and

healthy weight?

Do you ever worry about the effect of alcohol and

drugs on your family or yourself?

If you are pregnant, do you have pre-natal care?

(You may skip this question if it doesn't apply.)

Do you have difficulty getting prescriptions /
medicines for your family or yourself?

Do you have questions about starting a family?

Do you want to prevent future pregnancy and
need information about birth control?

Would you like information to assess your risk for

contracting sexually transmitted diseases
(STD's)?

Do you have a working smoke detector in the
home?

Do you have transportation when you need it?
Do you feel unsafe in your home?
e In your neighborhood

Have you moved more than three times in the
last two years?

Do your children have a safe place to play?

Do you need legal assistance related to taking
care of your children?

Does your home have running water?

Do you need help with utilities in your home such

as: Gas?
e What about electricity
e What about water

e What about phone service

Do any of the following family members need to

learn how to swim: Children?
37
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e Family members other than children
e Yourself
Do you need car seats for your children?
Do you need a place to live?

Do you usually run out of money before your
food, shelter or clothing needs are met?

Do you need information for yourself or your
child(ren) about: Job Placement?

e Vocational Training
e GED Preparation
e Alternative Education

e English as a Second Language Training

College Level Courses

Does your young child like to be hugged and
comforted?

Do you have any concerns about the behavior of
any of your children?

Do you need childcare or youth programs for any
of your children?

Do you feel your child is learning and developing
as well as other children their age?

Would you like more information on parenting?
Are books for young children available to you?
Would you like help reading to your child?

Do you feel you have the skills to help your child
do well in school?

Do you take time for your spiritual or emotional
needs?
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16

30

25

262

35

172

94

266

203

84

234

253

5.34%

5.01%

18.11%

12.64%

56.85%

6.79%

2.77%

5.17%

4.36%

42.88%

6.18%

27.48%

15.19%

42.70%

33.22%

14.33%

43.25%

49.90%

5%

5%

18%

13%

63%

12%

3%

5%

4%

43%

6%

27%

15%

43%

31%

14%

0%

0%

43%

37%
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Are you interested in faith-based programs to

36 overcome challenges in your life, such as divorce,
substance abuse, etc?

37 Are you interested in participating in faith-based
organizations?

38 Do you want information about activities in your
community for your children and your family?
Are you experiencing any family loss or trauma

39 due to divorce, separation, death, domestic
violence, etc?
If you have any other needs not mentioned

40 above, would you like to be contacted by a Whole

Child Advisor to help you?

Consumer Profiles by Whites

Do you have health insurance/Medicaid for your
children?

e For your family
e For yourself

Do you need a doctor for your children?
e For your family
e For yourself

Do you need a dentist for your children?
e For your family

e For yourself

Are you or any of your family members experiencing
any of the following such as (depression, high levels

of stress, anxiety, uncontrolled anger, major life
changes etc.)?

Are immunizations / shots up to date for all your
children?

451

448

457

441

Total
Responses

262
255
256
251
252
253
252
247

245

268

254

29

25

77

31

Problem
Responses

132
142
157
79
67
86
114
90

103

157

42

6.43%

5.58%

16.85%

7.03%

Percent
Problem

50.38%

55.69%

61.33%

31.47%

26.59%

33.99%

45.24%

36.44%

42.04%

58.58%

16.54%

6%

6%

27%

Total
%Problem

Since

2006
58%
56%
61%
41%
27%
34%
84%
36%

42%

60%

21%
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Do you have concerns about the following for any of
your children or yourself: Hearing?

e Vision
e Speech
e Physical Coordination

Would you like information on healthy foods and
healthy weight?

Do you ever worry about the effect of alcohol and
drugs on your family or yourself?

If you are pregnant, do you have pre-natal care? (You
may skip this question if it doesn't apply.)

Do you have difficulty getting prescriptions /
medicines for your family or yourself?

Do you have questions about starting a family?

Do you want to prevent future pregnancy and need
information about birth control?

Would you like information to assess your risk for
contracting sexually transmitted diseases (STD's)?

Do you have a working smoke detector in the home?
Do you have transportation when you need it?
Do you feel unsafe in your home?

¢ In your neighborhood

Have you moved more than three times in the last
two years?

Do your children have a safe place to play?

Do you need legal assistance related to taking care of
your children?

Does your home have running water?

Do you need help with utilities in your home such as:
Gas?

40

252

254

259

250

257

252

117

242

242

230

239

252

253

260

253

252

244

248

254

23

32

32

17

117

24

93

111

39

15

54

253

39

31

86

76

93

55

9.13%

12.60%

12.36%

6.80%

45.53%

9.52%

79.49%

45.87%

2.48%

16.96%

6.28%

21.43%

100.00%

15.00%

12.25%

34.13%

31.15%

37.50%

21.65%

7%

13%

12%

7%

41%

16%

77%

51%

3%

17%

6%

22%

100%

11%

12%

39%

23%

38%

22%
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e What about electricity
e What about water

e What about phone service

Do any of the following family members need to learn

how to swim: Children?
e Family members other than children
e Yourself
Do you need car seats for your children?
Do you need a place to live?

Do you usually run out of money before your food,
shelter or clothing needs are met?

Do you need information for yourself or your
child(ren) about: Job Placement?

e Vocational Training

GED Preparation

Alternative Education

English as a Second Language Training

College Level Courses

Does your young child like to be hugged and
comforted?

Do you have any concerns about the behavior of any

of your children?

Do you need childcare or youth programs for any of
your children?

Do you feel your child is learning and developing as
well as other children their age?

Would you like more information on parenting?
Are books for young children available to you?

Would you like help reading to your child?

41

253

253

251

246

239

237

255

259

260

250

243

246

238

239

237

247

254

249

247

251

88

63

66

71

12

16

53

67

155

77

36

23

17

40

46

100

143

117

96

34.78%

24.90%

26.29%

28.86%

5.02%

6.75%

20.78%

25.87%

59.62%

30.80%

14.81%

9.35%

7.14%

2.09%

16.88%

18.62%

39.37%

57.43%

47.37%

38.25%

32%

25%

26%

29%

5%

7%

21%

26%

68%

23%

15%

9%

7%

2%

17%

19%

39%

62%

40%

38%



Martin County Healthy Start, Inc.
2008 — 2013 Service Delivery Plan

Do you feel you have the skills to help your child do
well in school?

Do you take time for your spiritual or emotional
needs?

Are you interested in faith-based programs to
overcome challenges in your life, such as divorce,
substance abuse, etc?

Are you interested in participating in faith-based
organizations?

Do you want information about activities in your
community for your children and your family?

Are you experiencing any family loss or trauma due to
divorce, separation, death, domestic violence, etc?

If you have any other needs not mentioned above,
would you like to be contacted by a Whole Child
Advisor to help you?

Consumer Profiles by Other

Do you have health insurance/Medicaid for

1 your children?
e For your family
e For yourself
2 Do you need a doctor for your children?
e For your family
e For yourself
3 Do you need a dentist for your children?
e For your family
e For yourself
Are you or any of your family members
experiencing any of the following such as
4 (depression, high levels of stress, anxiety,
uncontrolled anger, major life changes
etc.)?
5 Are immunizations / shots up to date for

all your children?

42

238

238

236

240

240

240

Total

89

138

50

47

111

66

Problem

Responses Responses
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37.39%

57.98%

21.19%

19.58%

46.25%

27.50%

37%

53%

21%

20%

47%

28%

Total

Percent %Problem

Problem

20.00%
40.00%
60.00%
0.00%
0.00%

0.00%
60.00%
40.00%
40.00%

60.00%

20.00%

Since
2006

60%
40%
60%
0
0

0
60%
40%
40%

60%

20%



10

11

12

13

14

15

16

17

18

19

20

21
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Do you have concerns about the following
for any of your children or yourself:
Hearing?

e Vision

e Speech

e Physical Coordination

Would you like information on healthy
foods and healthy weight?

Do you ever worry about the effect of
alcohol and drugs on your family or
yourself?

If you are pregnant, do you have pre-natal
care? (You may skip this question if it
doesn't apply.)

Do you have difficulty getting prescriptions
/ medicines for your family or yourself?

Do you have questions about starting a
family?

Do you want to prevent future pregnancy
and need information about birth control?

Would you like information to assess your
risk for contracting sexually transmitted
diseases (STD's)?

Do you have a working smoke detector in
the home?

Do you have transportation when you
need it?

Do you feel unsafe in your home?
¢ In your neighborhood

Have you moved more than three times in
the last two years?

Do your children have a safe place to
play?

Do you need legal assistance related to
taking care of your children?

Does your home have running water?

Do you need help with utilities in your
home such as: Gas?

e What about electricity
e What about water

e What about phone service

43
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0.00%
0.00%
0.00%

0.00%

20.00%

0.00%

0.00%

0.00%

0.00%

20.00%

0.00%

40.00%

100.00%
0.00%
0.00%

50.00%

20.00%

40.00%

0.00%
40.00%
20.00%

0.00%

20%

100%

20%

40%

100%

50%

20%

40%

40%
20%
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Do any of the following family members
need to learn how to swim: Children?

e Family members other than children
e Yourself
Do you need car seats for your children?
Do you need a place to live?

Do you usually run out of money before
your food, shelter or clothing needs are
met?

Do you need information for yourself or
your child(ren) about: Job Placement?

e Vocational Training
e GED Preparation
e Alternative Education

e English as a Second Language
Training

e College Level Courses

Does your young child like to be hugged
and comforted?

Do you have any concerns about the
behavior of any of your children?

Do you need childcare or youth programs
for any of your children?

Do you feel your child is learning and
developing as well as other children their
age?

Would you like more information on
parenting?

Are books for young children available to
you?

Would you like help reading to your child?

Do you feel you have the skills to help
your child do well in school?

Do you take time for your spiritual or
emotional needs?

Are you interested in faith-based programs

to overcome challenges in your life, such
as divorce, substance abuse, etc?

Are you interested in participating in faith-
based organizations?

Do you want information about activities
in your community for your children and
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20.00%
0.00%
0.00%
0.00%

20.00%

20.00%

0.00%
0.00%
0.00%
20.00%

0.00%
25.00%

0.00%

40.00%

40.00%

20.00%

60.00%

20.00%

20.00%

20.00%

0.00%

60.00%

20%

20%

60%

20%

25%

40%

70%

20%

60%

20%

20%

20%

60%
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your family?

Are you experiencing any family loss or
trauma due to divorce, separation, death,
domestic violence, etc?

If you have any other needs not
mentioned above, would you like to be
contacted by a Whole Child Advisor to help
you?

Summary of Consumer Surveys

Covers Period: 5/10/2006 - 12/10/2007

Total Profiles Submitted By Income

Overall
Submitted 1129
Under $10,000 442
$10,000 - $23,000 489
$23,001 - $36,000 132
Over $36,000 66

Covers Period: 5/10/2006 - 12/10/2007

Total Profiles Submitted By Race
Overall

Submitted

African American

Caucasian

Hispanic

Native American

Other

1129
98
265
710

17

Covers Period: 12/10/2007 - 4/2/2008

Total Profiles Submitted By Race

Total Total English  Total Spanish

African American 10
Asian 0
Caucasian 58
Hispanic 225
Native American 2
Other 1

10 0
0 0
58 0
58 167
2 0
1 0

Covers Period: 5/10/2006 - 12/10/2007

Total Profiles Submitted By Zip Code

45
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Overall
Submitted 1129
32301 2
32958 4
32960 1
32961 1
32963 1
32966 1
33407 2
33410 1
33430 1
33455 79
33455-5485 5
33457 2
33463 1
33475 1
33475-0645 4
34490 8
34947 2
34950-2184 1
34952 9
34952-4249 1
34953 10
34954 1
34955 2
34956 356
34957 65
34958 5
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Conclusions:

Upon review of the Consumer Survey Profiles, the Birth/Death data for Martin County and the Health
Problem Analysis reports for the 2004-2006 data period, the Service Delivery Plan Committee drew the
following conclusions:

Population Demographics:

Martin County has experienced growth in particular populations since the 2002-05 SDP data. Overall
growth in the county went from 126,731 in 2000 to 141,155 in 2005, representing an 11% increase. In
Martin County, the number of persons of Hispanic origin in 2006 was 13,138 as compared with 9,506 in
2000. The percentage of Hispanic Martin County residents grew by 25.5%.

Births

The number of births in Martin County remained constant for a period of 7 years with an upward trend
occurring in the past three years. In 2006, Martin County residents delivered 1,399, representing 293 more
babies than in 1997, a 26% increase over that time period. However, the non-white birth rate is more than four
times the birth rate for whites. In 2006, the birth rate for the white population was 7.8 as compared with the non-white
population of 36.3. Of the 36.3% increase on non-white births, the Hispanic population has experience an increase
of 23.6. Increases in the non-white and Hispanic population have created a strain on the main Medicaid
provider for this population, which is the Martin County Health Department.

Teen Births

Pregnancies among adolescents (ages 10-17 years) are a strong indicator for both current and projected
healthcare and social service needs within a region. It is well documented that adolescent mothers face
higher risks during pregnancy, and that the potential long-term consequences of adolescent pregnancy and
childbearing are numerous. Multiple studies have proven that*:

o Adolescent mothers are less likely to graduate from high school and more likely than their peers who
delay childbearing to live in poverty and to rely on welfare.

e The children of adolescent mothers are often born at low birth weight, experience health and
developmental problems, and are frequently poor, abused, and/or neglected.

« Adolescent pregnancy poses a substantial financial burden to society in public assistance, child health
care, foster care, and involvement with the criminal justice system.
(*Source: Annie E. Casey foundation, 1998)

Although the rate of teen pregnancy is a concern, the Coalition’s mission is to ensure that pregnant women
have opportunities to have a healthy baby. Healthy Start funding cannot be used for teen pregnancy
prevention activities. The SDP Committee supports monitoring births to teens and advocates for proper case
management and interconception education to pregnant teens, with the idea that a repeat birth will no occur.

Repeat Births to Teens

Since 2003, the number of repeat births to teens has increased by 10-12 births each year, ending with an
overall increase of 26 repeat births to teens by 2006. The Service Delivery Committee has agreed to
continue to monitor the repeat teen birth rate and upon review of year end data, will convene to discuss
appropriate interconception care programming specific to this population.
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Entry into Prenatal Care

Overall, Martin County’s rate (58.8%) of first trimester into prenatal care is below the State rate (78.7%).
When broken down by race, the percentage for both white (66.8%) and non-white (21.3 %) women entering care in
the first trimester is below the State’s percentage rate of 76.8% in 2006. It is significant to note that in 2006, 40.5% of
the births were in the Hispanic & Indian population and the 1% trimester entry into prenatal care for the
combined races was 65.2%.. These populations are generally served by one single program in the
community, the Prenatal Care Program for the Uninsured operated via the Martin County Health
Department. This program has nearly reached capacity to serve nearly 600 + women per year. It is
anticipated that the rate of growth among the Hispanic and Indian population will create an ever-increasing
amount of strain on the only existing system of care.

Late or No Prenatal Care

The three year rolling percentage of Martin County Women with late or no prenatal care has been consistently higher
than the State Rate (5.1%). As the percentage of women who are uninsured or unable to obtain prenatal care increases,
so will the number of women enter care late or not at all. The Coalition and Service Delivery Committee has
committed to improving the system of prenatal care for underinsured or uninsured women in the community. Without
a sufficient amount of providers , the entry into care issue will not improve.

Smoking During Pregnancy

Smoking during pregnancy can negatively influence multiple birth outcomes; and has been proven to be
especially associated with low birth weight. Martin County experienced a much lower rate during 1999-
2002, with a higher than usual increase in 2003-04. In 2005-2006, the rate of mothers who smoke during
pregnancy in Martin County was 1 percentage point higher than the statewide average of 7%. In 2006, a total
of 115 women who gave birth reported smoking during their pregnancy. Additionally, seventy-four percent of the
women who gave birth in 2006 and reported smoking during pregnancy classified themselves as white. This was not
chosen as a priority area by the SDP Committee, as the data fluctuated considerably over the past 4 years. However,
since the harmful effects of smoking during pregnancy has been linked to premature births and low birth weight
babies, it will be monitored during the next 2 year cycle to see if there is a trend.

Low Birth Weight Births

The 2006 single year percentage of low birth weight babies born to Martin County residents was 7.4% as compared to
the State rate of 8.7%. Ranking the county with the lowest percentage of low birth weight babies as number one,
Martin County ranks 8 out of 67 counties. Overall, Martin County’s 3-year rolling rate is consistently below the State
rate. However, the 2004-06 rates for black low birth weight babies is 78% higher than the rate of white low birth
weight babies and 70% higher than the rate for Hispanic babies. The SDP Committee has selected the Low Birth
Weight among blacks as a priority issue for the 2008-2013 SDP, as the racial disparity is of great concern.

Very Low Birth Weight Births

The 2006 single year percentage of very low birth weight infants born to Martin County residents was 0.9% compared
to the State rate of 1.6% . Ranking the county with the lowest percentage of very low birth weight babies as number
one, Martin County ranks 11 out of 67 counties. The statistics for very low birth weight births are quite small, and as
such the SDP Committee has chosen to monitor and review the data yearly.

Infant Mortality

In 2006, the single year infant mortality rate was 5.0 for Martin County as compared to the State rate of 7.2. In 2006,
ranking the county with the lowest rate of infant deaths as number one, Martin County ranks 34 out of 67 counties.
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Seven infant deaths occurred in Martin County in 2006. According to Florida CHARTS, 4 were due to congenital
anomalies; 1 was due to Sudden Infant Death Syndrome (SIDS) and 2 to other causes. Martin County’s 2004- 2006
three-year rolling average for all races for infant mortality is 6.2 compared with the State’s rate of 7.2. The 2004-2006
three-year rolling average infant mortality rates for the black population (19.5) are more than three times the white
population (5.3). Consistently, the black population three-year rolling averages have been 3 or 4 times higher than that
of the white population. As a result of the racial disparity identified in infant mortality, The SDP Committee has
chosen Infant Mortality among blacks as a key indicator.

Prenatal Risk Screening

Since 2001-02, Martin County’s prenatal screening rate has increased steadily, remaining well above the State rate for
a period of 7 years. Since 2001-02, the estimated number of pregnant women in Martin County has grown by only 139
women, but the screening rate has increased by 24.6%. The SDP Committee did not choose this as a key indicator this
year, as the rates have been steadily increasing and it is expected that they will continue to meet the requirements set
by the contract. As with all indicators monitoring will continue.

Infant Risk Screening

Since 2001-02, Martin County’s screening rate has steadily improved surpassing the State’s rate in 2002-03 and
continuing that trend through 2007-08. The number of infants born has increased by approximately 8% while the
screening rate has increased by 17%. The SDP Committee did not choose this as a key indicator this year, as the rates
have been steadily increasing and it is expected that they will continue to meet the requirements set by the contract. As
with all indicators monitoring will continue.

Selecting Community Issues and Five-Year Goals

As a result of analyzing key health indicators and data in the Needs Assessments, the SDP Committee chose
to focus on the following areas of concern in the 2008-2013 Service Delivery Plan:

Current Status Service Area
SELECTED INDICATORS 5-YEAR
STATE | LOCAL GOALS
1. 1% Trimester Entry Into Prenatal Care
76.8 56.8 73.0
2. Late or No Prenatal Care
5.1 115 6.75
3. Black Infant Mortality Rate
13.2 19.5 16.0
4. Black Low Birth Weight
13.4 13.4 114
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Resource Inventory
In order to understand issues addressed in the Service Delivery Plan, it is important to take a look at the
resources in the system of care. The following paragraphs describe resources and systems that impact the
delivery of maternal/child health care (MCHC) and Healthy Start services in Martin County. Healthy Start’s
involvement with United Way and Martin County Children’s Services Council helps to keep the Coalition
appraised of funding and program changes throughout the community’s social service and medical system
that impacts available services. A community resource directory is in the Appendix.

Delivery and Prenatal Care Services

Martin County has one hospital, Martin Memorial Health System, which delivers all Martin County resident
births. They provide delivery services for both insured and uninsured women, as well as emergency alien
deliveries to migrant/undocumented residents of Martin County.

Delivery System

In 2008, Martin Memorial Health System is the only hospital in the county that provides maternity care
delivery services. The midwives that provide prenatal care to women via the Prenatal Program for the
Uninsured provide delivery services via the Martin Memorial Health System. High Risk deliveries are sent
to the Regional Intensive Perinatal Care Center in West Palm Beach, adjacent to St. Mary’s Hospital.

Provision for Unfunded Care

In 2000 the Martin County Health Department began the Prenatal Care Program for the Uninsured. The
program provides prenatal care, labor and delivery management services and postpartum care to uninsured
women in Martin County at or below 200% of the federal poverty level and are ineligible for Medicaid and
are therefore at risk for a poor birth outcome due to lack of funds and/or insurance to receive regular care.
Pregnant women who apply for Medicaid are asked to see a health department eligibility worker if they do
not qualify for coverage. The worker then determines eligibility for the Prenatal Care Program for the
Uninsured.

Pregnancy Testing Sites
The Martin County Health Department, Planned Parenthood, Florida Community Healthy Center, LifeLine
and CareNet Pregnancy Services provide either free or low cost medical pregnancy testing.

Prenatal Care Providers

A total of 3 OB/GYN practices exist in Martin County. Two of the practices serve predominately insured,
self-pay clients, with a much smaller percentage of Medicaid clients (2-5%). Women’s Health Specialists has
four (4) OB physicians and 2 midwives; Physicians to Women has (4) OB physicians and 2 midwives. The
third provider in Martin County is the Martin County Health Department program which employs five
midwives to provide prenatal care, labor and delivery management services and postpartum care to uninsured
women in Martin County at or below 200% of the federal poverty level and are ineligible for Medicaid. The
Physician’s to Women group provides the back-up physician services to the Health Department program.
The two private physician groups combined accept approximately 5% of the Medicaid population in the
County.

Martin County has experienced difficulty in placing some women into care with the existing system. We
often find placement for pregnant women who fail to meet the criteria of the Health Department Program, as
well as the private practices, in counties to the North and the South of Martin.
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List of Prenatal Care Providers Offices:

Office/staff

Address

Phone/ Fax Hours

Delivery
Hospital

Stuart Health Department

Susan Brown
Katherine Wright
Cassandra Garcia
Cathy Griffin

3441 SE Willoughby Blvd

Stuart, FL 34994

Ph (772) 221-
4000
Fax (772)221-
4036

M-F  8:00am-5:00pm

Martin Memorial

Indiantown Health Department

Susan Brown
Katherine Wright

Cassandra Garcia
Cathy Griffin

16401 Farm Rd.

Indiantown, FL 34956

Ph (772) 597-3687
Fax (772) 597-
5981

M-F  8:00am-5:00pm

Martin Memorial

Physicians To Women

J. Kenton Clouser, MD
Patricia Homon, CNRP

Peter M Dayton, MD

Michael H Hochman, MD
Wynne S. Lee-Nunez, MD
Kimberly Heroux

1815 S Kanner Hwy

Stuart, FL 34994

120 SW Chamber Ct.

PSL, FL 34983

Ph (772)288-
2992
Fax (772)288-
2999

M-F 8:30am-5:00pm

Ph (772)288-
2992
Fax (772)288-
2999

Martin Memorial

Women's Health Specialist
Jeremy Singer, MD

Mary Michaud, MD
Eric Dickens, MD

Eva Collins, MD

Barbara McCarthy, CNM
Allison Bloomer, MD

Robert Pare, MD

Katie Douglas, CNM

Murray Dweck, MD
Alton Thompson, MD
Donna Thompson, MD

3498 NW Federal Hwy

Jensen Beach, FL 34957

1095 NW St. Lucie West Blvd

PSL, FL 34983

245 NE 19" Dr

Okeechobee, FL 34297

Ph (772)219-1080 M-F
Fax (772)219-
1070

8:30am-5:00pm

Ph (772)219-
1080
Fax (772)219-
1070

M-F 8:30am-5:00pm

Ph (772)219-
1080
Fax (772)219-
1070

M-F  8:30am-5:00pm

Martin Memorial
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Infant Care and Child Services
There are 15 pediatricians practicing in Martin County. Five are located in Stuart, two of which are located
at the Martin County Health Department, 6 are located in Palm City, and 4 are located in the western most
portion of the community in Indiantown. All 15 practicing pediatricians accept Medicaid, Health Ease
and/or Medipass. The Florida Community Health Center in Indiantown as well as the Martin County Health
Department, provides primary care for infants and children on a sliding scale fee for those who are unfunded.

The Martin County Health Department and The Florida Community Health Center both provide dental
services to for children up to the age of 18. Dental services are available for people at 200% or less of the
Federal Poverty level.

List of Martin County Pediatricians Offices:

Office/Provider's name Address Phone/Fax Hours Medicaid plan

Ph: (772) 597-

Indiantown Health Department 16401 SW Farm Rd. 3687 M-F 8 am -5pm Medipass
Fax: (772) 597-

Guerrie, Marie K; MD Indiantown, FI. 34956 5981 Healthease
Ph: (772) 597-

Florida Community Health Center 15858 SW Warfield Blvd 3596 M 9am-7pm Medipass
Fax: (772) 597-

Vazquez Defillo, Jose; MD Indiantown, FI. 34956 4194 T-R 8am-5pm Healthease

Tuchel, Tammy; DO F 8am-4pm

Schaffer, Robert; PA
Ph: (772) 219-

Childrens Physicians 2676 SW Immanuel Dr. 4444 M-F 8:30 am-5pm Medipass
Fax: (772) 219-

Matese, Anne; DO Palm City, Fl. 34990 0550 Sat. 8:30am-12pm****  Healthease

Pineiro, Luis; MD

Bideau, Lynda; MD

Nunley, Gay; MD

Stickle, Shirley; MD
Niewiadomski, Alexandria M.; MD

****By emergency appt only

Ph: (772) 221-

Stuart Health Department 3441 SE Willoughby Blvd 4000 M-F 8am-5pm Medipass
Fax: (772) 221-

Ewald, Eric; MD Stuart, Fl. 34994 4036 Healthease

Chryssiadis, Mary; MD

Treasure Coast Pediatrics Ph: (772) 283-

Associate 506 S Federal Hwy # 101 0278 M,T,R,F 8am-5pm Medipass

Fax: (772) 220-

Rojas, Trinidad; MD Stuart, Fl. 34994 6626 W 8am-1pm Access Medicaid
509 Riverside Dr., Suite Ph: (772) 283-
Pediatrics Care of Stuart 300 8890 M-F 9am-5pm Healthease
Fax: (772) 283-
Romero, Geicel L; MD Stuart, Fl. 34994 6946
Ph: (772) 223- Healthease
Jeffery S. Gorodetsky MD 433 SE Ocean Bivd 4504 M-F 8:30am-4pm Healthy
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Maternal/Child Health Programs

The Healthy Start program is only one of four maternal/child health (MCH) programs funded, administered,
and evaluated by the Martin County Healthy Start Coalition. Martin County’s community resources for
pregnant women and infants include all four programs: MomCare, Healthy Start, the Prenatal Outreach
Center and the Prenatal Care Program for the Uninsured. These programs are designed to work together to
provide pregnant women a continuum of services to ensure access and continuity in prenatal care.

MomCare Program

The MomCare Program provides assistance to all pregnant women enrolled in Medicaid for their pregnancy.
PEPW clerks at the Martin County Health Department enroll pregnant women in Medicaid and assist them
by scheduling the first prenatal care appointment with the Martin County Health Department (the only
provider that will accept PEPW clients). The PEPW clerks provide the initial contact for the MomCare
Program, encouraging pregnant women to follow medical guidance, to complete the Healthy Start screen and
to enroll in the WIC (Women, Infant and Children’s) Program. The Maternity Care Advisors (MCA)
follows up to confirm women keep their prenatal care appointments. The MCA helps clients resolve
problems with access to care and encourages compliance. The MCA’s roles are important because not all
pregnant women on Medicaid are eligible for Healthy Start.

The Healthy Start Program

Healthy Start program services are offered to pregnant women and infants who have been identified as being
at risk for adverse outcomes through the universally available Healthy Start screening process for infants and
pregnant women.

Through Healthy Start legislation all obstetrical providers and delivery hospitals in Florida are responsible
for offering Healthy start prenatal and infant screenings which identify risks known to be associated with
infant morbidity and infant mortality. Although it is a voluntary program, pregnant women scoring at risk (4
or more points and more recently revised 6 or more points) are to be notified of the risk factors identified on
the Healthy Start risk screening instrument and given referrals for follow-up services. In Martin County,
eligible women and families of newborns are contacted by a Healthy Start care coordinator and are made
aware of their risk factors and any services that are available to help support the pregnancy or infant.

Healthy Start Universal screenings identify risks known to be associated with infant morbidity and infant
mortality and help narrow the focus of services to those who are most in need.

Healthy Start care coordination and wraparound services give pregnant women education, guidance and
support that will optimize growth and development of their baby. When needed, an infant (and their family
member) may receive services until the child reaches age three. Care coordinators can provide services
through home visits, phone calls or by scheduling a meeting with the family at the providers’ office. From
July 2007 through June 2008, 979 pregnant women and 437 infants received Healthy Start Services.

An important and proficient provider of maternal child health services for many years, the Martin County
Health Department has been the provider of care coordination and other Healthy Start wraparound services
for pregnant women and infants since the inception of the Coalition. The Healthy Start care coordination
team consists of 5 full time care coordinators, one supervisor (24 hrs/wk) and on data entry coordinator for
the Healthy Start program.

Care Coordination is the core component of the Healthy Start program. In addition to care coordination,

Healthy Start programs have the option of providing other supportive (wraparound) services to women

during pregnancy. These can include smoking cessation, childbirth education, parenting education,

breastfeeding education, nutrition counseling, and psychosocial counseling. Although care coordinators can
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be certified to provide Healthy Start wraparound services, community resources also9 play an important role.
In Martin County, Healthy Start state and local funding dollars support the following wraparound services:

e Smoking cessation, provided by Healthy Start Care Coordination (Make Yours a Fresh Start Family)
e Childbirth education, provided by Martin Memorial Health Systems

e Breastfeeding education, provided by Martin Memorial Health Systems, WIC

e Parenting Education, sibling classes, newborn care, provided by Martin Memorial Health Systems

e Nutrition counseling is provide via WIC

e Psychosocial counseling is provided by Tykes and Teens

e Dental Care for pregnant women, provided for by Martin County Health Department and Florida
Community Health Center dental clinics.

Prenatal Care for the Uninsured

The program provides prenatal care, labor and delivery management services and postpartum care to
uninsured women in Martin County at or below 200% of the federal poverty level and are ineligible for
Medicaid and are therefore at risk for a poor birth outcome due to lack of funds and/or insurance to receive
regular care. Pregnant women who apply for Medicaid are asked to see a health department eligibility
worker if they do not qualify for coverage. The worker then determines eligibility for the Prenatal Care
Program for the Uninsured.

Clients see one of the health department’s five midwives on a rotating basis for up to 10 visits at either the
Stuart or Indiantown health department clinics. High-risk clients may be seen for up to 14 visits.
Physician’s back-up may be utilized to deliver care for high risk pregnancies.

PEPW (Presumptive Eligibility for Pregnant Women) covers the cost of the first prenatal visit and initial lab
testing costs. Martin Memorial Health Systems covers the costs of the lab tests for clients as an in-kind
annual donation. Clients are expected to pay $350 share-of-cost. A payment schedule is determined at the
first prenatal visit. In 2006-2007, 92% of the clients paid at least 60% of their share of cost; which exceeded
the targeted goal of 87% for 2006-2007. No one is turned away for inability to pay. Funding covers the cost
of the remaining services.

Clients must agree to participate in the Healthy Start program for assistance in accessing prenatal care and
for referrals to wrap-around services. The services that are most referred to are: child birth education;
nutritional counseling for clients who are over/under weight or who develop gestational diabetes; stress
management counseling for depression and anxiety, and emergency transportation services. Each client is
assigned a care coordinator who assesses the needs of each client and makes the appropriate referrals to the
Healthy Start services.

All prenatal care services are provided at the two Martin County Health Department locations: Stuart Health
Department, 3441 S.E. Willoughby Blvd. Stuart, Fl. 34994 and Indiantown Health Department, 16401 S.W.
Farms Road, Indiantown, FL.

Midwives in this program have provided outstanding quality of services to over 600 women and babies
during the fiscal year 2007-2007. Outcomes related to this program continue to meet expectations. Most
importantly, this program is the only available resource to serve the 600+ women in Martin County, who
would otherwise have no access to prenatal care.

Prenatal Outreach Center
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Although not directly funded with Healthy Start direct service funds, the Prenatal Outreach Center has
become one of the pivotal entry points for prenatal care in Martin County. The Outreach Center has several
community outreach elements that are all designed to provide education on the benefits of early prenatal care
and to increase first trimester entry into prenatal care through implementation of a community nursing model
and community advocate education. The targeted areas in Martin County are Port Salerno, HobeSound, East
Stuart and Golden Gate. The hours of operation: 8:30 — 5:00, Monday thru Friday.

The outreach center is a well-developed grassroots community education/incentive program that has been
developed to involve local community advocates who distribute educational materials during the course of
their daily encounters with women of childbearing age. The education efforts will be continuous and
ongoing so that all eligible women in the community will receive a message designed to explain the specific
health issues identified during the first trimester that are directly related to positive birth outcomes. In an
effort to reinforce the behavior of early entry and to thank the client for consenting to the Healthy Start risk
screen, all mothers who attend their first trimester appointment and complete the Healthy Start risk screen
will be awarded a gift incentive — a $25.00 gift card to Wal-Mart.

A Prenatal Outreach Coordinator, employed through Healthy Start, and funded by a local grant through the
Children’s Services Council, facilitates entry into services, and assists in helping women stay in prenatal care
while working toward improving the user-friendliness atmosphere and services of prenatal care sites. The
Outreach Coordinator links women to culturally relevant health care that is available, accessible, affordable,
adequate, and acceptable to all community members, particularly for women that are vulnerable and
underserved.

A Community Literacy & Health Educator is employed to integrate Baby Basics into the model. Baby
Basics is an evidence-base, health literacy and prenatal care program with the following goals:
e TO PROVIDE prenatal materials to underserved families that are comprehensive and easy to read and
serve as a catalyst for learning and family literacy.

e TO EMPOWER, engage and educate underserved parents so that they become effective users of the
healthcare system and can advocate for themselves and their families.

e TO TEACH healthcare providers and educators how to use health literacy and cultural competency
tools and strategies to improve patient communication and compliance.

e TO BUILD community initiatives so that providers and educators are all "on the same page” and
families receive integrated, coordinated prenatal and parenting messages.

Since July 1, 2007, the Prenatal Outreach Center has assisted 196 pregnant women in accessing prenatal
care, with 146 (74%) in their first trimester. This is a tremendous success, as this has served as the single
entry point for all women unsure of how or where to access prenatal care.

Gaps in Resources and Services
Resources lacking in Martin County include cultural/literacy barriers, language barriers, limited providers to
serve the under/uninsured and transportation.

A provider-patient language barrier can undermine the quality and accessibility of healthcare for that patient.
But cultural misunderstandings can have more subtle consequences. It is often assumed that if there are
available providers, then the service is equitable. However, even if a low-income person has access to
Medicaid services, there is an inequity which is further exacerbated if the client belongs to an ethnic minority
by which their care is shaped by health care providers' perceptions of what it means to belong to that ethnic
minority. The SDP Committee brainstormed around the idea that although the providers of the services have
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experienced “culturally competency training”, the client is still unclear about what that means to them, and
further, how to engage with the provider in a their culturally competent way. This idea proposes that health
care access is not a given but rather a process in which an individual must strategize ways to obtain needed
medical care. The SDP Committee has concluded that co-cultural competency trainings (between client and
provider) would begin to transcend the barrier experienced in Martin County. In the upcoming year, the
Coalition and community providers will partner with the Cultural Competency Initiative organized by the
Martin County Children’s Services Council to begin integration of provider/client trainings.

It was important for the SDP Committee to determine, from the women's perspective, what factors (beliefs,
values, care delivery systems) act as barriers to accessing prenatal care. The team hypothesized that language
barriers exist in the community which prevents the Hispanic and Mayan populations from accessing care.
Based on the literature, the following factors could deter a woman with Medicaid and/or voucher coverage
from seeking or receiving prenatal care by affecting her ability to schedule or keep an appointment for a visit:
age, educational attainment, parity, marital status, and ethnic identification or language spoken at home
(Obstetrics & Gynecology 2000;95:874-880; 2000 by The American College of Obstetricians and Gynecologists). In 2008, the Coalition
received funding to begin implementation of the Baby Basics Health Literacy program. Through
implementation of this program, it is anticipated that language barriers can begin to be overcome, allowing
the women of non-English speaking homes to understand and not fear accessing the services available in
Martin County.

Low-income and minority communities often have a greater need for health-care services. However, because
the health-care system does not encourage providers to serve these communities, poor women and women of
color must often endure longer waiting times to see providers in their communities or travel longer distances
(at greater expense and inconvenience) to see providers in other neighborhoods. The failure to address the
women’s needs, such as child care and language accommodations, bars a substantial proportion of mothers
and children from obtaining services vital to their well-being and security. The current source of Prenatal
Providers available to serve the population of increasing births in Martin County is disproportional. The
Coalition, along with 5 major local funding partners are working together to bring into the community
another physician group that will meet the diverse ethnic needs of the women needing prenatal care.
Identified gaps in access to care for women who fall “between the federally funded cracks” have been
identified and the major barrier has been the availability of a provider that serves that particular clientele.

It is the goal of Healthy Start to connect at-risk women with a program combining health care and easier
access to social services in an attempt to reduce high rates of poor birth outcomes in Martin County. The
timing of at risk women's entry into prenatal care depends both on the care system in place and on women's
individual characteristics. Structural barriers, such as distance to a provider and access to transportation, are
significant in affecting when, where and how often women obtain prenatal care. Transportation is certainly
lacking in Martin County. Funding is limited. Currently, a local United Way grant allows the Coalition to
assist in transportation costs for out of county care for high risk women. The use of the available Medicaid
transport allows for assistance as well. However, a new approach to the barriers related to access is a
primary focus of the SDP committee as we move forward in improving Entry into Prenatal Care.
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CATEGORY A

Summary Sheet for Martin County Healthy Start System
Check the “Y” column if Healthy Start money is being used.
Check the “N” column if Healthy Start money is not being used.

Healthy Start System Components

Begin/End Date

Provision of: Provider YN of MOA or Contract
Outreach services for pregnant women MCHD X 7.1.08 — 06.30.09
Outreach services for children MCHD X 7.1.08 — 06.30.09
Process for assuring access to Medicaid MCHD
(PEPW & Ongoing) MCHD X 7.1.08-6.30.09
PNOR Center X PNORC
7.1.08-6.30.09
Clinical prenatal care for all unfunded women MCHD X 7.1.08-6.30.09
Clinical well-child care for all unfunded MCHD, Florida
infants Community Health X
Center
Funding to support the CHD Vital statistics
Healthy Start Screening infrastructure MCHD X 7.1.08-6.30.09
Ongoing training for providers doing screens MCHS Coalition X 7 1.08-6.30.09
and referrals
Initial contact after screening MCHD X 7.1.08-6.30.09
Assessment of service needs MCHD X 7.1.08-6.30.09
Ongoing care coordination MCHD X 7.1.08-6.30.09
Childbirth education MMHS X 7.1.08-6.30.09
Parenting support and education Martin Memorial
Health System, X United Way
Helping People 7.1.04-6.30.05
Succeed, Inc.
Nutritional counseling MCHD: WIC X 7.1.04-6.30.05
Provision of psychosocial counseling Tykes & Teens X 7.1.04-6.30.05
Smoking cessation counseling MCHD
CCoordination X 7.1.04-6.30.05
Breastfeeding education and support MCI—_ID. WIC, _ X United Way 7.1.08-
Martin Memorial X 6.30.09
Health Systems e
Data entry into CIS/THMC MCHD X 7.1.08-6.30.09
Other: Vital Transportation Comunity Coach X
Infant First Aid/CPR MartinMemorial X X United Way 7.1.08-
Infant Massage Helping People X X 6.30.09
Succeed, Inc
MomCare Program (SOBRA) MCHSC X 7.1.08-6.30.09
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Strategies to Address Five-Year Goals

Indicators/5-Year Goals Adopted Strategies
1 First Trimester Entry into e Continue the development and implementation of public awareness
Prenatal Care campaign regarding the importance of 1% trimester entry into prenatal care.

e Promote consumer education and awareness on Pregnancy Medicaid
(SOBRA) eligibility

e Implement education program to physicians regarding Medicaid short form

e  Explore safety net options for the provision of clinical prenatal services for
uninsured women (working poor)

e Quantify uninsured numbers and costs for grant application purposes

e Promote consumer education and awareness on Pregnancy Medicaid

(Increase to > 73.0%)

2. Late or No Prenatal Care (SOBRA) eligibility
e Implement education program to physicians regarding Medicaid short form
(Decrease to < 6.75%) e Increase collaboration with community partners serving high risk

populations to increase humber and scope of consumers receiving
educational information on the importance of early prenatal care

o Explore safety net options for the provision of clinical prenatal services for
uninsured women (working poor).

e  Partner with hospital to create a survey to identify why women are not
entering care and to address the walk-in population.

Indicators/5-Year Goals Adopted Strategies

3. Black Infant Mortality Rate | e Establish a collaborative FIMR review process.

e Introduce Women’s Wellness Profile via the WCC System to primary

(Reduce to 16.0) care providers and facilitate implementation

¢ Introduce interconceptional risk assessment tool to primary care
providers and facilitate implementation.

e Promote and support breastfeeding education beyond WIC and

Hospital programs.

“safe sleeping” education initiatives

Continue Healthy Start and Healthy Families prevention programs

Educate mothers regarding importance of pediatric follow-up

Promote and Partner with Father Child Resource Center enhancing

father involvement via prenatal outreach/education to males.

Targeted outreach and services to black population (zip codes)

e Promote culturally sensitive programs to clients and staff to
encourage exchange and interaction between client and provider. “

4. Low Birth Weight ¢ Implement interconceptional education services via care coordination
(Black) and Medicaid Family Planning Waiver;
e Introduce Women’s Wellness Profile via the WCC System to primary
(Reduce to 11.4%) care providers and facilitate implementation

e Introduce interconceptional risk assessment tool to primary care
providers and facilitate implementation

o Identify referral providers to provide interconceptional care for
women identified with a previous poor birth outcome who are not
eligible for Medicaid Family Planning.
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ACTION PLAN IN CATEGORY A, B, C FORMAT

Reviewing data sets and resources assists the Coalition in identifying gaps and challenge areas.
Without an alignment of this information to develop effective strategies that will impact
outcomes, we are just poised to “know” and not to “do.” The Healthy Start Coalition has
developed a format in which the data, assessment, priorities, strategies and outcomes are aligned
in tables by indicators. This provides for an easy illustration to funders, constituents, and other
community partners. This method compliments our Quality Management Program’s Logic
Model Method, and will provide a Customized Evaluation Framework for evaluating outcomes
annually.

Coalition: The Martin County Healthy Start Coalition, Inc.

Coalition Priorities: What particular priorities, target groups, or geographic areas are
targeted in your Service Delivery Plan?

1. Increase 1% Trimester Entry into Prenatal Care. The percentage of women in Martin
County entering prenatal care in the first trimester has been the lowest in the State for the
past two years. However, efforts began in 2006 to address the trend in first trimester entry
into prenatal care in the Service Area, specifically in the identified zip code areas of 34997
(Port Salerno, Golden Gate, Tropical Farms); 34994 (East Stuart); and 33455 (HobeSound).

The rolling averages of Black women entering prenatal care was 46.3% and Hispanic women
was 40.3% compared to White women at 68.3% . Increasing first trimester entry into
prenatal care was identified as a priority area. The five year goal is to increase the 2008
Service Area rate of 1% trimester entry into care from58.8% to 73%.

2. Decrease Late or No Entry into Prenatal Care. Martin County’s three year rolling rate for
late entry or no prenatal care in FY 2004-2006 was 11.5%, which is higher than the State rate
of 5.1%. Martin County is 6.4 percentage points higher than the state percentage.

3. Reduce Black Infant Mortality Rate: Based on three year rolling averages for 2004-2006,
Black infant mortality is at a rate of 19.5 per thousand live births in the Service Area of
Martin County. In comparison, in the same Service Area and time period, White infant
mortality is at a rate of 5.3 and Hispanic infant mortality is at a rate of 9.4. This means that
the current Black infant mortality rate in our geographic area is almost three times higher
than that of White and Hispanic infant mortality. In our Service Area, health disparities and
other socio-economic risks disproportionately impact the Black population. Although overall
Infant mortality is a measure the coalition is committed to monitor, the Service Delivery
Planning Committee recommended that the Coalition develop specific goals for this
indicator. The recommended five-year goal for this service delivery planning cycle is to
reduce and maintain the local Black infant mortality rate to 16.0 per thousand live births.

4. Reduce (Black) Low Birth Weight Rate: The 2004-2006 three year rolling average for
Black infants born at a low birth rate (LBW) (born at 2,500 grams or below) is 13.4
compared to White rate of 7.5. The five-year goal established by the Service Delivery
Planning Committee is to reduce the Black LBW rate to 11.4. The Coalition will continue to
monitor the low birth weight rates among all populations while implementing specific action
items to address the disparity among the Black population in Martin County.
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Cateqgory B Strategies for community wide or system issues

A-1. CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE/SYSTEM
ISSUE: [Increase Entry Into Prenatal Care to encompass 1% trimester and late or No
care]

a. What is the requirement or system/community-wide problem or need identified to be
addressed by a strategy?

Martin County’s rate (58.8%) of first trimester into prenatal care is below the State rate
(78.7%). When broken down by race, the percentage for both white (66.8%) and non-white
(21.3 %) women entering care in the first trimester is below the State’s percentage rate of 76.8% in
2006. It is significant to note that in 2006, 40.5% of the births were in the Hispanic & Indian
population and the 1* trimester entry into prenatal care for the combined races was 65.2%.

Late or No Entry Into Prenatal Care: The three year rolling percentage of Martin County
Women with late or no prenatal care has been consistently higher than the State Rate (5.1%). In
2006 the single year rate for both Hispanic and Indian was 33.6%.

b. What health status indicator/coalition administrative activity is being addressed by
this strategy?

The Health Status Indicator is the percentage of women entering care in their First
Trimester; and Health Status Indicator for women entering care late or not at all.

c.  What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR,
screening, client satisfaction, interviews, QI/QA)?

The Health Problem Analysis, CHARTS data and the community survey were used to
identify this issue. Further analysis was conducted by the Martin County Children’s
Services Council Director of Evaluation and Planning.

A-2. PLANNING PHASE QUESTIONS: (All Required)
a. What strategy has been selected to address this?

1)  Provider Education and Awareness
2)  Patient Education and Awareness
3) Community awareness

b. What information will you gather to demonstrate that you have implemented this
strategy as intended (who, what, how many, how often, where, etc.)?

1) Provider Education and Awareness - Provider surveys (conducted annually and on
an interim basis), training sign-in sheets, pre- and post test materials, Provider
reports, letter distribution, newsletters, screening rates.

2) Patient Education and Awareness - marketing materials and numbers distributed,
Momcare data, screening rates, sign-in sheets

3) Community Awareness —Baby Basics evaluation sheets, number of community
advocate contacts/referrals; number of materials distributed; Whole Child reports.

60



Healthy Start of Martin County , Inc.
2008 — 2013 Service Delivery Plan
c.  Where/how will you get the information?

1) Provider Education and Awareness - Provider surveys will be conducted as a part
of needs assessment activities. The Healthy Start Coalition will be adding a
“survey monkey” to the website for easy access by providers and consumers who
have access to computer technology. In addition, our Screening Education
Provider, HS Community Liasion, maintains information from presentations
conducted to providers (OB/GYN’s, doulas, Midwives, and Hospital Staff) and
submits quarterly reports to the QA specialist on staff. All trainings attended by
Healthy Start subcontracted providers or other community partners who provide
maternal and child health and human service support are maintained in Healthy
Start data base. Additionally the QA/QI Committee, consisting of Prenatal
providers, hospital staff and Healthy Start Board members, maintains minutes of
meetings.

2) Patient Education and Awareness - Momcare specialists will also gather
information when possible about how useful patient information was in assisting
women in linking to prenatal care and navigating through the system. Prenatal
Outreach Center data collection will also provide insight into the referral sources
for incoming women and the trimester they were able to access care.

3) Community Awareness - The Bellybutton project funded by Martin County
Children’s Services Council supports a Billboard Advertising where to call for
Prenatal Care. The hospital, private OB/GYN providers, pregnancy centers and
other affiliated agencies hand out Prenatal Outreach Center information to all
clients. The Whole Child Connection serves as the web-based resource directory
for all families in Martin County of which Healthy Start programs are listed as
participating providers. Reporting data from Whole Child Connection will supply
information regarding requests for MCH providers.

d. What do you expect will be the observed impact of the strategy on the system or
community-wide problem/need?

1) Provider Education and Awareness - Pregnant women will not be rolled
into managed care programs and therefore will have more adequate access
and follow through with prenatal care. Also, OB/GYN’s will maintain
their relationship with Medicaid as providers.

2) Patient Education and Awareness — Medicaid eligible pregnant women
will make choices about health care plans based on information about the
physician or medical center they have chosen to provide their health care.

In addition, they will navigate the system more effectively and will
therefore gain access to prenatal services in a timelier manner.

3) Community Awareness - Entities that have contact with pregnant women
in the community will be more able to support assist them in linking to
Healthy Start services or to prenatal care. Brand name recognition of
Healthy Start and use of the Outreach Center will make direct services more accessible
for people in the community.
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e. What information will you gather to demonstrate this change on the system?

Provider information about number of women who remain off of managed care programs
and patient information from SOBRA.MomCare with a reduction of complaints about
problems with Medicaid for prenatal care.

f.  Where/how will you get the information?
Whole Child Connection Data, Provider survey data, MomCare data, SAMIS data and

DOH Data Analysis.
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A-3. ACTION STEPS: IMPROVE ENTRY INTO PRENATAL CARE

Increase the percentage of women who enter care in their first trimester/decrease the percentage

of women entering late or not at all.

information about Medicaid eligibility and
usefulness of Healthy Start information for
enrolling women in prenatal services.

Action Step — Provider Education/Awareness | Person Responsible Start End Date
Date

A.) Provide Healthy Start representation at the | Executive Director, 01/09 06/09

OB/GYN meetings at Martin Memorial Health Care Coordination

Systems. Hospital Liaison

B.) Conduct informational sessions with Community Liaison, 08/08 06/09

OB/GYN’s and other providers of prenatal care | Executive Director

on a quarterly basis.

C.) Disseminate information about access to Community Liasion; 08/08 06/09

prenatal care to DCF, Hospitals, OB/GYN’s via | Health Educator;

all possible marketing venues (physician Community Advocates

newsletters, website, advocates, health educator.)

D.) Conduct informational sessions with MomCare Staff, 11/08 06/09

homeless shelters, substance abuse treatment Health Educator,

centers and outreach projects regarding Healthy

Start services and the Simplified Eligibility for

Pregnant Women process semi-annually.

E.) Provide materials and training to CHD staff | HSC Program 10/08 06/09

assigned to ensure early screening and linkage to | Supervisor; Prenatal

prenatal services for eligible participants. Outreach Coordinator

F.) Modify provider surveys to obtain Community Liaison 10/08 06/09
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A-3. ACTION STEPS: IMPROVE ENTRY INTO PRENATAL CARE

Increase the percentage of women who enter care in their first trimester/decrease the percentage

of women entering late or not at all.

Advocates so that women in the neighborhood
know how to access Healthy Start services.

Action Step - Patient Education/Awareness Person Responsible | Start End Date
Date

A.) Develop Patient information letter to be Health Educator; 11/08 06/09

distributed at all points of entry for pregnant Executive Director

women.

B.) Develop Mom’s Corner on the Healthy Start | MomCare Advisor 11/08 06/09

website and provide Simplified Eligibility for Health Educator; IT

Pregnant Women short form with instructions on | Manager

accessing Pregnancy Medicaid.

C.) Develop and disseminate information Program Staff 11/06 06/09

through DCF, Hospitals, OB/GYN’s via Whole

Child Connection.

D.) Continue to provide materials to Community | Program Staff, 08/08 06/09

A-3. ACTION STEPS: IMPROVE ENTRY INTO PRENATAL CARE

Increase the percentage of women who enter care in their first trimester/decrease the percentage

of women entering late or not at all.

annually to educate community leaders about the
importance of early and consistent prenatal care.

Action Step -Community Awareness Person Responsible | Start End Date
Date

A.) Continue Billboard Ad to promote Name- Executive Director 08/08 06/09

brand recognition of Healthy Start and the

importance of early and consistent prenatal care.

B.) Work with the Florida Association of Executive Director 02/08 06/09 and

Healthy Start Coalitions to access media outlets ongoing

(such as press conferences) aimed at increasing

community awareness through news media.

E.) Conduct Community Meetings 2 times HSC Program Staff 01/09 06/09

4. REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update)

a. Demonstrate that you have implemented this strategy as planned (who, what, how

many, how often, where, etc.).

b. Demonstrate the changes in the system/community.

c.  Will you drop/modify/expand/continue strategy next year?
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B-1. CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE/SYSTEM

ISSUE: [Reduce Black Infant Mortality]
a.

What is the requirement or system/community-wide problem or need identified to be
addressed by a strategy?

Black Infant Mortality Rate: Based on three year rolling averages for 2004-2006, Black
infant mortality is at a rate of 19.5per thousand live births in the Service Area of Martin
County. In comparison, in the same Service Area and time period, White infant mortality
is at a rate of 5.3 and Hispanic infant mortality is at a rate of 9.4. This means that the
current Black infant mortality rate in our geographic area is almost three times that of
White and Hispanic infant mortality. In our Service Area, health disparities and other
socio-economic risks disproportionately impact the Black population.

What health status indicator/coalition administrative activity is being addressed by
this strategy?

The Health Status Indicator is the prevalence of black infant mortality monitored by DOH
and the Coalition.

What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR,
screening, client satisfaction, interviews, QI/QA)?

Issue identified with Compiled Data: DOH data by race and zip code, Health Problem
Analysis, FIMR data/ census data.

B-2 PLANNING PHASE QUESTIONS: (All Required)

a.

What strategy has been selected to address this?

1) FIMR
2) Memorandum of Agreements
3) Coordination with the MCHD Medcaid Family Planning and Care Coordination

What information will you gather to demonstrate that you have implemented this
strategy as intended (who, what, how many, how often, where, etc.)?

1) FEIMR — The Healthy Start Coalition will collect and maintain CRT meeting information

(sign-in sheets, minutes, case reviews, maternal interview documentation and FIMR
abstractor reports). Specifically, we will isolate cases and gather information of infant
mortality involving Black babies and analyze for possible trends that can contribute to
ongoing strategic planning and educational efforts.

2) Memorandum of Agreements — Executed MOU’s will be maintained by the Healthy

Start Coalition and will be updated annually. Wherever possible, the MOU will contain
specific information and forms to expedite referrals provided by agencies in the
community and the Whole Child Connection data base.

3) Coordination with the MCHD Medicaid Family Planning and Care Coordination—

Information about coordination with these two entities will be obtained from meetings
and deliverables from the CHD staff involved. Reports will be submitted to the Healthy
Start Coalition quarterly.
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Where/how will you get the information?

1) FIMR - documentation is obtained by the contracted abstractor, the Medical Examiner,
CHD maternal interviewers. Targeted analysis will be maintained by the Healthy Start
Coalition FIMR staff.

2) Memorandum of Agreements — MOU’s will be negotiated and executed by the
Executive Director and a signed copy maintained at the Healthy Start Coalition office.

3) Coordination with the MCHD Medicaid Family Planning and Care Coordination: One
these projects is conducted by a Healthy Start Coalition subcontractor. Family Planning
will work collaboratively to submit deliverables. Deliverables under these programs
will be submitted to the Healthy Start Coalition quarterly.

c.  What do you expect will be the observed impact of the strategy on the system or
community-wide problem/need?

Interconceptional care models will be utilized in a greater number of black Healthy Start
participants and non participants. The observed impact we anticipate is a decrease in black
infant mortality. An added benefit or by-product of these activities should include
improved health outcomes of women participating in the Family Planning Programs, and a
greater understanding of the common factors associated with causes of death and other co
morbidities.

d. What information will you gather to demonstrate this change on the system?

Infant mortality rates, FIMR project data. In addition, we will review the number of
screens and prenatal/postnatal referrals as well as the outcome data entered into the
MomCare System.

e.  Where/how will you get the information?
Vital Statistics, CHARTS, FIMR database (BASSINET).

FEAAAEAAIAAAAAAAAAAAAAAAAAAAIAAAIAAAIAAAIAAAAAAAAAkAAAkAAhkArhkhrhhkhkihkhrhkhhhhihiihiiiiikx

B-3. ACTION STEPS: REDUCE BLACK INFANT MORTALITY

Action Step - Coordinate with FIMR Person Responsible Start End
information related to Black Infant Date Date
Mortality

A.) Recruit a formal team to form FIMR Executive Director; DOH; | 01/09 | 06/09
committee. DCF; MExaminer (ongoing)
B.) Isolate data sets of infant mortality cases | MExaminer, FIMR staff | 01/09 | 06/09
involving Black babies. (ongoing)
C.). Review data analysis as part of needs FIMR staff and Executive | 03/09 06/09
assessment and strategic planning. Director (ongoing)
D.) Identify and implement curriculum FIMR staff, Program Staff | 03/09 06/09
highlights for Interconceptional Education

focus based on FIMR data.

E.) Utilize information in training activities | Program Director, 01/09 | 06/09

of Healthy Start home visiting and enhanced | Program Supervisors

service staff.

65



Healthy Start of Martin County , Inc.
2008 — 2013 Service Delivery Plan

B-3. ACTION STEPS: REDUCE BLACK INFANT MORTALITY

Action Step: Memorandum of Person Responsible Start | End
Understanding Date | Date
A.) Develop MOU template for use in Executive Director, SDP | 11/08 | 06/09
appropriate agencies. Committee; QA/QI Mngr.
B.). Execute MOU’s with agencies in the target | Executive Director; 01/09 | 06/09
populations catchment area Contract Mngr.
C.). Ensure language exists in MOU’s Coalition program staff, 01/09 | 06/09
regarding cultural diversity and cultural Executive Director .
competency of all participating agencies.
D.) Utilize Health Planning Council and Whole | Executive Director, 03/07 | 06/09
Child Connection as a venue for coordinating Program Staff; MCHD
with agencies in the identified zip code area and
establishing relationships to support them with
Healthy Start service system.

B-3. ACTION STEPS:. REDUCE BLACK INFANT MORTALITY
Action Step Coordination with MCHD Person Responsible Start | End
Medicaid Family Planning/Care Date | Date
Coordination
A.) Link Interconception Education Activities | Executive Director, 11/08 | 6/30/09
to Medicaid Family Planning for continuity of | MCHD Family Planning;
Care for eligible participants in the targeted Care Coordination
population.
B) Introduce interconceptional risk assessment tool | Executive Director; 11/08 | 6/30/09
to primary care providers and facilitate program staff
implementation
C) Introduce Women’s Wellness Profile via the Executive Director, 11/08 | 6/30/09
WCC System to primary care providers and Program Staff, WCC
facilitate implementation
D) Promote and support breastfeeding education Executive Director, 01/09 | 06/30/09

beyond WIC and Hospital programs

WIC, Care Coordination
program staff

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update)
a. Demonstrate that you have implemented this strategy as planned (who, what, how

many, how often, where, etc.).

b. Demonstrate the changes in the system/community.

c.  Will you drop/modify/expand/continue strategy next year?
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C-1. CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE/SYSTEM ISSUE:
[Low Birth Weight among Black population]

a.  What is the requirement or system/community-wide problem or need identified to be
addressed by a strategy?

Low Birth Weight Rate: The 2004-06 rates for black low birth weight babies (born at 2,500
grams or below) is 78% higher than the rate of white low birth weight babies and 70% higher
than the rate for Hispanic babies. The SDP Committee has selected the Low Birth Weight among
blacks as a priority issue for the 2008-2013 SDP, as the racial disparity is of great concern

b.  What health status indicator/coalition administrative activity is being addressed by
this strategy?

The Health Status Indicator is the percentage of black babies born at a low birth weight
(2,500 grams or below).

c.  What information, if any, was used to identify the issue/problem (i.e. HPA, FIMR,
screening, client satisfaction, interviews, QI/QA)?

Issue identified with Compiled Data: Vital Statistics, Florida DOH, Healthy Start Prenatal
& Postnatal & Infant Risk Screens, and Health Problem Analysis.

C-2. PLANNING PHASE QUESTIONS: (All Required)
a.  What strategy has been selected to address this?

1) Increased Enhanced Service Delivery
2) Enhanced Training Activities

b. What information will you gather to demonstrate that you have implemented this
strategy as intended (who, what, how many, how often, where, etc.)?

1) Increased Enhanced Service Delivery — information will be gathered in the form
of executed contracts, Bi-Annual Service Activity Reports, and outcome data
regarding smoking cessation, nutrition education, childbirth education, and mental
health.

2) Enhanced Training Activities —training information will include dates, times and
learning objectives of training sessions, sign in sheets, evaluations, and when
administered, pre and post test knowledge reviews.

c.  Where/how will you get the information?

1) Increased Enhanced Service Delivery - contracts are maintained in the Coalition files.
Service delivery data is submitted to the Coalition quarterly by subcontractors of
services.

2) Enhanced Training Activities — training information will be submitted by
subcontracted providers.

d. What do you expect will be the observed impact of the strategy on the system or
community-wide problem/need?
The overall goal is to reduce the incidence of LBW to 11.4%. It is anticipated that these
activities will also result in reduction in smoking during pregnancy, reduction of
unintended pregnancies, and improvement in nutritional health.
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1) Increased Enhanced Service Delivery — The overall impact will be that Healthy Start
services will be available to more high risk Black women and that the number of
service units will increase among the black population.

2) Enhanced Training Activities — It is estimated that approximately 80% of Healthy Start
Home Visiting staff will have completed training in tobacco cessation, Fetal Alcohol
Spectrum Disorder, HIV, Cultural Competency, and other topics directly or indirectly
associated with racial disparities of LBW in our community. Interconception education
will become an integral part of home visiting services through Healthy Start and other
providers.

e.  What information will you gather to demonstrate this change on the system?

Information will be obtained to include State Healthy Start data of black LBW, training
reports, WIC breastfeeding data, and Family Planning enrollment data.

f.  Where/how will you get the information?

Information will be gathered from: Charts, DOH data reports, quarterly reports from
subcontracted providers.
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C-3. ACTION STEPS: REDUCE BLACK INFANT LOW BIRTH WEIGHT

Action Step: Increased Enhanced Service Person Responsible Start | End
Delivery Date | Date
A.). Develop and execute contracts with Finance Administration; 07/08 | 06/09
providers for enhanced service delivery. Contract Mngr; Executive

Director
B.). Assist in coordination of staff training for | Executive Director 09/08 | 06/09
racial disparities, enhanced services, Program Staff
interconeptional care; high risk populations.
C.) Review data from service providers QA Specialist 01/09 | Ongoing

regarding referral into enhanced services to
determine if linkages are occurring as desired.

D.) Implement Interconceptional Counseling | QA Specialist 11/08 | Ongoing
into home visiting services and verify that
services are being provided through QA

process.
E.) Identify and make contact with women at | Program Director, Healthy | 10/08 | Ongoing
risk for LBW based upon prenatal screening Start Supervisors, QA

information and intensify level for services as | Specialist
capacity allows.

F.) Identify referral providers to provide Executive Director; 11/08 | 06/09
interconceptional care for women identified with a | Program Staff; QA
previous poor birth outcome who are not eligible specialist;

for Medicaid Family Planning.
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C-3. ACTION STEPS: REDUCE BLACK INFANT LOW BIRTH WEIGHT

4.

Action Step Enhanced Training Activities Person Start End Date
Responsible Date

A.). Provide training for Fetal Alcohol Executive Director | 11/08 Ongoing

Spectrum Disorder, smoking cessation, HIV | — coordination with

and other risks associated with prematurity MCHD; program

and racial disparities in Low Birth Weightto | staff

Healthy Start assessment workers, home

visiting staff, supervisors and community

partners.

B.) Continue to update Training Plan based QA Specialist; 3/07 Ongoing

on staff feedback and LBW data analysis. Executive Director

C.). Provide training DVDs from March of FIMR staff; 11/08 06/09

Dimes Prematurity Summit to Healthy Start MCHD; program

assessment workers, home visiting staff and staff

supervisors

D.). Update website to include information IT Manager and 11/08 Updates

for physicians, consumers and providers Program staff ongoing

about smoking cessation tools; LBW
information and training activities.

REPORTING PHASE ANSWERS: (To be completed for the Annual Action Plan Update)

a. Demonstrate that you have implemented this strategy as planned (who, what, how

many, how often, where, etc.).

b. Demonstrate the changes in the system/community.

c.  Will you drop/modify/expand/continue strategy next year?
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QA/QI
CATEGORY A INTERNAL AND EXTERNAL QA/QOI
Implementation and monitoring of Healthy Start in Martin County

Continuous Quality Improvement is a key component of Martin County’s Healthy Start program.
Though the Quality Improvement calendar below reflects documented review dates, the reality is
that quality services depend upon the process happening every day, not just a few times a year.
The process is part of every staff meeting, provider meeting and Board or Board committee
meeting. In many cases ongoing situations are identified quickly and ideas for improvement are
sought for immediate implementation. This process includes identifying informal and on-going
improvements that lead to successful systems. This process is both bottom-up and top-down at
the same time within the organization, and with our providers.

The QA/QI Committee has been reorganized to reflect the changing needs of the organization.
Membership includes the Chairman, and representatives from both the Board and the various
providers. Quarterly meetings review the various indicators being monitored by every provider,
including successes and improvement needs. The Committee’s focus is to review the indicator
data, the successes and suggested improvement plans, and recommend any alternatives where
appropriate.

This review will include chart review data, fiscal management by the providers, (use of the
allocated Healthy Start budgeted funds), in addition to the other indicators. As stated in the
Standards and Guidelines, the “quality improvement process is necessary to assure that services
are:

e Provided in a manner that meets the needs of participants
e Accessible and acceptable to the community and the participants
e Delivered in a timely manner.

This section of the Service Delivery Plan outlines the systematic approach that is utilized by the
Healthy Start Coalition as a means by which to accomplish the above objectives and work
toward Continuous Quality Improvement.

1. HS Care Coordination staff will conduct bi-monthly service staff meetings, attended by at
least one member from the Coalition QA/QI Committee, to address ongoing
programmatic needs and issues. [Bi-monthly].

2. The HS Care Coordination supervisor will conduct quarterly record reviews, and will
include at least one member of the HS QA/QI Committee, to address proper client
file/record keeping, share best practices, and address ongoing training needs. As
summary of the record reviews will be included in the quarterly report. [Quarterly].

3. Bi-Annual QA/QI site visits will be conducted by Coalition QA/QI Committee for all
Healthy Start contracted providers. Care Coordination QA/QI may include record
reviews, client contacts, and/or surveys and other QA/QI instruments when required or
appropriate.  Monthly MomcCare reports will be reviewed by Coalition Contract
Supervisor or attainment goals. [Monthly,Quarterly,Bi-Annually]
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4. All Budgets and expenditures for HS service providers and Coalition operations will be
submitted to the Fiscal Committee for review and to the Board of Directors for approval.

[Quarterly]

5. The Executive Director will oversee the annual audit for the Coalition and program
expenditures. [Annually]

6. Coalition and/or program staff will report the current status of HS service and coalition
operations to the Board of Directors as well as providing updates on future issues of the
overall Healthy Start program and submit any items in need of approval by the Board.
[Monthly]

7. The Executive Director will ensure that an annual board retreat and orientations for new
board members will be conducted. [Annually, as rotations occur]

8. Healthy Start Coalition staff and Program Coordinators will conduct an annual review of
protocols for MCHD; DCF and WIC.
Healthy Start Quality Monitoring Calendar

HEALTHY START COALITION
QUALITY IMPROVEMENT MONITORING CALENDER
(NOTE: Quarterly, biannual and annual reports are due 30 days after end of FY quarter)

1% Quarter 2" Quarter 3" Quarter 4™ Quarter
July-Sept. Oct.-Dec. Jan.-March April-June
(Due (Due 1/30/09) (Due 4/30/09) (Due 7/30/09)
10/30/08)
Client -Care -Care -Care -Care Coordination
Satisfaction Coordination | Coordination Coordination -Prenatal Care
Surveys -Prenatal Care | -Prenatal Care -Prenatal Care | Services
Services Services Services
-WIC
-HPS*
-T&T**
-MMMC***
Record Care -Care Care -Care Coordination
Reviews Coordination | Coordination Coordination | -Prenatal Care
(including -Prenatal Care Services
SAMIS and Services
financial data
consent forms
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Staff Training | Care Coord. Care Coord ;HS Care Coord -Care Coordination
reports and/or | HS Program Program Staff HS Program HS Program Staff
Orientation Staff Staff -Prenatal Care
Plan Services
-WIC
-HPS
-T&T
-MMMC
QA/QI Plan -Care Coordination
and/or -Prenatal Care
Revisions Services
-WIC
-HPS
-T&T
-MMMC
Transition -Care Coordination
Plan -Prenatal Care
Services
-WIC
-HPS
-T&T
-MMMC
Review of Core | -Care Care Coordination | -Care -Care Coordination
Outcome and Coordination Coordination
Core
Performance
Measures
On-Site Visit Care Coordination Care Coordination
(as needed) -Prenatal Care -Prenatal Care
Services Services
-WIC -WIC
-HPS -HPS
-T&T -T&T
-MMMC -MMMC

*HPS: Helping People Succeed, Inc.
** T&T: Tykes and Teens, Inc.
*** MMMC: Martin Memorial Medical Center
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ALLOCATION PLAN FOR SERVICE DOLLARS FOR FY 2008-2009

Each fiscal year, an allocation plan for Healthy Start funds is developed by reviewing priorities
established in the Service Delivery Plan, goals and strategies contained in the current annual
action plan, progress in meeting the prior year’s contract objectives, and the performance of
subcontracted providers. Coalition staff develops a proposed allocation plan based upon this
information, within the parameters established by the availability of resources. The proposed
plan is then presented to the Coalition’s Finance Committee in April/May for review and
recommendations. The committee finalizes a recommendation for consideration by the full
Board. After the Board of Directors approves a final allocation plan, staff prepares contracts,
conduct contract negotiations and facilitate contract execution. Copies of all executed contracts
are provided to the Department of Health. The allocation plan is reviewed on a quarterly basis
and modified if necessary in order to maximize the effectiveness with which resources are
utilized in order to achieve established goals.

The Martin County Healthy Start Coalition currently contracts with the following agencies for
the provision of Healthy Start services and the required administrative components of the
Healthy Start service delivery process: Martin County Health Department (Prenatal, Care
Coordination, Dental Services);Women, Infants & Children (WIC) program; Martin Memorial
Health Systems; American Red Cross; Florida Community Health Center; Helping People
Succeed; Tykes and Teens; As the Coalition develops contracts for additional services to be
provided as monitoring and adjustments permit, the list of subcontractors may or may not
expand to include providers that represent identified gaps in services.

CONCLUSION

The Healthy Start Coalition of Martin County has developed this Service Delivery Plan with the
support and consensus of key leaders of the health and human services community in our area.

The four main priority focus areas are in alignment with our stated purpose; 1) to ensure women
receive prenatal care, 2) to reduce the incidence of infant mortality, and 3) to support and
improve the health and developmental outcomes of our mothers and babies.

It is with vision and commitment that our Coalition anticipates the successful implementation of
this Service Delivery Plan and the accomplishments of our stated goals for 2008 — 2013
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Appendix A - Healthy Start 2008 Board and Coalition Members

LC Campbell, President
5300 SE Schooner Oaks Way
Stuart, FL 34997
H: 286-4140- Cell: 220-7043
chaplainlc@adelphia.net

Kim Major, Vice President/Treasurer
Stuart Police Department
830 Martin Luther King Blvd.
Stuart, FL 34994
Cell: 260-2783
kmajor@ci.stuart.fl.us

Christina Kaiser, Secretary
United for Families/DCF
10570 S. Federal Hwy., Ste 30
Port St. Lucie, FL 34952
528-0362 - Home: 219-7615
Christina.kaiser@uff.us

Darren Steele, Attorney
3601 SE Ocean Blvd., Ste 004
Stuart, FL 34996
288-1880 - Fax: 288-1887

dsteelelaw@cs.com

Donna Hosang
Shared Services Network Facilitator
Martin County School District
500 E. Ocean Blvd.
Stuart, FL 34997
772-219-1200 ext: 30476
hosangD@martin.k12.fl.us

Lorna Sinclair
Martin Memorial Medical Center
P. 0. Box 9010
Stuart, FL 34995
223-5945 X1607 - Cell: 284-6996
Fax: 223-5976
Isinclair@mmhs-fla.org

Kevin R. Youngblood, MT, CPA
Youngblood Solutions, P.A.A.
P.O. Box 1500 Stuart, FL 34997
772-260-6221 (Cell) 772-287-6055 (O)
youngbloodcpa@bellsouth.net

Rachel Johnson, Attorney
Gary, Williams, Finney, Lewis, Watson & Sperando, P.L.
22 East Ocean Blvd. Stuart, FL 34994
772-283-8260 Fax: 772-4631766
rj@williegary.com

Dr. Dr. Beau Laguerre
2392 East Ocean Boulevard
Stuart, FL 34996
772-223-5688 bobeau@bellsouth.net

Dale Martinez
Vice President/Branch Manager
Seacoast National Bank
2081 SE Ocean Blvd Stuart, FL 34996
772-221-3020 (O) 772-240-0285 (Cell)
Dale.martinez@seacoastnational.com

VACANCY

Paula Smith
11145 SW Meadowlark Circle
Stuart, FL 34997
772-286-8958 (home) 772-285-1623 (Cell)
ediblegrdn@gmail.com

Advisory Members

Rosalind Neilen
Rosalind’s Downtown Fitness
500 S. Dixie Hwy., Suite 1
Stuart, FL 34994
220-0466 - Fax: 221-3399
downtownfitness@msn.com

Donna Thomson, CNM
Women Health Specialists
3498 NW Federal Highway

Jensen Beach, FL 34957

223-5945, x7488 - Cell: 349-2360;
dthomson@mmbhs-fla.org

Bonnie Landry
MC Board of Commissioners
2401 SE Monterey Road Stuart, FL 34996
288-5456 - Cell: 287-6996
blandry@martin.fl.us

Anna Josie
Consumer
4615 SE Geraldine Street
Stuart, FL 34997

634-4589 arjosie@hotmail.com
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Robbie Beagle
Linda Bettis

Leah Bowzer
Angelina Castro
Mark Chittum
Terri Cousins
Corinne Danielson
Kathy Derringer
Gloria Friedman
Elaine Gable
James Hagen
David Heaton
Donna Hosang
Cheryl Jacaruso
Nancy Kearney
Shawn Keil
Sharon Kinane
Nicole King
Harriet Ostertag
Jeff Ralicki
Cynthia Roderick
Jennifer Stanford
Elizabeth Tsarnas
Jim Vojcsik

Tina White

Kathy Bauer
Pam Black

LC Campbell
Alex Connolly
Michelle Derrico
Bonnie Landry
James Leslie
Anna Lum
Mary Mann
Carolyn Moses
Steve Satkowski
Jim Vojcsik

Martin County Healthy Start Coalition, Inc.

General Membership

Indiantown Teen Parent Center
Martin County Health Department
Martin County Health Department/WIC
FIAC Attorney

Martin County Health Department Doctor
TLC Fitness

Florida Community Health Center
Helping People Succeed

MC Board of County Commissioners
Martin County Health Department
American Red Cross

Children’s Services Council

School Board of Martin County
Indiantown Teen Parent Center
CareNet

YMCA Indiantown

Soroptimists

The Whole Child Connection

Castle

Tykes & Teens

Martin County Health Department
Martin County Health Department
Volunteers in Medicine

United Way of Martin County

IRCC Nursing

Father & Child Resource Center
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Early Learning Coalition of St Lucie
Martin County Sheriff’s Office
Pastor
Boy Scouts of America
Public Defenders Office
MC Board of Commissioners
Xerox
Department of Revenue
MC School Systems/Head Start
Healthy Families
Guardian Ad Litem
United Way of Martin County



Appendix B — Service Delivery Plan Committee Members and Work Plan

Name/Signature

Agency

e-mail

Phone #

Barnes, Cindy

Agency for Health
Care Administration

barnesc@ahca.myflorida.com

561-616-1443

Bass, Cheryl

Director
Martin County
Community Services

cbass@martin.fl.us

288-5901

Bowzer, Leah

Martin County Health
Dept.

Leah Bowzer@doh.state.fl.us

221-4000 X 2159

Cocoves, Anita

Martin County acocoves@martin.fl.us 288-5785
BCC/HHS

Johnson, Rachael
Attorney and HS ri@williegary.com 283-8260
Board member

Kinane, Sharon
Healthy Start sharonkinane@yahoo.com 486-4862
Consultant

King, Nicole
Whole Child nking@cscmc.org 781-6320

Moses, Carolyn

Healthy Families
Director

cmoses@hpsfl.org

320-0770 X 212

Olds, Lisa

Healthy Start
Coalition

Lolds@mchealthystart.org

468-2888

Sinclair, Lorna

Martin Memorial
Health System

Isinclair@mmbhs-fla.org

223-5995 X1607

Consultants:

Berry, Scott

Children’s Services
Council

sherry@scmc.org

288-5758
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Proposed Work Plan
2008 Service Delivery Plan Update

Champion: Lisa Olds
Facilitator/Team Leader: Leah Bowzer

Describe The Overall Situation Necessitating The Formation Of The Team:
Healthy Start Service Delivery Plan is due August 15, 2008. Previous delivery plan and
sub-committees not strategically linked, and lacking clearly defined measurable
outcomes for ongoing and emerging issues.

Define the Scope and Goals:
Scope: Florida Administrative Code (FAC) Chapter 10D-113; Healthy Start Coalitions
Contract Attachment | (see pp 3-4)
Goal:
Use a community health planning process to target health service delivery for Healthy
Start Participants over the next 5 years related to core outcome measures:

Infant deaths

Low birthweight infants

Late or no prenatal care

1% trimester entry into care

Define The Team Roles:
e Attend all meetings consisting of 1-2 meetings per month for a 2-hour duration
March 17 — August 15, 2008.
Arrive on time and stay for duration of meeting.
Share experiences and knowledge
Gather and analyze data
Actively participate in workgroup activities
Complete assignments on time.

Develop a project plan with a timeline for progress reports to the HS Board of
Directors.

Definethe Champi ondés Role & Relationship with the
Provide vision, direction and support

Create a culture supportive of quality improvement

Provide support and resources

Develop and communicate strategic plan

Liaison between workgroup and HS Board

e

Define Success:

Completed Healthy Start Service Delivery Plan presented to the Martin County Healthy
Start Board of Directors by July 31, 2008
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Appendix C: Methodology for SDP Outcome Objective Development and Implementation

HD Compile Data

|:| D Conduct Assessment

|:| D Identify Priorities

Develop Strategies

Implementation

Review Outcomes
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Vision

*Thc ultimate outcome the
community 1s working toward

Planning. implementation, and evaluation
Action/ Action \guon ‘\Lll@ll \lle plO“lu\\ oW dld v l\lOll
A
-
é%\ 50 ’QD)D ¢‘, How issues will be
W ~ e 93
@, E = @ addressed
N Yoo Yt “Ct
) %) 7 va
Thc manageable goals that
/ Goal / Goal Goal ‘“‘" are set for each strategic issue
. . B |1 - [ssues that need to
Strateg Strategic | Strategic
trategic i Strategic * be addressed
lssue [SSUG ISSU(? lqq
Four MAPP Assessments Foundation - source
of information for

Community Themes md \lunuh\ Assessment. Local Public Ilullh System

Planning Process, Broad Participation

the process

* Foundation - elements

for an effective
Process
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Vision “The Coalition has the primary objective
of addressing the prenatal and infant care needs
of all pregnant women and infants.” FAC 10D-
113

Actions:

e Create Project Plans

e Develop Communication Campaign

e Implement Health Issues Action Plans
Objectives:

Assess and coordinate the current system of
health care services for prenatal women and
infants.

Coordinate accessible health care for all women
of child-bearing age in Martin County.

Prenatal women and infants <12 months
of age receive health care.

A comprehensive system of health care
for women of child-bearing age.

“How can our Healthy Start Coalition provide a
systems approach in Martin County to improve
prenatal and infant health?”

“How can the Public Health Network in Martin
County ensure that women of child bearing age
are provided the opportunity to be healthy?”

€wcc profile & referral data; analysis of 4 core
indicators; Performance of CDC Local Health
Performance Assessment; FL Admin Code: “emphasis
on the uninsured, Medicaid recipients, & other indigent
individuals which will maximize public & private
cooperation, be cost effective, eliminate barriers to
care and promote improved health and customer
satisfaction.”

HS Service Delivery Plan TEAM



Indicator #1: 1% Trimester Entry into Prenatal Care

>73.0%

Rate as of 2006: 56.8%

Data

Assessment

Priorities

Strategies

Outcomes

e Vital Statistics

e Florida DOH

e Healthy Start
Pre/Post-natal
Screens,

Martin County’s rate
(58.8%) of first trimester
into prenatal care is below
the State rate (78.7%).
When broken down by
race, the percentage for
both white (66.8%) and
non-white (21.3 %)

It is significant to note that
in 2006, 40.5% of the births
were in the Hispanic &
Indian population and the
1st trimester entry into
prenatal care for the
combined races was
65.2%..

Limited number of
providers who serve the
population where lack of
entry occurs.

Pregnant women in
Martin County
African-American
Women in Zip codes
34994

(Hispanic women,
especially SOBRA.-
eligible in zip code
34997

Eligible pregnant
women via
MomCare/SOBRA
lists

Identify pregnant
women in the jail
and screen for HS.
Identify pregnant
and post-partum
women in substance
abuse tx, homeless
shelters, and high
risk neighborhoods.

Continue the development and
implementation of public
awareness campaign regarding
the importance of 1 trimester
entry into prenatal care.
Promote consumer education and
awareness on Pregnancy
Medicaid (SOBRA) eligibility
Implement education program to
physicians regarding Medicaid
short form
Explore safety net options for the
provision of clinical prenatal
services for uninsured women
(working poor)

Quantify uninsured numbers

and costs for grant application

purposes
Increase collaboration with
community partners serving high
risk populations to increase
number and scope of consumers
receiving educational information
on the importance of early
prenatal care

Regular review of 1st trimester
entry into care data for Martin
County targeted zip codes.

# of MOU’s established with
Martin County Social Service
Centers.

Increase the number of
physicians receiving information
about PEPW eligibility.
(Prenatal Summit, newsletters,
and HS correspondence via
subcontracted marketing
provider)

Reduce the number of
undocumented women who are
turned away for diagnostic
services

Meet all outcome standards (and
exceed where possible) for
MOMCare contacts and follow-
up.

Increase by 90% the number of
women in the jail who receive a
HS screen and follow-up contact.
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Indicator #2: Late or No Entry into Prenatal Care

Goal: <6.75%
Rate as of 2006: 11.5%

Data Assessment Priorities Strategies Outcomes
e Florida Vital The three year Identification of Continue the development and e Establish baseline data and
ot rolling percentage specific barriers to implementation of public awareness convene SDP committee to
Statistics f Marti i i i recommend additional strategies
e Department of of Martin _County access b_y target campaign regardln.g the importance of based i ati
P Women with late or populations 1% trimester entry into prenatal care. ased on specitic populations
Health no prenatal (transportation, Promote consumer education and Egg%?/r;m'ﬁ:a::’h?r’ai%;?;idcs)
o gﬁéz(r);t-natal consistently higher Iangl_Jage, Medicaid awareness on Pregnancy Medicaid «  Obtain private/public funding
than the State Rate restrictions, (SOBRA) eligibility aimed at reducing barriers to
e HPADOH (5.1%). undocumented Implement education program to prenatal care utilizing data
Analysis As percentage of women, lack of physicians regarding Medicaid short obtained.
women who are service providers) form e  Gather and review # of women
uninsured or unable Improving access to “unfunded.”

to obtain prenatal
care increases, the
number of women
enters care late or
not at all. Increases
Martin County is
6.4 percentage
points higher than
the state percentage.
In 2006 the single
year rate for both
Hispanic and Indian
was 33.6%.

prenatal care in Martin
County -
African-American and
Hispanic mothers, in
targeted zipcodes.
Outreach for screening
in target areas and
high risk populations.
Homeless and
Substance Using
preghant women.
Identify pregnant
women in the jail and
homeless shelters.

Explore safety net options for the
provision of clinical prenatal services
for uninsured women (working poor)
Quantify uninsured numbers and costs
for grant application purposes

Promote consumer education and
awareness on Pregnancy Medicaid
(SOBRA) eligibility

Implement education program to
physicians regarding Medicaid short
form

Increase collaboration with community
partners serving high risk populations
to increase number and scope of
consumers receiving educational
information on the importance of early
prenatal care

Explore safety net options for the
provision of clinical prenatal services
for uninsured women (working poor).
Partner with hospital to create a survey
to identify why women are not entering
care and to address the walk-in
population.

e Recommendations and support
from providers.

e Minimum of 10 sessions weekly
in non-traditional high risk
settings.

e Review feedback obtained from
GPRA data from these projects.

e  Attempt to contact 90% of screens
obtained through POM and CTG
activities.

e  Make initial contact with 80% of
women referred through substance
abuse treatment centers and/or
homeless shelters.

e  Receive and make initial contact
with 90% of pregnant women
referred by Prison Health Services
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Indicator #3: Black Infant Mortality

Goal: 16.0

Rate as of 2006: 19.5

Data Assessment Priorities Strategies Outcomes
e DOH data by e Three year rolling averages for Black pregnantand Establish a collaborative FIMR review e Increase initial contacts by 50%
race and zip 2004-2006, Black infant post-partum women in process. for Black women in the targeted
code mortality is at a rate of 19.5 the 33455, Introduce Women’s Wellness Profile via the zip code areas
¢  Survey data o In comparison, in the same 34994,3_4996 and WCC Sys_tem to primary care providers and e Increase initial contacts
e Indicators Service Area an’d time period 3499_7 zip codes. facilitate implementation completed for Black women.
. L o b ! Barriers to care Introduce interconceptional risk assessment e Increase HS enrollment for
e HPAanalysis Whltefmfsant mortality is at a (transportation,) tool to primary care providers and facilitate enhanced services by 50% for
rate of 5. Black women of child implementation. Black women in the targeted zip
®  Hispanic infant mortality is at bearing age* Promote and support breastfeeding education code areas.
arate of 9.4. Health risks (diabetes, beyond WIC and Hospital programs. e Review data sets quarterly with

®  The current Black infant
mortality rate in geographic
area is almost three times
higher than that of White and
Hispanic infant mortality.

®  |nour Service Area, health
disparities and other socio-
economic risks
disproportionately impact the
Black population.

hypertension, obesity)
HIV Prevention and
link to care.
Unmarried — support
SIDS Prevention
Under educated (no
high school diploma
or GED)

“safe sleeping” education initiatives
Continue Healthy Start and Healthy Families
prevention programs
Educate mothers regarding importance of
pediatric follow-up
Promote and Partner with Father Child
Resource Center enhancing father
involvement via prenatal outreach/education
to males.
Targeted outreach and services to black
population (zip codes)
Promote culturally sensitive programs to
clients and staff to encourage exchange and
interaction between client and provider

front line supervisors.

e  Baseline and incremental data
from interconceptional care
initiative.

e  Review data regarding Childbirth
Education and breastfeeding
support and implement outcomes
increase percentage goals.

e # cribs distributed to Black HS
participants.

e SIDS/Risk Reduction

e  Reduce by 3.5% the number of
Black infant mortality cases by
the year 201310.

® Increase the number of
educational goals incorporated in
the FSP with successful linkages
to educational opportunities and
services.
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Indicator #4: Low Birth Weight

Goal:

11.4%

Rate as of 2006: 13.4%

Data

Assessment

Priorities

Strategies

Outcomes

e Vital
Statistics

e Florida DOH

e  Healthy Start
Pre-natal,
Post-natal, &
Infant Risk
Screens

o HPA anlaysis

2004-2006 three year
rolling average for Black
infants born at a low birth
rate is 13.4 compared to
White rate of 7.5.

Black infant LBW iS 78%
higher than the rate of
white low birth weight
babies and 70% higher
than the rate for Hispanic
babies.

High risk pregnant
women with a focus
on African
American women.
Obesity; Chronic

maternal conditions.

Provider outreach,
education and
support.
Community
Awareness

Implement interconceptional
education services via care
coordination and Medicaid
Family Planning Waiver;
Introduce Women’s Wellness
Profile via the WCC System to
primary care providers and
facilitate implementation
Introduce interconceptional
risk assessment tool to primary
care providers and facilitate
implementation

Identify referral providers to
provide interconceptional care
for women identified with a
previous poor birth outcome
who are not eligible for
Medicaid Family Planning

Increase the number of pregnant
women with positive screens
receiving an initial contact.

Increase by 50% the number of
women receiving enhanced
services.

Establish baseline data for
interconceptional care
participants and review interim
data to set increased outcome
objectives.

Provide a minimum of one (1)
FASD training annually to 80%
of HS/HF workers.

Reduce the number of women
who are morbidly obese at the
time of delivery

Increase the number of pregnant
women receiving referrals for
nutritional education. .

Measure number of website hits
and request feedback about
usefulness of information
provided.
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Appendix D — Prenatal and Postnatal Risk Factors

Pre-Conception Pregnancy Labor & Delivery Postnatal
Parental Physical and
Physical Risk Behavioral Risk Physical Risk Behavioral Risk Infant Physical Risk Behavioral Risk
Factors Factors Factors Behavioral Risk Factors Risk Factors Factors Factors Factors
Multiparity Poor Nutrition Primaparity Poor nutrition Limited Providers HIV/STD's Low Birth Weight Primaparity
Age Under 18 Smoking Plurality Smoking Delivery mode Cultural Practices Very Low Birth Weight | Lack of parenting skills
Delivery Family Mobility = Lack
Age Over 30 Alcohol Age Under 18 Alcohol complications of Continuity of Care Prematurely Abusive Environment
Poverty Drug Abuse Age Over 30 Drug Abuse Congenital anomalies Stress
Other infant health
Single Parent HIV/STD Poverty HIV/STD conditions Depression
History of poor Lack of medical
birth outcomes Cultural Practices Single Parent Late or No Prenatal Care insurance
Family Mobility =
Chronic Health Lack of Continuity of
Problems Care Weight gain Cultural Practices Low Education
Health Conditions
Caused by the Family Mobility = Lack of
Contraceptive Use | Low Education Pregnancy Continuity of Care Poverty
Chronic Health
Problems Low Education Single parent
Abusive
Environment Poor Dental Health Parent(s) under 18
Stress Smoking
Depression Alcohol
Drug Abuse
HIV/STD
Cultural Practices
Family Mobility = Lack
of Continuity of Care
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Appendix E — List of Martin County Resources

Whole Child Connection, Martin - PRO-Mod™ WCE 9/2/08 3:02 PM
? H_‘! A\ 1L Lk V™ vOWwW ‘“ Do g LU MSIAINSY Liting gy
EDIT : mcm_m;m.\émm.smmum.lmm.

MOMCARE Program R
| | 72) 2845700 (71>t!oct‘t)‘&3
ol . Adult Health , Prenatal Care
ELANNED PARENTHOOD (Martin County Health Center)
of Greater Miami, Paim Beach, & Treasure Stuart, 34904 Flonda
A Coast. Ina
Q (772) 692- - ”
(772) 692-2023 "
EQIT st

mm,‘mm.ms«m.m&mm

A m Outrnch,c‘o:,n.,“tg(m Stuart, 34997 Florids
:_ Q_. 772-463-2141 =
A mwmﬁﬁfﬂgmﬁag t THE UNINSURED Stuart, 34997 Florida
(772) 463-2141 ‘271:‘2 463
s: IT YPrenatal Care
SEXUAL HEALTH EDUCATION - EDUCACION DE SALUD
A\, Panned Parenthood of Greater Miami, Paim Beach, & Treasure SWT 34994 Flonda
! Ei Coast, Inc.
co7 (772) 692-2023 (17;25) 882 www.opomobic org
Adult Health , Child Health w‘mﬁyphnmg Parenting Education , Women's Health Needs
TEEN TIME
Planned Parenthood of Greater Miami, Paim Beach, & Treasure  Stuart, 34994 Flonda
A\
%:L‘-n (772) 692-2023 (‘75‘@092 www leentime o

Community Support Groups . (amilyPW\g Women's Health Needs

Terri Cousing Exercise & Pregnancy - Eiercicios y Embarazo
A Intemational Sports Sciences association Certified Ftness Stuart, 34994 Flonda
¢ ¥ Trainer
vgd;j 772-475-1029 www ticitnegsoaling com
o Adult Health , Child Health , Parenting Education ‘amulCan Women's Health Needs
Women's Health and Wellness Stuart, 34994 Florida
(@ Women's Health and Wellness
| [ | 772-419.0505
£0IT f ‘éamiy Planning , Women's Health Needs
Woman's Health Care Stuart, 34994 Flonda
) Women's Health care
{ ;}L, 772-2781-3815
EDIT \(mwmmm-mm
Jonun Beach, Florida
Women's Health Specialists
Sves OFfe rcd 'frz natal Care, women 5 Healh I\/eeds
htp: / Jwww.wholechildmartin.com/HTML/Interface/frameset-main-r.htm Page 20t 3
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Whole Child Connection, Martin - PRO-Mod*™ WCE 9/2/08 3:02 PM

Name Area State Email
Phone Extension Fax Website
Advanced Health Care for Women
2y Advanced Health Care for Women Stuart, 34994 Flonda
| L | 772-219-2500
= \éanﬂymm.vwmn'smm
CARE NET PREGNANCY SYCS3 ——
r . LD SO
%, Care Net Pregnancy Services of the Treasure Coast Stuart. 34997 Florida cops@beiisouth net
LE_‘ (772) 283-2911 WWW CRr@natnreqnan \COS. Com
Children’s Paychiatric Services
1%y, New Horizons of the Treasure Coast, Inc. Stuart, 34994 Florida
[ | 772-2214080 weww nhtging org
£0IT { M%ﬁm/wmmmmmm
Childrens Behavioral Support (CBS) P
D o
3 Helping People Succeed Stuart, 34994 Florida green@hpsh org
L [l | 7723200770 26 112:320-
- / Child Mental Health Screening , Mental Health Services , School Readiness

Comprehensive Behavioral Assessment )
A New Horizons of the Treasure Coast. Inc. Shuart 34004 Fods

| [ | 772-221-4088

E€0IT m.m.awm.mlwmmm.mmm
HEALTHY FAMILIES MARTIN Prrraacd B o
A - Decole & e Stuart, 34994 Flonda cmoses@hosh org
. E | (772) 3200770 gﬁ,’ 320~ ywww hosti orgl
EDIT cwmm.mm.mem,v‘mﬂc“.w
Readiness
Healthy Start Voucher Program
A Martin County Health Department St 3404  Floride
|| 772-2214030 2;221- www. myflonida com
ED
2IIT Care
LA PROMESA
Planned Parenthood of Greater Miami, Palm Beach, & Treasure Stuart. 34994 Florida
(@] Coast, Inc.
L 2023 gree2-
?@T‘ (772)392 1556 YW RRampbic org
 "Family Planning , Women's Health Needs
Martin County Health Department, Indiantown .
A Martin G Health Indiantown, 34956 Florida
| [:i | 772-597-36887 gf@h www martin i us/GOVT/mchd!

W\‘mmuc“.saw.mmmmm

Martin County Health Depariment, Stuart Stuart, 34994 Florida

A Martin County Heaith Department
Q T TN 94 anvn 772-221- N R e la e T

http: / Jwww.wholechildmartin com /HTML /Interface / frameset-main-r htm Page 10f 3



Appendix F — 4" Qtr 207-2008 Report [ Closes out 2008 AAP ending June 30, 2008]

ACTION PLAN- Category B Activities
Community-Wide and System Related Strategies
STRATEGY: B.1
Increase the percentage of women entering prenatal care in their first trimester.

1. CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE SYSTEM
ISSUE.
What is the requirement or system/community-wide problem or need identified to be
addressed by a strategy?
A. What is the requirement or system/community-wide problem or need identified
to be addressed by a strategy?
In 2001 Martin County had 74.24% of women entering prenatal care in their first
semester which is below the state average of 83.1%.
In 2003 Martin County had 71.8% of women entering prenatal care in their first semester
which is below the state average of 85.5%, but an increase from 69.5% in Martin County
in 2002.
Within the black and Hispanic communities, a clear positive impact of early entry is
demonstrated: 20% decrease in the rate of infant mortality in the Hispanic community
and 40% decrease in the rate for the black community.
Within the black and Hispanic communities, early entry into prenatal care decreased in
2002 from 64.06% to 56.9% in the black community and remained about the same,
56.19% in the Hispanic Community. Although fetal and infant mortality improved for
both populations during the same period, the percentage of low birthweight infants
increased in both populations: to 18.10% of the black population and 7.96% of the
Hispanic population in 2002 compared to 14% and 3.36% respectively in 2001.
Within the white community early entry into prenatal care decreased from 89.26% to
87.17%. The infant mortality rate increased from a rate of 4.18 per 1,000 live births in
2001 to 14.58 per 1,000 live births in 2002. The incidence of low birthweight also
increased to 7.29% from 6.83% during the same time period.
First trimester entry among the Mayan population, at 29%, is the lowest in Martin
County.
First trimester entry among the Mayan population, decreased to 14.48%, the lowest
percentage in the last 10 years. Their fetal and infant mortality rates remains at 0.00.
However, the number of low birthweight infants increased substantially, from 4.27% in
2001 to 8.28% in 2003.
Health Problem Analysis (page 57) identified late entry into prenatal care as a risk factor
for fetal/infant mortality and will continue in 2004-05
Health Problem Analysis (page 57) identified late entry into prenatal care as an indirect
contributing factor to low birth weight and this will continue in 2004-05.
Outcome Indicators tie in directly to increasing entry into prenatal care in the first
trimester with emphasis across all populations.
B. What information, if any, was used to identify the issue/problem (i.e. HPA,
FIMR, screening, client satisfaction, interviews, QA/QI)?
For the Action Plan Update: DOH Vital Statistics, Florida CHARTS and Martin County
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health department reports; the local Whole Child Project and Community Health
Planning Initiative focus groups and meetings.

2. PLANNING

a. What strategy has been selected to address this issue?
Reduce the identified barriers to prenatal care community-wide, to all populations.

What information will you gather to demonstrate that you have implemented this strategy
as intended (who, what, how many, where, etc)?

DOH Vital Statistics and State reports; The Coalition Prenatal Care Planning Committee
developed a survey for women entering prenatal care during their second trimester or later that is
administered at both locations of the Martin County Health Department (MCHD) prenatal
program. Survey results July 2002 — March 2003:

Martin County Health Department- Stuart Branch

0 Needed transportation
0 Couldn’t get an appointment in first trimester
0 Didn’t know they were pregnant

Martin County Healthy Department- Indiantown Branch

o Didn’t know the importance of early prenatal care
0 Didn’t know they were pregnant
0 Began care somewhere else/just located to area recently
Where/how will you get the information?
Martin County Health Department; Coalition working committees.
What do you expect will be the observed impact of the strategy on the system or
community-wide problem/needed?
Increase in women who enter prenatal care in their first trimester.
What information will you gather to demonstrate this change on the system?
Percentage of women entering care in their first trimester.
Where/how will you get the information?
DOH Vital Statistics and State Reports, particularly Vital News and MCHD
figures on their Prenatal Care Program.
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3. ACTION STEPS

Strategy B.1: Increase the percentage of Responsible: start | End 2008/09
women entering prenatal care in their First person listed islead | o | pate strategy will
first trimester. contact be:

1. Meetwith MCHD representatives Task completed
(Stuart) to discuss implementing w/ successful
strategies-to-address identified Acci Di outcome. 2008
barriers to care specific to their : - ; 04105 | 12/65 | SDP may
location—Needing-transportation-en address

linic.daye: availability of

2—Meetwith-public-transportation Task completed
representative-of Community Coach , : w/ successful
to-diseusstransportation-needs-of Assistant Director 9/03 | 9/04 | outcome. Will
clients-goingto-Stuart MCHD-for Access-Compmitiee be-monitored
prenatab-care:

. . i I
tabulate the prenatal care survey
data-gathered-atMCHBto Re-assessed,;
analyze barriers-for-early-entry Assistant Director 10e3 6/04 new survey
into-prenatal-care-and-report instrument to be
results-to-Coalition-working developed via
committees. 2008 SDP

] j i i ] j
Meetwin-prvate .QB providersto | Ex B |||eete_|_ 12/05
e_;;plele Ilate_ eAty l"'t.e pll_enatal care : - ; Complete
ractal-and-ethnic-disparity-tmpacting c ive Di 6/04
black population early entry into 6/03 0646 | Continued;
prenatal-care—Begin-to-colect 5 addressed in
related-data- 2008 SDP

6—Explore-othercollaborative

Whole Child Project; Maitin Executive Director 6/03 6/06 Continued
County-Community-Health addressed in
Planning Committee; Allegany 2008 SDP
Franeiscan-Foundation
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Strategy B.1: Increase the percentage of Responsible: start | End 2008/09
women entering prenatal care in their | Firstperson listedislead | §oto | pate | SErategy will
first trimester. contact be:
Planned Parenthood Latinoutreach .
programs to address cultural barriers m 10/03 | 7/04 Will be
within-the Hispanic-and-Mayan developed in
commuRty- 2008 SDP
8—Develep%du&aﬂena#messageie¥ _ _ developed:
mpeﬁane&ef—eaﬂy—enfepy—m%e Exeeu%we—D#eete# 0703 | o7/05 | continue
%WMW Access-Commitiee implementation
sountywide basts- See 2008 SDP
9—Develop-and-implement-an developed;
educational campaign on the Executive-Director continue
importance of early entry to prenatal | Provider Liaison 9/03 704 | implementation
care specific to the Mayan and Access Committee See 2008 SDP

Annual Action Plan Update Narrative:

1 - 4: Identified barriers to care related to delayed appointment entry have been resolved in both
health department locations as well as in the private providers’ offices. The coalition opened a
prenatal outreach center and has since been the central location for all providers to send clients
with PEPW, Medicaid or access issues. We continue to spread the word regarding the correct
form and work very closely with the Whole Child Project in an effort to have their clients
understand the correct application process. The outreach center has completed intakes on over
150 women who would otherwise not have known where or how to access care. 73% of the
clients entered care in their first trimester.

5. The Coalition has formally integrated the Advocates best practice model to address racial and
ethnic disparities impacting black and Hispanic population early entry into prenatal care was
adapted for Martin County population. We are in 3 high risk areas in the county implementing
the Community Advocate piece of the program and have continued to implement the incentive
plan. The Indiantown Community (target population Guatemalan) and the East Stuart
Community (African American) advocates have been selected and each has been given
population specific educational materials to hand out in their communities via churches,
businesses, community centers etc. Meetings were established with FCHC, Planned Parenthood,
CareNet, Indiantown & Stuart Health Dept.’s and both private providers’ offices to train them
on the educational/incentive campaign. These locations were identified as the first point of
contact for a pregnant woman due to the need to obtain a certificate of pregnancy. At the time of
the confirmation of pregnancy each of the identified agencies will distribute an educational
coupon which will allow the patient to receive a $25.00 gift certificate when she has her first
prenatal examination w/ in the first 12 weeks of her pregnancy. At the time the coupon is given,
a brief educational dialogue will take place regarding the importance of early prenatal care.
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UPDATE: This effort continues and has been well received. Please see attached
“BellyButton” SAMIS report.

Implementation of the Advocates program in targeted areas of the community has been
successful and continues to raise awareness and educate women about the benefits of early and
regular prenatal care. The community advocates spend approximately 10 hours per week
educating local community members about the program, speaking to young women regarding the
importance of early and regular prenatal care, and about the Healthy Start program. Healthy
Start has fully supported the Whole Child Connection project and has met w/ the Whole Child
advisor to train her on the aspects of the prenatal incentive program. Educational materials and
information have also been provided to the Whole Child Advisor to give to pregnant women,

ACTION PLAN- Category B Activities
Community-Wide and System Related Strategies
STRATEGY B.2
tmproveHealthy-Start-Sereening-Rates—(03-04)

AAPU: 04-05: Maintain or improve Healthy Start Screen prenatal screening rates.

CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE SYSTEM
ISSUE.
What is the requirement or system/community-wide problem or need identified

to be addressed by a strategy?
Prenatal: The number of women consenting to the Healthy Start prenatal screen
decreased approximately 10% after the statewide screening tool revision in July
2001. While Martin County’s 2002 screening rate of 58.19% exceeds the state
rate of 49.49%, provider education remains an area of Coalition focus to increase
consent to screen among Martin County and Palm Beach County providers. (page
53)
DOH upload reports for prenatal screening indicate that there is a delay in
prenatal screens reaching the health department from Palm Beach County, where
approximately 17% of Martin County clients go for services.
Screening rates in 2003 increased to 64.74% compared to the state rate of 51.24%
Screening rates for 03-04 improved, increasing to 68.54% compared to 55.02%
statewide.
Postnatal: After a decrease in infant screening rates was noted, the Coalition
examined Martin Memorial Health System’s (MMHS) consent rates. It was
discovered that the decrease was due to lower screening participation of Palm
Beach County providers. (page 53)
In 2001, 48.17% of infants were screened in Martin County, increasing to 73.82%
in 2002 and 75.98% in 2003. The rate for 2003-04 increased to 81.34%. Martin
County screening rates have remained above the statewide screening rates since
2002. Statewide rates were 72.35% in 2002 and 70.85 in 2003.
Health Problem Analysis (page 47) identified the following risk, direct or indirect
factors that are linked to the prenatal screening tool:

Race/Ethnicity

Late entry into prenatal care

Medical history factors
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Nutritional issues

Outcome Indicators (page 61) tie in directly to increasing the prenatal screening
rates in order to identify risk factors that would result in poor birth/health
outcomes.

What information, if any, was used to identify the issue/problem (i.e. HPA,
FIMR, screening, client satisfaction, interviews, QA/QI)?
DOH upload reports; Healthy Start Prenatal and Infant Screening Result reports;
Coalition QA/QI activities

PLANNING

What strategy has been selected to address this issue?
Screening Tool trainings with OB providers (prenatal) and MMHS medical records staff
(postnatal). The Coalition will also work with Palm Beach County providers to address
upload issues and consent to screen rates.

The Bellybutton Project, a local targeted funding grant, will provide incentives to
women seeing Martin County providers and who enter prenatal care in the first
trimester and are screened for Healthy Start. A care coordinator has been hired to
work with the private providers and their clients to help improve screening upload
time and screening rates.

What information will you gather to demonstrate that you have implemented
this strategy as intended (who, what, how many, where, etc)?

DOH upload reports; Healthy Start Prenatal and Infant Screening Result reports;
Coalition QA/QI activities

Where/how will you get the information?

DOH upload reports; Healthy Start Prenatal and Infant Screening Result reports;
Coalition QA/QI activities; CSC SAMIS data system; Early Entry incentive
coupons

What do you expect will be the observed impact of the strategy on the system or
community-wide problem/needed?

Increased prenatal and maintain infant screening rates in our county.
Improvement in screen uploads.

What information will you gather to demonstrate this change on the system?
DOH upload reports; Healthy Start Prenatal and Infant Screening Result reports;
Coalition QA/QI activities

Where/how will you get the information?

DOH upload reports; Healthy Start Prenatal and Infant Screening Result reports;
Coalition QA/QI activities; CSC SAMIS data system
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3. ACTION STEPS

Strategy B.2: Improve Healthy Start Fiifiggg‘:list';:is Start End zos?t?g')cggy
Screening Rates. lead contact Date Date will be:
1. Provide Screening Tool training at least bi- | Provider Liaison 05/03 | 06/08
annually for MMHS medical records staff. | QA/QI Consultant continued
2. Continue weekly HS screen pick up Provider Liaison Continued
procedure with private providers for Care Coordinator 01/03 | 06/08
delivery to health department.
3. Provide HS screening tool training, forms, Provider Liaison
and Healthy Start Provider notebooks/updates . X 06/03 | 06/08 continued
. . Assistant Director
to private providers at least once per year.
providers-to-therease-HS-sereenng-consent . 0703 discontinued
Lunload | Care-Coordinator 06/05
5. Continue to monitor DOH upload reports, HS Executive
prenatal and infant screening results reports Director 01/03 | 10/08 continued
and QA/QI reports to identify QA/QI Consultant
problems/trends.
6. Continue to participate in collaborative
opportunities with private providers and . - _
Healthy Start Coalitions in surrounding Provider Liaison | 06/03 | 10/08 | continued

counties to increase consent to screen rates.

Annual Action Plan Update Narrative:

1. Bi-annual screening training has not been held as we are waiting for the rollout of the new

Healthy Start Screens.

2. Weekly screen pick up procedure with private providers for delivery to the health department
continued. The Community Liaison has done a remarkable job in successfully training and

encouraging both offices to positively offer the screens to EVERY women.
3. Will be provided when new screening takes place.
5&6. The Executive Director and Community Liaison will continue to monitor DOH upload

reports, HS prenatal and infant screening results reports and QA/QI reports to identify

problems/trends as well as continue to participate in collaborative opportunities with private
providers and Healthy Start Coalitions in surrounding counties to increase consent to screen

rates.
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ACTION PLAN- Category B Activities
Community-Wide and System Related Strategies
STRATEGY: B.3

Improve birth outcomes by addressing medical history and/er-preconception-health-factors

and/or interconceptional education and referral.

CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE SYSTEM
ISSUE.
What is the requirement or system/community-wide problem or need identified
to be addressed by a strategy?
According to the Needs Assessment data, anemia is the most frequently listed
medical history factor followed by pregnancy related hypertension and gestational
diabetes. (pages 32-34) Recent data analysis indicates that 25% of the infant
mortalities. 2000 through 2004. were multiple births and 50% of the infant
mortalities to the black populations were multiple births.
Behavioral and health risk factors such as poor nutrition, obesity, untreated
infections, periodontal disease, and douching practices have been proven to play a
part in poor birth outcomes nationally. The role these factors play in Martin
County needs to be considered. (pages 24, 32-34) These factors will be examined
in the population carrying multiples in 2004-05.
Because the black and Hispanic populations were over-represented in poor birth
outcomes, issues of racial and ethnic disparity will also be explored. (page 58)
Health Problem Analysis (page 57)_identified medical history factors as a risk
factor in fetal and infant mortality.
Health Problem Analysis (page 57) identified_medical history factors as direct or
indirect contributing factors to low birth weight.
What information, if any, was used to identify the issue/problem (i.e. HPA,

FIMR, screening, client satisfaction, interviews, QA/QI)?
Coalition Needs Assessment, DOH Vital Statistics, Florida CHARTS,
educational seminars/conferences, Coalition committees, Client/Community
surveys

PLANNING

What strategy has been selected to address this issue?
Develop and implement educational campaigns and/or intervention initiatives that will
positively impact medical history factors and/or preconception health of women of
childbearing age.Prenatal Care Planning Committee will examine data and best practices
to address the issue of increasing numbers of multiple births and poor birth outcomes.
Care coordinators will begin serving clients who have experienced a fetal/infant loss or
who have a Healthy Start infant

What information will you gather to demonstrate that you have implemented
this strategy as intended (who, what, how many, where, etc)?
DOH Vital Statistics; community input; educational resources

Where/how will you get the information?
Vital Statistics, Florida CHARTS; focus group results; community surveys;
Coalition initiatives and education; QA/QI activities

95



What do you expect will be the observed impact of the strategy on the system or
community-wide problem/needed?

Improved birth outcomes for infants related to mother’s medical history and/or
preconception health factors.

What information will you gather to demonstrate this change on the system?
Coalition Needs Assessment and DOH Vital Statistics on birth outcomes of
women that have experienced a prior poor outcome or multiple births.

Where/how will you get the information?

Coalition Needs Assessment and DOH Vital Statistics, annual FIMR study.

B.3 ACTION STEPS

ACTIVITY: B.3: Improve birth outcomes Responsible:

by addressing medical history and/or First person listed Start | End 2008/09

preconception health factors. lead contact Date | Date St_rlfiltggy
will be:
Continued;

1. Promote Tirst trimester entry into WIC Provider L iai 04/03 | 10/06 See 2008

SDP
and-ethate-disparity—which-would-Hmpact Executive Director | 05/03 | 07/04 discontinued
blacl i (o birtl |

3. Attend educational seminars/conferences
relative to these maternal and child health

issues (such as obesity, plurality, Executive Director 04/03 | 10/08 Continued;
interconception, etc). Collaborate with Staff See 2008
community committees/boards addressing SDP

issues relative to maternal child health.

4. Collect and analyze local data to identify

factors relative to Martin County. Perform | EX. Director 08/03 | 10/08 Continued

ggyaual analysis of maternal child health QA/QI Consultant See 2008
' SDP
5. Perform annual analysis of maternal child . : Continued:
health data. Executive Director | 06/03 | 06/08 See 2008
SDP
6. Collaborate with community . . .
committees/boards addressing issues Executive Director 06/03 | 10/08 COIIES
. . QA/QI Consultant See 2008
relative to maternal child health.
SDP
. . . . b . -
i Revise & Hn.'ale*.neﬂt}’{aﬁm County s HS %eD#eeter 04/03 | 10/06 ReV|§ed
€ ligibility Critera for-target Assistant Director - | = pending
issues/popuations. 2008 sdp
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Annual Action Plan Update Narrative:
1. In 2007, referral into WIC through Mom Care, Care Coordination, and other providers in
Martin County was revised is built into WIC contract QA/QI.

3.Executive Director attended Cultural Competency Awareness Health Summit workshop in
January 2008, addressing Health Disparities in Culturally Diverse Populations. Attendance to
other seminars and presentations included Children’s Service Council Cultural Competency
Training, FAHSC Winter and Summer Meetings, DOH Fiscal Accountability Training. Planning
and collaborating with local agencies will continue through the Access Committee and Pre-natal
Planning Committee Collaborate addressing current local findings related to maternal child
health.

4. Data collected in 2™ quarter was analyzed by a local statistician to narrow down the specific
populations where the identified factors impacted maternal and child health outcomes. Data was
presented at a prenatal planning meeting on March 2008, a planning session was organized
around the key indicators directly impacting Martin County. The tabulated data for key
indicators for the 12 months of 2006 was shared with funders, Access and Prenatal Care
Planning Committee. The Martin County Children’s Services Council analyzed the 2006 MCH
data via their data analyst for the Coalition on a pro bono basis and was presented to the working
committees, BOD and Coalition at April , 2008 meetings. Based on the reported data, target
issues identified were: Entry into Prenatal Care; Black Infant Mortality; Black low birth weight;
continued efforts toward infant mortality; 2008 SDP will address in detail the findings.
7.TB Determined based on final SDP Action planning.

ACTION PLAN- Category B Activities
Community-Wide and System Related Strategies
STRATEGY: B.5
Secure resources to fund high-prierity-Cealition-issues wrap around services, target issues,
and operations not covered by DOH through grants, funding, or volunteer opportunities as
appropriate.

CONTRACT REQUIREMENT OR IDENTIFIED COMMUNITY-WIDE SYSTEM
ISSUE.
What is the requirement or system/community-wide problem or need identified

to be addressed by a strategy?
Provision of prenatal care for the uninsured and high-risk Medicaid population
continues to be a focus in Martin County. The Prenatal Care Program
implemented at MCHD currently has 6 agencies funding the program. The
program will be jeopardized if any one of those agencies reduced funding, or if
funding cannot meet program cost increases.
Provision of Healthy Start direct services currently paid for out of local
community funding are in jeopardy of being cut due to possible decreases in local
funding availability.
Provision of services to high risk target populations for which additional funding
iS needed.
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What information, if any, was used to identify the issue/problem (i.e. HPA,
FIMR, screening, client satisfaction, interviews, QA/QI)?

PLANNING

What strategy has been selected to address this issue?
Secure funding and resources to continue

i. prenatal care program and Healthy Start direct services.
ii. Provision of services to address strategies for high risk targeted
populations, multiple births.
What information will you gather to demonstrate that you have implemented
this strategy as intended (who, what, how many, where, etc)?
Grant/funding award, Contract allocations, QA/QI reports
Where/how will you get the information?
Grant/funding award, Contract allocations, QA/QI reports
What do you expect will be the observed impact of the strategy on the system or

community-wide problem/needed?

Improved birth outcomes.

What information will you gather to demonstrate this change on the system?
DOH Vital Statistics, GH330 reports, QA/QI reports.
Where/how will you get the information?
DOH Vital Statistics, GH330 reports, QA/QI reports.

3. ACTION STEPS

Strategy B.5: Secure resources to fund )
high priority Coalition issues and Responsible: Start End | 2008/09
operations through grants, fund raising, First éﬁ:ﬁgc'f lead Date Date strategy
or volunteer opportunities as appropriate. will be
me‘ i -
Executive
County-for-Prenatal-Care Program-and .
: _ C 06/03 10/64 | Added
04-fiscal-year
2 I“la.ke |e|e’sentat|‘en H eellale. OFation-With _
Ghﬂd*eﬁ. s Services .Eeaﬂal.m Adtegans Exeeutive . .
Feune_laﬂen—fepfu%ng—mlafe%—te—late Di 09/03 6#063 | Discontinue
entry-into-prenatal-carefaceessto (grant
prenatal care issues ended)
) | Lildren’s Service C 1 and
. . - Exeeutive Discontinue
I i . e Director 02/04 504 (existing
populations bellybutton
' funds cover)
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Strategy B.5: Secure resources to fund

high priority Coalition issues and Responsible: Start End | 2008/09
operations through grants, fund raising, First listed is lead Date Date | strategy
or volunteer opportunities as appropriate. will be
?ppll?‘ Eeﬁ Childr elﬁl.s.se* viee ge‘*ﬂle. tfor
pesition-to-serve-thelocalprivate e : i
' \ PF . . Continue
ebsteu_le practices. .l oets—Ihereasthy Director
Screentng-rates and-increased .
p_alltlell_patlen_l of blal elle and-othel Iugln.
5—Apply-to-United-Way-forfunding-of Exeeutive Continue
. cac Di 02/04 05/04
. Healthy Staltd_ueetsemees o lio. _ e
G—Aesly—fepfwmnq-asﬂaamepnate-ér&_ Executive c6i03 Continue
Local Iul_nel_els, sta:tematlenal Director - 0104

Annual Action Plan Update Narrative:

1. Funding from Community Foundation has been applied for but not yet granted for 2008_09;
funds will assist uninsured pregnant women with prenatal care who DO NOT qualify for
Medicaid. There is an increasing number of uninsured working poor that do not qualify for
assistance. One of the requirements for eligibility is that the women share in the cost of the care.
4. Prenatal Outreach Center has continued to serve as a central location for access to care.

5. Application and award to United way took place in April 2008 for the 08/09 funding year.
Funds will be utilized for Health Start direct services.
6. Application and award to CSC, BOCC, MCHD, DOH have all been made and contracts

signed for the 2008/2009 FY.
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